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Preface

Social transitions, such as starting school, represent essential developmental
points that move children toward divergent health and adjustment outcomes.
Children who do not manage the first years of elementary school smoothly have
greater problems with later behavioral, emotional, academic, and social adapta-
tion. Research clearly documents the predictive power of cognitive impairment
and neurodevelopmental disabilities for later academic failure. We suggest, how-
ever, that behavioral and social risk factors appear to be important predictors of
poor school outcome as well. Medical care, early childhood care and education,
child protection, and behavioral health systems play important roles in the iden-
tification, evaluation, and treatment of children with problems that emerge
prior to and during the early school years. A shared goal for these systems is
early identification and intervention—describing and assisting the ‘at-risk’ child
and his or her family, thereby eliminating or reducing academic and behavioral
difficulties during the beginning of school. Far-reaching achievement of such
goals can be facilitated by the establishment, implementation, and monitoring
of appropriate federal and state policies.

To examine the responsiveness of federal policies to the known risk and pro-
tective factors for academic and behavioral problems at the beginning of school,
the Child Mental Health Foundations and Agencies Network, a group composed
of representatives from the federal government and national foundations, com-
missioned the two companion papers included in this volume.

The first paper, “Risk Factors for Academic and Behavioral Problems at the
Beginning of School” (Huffman, Mehlinger, and Kerivan), reviews the last two
decades of relevant scientific literature in order to identify risk factors associ-
ated with problems during entry into school. OVID Medline and Internet
GratefulMed literature searches were done, using search terms of “school entry,”
“kindergarten,” “nursery schools,” “special education,” “transition to school,” as
well as “risk,” “protective,” and “intervention.” The search yielded articles pub-
lished between 1980 and 1998, and was limited by age (0-17 years), document
(journal articles only, including review, theoretical, and commentary articles),
and language (published in English). Within this set of articles, particular atten-
tion was paid to behavioral and social risk factors examined via longitudinal de-
signs. A longitudinal approach allowed the consideration of causal risk factors
for a defined set of outcomes in kindergarten and first grade (approximate ages
5-7 years). Risk factors as well as protective factors were described at indi-
vidual, family and peer, neighborhood and community, and sociocultural levels.
Salient outcomes included impaired language, motor, and social capacities,
special education status, grade retention, behavioral problems, and learning
disabilities.

"o

Both basic and intervention studies indicate that risk for children’s problems
during early elementary school is associated with several identified factors (e.g.,
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low birth weight, low 1Q, early behavior and relationship problems, and low
socioeconomic status). Multiple risk factors place children at greater than
chance odds of failing as they begin school; this suggests that early interven-
tions must be broadly based and not merely directed at a single target risk fac-
tor. Fewer studies have focused on protective factors—those factors associated
with improved outcomes for at-risk groups of children.

The use of rigorous criteria to identify causal risk and protective factors can
improve the predictive power of future research. In addition, an adequate un-
derstanding of the scientific literature on risk is critical for building more evi-
dence-based policies that have the potential to affect the lives of large numbers
of children. With increasing national attention to the needs of children and
given accelerated knowledge in the basic neurosciences about developmental
neural plasticity, a review of the scientific literature on risk for problems in early
school years vis a vis federal policies was timely.

The second paper, entitled “Resource Guide to Selected Federal Policies Af-
fecting Children’s Social and Emotional Development and Their Readiness for
School” (Cavanaugh, Lippitt, and Moyo), identifies selected federal policies that
address the identified risk factors in Huffman, et al. Federal policies are exam-
ined in five domains: child health, early childhood care and education, family
support and child welfare, child nutrition, and socioeconomic status.

This review found that the federal government is making a major contribu-
tion to the emotional and behavioral health of young children and their families
through Medicaid expansions, the passage of the State Child Health Insurance
Program, and demonstration programs such as Starting Early Starting Smart.
While some federal policies are complementary, many overlap, illustrating both
the complexity of collaborative efforts on the part of the federal agencies and
the diversity of partnerships supporting the behavioral and emotional health of
young children. Current changes in the organization and financing of health
care delivery, coupled with the complex interaction of federal policies that ad-
dress young children, affect the efficiency and effectiveness of federal policy re-
sponses to the identified risk factors.

Emotional and behavioral health care for young children cuts across a num-
ber of disciplines. The multiplicity of federal agencies addressing similar con-
cerns creates fragmentation of resources and engenders difficulty in coordinat-
ing efforts to ensure that all young children’s emotional and behavioral health
needs are met. Equally significant are the gaps in federal policy and the inad-
equacy of federal programs to reach all young children.

A seamless, multidisciplinary system of early childhood care that transcends
traditional federal policy boundaries must be designed and implemented. Re-
search is needed on new models for organizing, financing, and delivering be-
havioral health care for young children, and efforts must be made to translate
research findings into practice.

In our shared professional experience, the focus on young children and their
| families has never been greater. The mental health and emotional development
of children have received the attention of the president, the vice president, and
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their wives. The White House Conference on Mental Health included an
acknowledgement that the emotional development and mental health of chil-
dren are directly affected by early childhood experiences. Child development
and early childhood educational experts have asserted the importance of young
children’s relationships with significant adults for some time; advances in neu-
roscience and infant brain development now provide additional explanation and
support for these conclusions.

Numerous reports on these issues have been written in the past, yet the
problems persist. The current opportunity to implement a comprehensive early
childhood policy should not be missed. It is essential to build on past efforts
and to identify champions in the highest levels of government, philanthropy,
and business. Leaders in the social and medical sciences must join those in
_other sectors of society to emphasize the importance of early childhood experi-
ence on future success both in education and in the workplace. Only with the
commitment of resources from the broad range of involved agencies and foun-
dations, and the collaboration of scientists with policy makers, can we hope to
improve the chances for at-risk children to succeed as they begin school.

Doreen Cavanaugh and Lynne Huffman
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Introduction

The beginning of school—kindergarten and first grade—is a critical period
marked by a change in children’s environment at a time when their cognitive
and social capabilities also are changing. A child’s readiness for school is an ex-
ample of the connection between impressions of developmental processes and
societal decisions about the optimal timing of entry into formal school environ-
ments (Barth and Parke 1993). Children’'s academic and social trajectories are
formed in the early stages of public schooling. In first grade, as Entwisle has

| noted (Entwisle et al. 1987), children’s work begins to be seriously evaluated in

\ a comparative framework by teachers and classmates.

‘ What kinds of important problems are identified during these early school
years? Such problems fall into three arenas: (1) academic competence {(e.g., im-
paired academic achievement marked by grade retention, low scores on early
measures of scholastic performance, and identification of need for special edu-
cation), (2) behavioral competence (e.g., behavioral problems that require inter-
vention outside of the regular school class), and (3) social competence (e.g.,
problems with understanding complex social systems of classroom and school
and difficulties negotiating new social relationships with teachers and peers).

What are the consequences of success or problems in these arenas? Im-
proved academic performance and behavioral and social success early in school
increase the likelinood that children will later be productive citizens, as mea-
sured by increased independence and social confidence, less reliance on social
services, and higher earnings. On the other hand, poor performance in the be-
ginning of school may imperil children, labeling them delayed learners and
placing them into school tracking programs (e.g., within class ability grouping,
retention in grade, or special education), decreasing the likelihood of positive
social exchange and peer support, and emphasizing low expectations of parents
and teachers for children’s academic performance (Entwisle 1995). Children
who are not successful early in school have greater problems with later behav-
ioral, emotional, academic, and social development. For example, children who
repeat a grade are at greater risk for several specific behavioral disorders, such
as attention deficit hyperactivity disorder, obsessive compulsive disorder, over-
anxious disorder, and major depressive disorder (Velez, Johnson, and Cohen
1989). Grade retention also predicts school dropouts and rapid, repeat adoles-
cent pregnancies (Linares et al. 1991). Furthermore, children who demonstrate
low scores on early measures of school achievement, verbal 1Q, and verbal abil-
ity are at risk for delinquent and antisocial behavior (Yoshikawa 1995).

Educational, medical, child protection, and behavioral health institutions play
multiple roles in the identification, evaluation, and treatment of at-risk children
and their families. A primary goal is to intervene with children whose identified
risk factors predispose them to disrupted learning. For example, it has been sug-
gested that participation in a preschool enrichment program can increase
school success and, consequently, decrease delinquency (Weikart and
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Schweinhart 1991). Numerous intervention studies have been formulated on the
premise that positive changes in school success may be followed by decreased
antisocial behavior, while a difficult progression in the first years of school
marks the beginning of a cascade of problems.

It is important to recognize the debate about whether or what aspects of
school success are related to negative long-term outcomes. For example, it has
been found that children with early reading difficulties have increased rates of
conduct problems up to the age of 16 years. However, at least one study con-
cludes that, when due allowance is made for potentially confounding factors (es-
pecially early conduct problems) and for factors correlated with these problems,
it is unlikely that reading difficulties in early childhood directly relate to later
adolescent conduct problems (Fergusson, Horwood, and Lynskey 1997). These
results were true across various age and gender subgroups of the sample.

It also is important to understand the developmental competencies that char-
acterize typical kindergartners and first graders and, concurrently, the cognitive,
social, and behavioral demands that typify the early school experience. Such
understanding will allow us to examine when the mismatch between individual
developmental competency and environmental context puts a child at risk for
getting off track in school. Levine and colleagues have proposed a theoretical
model that highlights the interactions between neurodevelopmental functions
and academic skills. At any point in time, a child lives with a “balance sheet” of
strengths, adequacies, variations, and problems in neurodevelopmental func-
tioning that may or may not be well suited to academic expectations (Levine et
al. 1997). Table 1 summarizes this model as it applies to kindergartners and
first graders. These constructs reflect lower order, higher order, and language-
based as well as social cognitive functions.

Beyond basic neurodevelopmental functions, children’s competency also
seems to depend on social skills and emotion regulation capacities. During the
first years of school, children begin to seek social acceptance, discover and
emulate role models, reconcile personal and family beliefs with disparate values
of others, explore autonomy, deal with targeted fears, and refine self-awareness
(Levine 1999). Emerging emotional regulatory capacities during this transitional
period include reinforcing, reciprocal, and collaborative behaviors; conflict reso-
lution (without resorting to aggression); and the accurate conveyance and inter-
pretation of one's own feelings as well as others’ feelings (Levine 1999). Fur-
thermore, children at this age are developing a sense of industry and
productivity, which can promote a positive self-concept and sense of compe-
tence (Dworkin 1989). While these assumptions about socioemotional compe-
tence ring true, relatively few studies have examined early school outcomes
such as self-concept, motivation, social competence, and family and peer rela-
tionships (Barnett and Escobar 1989).

The scientific bases for our understanding of risk and protective factors re-
lated to early school failure and success are found in the literature of multiple
disciplines, including developmental psychology and psychopathology, child psy-
chiatry, education, and behavioral and developmental pediatrics. Risk factors
are those characteristics or variables that, when present in a disorder-free indi-
vidual, indicate a greater likelihood that this individual, rather than someone

13
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selected at random from the disorder-free population, will subsequently develop
that disorder (Garmezy 1994; Werner 1992). Such risk factors will predict prob-
lematic outcomes, but may or may not be causally related to the onset or main-
tenance of problems. A typology of risk factors guided by and tied to social,
clinical, and policy concerns (Kraemer et al. 1997) proposes that to show a
characteristic as a risk factor requires a demonstration that the risk factor tem-
porally precedes the adverse outcome and is correlated with it. A characteristic
that cannot be shown to precede the outcome but is related to it is called a “cor-
relate,” not a risk factor. By definition, identified risk factors for a difficult transi-
tion into school are variables that predict early school failure, and may be caus-
ally related to the onset or continuation of emotional, social, and academic
difficulties in school.!

A major problem in the past literature is that correlates often are reported as
| “risk factors,” and sometimes even as causal factors. To a great extent this has
happened because of the emphasis in the past on cross-sectional or retrospec-
tive studies, neither of which can establish temporal precedence. Consequently,
some of what are reported as risk factors for early school failure may be the
symptoms or the outcomes of school failure, not risk factors at all. In Kraemer’s
typology of risk, she states that the term “risk factor” deserves greater specifica-
tion (Kraemer et al. 1997). A risk factor may be a “fixed marker,” that is, one
that cannot be demonstrated to change. A risk factor may be a “variable
marker,” that is, one that can be demonstrated to change, but when changed,
does not alter the probability of the outcome. Finally, a risk factor may be a
“causal risk factor,” that is, one that can be changed and, when changed, does
alter the risk of the outcome. For example, a mother’s not having graduated
from high school is a risk factor for a child being labeled with a handicapped
educational status in 1st grade (Finkelstein and Ramey 1980). However, award-
ing a diploma to a mother at the birth of her child ultimately will not change
her child’s educational trajectory; therefore, maternal possession of a high-
school diploma is a variable marker for the child. Belonging to a disadvantaged
minority group also is a risk factor for low academic achievement (Reynolds,
Weissberg, and Kasprow 1992), but such membership cannot be changed and,
therefore, minority status is a fixed marker. Lack of access to resources and in-
adequate parenting skills are correlated both with absence of maternal diploma
and with minority group membership, and are themselves risk factors for low
IQ. Providing high-quality childcare to infants and education to the mothers has
been demonstrated to increase children’s IQs (see IHDP intervention studies,
Berlin et al. 1998). So, poor resources and poor parenting skills can be consid-
ered causal risk factors. As a result, in targeting future interventions to prevent
low IQ and to promote academic competence in early school years, one might
want to target the babies of mothers without a high-school diploma in disadvan-
taged minority groups (variable and fixed markers) for intervention, but the in-
tervention itself should seek to change poor access to resources and parenting
skills (causal risk factors).

Further, it is unlikely that any outcome in the arena of early school success or
problems is the result of one and only one factor. Research focused on this
arena must consider the issues around multiple risk factors. A transactional
framework suggests there are several coexisting ecological levels (macrosystem
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= cultural beliefs; exosystem = aspects of community; microsystem = family
setting in which the child lives; ontogeny = within-individual factors) that con-
tribute to a child’s maladaptive or adaptive developmental outcome (Sameroff
and Chandler 1975). In accord with this transactional model, risk factors
present at one ecological level influence outcomes in surrounding levels, thereby
determining the extent of risk posed to the individual (Cicchetti and Toth 1998).
Therefore, a comprehensive approach to ascertain the combined effects of mul-
tiple risk factors and/or mechanisms by which such combined risk may have
contributed to early school failure or success may be more fruitful than efforts
to identify bivariate associations between one risk factor and one outcome.

Considerations of associations between variables point to yet another prob-
lem in the past literature: statistical significance is not sufficient to establish the
clinical or policy impact of a risk factor (Kraemer et al. 1997). Many risk factors
have been shown to be “statistically significant” when the sample size is large,
but then never prove to have any clinical or policy significance. Some estima-
tion of potency is needed, a measure of effect size that is interpretable in terms
of clinical and policy significance (Kraemer et al., in review). In past literature, if
a potency measure was selected (often the odds ratio or risk ratio), such selec-
tion was made in the absence of considerations of the nature of the population;
outcome, or consequences of false positive and negative identification of chil-
dren at risk. Overall, there has been limited attention in the literature on early
school problems to the issue of potency of risk factors.

As noted above, the understanding of causal linkages among multiple risk
factors and school requires that these relations be studied using longitudinal
methodologies that assess family and child functioning prior to school entrance
and continue to do so in the context of the school setting. Such research is rela-
tively uncommon (Barth and Parke 1993; Cowan et al. 1993) and, despite the
interdisciplinary interest in early grade failure, few large studies have investi-
gated the social, emotional, cognitive, and health factors associated with this
outcome. In one large study (Byrd and Weitzman 1994), interviews with parents
of 9,996 children aged 7 to 17 who participated in the Child Health Supplement
to the 1988 National Health Interview Survey were analyzed. The study revealed
that, nationally, 7.6 percent of children repeat kindergarten or first grade. Fac-
tors independently associated with increased risk of grade retention were pov-
erty, male gender, low maternal education, deafness, speech defects, low birth
weight, enuresis, and exposure to household smoking. Behavior problems at the
time of interview also seemed to be associated with prior early retention. High
maternal education and residence with both biological parents at age 6 years
appeared to be protective factors and were independently associated with a de-
creased risk of retention. While this study was strengthened by the size of the
sample, most of the relations among the factors identified were correlative;
again, longitudinal study is required to help ascertain whether such factors are
causal risk factors.

Parallel to the advances in theoretical models and increasing precision in
risk-factor terminology and research, Luthar has advocated for greater precision”
in the use of terms to label protective factors (Luthar 1993; Luthar, Cicchetti,
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and Becker, in press). She suggests that attributes with direct ameliorative ef-
fects—operating in both high and low-risk conditions— should be labeled “pro-
tective.” Further, attributes conferring stability in competence despite increasing
risk could be labeled “protective-stabilizing”; attributes conferring augmentation
of competence could be labeled “protective-enhancing”; and attributes confer-
ring advantages, although less under high-stress conditions, would be labeled
“protective but reactive.” Scientific understanding of protective factors is sub-
stantially grounded in the exploration of child, family, and social environmental
factors implicated in the concept of resilience, defined as “. . . a dynamic pro-
cess encompassing positive adaptation within the context of significant adver-
sity” (Luthar et al., in press).

Intervention programs are the vehicles by which our assumptions about risk
and protective factors can be tested; they can elucidate the relation between in-
tervention and a change in school performance. When specific risk factors have
been identified for a given outcome, intervening, or experimentally manipulat-
ing the risk factor, allows the investigator/clinician/educator to prevent the onset
of the condition, to decrease morbidity, or to effect a more benign course for
the problem and its associated outcomes. The causal nature of the risk factor
may then be demonstrated through intervention effect sizes. Greater knowledge
of effects of specific risk factors on problematic school entry can allow the de-
velopment of more effective preventive or treatment interventions, and lead to
better understanding of the etiology of early behavioral and academic frailty.
Thus, intervention studies based on knowledge about putative risk factors repre-
sent the current “gold standard” for establishing causal relationships between
risk and outcome. Unfortunately, as the following review will indicate, there are
not many of these studies in the literature.

This scientific review is a companion to “Resource Guide to Selected Federal
Policies Affecting Children’s Social and Emotional Development and Their
Readiness for School,” a paper by Doreen Cavanaugh, John Lippitt, and Otrude
Moyo. In that paper, the authors discuss selected federal policies that purport-
edly address the factors identified in the following review, putting children at
risk for problematic academic and socioemotional outcomes during the early
years of school. Cavanaugh and colleagues present and discuss 23 policies, rep-
resenting domains of child health, early childhood care and education, family
and child welfare, socioeconomic status, and child nutrition.

Basic neuroscience research is expanding our understanding of the plasticity
of a child’s developing brain. Concurrently, our national attention increasingly
has been turned to the needs of children (e.g., the White House Conference on
Mental Health, congressional attention to the problems of youth violence, and
so on). To use our national resources effectively, it is critical that we link these
areas of basic science and policy-making. An adequate understanding of the sci-
entific literature on risk is important for building more evidence-based policies
with the potential to affect thousands of children. Thus, a review of the scien-
tific literature vis-a-vis federal policies is necessary and timely.
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Methods

OVID Medline and Internet GratefulMed literature searches were completed, us-
ing search terms of “school entry,” “kindergarten,” “transition to school,” “risk,”
“predictor,” and “intervention.” The search included articles published between
1986 and 1998, and was limited by age (child), document {journal articles plus
review, theoretical, and commentary articles), and language (published in En-
glish). Utilizing these terms and limits, more than 500 articles were identified
(see Table 2). This collection was supplemented with articles on pregnancy, co-
caine, and alcohol that were identified using Biomed (a University of California
search system). Within these articles, there were a number of identified risk (or
protective) factors that were concluded to be related to the transition into el-
ementary school, expressed as problems or competencies during kindergarten
and first grade.2 As in Sameroff's transactional model (Sameroff and Chandler
1975), such risk factors were conceived of at multiple levels; for example, indi-
vidual ontogeny, microsystem (family, school, and peers), exosystem (neighbor-
hood, socioeconomic status), and macrosystem (cultural beliefs and values). :

There has been confusion in much of the extant literature about what are
risk factors, including what are merely correlates, what are fixed and variable
markers (informative but not a reasonable basis for structuring targeted inter-
ventions), and what are causal risk factors, which are vital to address in inter-
ventions. Risk factors may be found to be “statistically significant” but have no
demonstrated clinical or policy value. In short, the field is still in its infancy, re-
quiring much future thought and development.

However, the past and current literature is the best source of information to
guide future research. To summarize and understand the scientific basis for our
understanding of early schocl problems and risk, we examined those studies
that satisfied the following minimal requirements of excellence:

1. Careful definition and sampling of a population free of the disorder at
baseline

. A longitudinal, prospective design

. Definition and measurement of the putative risk factors at the baseline

. Definition and measurement of outcomes at follow-up

. Use of analytic strategies to establish statistically significant correlations
between risk factors and outcomes

[ 62 Y SN WA B A0}

Studies satisfying these minimal requirements are listed in Table 3; if an ar-
ticle addressed risk processes or mechanisms of risk, that fact also is noted. Ad-
ditional review and theoretical papers that addressed the issue of risk as related

; to early school failures or successes are listed in Table 4.

For each identified risk factor, we sought to identify intervention studies that
addressed the relation between the risk factor and outcomes by attempting to
change the level of risk. A second set of searches yielded articles concerning in-
terventions designed to address the effects of recognized risk factors. For an in-
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tervention study to be included in this summary, it needed to specifically address
those outcomes for children in kindergarten and first grade, listed in Table 3 (e.g.,
early academic failure, grade retention, significant behavioral problems, and so

forth). These searches focused on identifying original research (see Table 5); how-
ever, several review articles also were included (see Table 6). As noted previously,
we considered a longitudinal design imperative for delineating causal relations

among early risk factors, targeted or indicated interventions, and later outcomes.

In this review, we also noted if additional research or policy implications have
been suggested by current studies of risk factors for difficult school transitions.
Connections to policy-making may include (1) noting the ways in which policies
are informed by research; (2) establishing whether there are certain levels or
arenas of risk that have been well considered by policy-makers et al. that have
not; and (3) identifying risk factors that deserve (by virtue of the breadth or in-
tensity of their impact or by their malleability) additional consideration in the
policy arena.
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Results

Risk Factor Research

Individual Ontogeny

Risk and protective factors that affect early school success have been addressed
to some degree in review papers published within the past 15 years (see table
4,.e.g., Brier 1995; Lukeman and Melvin 1993; McLoyd 1998). While many of
these reviews focused on school achievement and performance (e.g., Casey and
Evans 1993; Ornstein et al. 1991; Richardson, Koller, and Katz 1986), fewer
have addressed socioemotional outcomes (e.g., Lukeman and Melvin 1993;
McLoyd 1998). Empirical papers describing particular risk and protective factors
at various ecological levels are summarized below.

Low Birth Weight and Neurodevelopmental Delay (treated in most studies as
a fixed marker).? Research shows that children with an extremely low birth
weight as babies have a higher incidence of behavior problems at school entry
and poorer cognitive performance (McCormick et al, 1998; McCormick et al.
1993), as well as increased incidence of learning disabilities and academic diffi-
culties (Hack et al. 1992). Having a very low birth weight or an extremely low
birth weight places a child at risk for behavior problems, cognitive deficits, and
school problems (enrollment in special education) at ages 7 to 8 years (Hor-
wood, Mogridge, and Darlow 1998). However, heavier low birth weight babies
do experience some catch-up and, by age 8, have nearly age-appropriate perfor-
mance (McCarton, Wallace, and Bennett 1996). Additionally, prematurity has
been demonstrated to be a risk factor for school problems or failure later in life
(8 to 18 years) and for developmental problems at ages 2 and 5 years (Cohen
1995).

Abnormal neurcdevelopment (as identified by a nurse during history-taking
when a child is 4 years of age or by a school physician at the time of school en-
try) places children at risk for increased school behavioral problems (Cadman et
al. 1988) and for higher rates of learning difficulties (Bax and Whitmore 1987)
at the end of kindergarten or first grade. In one study, clumsy children who
failed a standardized motor test battery at school entry were at increased risk
for poor writing and delayed motor performance at age 8 (Roussounis, Gaussen,
and Stratton 1987). Another study found that children with low scores in Kin-
dergarten for right-handed coordination and overall graphesthesia on the Mis-
souri Kindergarten Inventory of Developmental Skills displayed persistent soft
signs at follow-up in first grade and were at greater risk for academic problems
(Blondis, Snow, and Accardo 1990).

Other Medical Problems (fixed marker). Pregnancy problems, including ma-
ternal medical and emotional problems, have been identified as risk factors for
offspring behavior problems in childnood and adolescence (Cohen et al. 1989).
Research has also identified low neonatal thyroxine levels as a correlated indica-
tor of neurological dysfunction at age 5 and of school failure at age 9 (Den
Ouden et al. 1996). It also has been shown that neonatal hypothyroidism results
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in increased grade retention, lower IQ at ages 4 and 7, and increased fine mo-
tor and coordination problems (Rochiccioli 1992). These findings suggest there
may be very specific risk factors predicting developmental delays and conse-
quent school failure. While such risk factors are unlikely to explain all neurologi-
cal dysfunction or school failures, they nonetheless may mark a specific group
of children at higher risk.

Psychophysiological Markers of Risk (variable markers). In a search for
psychophysiological markers of risk, several studies show that slowed capacity
to recognize and match a visual pattern (Complex Reaction Time, CRT) at age 7
correlates with problems in psychomotor and language development as well as
with increased symptoms of aggression, hyperactivity, withdrawal, and an in-
creased likelihood of school failure (Frisk 1991). These studies suggest that CRT
is a biological marker that may identify, early in the school experience, children
at higher risk for behavioral symptoms that contribute to school failure.

In a cross-sectional study, Porges and colleagues have suggested that heart
rate variability is a sensitive psychophysiological index of mental effort and
attentional processing in slightly older school age children (Suess, Porges, and
Plude 1994). High baseline levels of heart rate variability are correlated with
better performance on the first 3-minute block of a continuous performance
task. While conclusions about causality cannot be drawn from this study, the
findings suggest that heart rate variability might be useful as an indicator of
attentional capacity, an individual trait that is increasingly critical as school-
based education proceeds.

Cognitive Deficits (causal risk factor). Many papers confirm that cognitive
ability or 1Q accounts for a large proportion of the variance in academic compe-
tence and achievement (Finkelman, Ferrarese, and Garmezy 1989, Pellegrini et
al. 1987). Other reviews have examined in depth the contributions of cognitive
factors to academic outcome, particularly when cognitive skills are affected by
injury or illness, such as head injury (Dennis et al. 1998), chronic illness (Nokes
1996), epilepsy (Strang 1990), leukemia (Brown and Madan-Swain 1993), severe
malnutrition (Grantham-McGregor 1995), prematurity (Wolke 1998), and neu-
rofibromatosis (North et al. 1997). We do not attempt to readdress these large
areas of research in this review. However, in our examination of those risk fac-
tors that reflect emotional, behavioral, and social domains and impact behav-
joral and social success in early school, we did consider those realms of re-
search where cognitive ability is considered in conjunction with emotional state.

For example, affectively depressed children show evidence of functional cog-
nitive impairment, with mild declines in verbal performance 1Q over time
(Kovacs and Goldston 1991). Depressed young children appear to be less so-
cially adept than nondepressed peers; however, depression does not consis-
tently impair social-cognitive abilities. Further, cognitive capacity allows a child
to recognize and interpret emotion. Dennis and colleagues have established that
understanding an emotion narrative involves recognition of affective valence
and establishing an explicit mental representation of emotional states. In turn,
this representation provides a mechanism that particularizes emotion and
modulates its display, which then allows emotional expression to be modified
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according to particular context. This understanding can be confused when cogni-
tive processes are impaired, as in a head injury (Dennis et al. 1998).

There are studies of older children and adolescents that address the relation
between cognitive deficits and poor school outcomes, both behavioral and aca-
demic (Brier 1995). These studies have shown that low levels of intelligence are
related to delinquency, with IQ scores among delinquents an average of 8 points
lower than the general population. Children with lower levels of intelligence, espe-
cially lower levels of verbal skills, are more likely to experience school failure, and/
or to exhibit antisocial behaviors. Both poor verbal skills and antisocial behaviors
are linked to lack of school success. These children also may have negative school
attitudes, lowered self-expectations, and decreased chances of recognizing the re-
lations between achievement in school and later success in life, further increasing
the likelihood of poor academic achievement.

Not surprisingly, cognitive disabilities requiring special education during pre-
school appear to make the transition to kindergarten or alternative elementary
school placement more difficult. In a theoretical paper, Fowler and colleagues sug-
gest that this may be, in part, because children with disabilities lack the indepen-
dence and survival skills required for elementary school. Fowler also suggests that
the families of these children experience significantly more stress by the school
transition than do families of able children (Fowler, Schwartz, and Atwater 1991).
More specifically, in the domain of communication and language, Fazio and col-
leagues (Fazio, Naremore, and Connell 1996) demonstrate that language impair-
ment leads to poor academic and language performance in school, although, in
their study, the effects of poverty confounded this findihg. The authors suggest
that identifying language-impaired children for remedial help would be another
way to allay school failure. Furthermore, there is strong evidence of high
comorbidity of communication problems (speech, hearing, cognition) and emo-
tional/behavioral difficulties in some young children; this may indirectly impact on
early school success (Prizant, Wetherby, and Roberts 1993). Such evidence argues
for establishing functional linkages between the behavioral health care system and
those identifying and addressing communication disorders (speech/hearing/
language specialists, health care providers, hospitals, clinics, preschools, schools,
etc.). Nonfragmented services are warranted, in order to establish more compre-
hensive assessment and treatment planning practices.

Temperament and Personality Dimensions (fixed markers). Cross-sectional
studies suggest that difficult temperament appears to increase risk for antisocial
behavior and school failure (Brier 1995) and that easy temperament is a protective
factor for behavior problems (Jackson and Frick 1998). With characteristics such as
high activity level, inflexibility, impersistence, distractibility, and low attention, dif-
ficult temperament increases the probability that a child fails to adhere to class-
room rules and follow academic instruction. These characteristics suggest a large
overlap between difficult temperament and attention deficit hyperactivity disorder
and, according to some authors (Hinshaw 1992), there is an overlap of more than
fifty percent between attention deficit disorders and underachievement.

Tremblay and colleagues’ study of French-Canadian boys of low sociceconomic
status (SES) examined the correlations between the personality dimensions of im-
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pulsivity; anxiety, and reward dependence and delinquency (Tremblay et al.
1994). Teachers rated boys on personality scales at kindergarten age, and the
boys themselves reported their delinquency between the ages of 11 and 13. '
Tremblay and colleagues found that low SES boys with high impulsivity, low
anxiety, and low reward dependence are most at risk for antisocial behavior
and have the highest rates of self-reported delinquéncy.

In a study of sons of substance-abusing and normal fathers, it was found that
(1) sons’ IQ and positive temperament each partially mediate the effects of pa-
ternal substance abuse on sons’ reading achievement scores and (2) that sons’
positive temperament mediate the relations between family dysfunction and
their reading achievement scores (Blackson 1995). As reading achievement is
pivotal to academic success and school failure is associated with early age sub-
stance use, the author concludes that it is important to identify processes that
promote academic success.

Many studies have concentrated on the effects of risk factors on adolescent
school failure and antisocial behavior (Farrington 1989; White et al. 1994).
Some studies show the relations between early childhood experience and later
negative adolescent outcome with respect to low-level intelligence, negative
school attitude, harmful peer influences, pocr parenting techniques, and difficult
temperament (see review by Brier, 1995). It is likely that indications of potential
for school failure and antisocial behavior are evident during school entry age.
More research is required to elucidate the effect of such risk factors on children
during their transition into elementary school.

Aber and colleagues have proposed that effectance motivation, which is the
intrinsic desire to deal competently with one’s environment, is an important
factor related to children’s ability to adapt to school, frequently a first major out-
of-nome environment (Aber et al. 1989). In another study, inner-city Head Start
children score higher on measures of effectance motivation than do their inner-
city, non-Head Start counterparts; however, their levels are lower than those of
the middle-class children (Malakoff, Underhill, and Zigler 1998).

Early Behavior and Adjustment Problems (causal risk factors). Research
shows that mothers’ high ratings of hyperactivity and externalizing behaviors
for their 3-year-old children, predict adjustment difficulties at home, in school,
and with peers at ages 6 and 9 (Campbell and Ewing 1990; Campbell et al.
1986). This research provides evidence of mothers’ abilities to identify their
children’s problem behaviors. It also suggests a useful marker of risk for school
failure. In a prospective study, Schwartz and colleagues investigated the predic-
tive association between early behavior problems (internalizing, externalizing,
hyperactivity-impulsiveness, immaturity-dependency) and later victimization in
the peer group (Schwartz et al. 1999). Teacher ratings of the behavioral adjust-
ment of 389 kindergartners and first-grade children (approximate ages 5 o 6
years) were obtained using standardized behavior problem checklists. These rat-
ings predict peer nomination scores for victimization, obtained three years later,
even after the prediction associated with concurrent behavior problems was sta-
tistically controlled. Further analyses suggested that the relation between early
behavior problems and later victimization is mediated by peer rejection and
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Microsystems—
Family and Peers

moderated by children’s dyadic friendships. Behavioral problems appear to play
an important role in determining victimization within the peer group, although
the relevant pathways are complex and influenced by other aspects of children’s
social adjustment.

Age at School Entry (causal risk factor). Fowler found that boys’ late birth-
days (younger age) were associated with early grade failure (Fowler and Cross
1986); further risk was conferred by poor visual-motor integration, decreased
maternal education, and positive family history of learning problems. In this
study, protective factors seemed to be maternal education and lack of family
learning problems. Similarly, Jones (1990) found that the proportions of stu-
dents failing to meet standards on a reading achievement test in grades 1, 2, 3,
and 6 are higher for younger, male, African-American, and “lunch-assisted” stu-
dents than for older, female, non-African-American, and full-paying students. In
contrast, Morrison, Griffith, and Alberts found that the age of a child at school
entry (younger or older compared to other same-grade peers) was not a good
predictor of risk for school failure, after controls for background variables were
applied (Morrison, Griffith, and Alberts 1997). Additional research is required to
account for contradictions in the conclusions of these studies.

Summary of Protective Factors. With the exception of “easy” temperament,
which has been noted to be a protective factor related to the emergence of later
behavior problems (Jackson and Frick 1998), few protective factors were specifi-
cally noted at the level of individual ontogeny.

Family Composition (fixed markers). According to the U.S. Census Bureau,
more than 50 percent of marriages end in divorce in the United States, and
many of these divorces affect school-aged children. While children’s responses
to the change in family structure and lifestyle vary dramatically, studies show
that divorce is associated with behavioral problems that may negatively influ-
ence success in school. Divorce also adds significant variance to socioeconomic
predictors of cognitive-social competence and adaptive behaviors at school en-
try (Guidubaldi and Perry 1984).

School-aged children also experience parental remarriage. While some studies
indicate protective effects, others show remarriage to be a risk factor when com-
paring step families to intact families. Pagani and colleagues (Pagani et al. 1997)
conducted a longitudinal study in Quebec that followed children from 6 through
12 years of age. They found that divorce and remarriage are associated with
higher levels of anxiety, aggression, hyperactivity, disobedience, and deviant be-
havior. Children who experienced parental divorce before the age of 9 were more
anxious at age 12 than children from intact families. Children whose parents di-
vorced before age 8 were more aggressive, and those whose parents divorced be-
fore age 6 were more disobedient and defiant. Hyperactivity was noticed only
among children whose parents divorced prior to age 8. Pagani and colleagues
also noted that remarriage seemed to have a protective effect regarding hyperac-
tivity, especially during early childhood. Neither divorce nor remarriage appeared
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to affect prosocial behavior. Marital status and family composition, then, may be
an important factor in school success or failure. Future studies of family composi-
tion, as contributing to risk status, also should consider other moderating socio-
economic variables such as employment or educational status.

Low Level of Maternal Education (fixed marker). Lower levels of maternal
education predict children’s early grade failure, including a lack of reading and
math achievement (Fowler and Cross 1986). Similarly, a lack of maternal educa-
tion has been demonstrated to be a stronger predictor of handicapped status at
school entry than the child’s own behavior from birth to 3 years (Kochanek,
Kabacoff, and Lipsitt 1990). Information available on birth certificates, including
maternal level of education, can be used as an effective predictor of a child’s
need for special education services at public school entry (Ramey et al. 1978,

N Finkelstein and Ramey 1980). High maternal education and residence with both
parents at age 6 decreases a child’s risk of repeating kindergarten or first grade
(Byrd, Weitzman, and Auinger 1997).

Parental Substance Abuse (treated in most studies as a fixed marker). Nu-
merous studies have focused on the effects of maternal substance abuse during
pregnancy as well as the influence of childhood exposure to addicted parents in
the home environment. Most studies point to the adverse effect of parental sub-
stance abuse on the cognitive, physical (intrauterine growth retardation and low
birth weight), and social development of young children (for bibliography, see
Coles, Russell, and Schuetze 1995). Smoking during pregnancy, for example, is
generally noted for its negative physical health consequences for infants. Other
studies demonstrate that children exposed prenatally to maternal smoking have
behavior problems at the age of school entry (McGee and Stanton 1994) as well
as impulsivity and poor performance on a series of memory tests (Fried,
watkinson, and Gray 1992). Maternal alcohol consumption during pregnancy is
associated with intrauterine growth retardation and low birth weight, which af-
fects later cognitive and social development; a small percentage of children
born to heavy drinkers suffer from fetal alcohol syndrome (FAS) (Streissguth et
al. 1994). A study in West Berlin found that only 30 percent of teenagers with
FAS had normal-range 1Q scores and by the end of school, 55 percent had at-
tended schools for the mentally handicapped (Spohr, Willms, and Steinhausen
1994). Alcohol-exposed children also have been found to have behavioral and
social difficulties, such as trouble cooperating, paying attention, and problems
with impulsivity and impersistence.

Studies of prenatal exposure to other drugs, such as cocaine, heroin, and am-
phetamines, also highlight problems in behavioral and cognitive development.
Some studies suggest that children exposed to cocaine in utero have delayed
mental development; for example, Bender’s study showed that exposed children
experience early language and nonverbal development problems throughout
preschool years (Bender et al. 1995). In contrast, other studies show that prena-
tal exposure to cocaine does not affect intellectual ability or academic achieve-

A ment, but teachers report children had difficulty sustaining attention

(Richardson, Conroy, and Day 1996). Van Baar found that methadone, heroin,
and polydrug exposure results in lower general intelligence and language tests
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around school entry age (van Baar and de Graaff 1994). Further, children ex-
posed to cocaine, heroin, and methadone are more active, have more behavior
problems, and show less ego resilience, according to parent and teacher ratings
at age of school entry (van Baar et al. 1994). At ages 4 and 8 years, children ex-
posed prenatally to amphetamines are more aggressive and show poorer social

-adjustment (Eriksson and Zetterstrom 1994).

Because of related risk factors such as lower socioeconomic status, lower ma-
ternal age and increased parity, poor maternal nutrition and health (including
HIV positivity and syphilis), and irregular or nonexistent prenatal care and in-
creased genetic susceptibility, it is difficult to attribute developmental problems
solely to in utero drug exposure. In addition, social problems such as financial
and housing uncertainties and disturbed relations with families may have conse-
quences for the child. Any of these confounding factors may enhance or some-
times mask the effects of maternal substance abuse. Still, parental substance
abuse is a risk associated with adverse effects on cognitive, physical, and social
development in children. Because exposed preschool children show signs of de-
velopmental delay (mostly in the areas of cognitive and social growth and matu-
rity), their transition into school often is difficult. Children with lower levels of
intelligence and other cognitive difficulties are at an increased risk for school
failure; those with more behavior problems are also at risk and may have diffi-
culty meeting the new demands of the classroom setting.

Problematic Maternal Relationship History (variable marker). In a prospec-
tive, longitudinal study by Pianta and colleagues, two groups of disadvantaged
mothers and children were formed based on the stability of the mothers’ pri-
mary social relationships (Pianta, Egeland, and Hyatt 1986). While chaotic rela-
tionship history goes hand in hand with environmental disorganization, lack of
support, economic disadvantage, and stress, maternal relationship history ap-
pears to have value as a summary indicator or variable marker of risk status.
Membership in the group of mothers with self-reported chaotic {that is, numer-
ous and unstable) relationships predict maternal behavioral ratings for their 5'/2-
year-old sons of hyperactivity, depression, and delinquency. Membership in this
group also predicts teacher ratings of aggressiveness, inattentiveness, and self-
destructiveness.

Parental Psychopathology (causal risk factor). Researchers are beginning to
collect information about the behavioral adjustment of young school-aged chil-
dren of postnatally depressed mothers. Gross demonstrated that preschool chil-
dren of depressed mothers have significantly more behavior problems and
lower social competence than do children of nondepressed mothers (Gross et al.
1995), while Greenberg showed that maternal depression (among other environ-
mental and behavioral risk factors) during a child’s kindergarten year is predic-
tive of child behavior and school achievement problems in first grade
(Greenberg et al. 1999). In another longitudinal study, 5-year-old children of a
community sample of postnatally depressed and well women were investigated
through teacher-respondent questionnaires concerning the children’s adjust-
ment in the context of school after the children had finished their first term
(Sinclair and Murray 1998). SES and child gender have the most powerful influ-
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ence on adjustment; however, postnatal and recent maternal depression con-
tribute additional predictive power for low SES boys.

Poor Parenting Practices (causal risk factor). Evidence shows that effective
parents adjust their parenting behaviors in accordance with their developing
child’s needs. In one study, high rates of positive parent interaction with their
children was a protective factor for their children’s academic success (marked by
math and reading achievement, conversation, vocabulary skill, and block design
at age 6 years) (Coates and Lewis 1984). Furthermore, effective parental supervi-
sion has a protective effect and is a positive socializing factor that enhances
prosocial behavior. In one study, the coping reactions of parents of 58 children
exhibiting signs of maladjustment on entering elementary school and changes in
adjustment to school were evaluated during the first two school years (Elizur
1986). The relationship between coping and adjustment was evaluated by mea-
suring both synchronous and cross-lagged correlations. As the children’s adjust-
ment worsened during the first grade, mothers increased their coping activity,
but their efforts did not contribute to an improved adjustment. An adaptive and
cohesive family pattern, related to a subsequent improvement in adjustment to
school, was composed of variables measuring fathers’ coping activities, mothers’
positive attempts to stimulate the fathers’ coping behaviors, parental support of
the children, and their cooperation in coordinating coping strategies.

In contrast, poor parenting techniques and harmful peer influences increase
the risk of adverse developmental outcomes. Parents who are harsh, disen-
gaged, provide inconsistent guidelines, and are unable to monitor their
children’s behavior are more likely to have children with a heightened risk for
antisocial behavior (Brier 1995). In a study examining the effects of parenting
styles, McFadyen-Ketchum found that mothers who used high levels of coercion
and nonaffection with their preschool-eiged sons were more likely to have boys
with high and increasing aggression in kindergarten. Their daughters, on the
other hand, showed high but decreasing aggression in kindergarten (McFadyen-
Ketchum et al. 1996). Besides pointing to gender differences, this study pro-
vides information about the effects of parenting style on child aggression, an in-
dividual characteristic that seems to be a factor in determining school success
or failure. In addition, Jacobvitz found that mothers who use intrusive, seduc-
tive, or overstimulating styles of care have children who are more likely to have
hyperactivity and distractibility problems at school entry at ages 5 to 6 years
(Jacobvitz et al. 1987). Egeland also found that intrusive parenting observed
during mother-child feeding and play interactions at 6 months predicted aca-
demic social, emotional, and behavior problems in first and second grade
(Egeland, Pianta, and O’Brien 1993). Finally, Cowan and colleagues (Cowan et
al. 1994) have found that ineffective parenting, identified by low warmth and
structuring, in the preschool period predicted shy behavior and low academic
achievement in kindergarten.

Maltreatment (treated in most studies as a fixed marker). Increased con-
cerns for the welfare and development of maltreated children are shaping new
avenues for research. One such area of study has included the effects of mal- }
treatment on a child’s academic performance. In their discussion of this re- |
search arena, Eckenrode and colleagues noted that children who are maltreated |
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have higher rates of school problems than children who are not maltreated, in-
cluding lower test scores in math and English, lower 1Q scores, lower child-per-
ceived social acceptance, increased absence from class, and more grade repeti-
tions (Eckenrode et al. 1995). In general, much attention has been paid to the
maltreatment of infants and preschoolers (Wodarski et al. 1990). Studies that
have focused on academic performance as an outcome have primarily included
older school-aged children and adolescents (Eckenrode et al. 1995, Kurtz et al.
1993; Kendall-Tackett and Eckenrode 1996; Wodarski et al. 1990). Additional re-
search is necessary to establish the specific relations between maltreatment and
success or failure in young school-aged children’s management of the transition
into elementary school. In addition, studies with a longitudinal design and with
appropriate comparison groups also are necessary (Wodarski et al. 1990).

Insecure Attachment (variable marker). A few studies have explored the im-
pact of early attachment relationships on later school success. In one study, inse-
curely attached kindergarten boys showed more problem behaviors, had more
difficulties with peer relations, and were liked less by peers and teachers in first
grade (Cohn 1990). In general, kindergartners who were securely attached in in-
fancy performed better on IQ tests than did children who were insecurely at-
tached as infants (van Izjendoorn and van Vliet-Vissers 1988). This global finding
was qualified in another study that demonstrated that day care appears to have a
negative effect for secure children but has a positive influence for insecure chil-
dren. For the secure group, children in day care are more negative and avoidant
at 42 months, and they are more externalizing and aggressive in kindergarten
compared to the home-reared group. In contrast, children in day care who were
insecurely attached are less withdrawn. Overall, children in day care are rated
higher on externalizing behavior in kindergarten than home-reared children, but
no differences are found in the later school years (Egeland and Hiester 1995).

Difficulties with Peer Relationships (causal risk factor). Friendship affects
children’s development and adjustment. In addition to family members and
teachers, friends have socializing influences that, according to Hartup (Hartup
1996), provide support for contextual emotional and cognitive learning and de-
velopment. Friendships are models for later relationships. One recent study of
kindergarten students who had best friends looked at several friendship pro-
cesses and their effect on transition into elementary school, relationship out-
comes, and adjustment outcomes (Ladd, Kochenderfer, and Coleman 1996).
Ladd and colleagues found that lower levels of conflict and higher levels of vali-
dation and exclusivity result in more satisfactory and stable relationships; vali-
dation, in particular, is related to children’s positive self-perception at school as
well as positive perception of peer support. In contrast, conflict is a risk factor
for poor school adjustment and decreasing school involvement, especially for
boys. In another study, Ladd demonstrated that children who gain friends
throughout kindergarten gain achievement as well; the fewer friends and more
peer rejection a child has may negatively influence a child’s perception of
school, school attitude, and school achievement (Ladd 1990). Overall, friendship
characteristics can have an adverse or positive effect on children’s development
and experience in early school environments.
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Summary of Protective Factors. Jackson and Frick (Jackson and Frick 1998)

have investigated the association between negative life events and protective
factors in predicting the adaptive, emotional, and behavioral functioning of 140
school-age children. While this study did not examine 5 to 7-year outcomes, it
did report that protective mechanisms in 8-year-olds could be considered in
three categories: disposition characteristics (higher 1Q, SES, and easier tempera-
ment), family environment (higher levels of positive relationships), and social
support. Thus, for girls, as negative life events increased, social support and in-
ternal perceptions of control acted as protective factors to reduce exhibited in-
ternalizing behavior. A high level of maternal education has been established as
protective in terms of the prediction of early grade retention (Byrd and
Weitzman 1994). Further, it has been noted that residence with both parents
(Byrd, Weitzman, and Auinger 1997) and parental remarriage after divorce
(Pagani et al. 1997) seem to be protective effects. In addition, for children who
begin to show patterns of maladjustment at school entry, cooperative parental
coping yields a subsequent improvement in behavioral adjustment to school
(Elizur 1986). Outside of the family, experience in day care appears to have a

‘ positive influence for insecurely attached children, with such children demon-

| strating fewer withdrawn behaviors in kindergarten (Egeland and Hiester 1995).

| In normally developing kindergartners, children with a larger number of class-

| room friends at school entry gain in school performance and develop more fa- .
vorable school perceptions.

Microsystems— Nonmaternal Care (variable marker). In a longitudinal study of nonmaternal

Day Care and School care, Belsky (1999) found that more time in nonmaternal care during infancy
and early childhood predicted more mother- and father-reported externalizing
problems at age 5. However, the effects of nonmaternal care on externalizing
problems became insignificant once observed parenting was controlled, thereby
providing further evidence of the mediational effects of parenting. Degree of
nonmaternal care also predicts more negative adjustment of affective-cognitive 4
functioning at age 5 (including social problem solving); this effect was some-
what attenuated after controlling for parenting skills.

Characteristics of Kindergarten and First-Grade Classes (variable marker).
In a large cross-sectional study of first-grade classes in the Netherlands
(n = 1162), van den Oord (1999) examined children’s psychosocial adjustment
at school. School and classroom characteristics were considered as predictors,
including sociodemographic characteristics, school facilities, class organization
(e.g., class size, number of parent-teacher meetings during the year), and
teacher-related variables. Social network indices (e.g., contact between pupils)
also were considered as predictors. The author of this study found that positive
interpersonal relations among students is related to fewer teacher-reported be-
havior problems and increases in children’s feelings of well-being at school. No
measures of psychosocial adjustment at school are predicted by school and
classroom characteristics.

L
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Relationships with Grade Teachers (causal risk factor). Ladd and his col-
leagues examined kindergartners’ behavioral and social orientations (Birch and
Ladd 1998). They found that early behavioral orientations are related to teacher-
child relationship quality in a few specific ways. First, there are unique associa-
tions between children’s early antisocial behavior and features of their first-
grade teacher-child relationships (i.e., negative correlations with closeness,
positive correlations with teacher-child conflict, and positive correlations with -
child dependehcy). Second, prosocial behavior is generally related to positive as-
pects of children’s first-grade teacher-child relationships. Last, conflict in the
teacher-child relationship predicts decreasing prosocial behavior as children ad-
just to first grade.

Further, Pianta, Steinberg, and Rollins (1995) established that, within a group
of children at risk for retention in kindergarten, first grade, or second grade,
those children with whom teachers shared a warm relationship, and with whom
teachers could openly communicate about personal matters, are not retained.
This finding corroborated conclusions from a number of studies suggesting that
positive relationships with teachers are associated with better than expected or
improved outcomes for both risk and nonrisk samples (e.g., Garmezy 1994;
Pedersen, Faucher, and Eaton 1978; Werner and Smith 1980).

Summary of Protective Factors. Ladd and his colleagues have investigated
the linkages between relational supports and children’s school adjustment. For
example, they have noted that boys whose parents tended to initiate peer con-
tacts during preschool became better liked by peers, were more prosocial, and
less withdrawn in kindergarten (Ladd and Hart 1992). Further, children with
greater preschool experience tended to receive higher ratings from kindergarteh
teachers for academic behaviors and readiness (Ladd 1990). However, we were
unable to find any studies that addressed these possible protective factors in
children at risk for problems in early school years. Pianta’s study of children at
risk for early grade retention demonstrates that a child’s warm and open rela-
tionship with his or her teacher is a protective factor and is associated with im-
proved academic outcome (Pianta, Steinberg, and Rollins 1995).

Immigrant Status (fixed marker). James has demonstrated that immigrant sta-
tus is a predictor of increased risk of school failure as well as of psychosocial
problems, drug use, and other risk-taking behaviors (James 1997). A wide range
of factors may influence this finding, including language facility, degree of accul-
turation, level of socioeconomic status, level of family education, and/or family
support.

Minority Status (fixed marker). Ethnicity, poverty, gender, and household
composition have all been associated with indices of school-based competence
among children. Being a male with minority ethnic status and being raised in
single-parent, low-income homes is associated with higher rates of childhood
behavior problems (Rutter 1983) and, except for gender, with lower academic
achievement in the first two years of school (Alexander and Entwisle 1988). Be-
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cause these risk factors are known to be interrelated, the assessment of the pre-
dictive value of any one factor, for example, minority status, must consider the
effects of the others. In one large cross-sectional study of 868 black and white
elementary school children, results showed that, although ethnicity is a strong
predictor of academic achievement test scores, income and gender are better
overall predictors of children’s competence in conduct and peer relations do-
mains than were ethnicity or household composition (i.e., single parent)
(Patterson and Narrett 1990).

Low SES (treated as a fixed marker). Family SES and early language develop-
ment are positively related to later language development, academic achieve-
ment, and school success. Children from higher SES families are exposed to a
greater vocabulary in the home environment and have more early language ex-
periences than children from lower SES families. This early advantage for chil-
dren from high SES families continues into grade school (Walker et al. 1994).
Thus, higher SES may be viewed as a factor that enhances school success.

Conversely, lower SES has a potentially negative effect on school achieve-
ment. In particular, persistent poverty has more detrimental effects on 1Q,
school achievement, and social-emotional functioning than does transient pov-
erty, although children in both groups generally do worse than children who
have never been poor (McLoyd 1998). Poverty negatively impacts school suc-
cess, and the conditions of family poverty (e.g., long-term versus episodic) may
be an important determinant for identifying children at risk. Infants and young
children who live in poverty suffer higher levels of prematurity, infant mortality
and morbidity, and subsequent developmental delay, behavioral problems, and
inadequate preparation for school (Schorr 1988). One study shows that parental
welfare status can be a significant predictor of poor school performance for girls
(aged 6 to 11 years) and psychiatric discrder in boys (aged 6 to 11 years)
(Offord, Boyle, and Jones 1987).

Dodge and colleagues also examined the observed relation between early
socioeconomic status and later child behavior problems (Dodge, Pettit, and Bates
1994). A sample of 585 children (n = 51 from the lowest socioeconomic class)
was followed from preschool to grade 3. Low socioeconomic status assessed in
preschool significantly predicts teacher-rated externalizing problems and peer-
rated aggressive behavior in kindergarten and grades 1, 2, and 3. Also, low socio-
economic status is significantly correlated with eight negative factors in the
child’s socialization and social context, including harsh discipline, lack of mater-
nal warmth, exposure to aggressive adult models, maternal aggressive values,’
family life stressors, mother’s lack of social support, peer group instability, and
lack of cognitive stimulation. These factors, in turn, significantly predict teacher-
rated externalizing problems and peer-nominated aggression and account for
more than half of the total effect of socioeconomic status on these outcomes.
These findings suggest that part of the effect of socioeconomic status on
children’s aggressive development may be mediated by status-related socializing
experiences.

In a 10-year longitudinal study, Walker et al. (1994) found that early differ-
ences in family SES, child language production, and 1Q were related to out-
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Intervention Research

comes in early elementary school. Differences in parenting behaviors (i.e., time,
attention, talking) are associated with differences in child productive vocabulary
between 7 to 36 months of age, and child 1Q, favoring higher SES parents.
Lower SES children were exposed less often than higher SES children to diverse
vocabulary through their parents’ attention and talking, and they were prohib-
ited from talking more often. Further SES-related differences in child language
prior to school are predictive of subsequent verbal ability, receptive and spoken
language, and academic achievement assessed on standardized tests in kinder-
garten through grade 3. When combined with a composite SES indicator, early
child language production significantly increases the variance accounted for in
the prediction of elementary language and academic competencies in each sub-
sequent year in elementary school.

Summary of Protective Factors. Protective effects of higher SES in reducing
teacher- and peer-rated aggressive behavior in early school years has been
documented; these may be mediated by status-related socializing experiences
(Dodge, Pettit, and Bates 1994).

Macrosystem issues might include overarching values about education, literacy,
school success, or the level of community, state, or federal investment in pre-
school care and education. Our review of the literature did not reveal any scien-
tific studies addressing these issues as possible risk factors for problems in early
school years.

The employment of longitudinal study designs helps Us establish the causal na-
ture of certain risk factors. The evaluation of the effectiveness of interventions
addressing these risk factors allows us to then substantiate the potency of the
risk and also gives added weight to its consideration as a causal risk factor.
When specific risk factors for early school problems are identified, an investiga-
tor can attempt to prevent the onset of school problems, to decrease the fre-
quency or extent of academic or behavioral problems in school, or to effect a
more benign course for school problems by an experimental intervention. An
effective intervention represents a provisional adjustment of the identified risk,
thus validating the risk factor as causal. Greater knowledge of effects of specific
risk factors on problematic school entry should allow the development of more
effective preventive or treatment interventions and lead to better understanding
of the etiology of early behavioral and academic frailty. Ultimately, those effec-
tive interventions that are evidence-based are the ones that federal agencies
may want states to consider and adopt.

Interventions can be designed at universal, selective (targeted), or indicated
levels, with enormous social and ethical differences and policy implications
(Gordon 1983). Bronfenbrenner suggests that these are the levels at which inter-
ventions operate within the “ecology of childhood” (Bronfenbrenner 1974). Our
literature review focuses on interventions directed toward groups defined by
risk; therefore, all noted interventions operate at the selective (targeted) level.
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Several recently published review papers and texts also have addressed inter-
vention studies in the specific arenas of low birth weight (Dudley et al. 1993;
McCormick et al. 1998) and social disadvantage (Karoly et al. 1998; Yoshikawa,
1995).

Most of the interventions we reviewed were designed to address a specific
“primary”. risk factor, with some interventions also considering related or mul-
tiple risk factors. Thus, we chose to organize and summarize intervention re-
search findings by primary risk factor.

Individual Ontogeny Neurodevelopmental Delay, Low Birth Weight, and Other Medical Problems.
Certain interventions for low birth weight infants can increase school-related
performance and reduce parent perception of behavior problems (McCormick et
al. 1993; Berlin et al. 1998). Studies of the Infant Health and Development
(IHDP) Project demonstrate the effectiveness of such intervention (Ramey 1998,
McCormick et al. 1998). At the Miami site of the IHDP, Hollomom and Scott
(1998) reported academic success at age 9, as demonstrated through achieve-

| ment tests and reduced special education placement, for low birth weight and

preterm children who had participated in pediatric follow-up visits and center-
based developmental intervention and whose parents attended support groups.

In a randomized control trial, sensory integrative therapy and perceptual mo-
tor training was used as an intervention for clumsiness (Roussounis, Gaussen,
and Stratton 1987). Although there were significant gains in motor planning
abilities in the treated group, there were no accompanying group improvements
in functional skills associated with school performance. Thus, the intervention in
the Roussounis study demonstrated positive change but did not affect the tar-
geted outcome, school performance.

on the course and malleability of aggressive behavior from entrance into first
grade through the transition into middle school. At the start of first grade, nine-
teen public elementary schools and teachers were randomly assigned to inter-
vention or control conditions, where one intervention was directed at reducing
aggressive, disruptive behavior. Children were followed through sixth grade,
where middle school teachers rated their aggressive behavior. The more aggres-
sive first-grade boys who were in higher aggressive first-grade classrooms were
at markedly increased risk for disruptive behavior in middle school. In first
grade, boys already were behaving more aggressively than girls. The preventive
intervention reduced aggressive behavior among the more aggressive boys, ap-
parently by lowering levels of general classroom aggression. Established find-
ings linking SES with behavior problems were echoed in this study: first-grade
boys’ poverty level was associated with higher risk of being more aggressive
and disruptive in first grade, and thereby increased their vulnerability to class-
room level of aggression.

Kellam et al. (1998) have examined the influences of the classroom context |
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Microsystems—
Family and Peers

Exosystems— :
Neighborhood, Community,
and Socioeconomic Status

Quality of Mother-Child Attachment. As noted earlier, Egeland er al. (Egeland
and Hiester 1995) found that the experience of day care (as opposed to rearing
at home) has a generally negative effect for securely attached children but a
generally positive effect for insecurely attached children. While additional re-
search is needed in this specific area, this finding suggests that a resource such
as day care may be used in a targeted manner for children demonstrating risk
factors in the realm of attachment relationships.

Maltreatment. The Kempe Early Education Project Serving Abused Families
(KEEPSAFE) (Oates et al. 1995) used the model of a therapeutic preschool (com-
bined with home-visit care) to target psychological and educational develop-
ment of physically and sexually abused children. Data from a very small sample
(24 children between 1985 and 1988) suggests that most children who experi-
enced the KEEPSAFE intervention made developmental improvement over the
three preschool years as measured by the McCarthy Scales of Children’s Abili-
ties and the Peabody Picture Vocabulary Test.

Minority Status. Weikart recently reported that the High/Scope Perry Active
Learning Preschool Study intervention, which began in 1962 for black children
ages 3 to 4 and low in SES, greatly increased the chance of obtaining social re-
sponsibility, good economic status, marriage, and good educational perfor-
mance by age 27 (Weikart 1998). Additionally, in a pilot community-based inter-
vention program (Project CHILD—Community Health Initiatives Against
Learning Difficulties), preschoclers (ages 4 to 6 years) from Latinoc and African-
American families were screened for developmental and educational difficulties
by a pediatrician and a psychoeducational specialist before school entry and as-
sessed from preschool day care through the school entry transition two years
later. Several psychosocial and medical stressors (such as witnessing a death,
homelessness, and familial violence) were identified as having diminishing ef-
fects on skills gained through preschool academic programs. In addition, paren-
tal empowerment and involvement was identified as a key component of suc-
cessful preschool intervention and contributed to sustained academic
achievement (Tuakli-Williams and Carrillo 1995).

Disadvantaged Status. There have been a number of programs targeted to
overcome the cognitive, emotional, and resource limitations that may character-
ize the environments of disadvantaged children during the first several years of
life. The short- and long-term positive effects ofrpreschoo]ing, particularly in dis-
advantaged populations, have been measured (see review, Barnett 1995). Pro-
tective short-term influences include an increase in 1Q test scores by approxi-
mately 5 points. Long-term effects include decreased referral for special
education, decreased grade retention (through the end of high school), in-
creased parent satisfaction with children’s early school performance, and in-.
creased maternal aspirations for their children’s occupations (compared to the
children’s own aspirations).

Supported by the RAND Corporation, Karoly et al. (1998) very recently exam-
ined a set of nine programs that represented attempts by government agencies
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.or other organizations to improve health and development, educational attain-
ment, and economic well-being of disadvantaged children. Of these, six (Early
Training Project; Perry Preschool; Houston Parent-Child Developmeént Center—
PCDC; Syracuse Family Development Research Program—FRDP; Project Caro-
lina Approach to Responsive Education—CARE; and Infant Health and Develop-
ment Project—IHDP) collected information about program effects when
participating children were 5, 6, and/or 7 years of age, corresponding to kinder-
garten and first grade levels. In this information, favorable effects seemed to
dominate. The programs led to the following advantages for program partici-
pants relative to those in control groups: (a) gains in emotional or cognitive de-
velopment for the child, in the short run, and (b) improvements in educational
process and outcomes for the child (decreased frequency of placement in spe-
cial education class). The size of this advantage for several programs was sub-
stantial in the Early Training Project (home visits and preschool program), Perry
Preschool (home visits and preschool program), and IHDP (home visits and cen-
ter-based educational day care). ‘

The Carolina Abecedarian Project. This was an experimental preschool and
school-age educational intervention for children from low-income families.
At follow-up, 4 to 7 years after the intervention ceased, grade failure rate
decreased and intellectual development and academic achievement were most
positive for those children who participated in both preschool and school-age
programs, supporting evidence that later scholastic achievement and benefits
are proportional to duration of treatment received (Campbell 1994; Horacek et
al. 1987)

Project CARE. Based on studies and initiatives of the Carolina Abecedarian
Project, Project CARE was developed during the 1970s for children at risk for
developmental difficulties because of low family SES or little family education.
Wasik reported a longitudinal comparison of two intervention strategies of
Project CARE: the Child Development Center Program (a day care program ad-
dressing cognitive and social development) and the Family Education Program
(a home-based child development and parent support program). Findings after
6 months of intervention showed greater child improvement on measures of de-
velopment (Bayley Scales of Infant Development and the McCarthy Scales of
Children’s Abilities at later ages) and IQ (Stanford-Binet) for participants taking
part in both the family educational program and the day care program. These
results help illustrate the benefits and importance of combining parent support
programs and child preschool education to improve child outcomes (Wasik et al.
1990).

The High/Scope Perry Preschool Study (Weikart 1998). This education pre-
school intervention program was begun in 1962 for disadvantaged African-
American children ages 3 to 4 years. One of the many studies that have charac-
terized and supported the intervention followed the children through early
adulthood (age 27) and determined a $7.16 return (in cost-benefit analysis) for
every dollar originally invested in the preschool program; these adults showed
improved social responsibility as well as educational achievement. In the High/
Scope Curriculum Comparison study, Weikart compared outcomes at age 23
among children who had taken part in a highly intensive educational program
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versus children from a program focused on building individual choice and initia-
tive. This study showed that children from the intensive academic program
were significantly less socially responsible at age 23, suggesting that high-qual-
ity, early intervention that includes a focus on the child’s independent decision-
making has long-term benefits that extend into early adult years. -

The Mother-Child Home Program (MCHP) (Madden, O’Hara, and Levenstein
1984). Designed for low-income families, this preschool intervention focused on
mother-child interaction and later child behavior and academic benefits. The
program consisted of 46 home visits, twice a week for two years. Three years
later, no significant effects on scholastic achievement, IQ, or teacher-rated
school adjustment were found..

Head Start. A small but well-designed study investigated the sustained effects,
into kindergarten and first grade, for Project Head Start. Lee et al. (1990) ex-
ecuted a longitudinal follow-up comparison of disadvantaged children attending
Head Start, no preschool, and other preschool programs. Participation in generic
Head Start programs was compared to both no preschool and other preschool ex-

" perience for disadvantaged children in two American cities in 1969 and 1970. In-

corporating pretest/posttest and comparison group information, the study had
advantages over other Head Start impact studies. Both preprogram background
and cognitive differences were controlled in a covariance analysis design, using
dependent measures in the cognitive, verbal, and social domains. Children who
attended Head Start maintained educationally substantive gains in general cogni-
tive/analytic ability, especially when compared to children without preschool ex-
perience. However, these effects were not as large as those found immediately
following the Head Start intervention. Findings suggested an effect of preschool
rather than of Head Start per se. Initial findings of greater effectiveness of Head
Start for children of below average initial ability were reduced but not reversed.
The diminution of effects over time, especially for low-ability children, may re-
flect differences in quality of subsequent schooling or home environment.

The Child Parent Center (CPC) Program (Reynolds et al. 1996). This Chicago-
based, multisite program utilized a structured half-day care for low-income,
mostly black preschoolers to promote school readiness, competence, and aca-
demic achievement. Parental involvement and school readiness were rated by
teachers at school entry (after preschool) and later at entry to sixth grade (age
12). At follow-up, preschool program participants had significantly higher aca-
demic achievement in reading and math as well as less grade retention. In addi-
tion, teacher ratings of parent involvement and cognitive readiness in kindergar-
ten significantly mediated the preschool intervention effects. Teacher ratings of
school adjustment, school mobility, and grade retention also contributed to the
transmission of effects.

Our review of the literature did not reveal any empirical articles or reviews ad-
dressing this arena of cultural beliefs and values as a possible target for inter-
vention studies.
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Studies Meeting
Criteria for Scientific
Excellence

A number of critical questions are raised in this examination of peer-reviewed
research on risk and protective factors for early school problems and success. -
First, are there adequate numbers of studies that meet minimal criteria for sci-
entific excellence and how does our understanding of risk factor mechanisms
and processes measure up? Second, what proportion of identified risk factors
are “causal risk factors” and therefore malleable through appropriate interven-
tions? Third, how have we understood and addressed the complexities of mul-
tiple risk factors? Fourth, where are we in terms of identifying protective fac-
tors? Finally, have we adequately tested proposed risk factors via intervention
studies?

Forty-eight risk-factor and 16 intervention studies, represented in peer-reviewed
manuscripts published between 1980 and 1999, were found to meet our mini-
mal criteria for excellence. To review, these criteria included the following:

* A longitudinal, prospective design

¢ Careful definition and sampling of a population free of the disorder at
baseline

¢ Definition and measurement of the putative risk factors at the baseline

¢ Definition and measurement of cutcomes at follow-up

¢ Use of analytic strategies to establish statistically significant correlations
between risk factors and outcomes ‘

Of these 64 studies, 34 risk studies and 12 intervention studies focused on
single risk factors, while the remainder (14 and 4, respectively) considered mul-
tiple risk factors. Single-risk-factor studies were predominantly in the Individual
Ontogeny domain. Studies focused on multiple risk factors tended to consider
fixed markers (e.g., gender, ethnicity, SES) in conjunction with other risk factors.

To be able to better characterize the current state of the literature, after com-
pleting our review, we considered several additional criteria of scientific excel-
lence (see Table 7).

These additional criteria represent critical issues, including clarifying descrip-
tions of the target population, moving beyond the simple identification of risk
factors to the consideration of risk processes and mechanisms of action, and es-
tablishing the potency of risk factors and interventions with measures of effect
size interpretable in terms of clinical and policy significance. Far fewer studies
met these criteria. Thus, while prospective longitudinal design and careful sam-
pling strengthened most of the studies, many of the risk-factor investigations fo-

cused on fixed and variable markers and fewer focused on causal risk factors.

Further, while statistical analyses conducted for the intervention studies
yielded evidence of statistical significance between intervention groups and com-
parison groups, attempts to document practical or clinical significance were




Off to a Good Start | Risk Factors and Selected Federal Policies

Causal Risk Factors

noted in a relatively small proportion of the articles reviewed. The report of a sta-
tistically significant result must be accompanied by enough information about
the size of its effect to permit evaluation of its clinical significance. Clinical sig-
nificance can be addressed in several ways (Kraemer 1992). A simple and com-
mon way to measure effect size is the standardized mean difference between
participant response in intervention and comparison groups (difference between
group means divided by the standard deviation of the response in the compari-
son group). Measured in this manner, an effect size is thought to be small
(around .2), moderate (around .5), and large (around .8) (Cohen 1977). Consider-
ation of effect sizes allows us to sort out the relative impact of different risk fac-
tors on a given outcome, controlling for other risk factors. Odds ratios also repre-
sent a standard by which clinical significance is expressed;* for a small effect
size, the minimal value is 1.38; for a moderate effect size, the minimal value is
2.23; and for a large effect size, it is 3.62 (Kraemer 1992). Of the six studies we
reviewed that used odds ratios, three reported odds ratios greater than 2.2.

Another potentially valuable addition to this literature would be to use an epi-
demiological approach and estimate population attributable risk—the propor-
tion of cases that would be prevented if an intervention were 100 percent effec-
tive in eliminating the risk factor (Eaton, Badawi, and Melton 1995). However
large the effect of a specific risk factor, its practical effect may be small if only a
small proportion of the population is exposed to such risk. Conversely, remov-
ing a risk factor of small effect size may be valuable if it affects a large number
of children. Population attributable risk estimates would be valuable for policy-
makers. These risk estimates could be used to estimate the effectiveness of a
given intervention program' and to compare various intervention strategies.

Of the reviewed studies addressing risk factors, 27 percent focused on causal risk
factors. Of the reviewed studies addressing interventions, 69 percent considered
the mechanisms by which the risk factor(s) was hypothesized to opérate, and 0
percent utilized targeted or selective interventions that impacted causal risk fac-
tors. As noted by Luthar et al. (1997) and other researchers (Masten, Best, and
Garmezy 1990; Rutter 1990), the focus of empirical work needs to continue to
move forward from simply identifying risk and protective factors to understanding
risk and protective processes. Attention to underlying mechanisms is critical for
designing and implementing appropriate intervention strategies.

Thus, for example, there are multiple mechanisms that may explain the col-
lection of findings confirming the family’s influence on children’s adaptation to
school. Children’s school adjustment is affected by dyadic relationships that in-
clude the child (i.e., parent-child and sibling-child). The availability, quality, and
style of familial interactions may directly influence the child’'s development.
Family relationships that do not directly include the child (e.g., marital relation-
ships) may also powerfully influence children by their impact on the dyadic
family relationships that do involve the child as well as by affecting the child via
observational learning. Social systems outside the family (e.g., SES, parental em-
ployment, and work conditions) can also produce stresses that impact family
processes and thus affect the child.
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At the ages of 5 to 7 years, schocl becomes a major context for children’s so-
cial development. Barth and Parke (1993) suggest that a number of factors re-
lated to the child’s social experiences in school have a direct impact on early
school success. Possible mechanisms of action may include the fact that, com-
pared to families, schools provide less personalized attention, more heteroge-
neous beliefs and values, more formal evaluation, and more same-aged play-
mates. In school, a child experiences dyadic relationships with teachers and
peers, experiences interactions with the classroom system (e.g., including rules
and norms for classroom behavior, teacher management), and must cope with
the larger school institution, all of which contribute to the development of a

\ S general attitude toward school and toward educational and social institutions.

Similarly, children’s social competencies and relationships with peers have an
effect on their transition into elementary school. Ladd, Kochenderfer, and
Coleman (1996) postulate that the dynamic features of classroom friendships,
including degree of validation and conflict, provide various psychological ben-

- efits and costs for children that, in turn, impact their early school adjustment.

Taken together, the transition intc school likely plays a critical role in the in-
cubation of preexisting risk and protective factors in the child as well as in the
development of new ones. The larger social networks and the new adult-child
and institution-child relationships add considerable methodological and concep-
tual complexity to the study of risk, but there can be fittle doubt of the impor-
tance of considering these school-related factors in developing more complete
models of risk development, expression, and protection.

Multiple Risk Factors  As noted above, studies included in this review focused on multiple risk factors
in 28 percent of cases. Not only do children experience multiple risk factors, but
they may be exposed to these risk factors at varying levels of risk and vulner-
ability over the course of their lives, raising the possibility that risk might com-
pound over time or that the effects of optimal targeted interventions might fluc-
tuate with child age. '

Studies have demonstrated that both individual risk factors and the number of
risk factors (cumulative risk) predict children’s behavior problems. For example,
in a study of the predictors of externalizing behavior, 20 risk variables from four
domains (child, sociocultural, parenting, and peer-related) were measured, via in-
home interviews and parent reports of child externalizing behaviors (Deater-
Deckard et al. 1998). Particular risk factors accounted for 36 percent to 45 per-
cent of the variance in externalizing symptoms, and the number of risk factors
present (cumulative risk status) accounted for 19 percent to 32 percent of the
variance in externalizing outcomes. It is important that cumulative risk was re-
lated to subsequent externalizing even after initial levels of externalizing had
been statistically controlled. Moreover, risk variables in all four of the measured
domains made significant, unique contributions to this statistical prediction, and
there were multiple clusters of risks that led to similar outcomes.
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Other models of multiple risk factors contrast with such findings of cumulative
risk. For example the Gordon and Jens model (1988) conceives of risk as additive
across areas at any given time, but not cumulative over time. It provides for (1)
assessment of risk status at several times during early development, (2) assess-
ment of risk in several areas at each time, (3) differential weighting of risk in
each area depending on the time of measurement, and (4) consideration of the
fact that individuals move in and out of risk at various times.

Multiple risk factors may also operate in causal chains (Kazdin and Kraemer
1997), one causal risk factor leading to another, with the ultimate result being
problematic outcomes—behavioral, social, and academic—in early school. The
term “mediator risk factor” has been suggested (Baron and Kenny 1986;
Kraemer et al. 1997) as a way of modeling such causal chains. A mediator risk
factor (e.g., harsh discipline) explains how an earlier risk factor (e.g., low SES)
works to produce a negative outcome (e.g., behavioral problems in kindergarten
through third grade; see Dodge, Pettit, and Bates 1994). The term “moderator
risk factor” has been suggested (Baron and Kenny 1986; Kraemer et al. 1997)
for a risk factor, such as male gender, that identifies on whom another risk fac-
tor (e.g., an insecure attachment relationship; see Cohn 1990) operates. Identifi-
cation of such causal chains is important in understanding the process by which
problems or disorders are generated. In the literature we reviewed, temporal

precedence of one risk factor to another (essential to establishing which risk fac-.

tor mediates or moderates which) is rarely addressed.

The fact that we can identify multiple risk factors at multiple levels suggests
that interventions may need to address those multiple levels—maodifying
parenting strategies, increasing maternal education and improving mental
health, supplementing family financial resources, and even improving the
school and neighborhood milieu. The most effective use of the significant re-
sources required to address multiple risk factors also will depend on an in-
creased understanding of the duration and importance of one risk factor com-
pared to another.

Where are we in terms of identifying protective factors, either broadly con-
strued or by subtype (e.g., “protective-stabilizing,” “protective-enhancing,” “pro-
tective but reactive”)? Unfortunately, there has been far less attention to protec-
tive factors that reduce susceptibility to disorder and problems than to risk
factors. Much of the research effort in this arena has focused on toddlers
(Sroufe, Egeland, and Kreutzer 1990; Werner and Smith 1980) and older chil-
dren/adolescents (Jackson and Frick 1998; Luthar 1991; Luthar 1993;
O’'Dougherty-Wright et al. 1997; Werner 1994) and, with some notable excep-
tions (Birch and Ladd 1997; Lothman and Pianta 1993; Egeland and Hiester
1995), has not specifically considered early school success or failure as an out-
come. Nonetheless, it is useful to consider Werner's conclusions about protec-
tive factors in the Kauai Longitudinal Study (Werner 1994). Prenatal and perina-
tal complications for a 1955 cohort of Hawaiian neonates (of whom 54 percent
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were economically disadvantaged) were related to impairment of physical and
psychological development only when combined with chronic poverty, family
discord, or and/or parental mental illness. Children who were raised in middle-

class homes, in a stable family environment, and by a mother who had finished

high school showed few if any lasting effects of stress in utero later in life. In
addition, active participation in school activities and identification of a favorite
teacher as a role model also served as protective factors (Werner 1997). Werner

and colleagues assessed this cohort at ages 1, 2, 10, 18, and 32 years; however,

one might expect that the effects of such protective factors would also have

been apparent at ages 5 to 7 years. .

The limited work that has addressed protective factors related to early school
success suggests that parents are a potentially critical socializing agent who can
serve as a protective shield for the at-risk youngster. Key parenting skills include
rule-setting, rule-monitoring, consistency, and positive emotional tone of com-
munications. Belsky further has postulated that day-to-day experiences in the
classroom and on the playground also may be protective in nature, resulting in
some children performing better than would otherwise be expected (Belsky and
MacKinnon 1994). The work of Ladd and colleagues (Birch and Ladd 1997,
Ladd and Hart 1992; Ladd 1990), which focuses on the linkages between rela-
tdional supports and children’s school adjustment, is highly relevant; however, it
has not yet been applied to groups of at-risk children.

More research on protective factors is clearly necessary. We need to recog-
nize that such research will engender socme of the same conceptual and policy
issues outlined earlier for risk research (e.g., many putative protective factors
are not amenable to intervention). In addition, there are difficult methodological
issues that will need to be solved for research on protective factors to be more
definitive (e.g., the inherent interactions between risk factors and protective fac-
tors). Nonetheless, identifying protective factors represents a most promising av-
enue for more fully understanding the mechanisms by which risk translates and
fails to translate into disorder and can suggest important and potentially effec-
tive interventions that emphasize quite different approaches than those based
solely on consideration of risk.

Intervention Studies It is apparent that low birth weight, low IQ, early behavioral and peer relation-
ship problems, and low SES are risk factors for academic and behavioral prob-
lems during the first two years of school. In support of these risk factors, we
can draw on both basic risk-factor research as well as intervention research. In
addition, lack of maternal education, prenatal exposure to addictive substances,
and problematic parenting practices are good candidates for identification as
risk factors for difficult school entry. In these cases, there is reasonably solid
basic behavioral research evidence. However, our review did not reveal any
studies that both measured early academic success and attempted to mount
parent-based interventions with high- and low-risk groups defined by these
dimensions.
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Given our focus on risk factors and the identification of groups of children
who are at greater risk for difficulties in adapting to school, the use of targeted
or selective interventions continues to represent a logical strategy. For example,
prior to kindergarten entrance, it may be useful to identify children who are
prone to maladaptive behavioral dispositions, such as aggression, and involve
them in targeted interventions designed to promote prosocial, adaptive behav-
iors such as pursuing positive contacts with peers. However, we also could pur-
sue more universal interventions designed to help all families provide children
with important formative experiences in school settings, for example, arranging
for children to attend preschool and to develop neighborhood friendships with
peers before entering elementary school. Further, in planning peer composition
of new classrooms, school administrators may wish to consider grouping chil-
dren so as to maximize contact with prior friends (Rutter 1990).
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Directions for Future Risk Factor and Intervention Research

We need a greater knowledge and understanding of risk factors and processes that
utilize established definitions of risk factors as fixed markers, variable markers, or
causal risk factors if we are to move forward with effective prevention or treat-
ment interventions. In child health fields, past investigation of risk for poor school
adaptation has led to much discussion and theorization of causation, prevention,
and/or intervention techniques. Theory now should lead us to begin rigorous em-
pirical investigation of causal relationships among risk factors and outcomes.

Future research should focus on and address the following:
Risk factor research design and methodology

® Emphasize longitudinal methods. Cross-sectional and retrospective designs
cannot help us draw causal comparisons and establish relations among risk
factors; these causal comparisons are necessary for developing prevention
and treatment solutions. Studies must always include carefully selected con-
trol/contrast groups, documenting intervention compliance where applicable,
and establishing blind assessment approaches free of observer bias.

* With an emphasis on longitudinal methods, be aware of the limitations of
inferring causality for longitudinal designs (much has happened before the
longitudinal research starts, so multiple processes may already be under
way).

® Examine the viability of using more proximal measures of risk over more
distal ones, which might enable shorter term longitudinal studies to be
fruicful.

® Look carefully for nonlinear findings—increasing risk may not always yield
increasingly bad outcomes.

* Interweave risk-factor and intervention studies. Intervention research can
elucidate and inform cur understanding of risk-factor mechanisms if studies
are creatively designed to show dose/response relationships and use
randomized controlled designs longitudinally. This will, in turn, provide a
basis for clinical intervention and provide empirical groundwork for policy-
making.

® Replicate model intervention programs on a larger scale.

® Consider the issue of random assignment in intervention studies. What are
the obstacles to this research design in the natural environment?

Multiple and confounding risks

® Assess causal chains (mediating risk factors) and alternate possibilities
{moderating risk factors) with an examination of how risk-outcome processes
work, identifying “branch points” for possible interventions.

* Develop more creative study designs to investigate relative expression and
importance of multiple and coexisting risk factors.

® Rethink our organization of possible risk factors. Consider including more
specific studies of biological risk factors in conjunction with behavioral and
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social risk factors, including gene loci, specific gene products (biochemical
responses), plus specific central and peripheral nervous system functions.
Consider the problems of confounding designation of risk and outcome
variables. For example, poor school performance is a risk factor for later
negative outcomes, but it also is a negative outcome that might result
from risks such as poor childhood nutrition or early maltreatment.

Exploration of known risk factors

Examine the issue of “critical periods.” Are there times when children are
particularly vulnerable or invulnerable to the effects of certain risk factors?
Many putative risk factors change gradually over time (e.g., the income
part of SES). How do these changes get considered in models of risk
outcomes?

In some populations putative risk factors change suddenly over time (e.g.,
refugee populations who sometimes undergo sharp changes in profession,
status, income, etc.). How do these changes get considered in models of
risk outcomes?

Address missing risk factor research. A recent review of the research in
early childhood programs suggests that the early childhood years present a
special opportunity to intervene in multiple domains of risk and to prepare
children for school and life (Gomby et al. 1995). However, most of the
research to date has focused on a small subset of single risk factors (e.g.,
low birth weight and low SES). Few intervention studies have addressed
family factors such as social competence, family functioning, child-parent
interactions, or family involvement. In addition, basic behavioral research
on the interplay among cognition, emotion, and behavior would benefit
from an increased focus on the developmental period encompassing 5-, 6-,
and 7-year olds; such research then could inform a translational process
that would bring the basic research efforts into the applied educational
and therapeutic arenas.

Continue our consideration of diverse populations. With risk factors that
have been well-established, such as SES and ethnic diversity, we need to
work toward a better understanding of how that risk is conveyed. We also
need to increase the diversity of our risk research in terms of specific risk
factors (e.g., low birth weight as a risk factor is arguably overrepresented
in the literature), ethnic groups (e.g., Native Americans at risk for
depression, suicide, and poor academic achievement have been
understudied), and family types (e.g., children of teen parents are a rapidly
growing population).

Consider variation in outcomes within groups defined by strong fixed and
variable risk factors (e.g., SES, ethnicity). Explore further how “resiliency”
fits within this area of scientific work.

Risk factor relevance and interpretation of outcomes

e Draw conclusions and connections between risk and outcome. We need to

organize and aggregate outcome conclusions more precisely, keeping in
mind the possibility of co-morbidity and multiple manifestations of single
problems or disorders.
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* Multiple outcomes (and perhaps nonlinear relations with multiple risk
factors) should be investigated. Risk factors that increase the likelihcod of
difficult school transitions are also associated with early substance abuse,
teenage motherhood, and chronic delinquency. In another example, it
appears that children in single-parent homes are at greater risk for
problems with school entry as well as psychopathology, including boys’
increased risk for conduct disorder, and both girls’ and boys’ increased
risk for obsessive compulsive disorder (Velez, Johnson, and Cohen 1989).

® Establish hypotheses for processes and mechanisms of risk, keeping in
mind the differences between indicators (fixed and variable markers) and
risk processes. Many risk factors of interest in the literature (gender,
ethnicity) are by definition fixed markers. However, so far there have been
only limited efforts to distinguish between variable markers and causal
risk factors.

* Clinical significance can be established only when the targeted
intervention demonstrates ability to impact a causal risk factor and to
decrease risk. Studies demonstrating a statistically significant efficacy of
an intervention or statistically significant risk depend only on having a
sample size large enough to detect whatever size of effect there is, plus
adequate measurement, design, and analyses. The principles for
establishing clinical or practical significance are based on consideration of
factors such as need, cost, and availability of resources. A key question is
whether the effect of an intervention is strong enough to warrant the
investment of resources necessary to implement it. As Kraemer suggests, .

To safeguard, not merely the credibility of scientific research, but the direc-
tion and rapidity of progress, as well as to enhance the impact of well-done
studies on medical and social policy, it is essential that strategies be ex-
ploited to separate the issue of “statistical significance” from that of clinical
and practical significance, and to clarify both. (Kraemer {992, p. 535)

* Policy-makers should encourage their scientific colleagues to utilize
strategies to facilitate judgments about the viability and desirability of
intervention programs for targeted populations.

* Expand our understanding of protective factors with regard to risk.
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Implications for Policy

The final step in considering this general area of applied science is determining
whether there is a conceptual framework that facilitates the translation of re-
search findings in risk/protective factor research and intervention research to
the policy arena. Identifying and understanding the links between research find-
ings and large-scale public programs and policy is challenging (see paper by
Cavanaugh et al., in this report), because researchers and policy-makers operate
within different professional contexts, with different demands, vocabulary, com-
munication styles, and measures of success. Researchers establish the basic or
clinical science underbinnings as well as assess the needs for new services, the

| quality and outcomes of existing services, and the reasons implemented inter-

| ventions succeed or fail. Policy-makers provide new dollars or shift allocations
of existing dollars among programs, and influence effectiveness of programs by
setting outcome expectations and procedural requirements.

The findings of this review suggest that the need for preventive interventions
for the families of children at increased risk for educational problems likely will
require changes in social and healthcare policy. It appears that services are fre-
quently designed restrictively, attending only to the individual with the problem,
while the larger needs of the family systems, offspring, and the functioning of
involved adults seems neglected. Cumulative risk data imply that different ser-
vices may be required to address multiproblem families. Policy-makers need to
consider attempting to increase the effectiveness of intervention programs by
delivering more extensive, repeated, and/or longer lasting services.

Evidence indicates that a number of markers and predictors of school prob-
lems, many of which are detectable during early infancy, may be valuable to
policy-makers in determining how to maximize the effectiveness of finite re-
source allocation. Experience with child and family social services suggests that
this research is unfamiliar to most policy-makers and to those responsible for
program/policy implementation. As a result, their efforts to target problems may
be based more on anecdotal information, intuition, current salience, or past ex-
perience. Identifying and synthesizing available research in this area, followed
by broad dissemination and promotion of findings, could catalyze additional ef-
forts to improve and better coordinate our nation’s response to the risk of
school failure.
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Conclusions and Major Lessons Learned

We have learned several things from this examination of peer-reviewed research
on risk and protective factors for early school problems and success. First, with
some qualifications, we can conclude that there are a substantial number of
studies that meet criteria for scientific excellence. Second, approximately one-
third of the reviewed research focuses on causal risk factors, while the remain-
der focuses on fixed and variable markers. Third, the issue of causality is critical
to our design and testing of interventions.

1. We have research studies meeting criteria for scientific excellence

More than 60 studies, represented in peer-reviewed manuscripts published
between 1980 and 1999, met minimal criteria for excellence (i.e., longitudinal
design; problem-free population sample at baseline; measurement of risk fac-
tors at baseline and outcomes at follow-up; statistically significant correlations
between risk factors and outcomes). Most of these studies considered large
(> 100), well-defined samples. Clearly, there is substantial literature that repre-
sents a careful research focus on those social-emotional factors that contribute
to difficulties in the transition into the early years of school. Limitations in the
extant literature include four areas:

* Primary focus on single risk factors. There is less research on multiple risk
factors and incomplete consideration of cumulative risk or causal chains
(including mediators and moderators) of risk factors.

¢ Limited research on protective factors. There has been far less attention to
protective factors that reduce susceptibility to disorder and problems than
to risk factors that increase disorder. Future research must explore models

" of resilience and the plausibility that positive relationships with parents,
teachers, and peers may serve as protective shields for at-risk children.

¢ Little consideration of clinical significance in addition to statistical
significance. Most studies establish statistical significance; relatively few
address clinical meaningfulness. OFf the studies in this review that did
address clinical importance, only three noted odds ratios > 2.2, indicating
at least moderate clinical significance. The principles for establishing
clinical or practical significance are based on consideration of factors such
as need, cost, and availability of resources. Understanding clinical
significance of an intervention allows us to try to address a key question:
Is the effect of an intervention strong enough to warrant the investment of
resources necessary to implement it?

* Incomplete understanding of mechanisms of risk. Future research needs
to move beyond the simple identification of risk factors to the
consideration of risk processes and mechanisms of action. We need to
know if there are critical periods during which children are particularly
vulnerable or invulnerable to assumed risk. Assumptions of linear relations
between risk and negative outcomes are probably not always
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appropriate—when is a “little” stress or a “little” risk beneficial? Many
putative risk factors (e.g., SES) change over time. How do we understand
the impact of such change? Most importantly, attention to uhderlying
mechanisms is critical for designing and implementing appropriate
intervention strategies.

- 2. We have begun to define and identify causal risk factors

Of the reviewed studies addressing risk factors, 27 percent focused on causal
risk factors—those risk factors that can be changed and, when changed, alter
the risk of the outcome. These causal risk factors include cognitive deficits, early
behavioral problems, parental psychopathology, problematic parenting practices,
and difficulties with peers and teachers. Strikingly, several of these are con-
cerned with lack of success in early important relationships (e.g., with parents,

peers, and teachers). The remaining studies focused primarily on fixed markers;

that is, risk factors that cannot be demonstrated to change. Membership in eth-
nic minority and immigrant groups, low socioeconomic strata, and difficult tem-
perament all represent fixed markers associated with academic and behavioral
difficulties during early school years.

It is critical to recognize which risk factors represent fixed and variable mark-
ers. This knowledge is informative; a fixed marker may suggest opportunities
for universal interventions. However, this is not a reasonable basis for structur-
ing targeted interventions, which can most appropriately address and shift
causal risk factors. The capacity to distinguish between fixed marker and causal
risk factors plays a vital role in designing, implementing, and evaluating appro-
priate interventions.

3. We can use our knowledge base to systematically design and apply
interventions

The fact that we can identify multiple risk factors at multiple levels suggests
that interventions may need to address those multiple levels—modifying
parenting strategies, increasing maternal education and improving mental
health, supplementing family financial resources, and even improving the school
and neighborhood milieu. The most effective use of the significant resources re-
quired to address multiple risk factors also will depend on an increased under-
standing of the duration and importance of one risk factor compared to another.

Given our focus on risk factors and the identification of children who are at
greater risk for difficulties in adapting tc school, the use of targeted or selective
interventions to address causal and malleable risk factors continues to represent
a logical strategy. Problematic relationships, with parents, teachers, and/or
peers, seem likely candidates for causal risk factors. For example, prior to Kin-
dergarten entrance, it may be useful to identify children who are prone to mal-
adaptive behavioral dispositions, such as aggression, and involve them in tar-
geted interventions designed to promote prosocial, adaptive behaviors such as
pursuing positive contacts with peers. Other causal risk factors, for example, pa-
rental use of substances or parental psychopathology, are ripe for consideration
for future targeted interventions.
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We have begun to interweave risk-factor and intervention studies. Intervention

research can elucidate and inform our understanding of risk-factor mechanisms
if studies are creatively designed to show dose/response relationships and use
randomized controlled designs longitudinally. This will, in turn, provide a basis
for clinical intervention and provide empirical groundwork for policy-making.

Notes

It is important to note, however, that the appearance of one characteristic earlier
than another in a longitudinal design does not absolutely establish that the first
causes the second. For example, inherent limitations in the sensitivity of our mea-
sures and observations cannot eliminate those situations in which both characteris-
tics start at the same time (or even when the purported outcome precedes the puta-
tive risk) but develop at different rates. In such instances, the observed sequencing
may merely reflect different times to reach the threshold for detection by our
measures.

We note that there are particular subsets of research not included in this review: (1)
mental retardation or less severe cognitive impairment and direct effects on early
school problems or failure, and (2) chronic disease and its effects on early school
problems or failure. The presence of a chronic disease (e.g., diabetes mellitus, sei-
zure disorders, asthma, and sensory deficits) may affect school performance directly
or indirectly via medication effects, absenteeism, self-esteem, or motivational
problems.

Low birth weight is an individual characteristic that is manipulable and, if low birth
weight is addressed directly through interventions (i.e., by treating preterm labor
and delaying delivery), it could be conceived of as a causal risk factor. However,
most interventions treat low birth weight as a marker of an at-risk population group.

Odds ratio is defined as pc (1- pt)/(1 - pc) pt, where pc = comparison response and
pt = intervention or treatment response.
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Table 1. Neurodevelopmental Constructs for Preschool, Kindergarten, Grade One*

Regulation

Attention Controls

Need for activity modulation

Demand for concentration in group settings
Call for delays in gratification '

Requirement to conform to routines

Need for bottom-up processing (as in reading)
Demand for attention to detail

Organization

Temporal-Sequential Ordering Spatial Ordering

Need to assimilate basic time and seriation concepts/ Demand for visual discriminatory abilities (e.g., shape
time vocabulary and symbol distinctions)

Exposure to multistep instructional inputs Stress on visual-motor integration

Initial ordering of alphabetical, numerical, and Requirement for appreciation of visual boundaries (lines
phonological seriation on paper, spaces between words)

Assimilation of routines and schedules

Interpretation and Implementation

Language Functions Neuromotor Functions Social Cognitive Functions
Expectation for vocabulary growth Stress on eye-hand coordination Need to emerge for parallel play
spurt and fine motor praxis Compliance with adult supervision in
Need for accurate articulation, Initial awareness of gross motor play
intelligibility efficacy Initial challenge of sharing and conflict
Call for keen phonological awareness  Requirement for controlled fine “resolution
and manipulation ‘ motor stabilization (e.g., pencil Beginning differentiation of peer and
Demand for literate (noncolloquial) grip, scissors) adult interaction rules
language use and comprehension Need for nonvisual finger localization
Introduction of specialized vocabulary functions
Preservation

Memory Capacities

Call for deliberate paired associate learning (e.g., grapheme, phoneme)
Introduction of abstract, symbolic visual memory

Frequent use of episadic memory

Sophistication

Higher Order Cognitive Functions

Strong reliance on sensory data and perception

Need for empirical discovery (awareness) of concepts
Initial encounters with abstract symbols

Experience with trial-and-error hypotheses
Classification skills

*Extracted from Levine, All Kinds of Minds, 1997.
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Table 2. Risk for Difficult Entry into School: Literature Search and Review Records

Deleted: Deleted:
any abstract any abstract
not repre-  not including
senting school
N children success
Database N limitation  0-9 or failure
Terms Searched articles Limitation articles (n=¢#left) (n=#left)
1. Risk + school entry NLM Medline 96 English, Child (0-18),
[or MeSH school] Year 1980-1999, plus... 70
... Review 1 0
... Predictor 4 3 2
... Longitudinal 13 9 2
... Intervention 2 2 0
2. Protective + school entry NLM Medline 8 English, Child (0-18),
[or MeSH school] Year 1980-1999, plus... 6
... Review 0
.. Predictor 0
.. Longitudinal 1 1 1
.. Intervention 0
3. Risk + school entry OVID Medline 301 Journal Article, English,
[or MeSH school] Child (0-18),
Year 1981-1999, plus... 186
... Review 12 4 0
... Predictor 6 3 1
... Longitudinal,
fongitudinal studies 24 14 1
... Intervention,
early intervention
(education),
intervention studies 25 14 0
4. Protective + school entry OVID Medline 17 Journal Article, English,
[or MeSH school] Child (0-18),
Year 1981-1999, plus... 9
... Review 1 1 1
.. Predictor 0
.. Longitudinal,
fongitudinal studies 2 2 1
, .. Intervention,
early intervention
(education),
intervention studies 2 2 0
5. Risk + special education NLM Medline 310 English, Chiid (0-18),
Year 1980-1999, plus... 242
... Review 20 18 9
... Predictor 5 4 2
.. Longitudinal 20 16 7
.. Intervention 58 52 30

(Continues on next page)
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Table 2. Risk for Difficult Entry into School: Literature Search and Review Records (continued)

Deleted: Deleted:
any abstract any abstract
not repre-  not including
senting school
N children success
Database N limitation 0-9 or failure
Terms Searched articles Limitation articles (n = #left) (n=#left)
6. Protective + special education NLM Medline 13 English, Child (0-18),
Year 1980-1999, plus... 6
... Review 1 1 0
.. Predictor 0
.. Longitudinal 1 1 1
.. Intervention 1 1 0
7. Risk + special education OVID Medline 51 Journal article, English,
Child (0-18),
Year 1981-1999, plus... 47
.. Review 3 3 0
.. Predictor 0
.. Longitudinal,
longitudinal studies 11 9 5
.. Intervention,
early intervention
(education),
intervention studies 9 7 4
8. Protective + special education OVID Medline 2 Journal article,
English, Child (0-18),
Year 1981-1999, plus... 1 1 1
... Review 0
.. Predictor 0
.. Longitudinal,
longitudinal studies 0
.. Intervention,
early intervention
(education),
_ intervention studies 0
9. Risk + kindergarten NLM Medline 109 English, Child (0-18),
Year 1980-1999, plus... 86
... Review 4 4 0
.. Predictor 5 5 3
.. Longitudinal 22 21 5
... Intervention 6 6 3
10. Protective + kindergarten NLM Medline 6 English, Child (0-18),
Year 1980-1999, plus... 5
... Review 0
.. Predictor 0
.. Longitudinal 1 1 1
.. Intervention 1 1 0

-]

o

(Continues on next page)
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Table 2. Risk for Difficult Entry into School: Literature Search and Review Records (continued)

Deleted: Deleted:
any abstract any abstract
not repre-  not including

senting school
N children success
Database N limitation  0-9 or failure
Terms Searched articles Limitation articles (n=#left) (n=#left)
11. Risk + kindergarten; OVID Medline 140 Journal article, English,
schools, nursery Child (0-18),
Year 1981-1999, plus... 101
... Review 4 4 0
.. Predictor 4 4 3
.. Longitudinal,
longitudinal studies 37 36 11
.. Intervention,
early intervention
(education),
intervention studies 8 : 8 2
12. Protective + kindergarten; OVID Medline 12 Journal article,
schools, nursery English, Child (0-18),
Year 1981-1999, plus... 6
... Review 0
... Predictor 0
... Longitudinal, °
longitudinal studies 2 2 0
... Intervention,
early intervention
(education),
intervention studies 1 1 0
13. Risk + Transition to school NLM Medline 60 English, Child (0-18),
[or MeSH school] Year 1980-1999, plus... 50
... Review 4 0
... Predictor 5 0]
.. Longitudinal 12 1 0
... Intervention 6 3 0
14. Protective + Transition to NLM Medline 3 English, Child (0-18),
school [or MeSH school] Year 1980-1999, plus... 1
... Review 0
... Predictor 0
... Longitudinal 0
... Intervention 0

(Continues on next page)




ERIC

Aruitoxt provided by Eic:

L

Part 1 | Risk Factors for Academic and Behavioral Problems at the Beginning of School

Table 2. Risk for Difficult Entry into School: Literature Search and Review Records (continued)

Deleted: Deleted:
any abstract any abstract
not repre-  not including
senting school
N children success
Database N limitation  0-9 or failure
Terms Searched articles Limitation articles (n=#left) (n= #left)
15. Risk + Transition to school OVID Medline 3 Journal article, English,
[or MeSH school] Child (0-18),
Year 1981-1999, plus... 3
... Review 0
... Predictor 0
... Longitudinal,
longitudinal studies 0
... Intervention,
early intervention
(education),
intervention studies 0
16. Protective + Transition to OVID Medline 0 Journal article, English,
school [or MeSH school] Child (0-18),
Year 1981-1999, plus... 0
... Review o]
... Predictor

... Longitudinal,
longitudinal studies
... Intervention,
early intervention
(education),
intervention studies

Overview/Summary Page

Tier 1: search terms

Tier 2: search limitations

Tier 3: search terms

Risk + school entry
Protective + school entry

Risk + special education
Protective + special education

Risk + kindergarten
Protective + kindergarten

Risk + transition (to) school

Protective + transition (to) school

Journal Article
English

r Child (0-18) >
Year 1980(1) - 1999

Review
Predictor
Longitudinal
intervention

Terms examined in two databases: NLM Medline Internet Grateful Med & OVID Medline
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Table 3

Risk for Difficult Entry into School — Specific Papers

Citation

Sample/Population

Study Design

Risk/Protective Factor ldentified
Proposed Mechanism of Risk

Predictors
Outcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Citation

Sample/Population

Study Design

Risk/Protective Factor ldentified
Proposed Mechanism of Risk

Bax and Whitmore 1987

351 English children entering school, age 5 (283 later at age 7, 230 at age 10).
Prospective [ongitudinal.

Neurodevelopmental abnormalities.

Children at age 5 with neurodevelopmental abnormalities are particularly susceptible to
learning difficulties when they're older, perhaps due to a broad, over-all neurological
dysfunction instead of being simply of below-average cognitive ability.

Neurodevelopmental scores of abnormality and doctor’s clinical opinions at school entry.

Health and educational outcomes at age 10 (reading, learning, and behavior difficulties);
poor academic achievement at age 7.

77% of children with a high neurodevelopmental score (high abnormality) at age 5 were
referred to school psychologist by age 10.

None.

Bender et al. 1995

60 low SES mothers and 74 children (4-6 years old) in San francisco.
Longitudinal.

Prenatal or postnatal environmental exposure to mother’s crack-cocaine use.

In utero exposure adds to postnatal environmental deprivations.

Predictors Time of prenatal exposure to cocaine. '
Outcomes Poor expressive language, visual motor drawing, and neurological gross motor
performance.
Evidence of Statistical Significance ~ None.
and Statistical Model
Evidence of Clinical Significance None.
(Continues on next page)
Key to abbreviations
ADD attention deficit disorder ~ DDST Denver Developmental OR odds ratio
ANCOVA analysis of covariance Screening Test RISC Risk Index of School Capability
ANOVA  analysis of variance ELBW extremely low birth weight SD standard deviation
CBCL Child Behavior Checklist ~ FH family history SES socioeconomic status
(¢} confidence interval LBW low birth weight VLBW very low birth weight
CNS central nervous system LD learning disability WISC Wechsler Intelligence Scale for Children
CRY complex reaction time MANOVA multiple analysis of variance ~ WRAT Wide-Range Achievement Test
58
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Table 3 (continued)

Risk for Difficult Entry into School — Specific Papers

Citation

Sample/Population

Study Design

Risk/Protective Factor Identified
Proposed Mechanism of Risk
Predictors

Outcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Citation

Sample/Population

Study Design

Risk/Protective Factor ldentified

Proposed Mechanism of Risk
Predictors
Outcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Citation

Sample/Population

Study Design

Risk/Protective Factor ldentified
Proposed Mechanism of Risk
Predictors

Outcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Blondis, Snow, and Accardo 1990
67 first-graders from Missouri.
Longitudinal follow-up.

Academic problems.

None proposed.

Low scores on Missouri Kindergarten Inventory of Developmental Skills: poor right-
handed coordination, overall graphesthesia, associated movements left.

Persistent neurological soft signs.
Means, standard deviations, and ANOVAs.

None.

";Byrd and Weitzman 1994
9,996 US children (7-17 years at follow-up).
Survey.

Risk factors: Poverty, male gender, low maternal education, deafness, speech defects,
LBW, enuresis, exposure to household smoking. Protective factors: high maternal
education, residence with both parents at age 6.

Not proposed.
Evidence of risk/protective factors on survey.
History of repeating kindergarten or 1st grade.

Chi square, logistic regression.

Odds ratios for risk factors 1.4 to 1.7
Odds ratios for protective factors 0.6 and 0.7.

Cadman et al. 1988

1999 children at age 5 (kindergarten), follow-up at age 7 (2nd grade).
Prospective longitudinal (3-year).

Preschool scores on the Denver Developmental Screening Test (DDST).
None proposed.

Teacher-rated learning problems in kindergarten, preschool scores on DDST.
Learning problems in 2nd grade (Gates-MacGinitie reading test).

Logistic regression model.

None.

* Protective factors considered

(Continues on next page)
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Table 3 (continued)

Risk for Difficult Entry into School — Specific Papers

Citation

Sample/Population

Study Design

Risk/Protective Factor Identified
Proposed Mechanism of Risk
Predictors

Outcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Citation

Sample/Population

Study Design

Risk/Protective Factor Identified
Proposed Mechanism of Risk
Predictors

Outcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Citation

Sample/Population

-Study Design

Risk/Protective Factor ldentified
Proposed Mechanism of Risk
Predictors

Outcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Campbell and Ewing 1990

32 hard-to-manage preschoolers and 22 controls, age 9 at follow-up.
Longitudinal follow-up.

Hard-to-manage behaviors before school entry.

None proposed.

Clinically significant behavior problems at school entry, age 6.
Externalizing disorders at age 9. '

Multiple regression.

67% of the hard-to-manage group from kindergarten met DSM-III criteria for an
externalizing disorder at age 9.

Campbell et al. 1986

46 parent-referred children with problem behaviors, 22 controls.
Longitudinal follow-up.

Preschool problem behaviors.

None proposed.

Maternal ratings of problem behaviors.

Inattention, impulsivity, aggression, or some combination at school entry.
ANOVAs.,

1/3 of group met DSM criteria for ADHD at school entry.

Coates and Lewis 1984

40 mothers and their 3-month-old infants, follow-up with child at age 6.
Longitudinal follow-up.

Early mother-child interaction.

Effective parents adjust their behavior in accordance with developing child's needs.
Frequency and proportion of interaction measures, at age 3 months.

Child’s math and reading achievement, conversation and WISC vocabulary and block
design, at age 6.

Multiple regression analyses; percentage responsivity measures were best predictors
of child performance.

None.

(Continues on next page)
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Table 3 (continued)

Risk for Difficult Entry into School — Specific Papers

Citation

Sample/Population

Study Design

Risk/Protective Factor ldentified

Proposed Mechanism of Risk

Predictors
Dutcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Citation

Sample/Population

Study Design

Risk/Protective Factor Identified
Proposed Mechanism of Risk
Predictors

Dutcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Citation

Sample/Population

Study Design

Risk/Protective Factor Identified
Proposed Mechanism of Risk
Predictors

Dutcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Cohen et al. 1989
976 families in two upstate New York counties.
Longitudinal follow-up.

Unwanted baby, pregnancy emotional trauma, low birth weight, physical trauma during
pregnancy, pregnancy problems, childhood accidents, child major and minor illness.

Confounding and intervening mechanisms: SES, children’s problems at time of original
interview. Low intelligence, poor child health, family dissolution, and maternal rejection
were "potential mechanisms by which early risk is translated into later psychopathology”

Pregnancy problems, child illness/injury, somatic risk, emotional risk.
Behavior disorders. '

Correlation analyses and regressions; relative risks.

None.

Cohen 1995

105 children born prematurely.

Prospective longitudinal.

Premature birth.

None proposed.

Neonatal neurobehavioral organization, early social stimulation, and social class.

Increased intellectual competence, school achievement, social competence and self
perception of cognitive competence at ages 2, 5, 8, 12, 18.

Multiple regressions.

None.

Cohn 1990 '

89 kindergarten through 1st grade children and their mothers.
Prospective.

Child-mother attachment.

None proposed.

Child-mother attachment, gender (insecurely attached boys only).

Peer relations, being liked by peers and teachers, behavior problems
(e.g., aggression).

MANOVA, intercorrelations.

None.

(Continues on next page)
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Table 3 (continued)

Risk for Difficult Entry into School — Specific Papers

Citation

Sample/Population

Study Design

Risk/Protective Factor Identified
Proposed Mechanism of Risk
Predictors

Cutcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Citation

Sample/Population

Study Design

Risk/Protective Factor |dentified
Proposed Mechanism of Risk
Predictors

Cutcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Citation

Sample/Population

Study Design

Risk/Protective Factor Identified

Proposed Mechanism of Risk

Predictors
Cutcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Den Ouden et al. 1996

717 preterm and/or VLBW infants born in 1983 in the Netherlands.
Longitudinal.

Hypothyroximia.

Direct effect of hypothyroximia on brain maturation.

Thyroxine levels in first week of life.

149% of survivors had handicapping disabilities at age 5; at age 9, 27% had grade
retention, 18% required special education.

Multivariate logistic regression.

School failure at age 9 significantly related to thyroxine levels in 1st week of life; 30%
increase in odds for neurologic dysfunction with early thyroxine levels 1 SD lower.

Dodge, Pettit, and Bates 1994

585 children followed from preschool to grade 3.
Longitudinal.

Low SES in early childhood.

Low SES mediated by status-related socializing experiences.
Preschool SES.

Behavior problems (teacher-rated externalizing and peer-rated aggressive behaviors)
in grades K-3.

Correlations, hierarchical regression and structural equations analyses.

None.

Egeland, Pianta, and O’Brien 1993
37 “high-risk” children; 145 comparison children.
Longitudinal .

“high risk” = intrusive maternal interactions with child in feeding and play at 6
months old.

Intrusive caregiving at 6 months may have adverse effects in 1st, 2nd, and 3rd grades
where the child may have difficulty adapting self-control and interactions, interest,
and involvement with teachers and peers.

Intrusive matemal interactions with child at 6 months, male gender.

Academic problems (measured by Peabody Individual Achievement Test), social
(teacher-rated problems), emotional (teacher-rated problems), and behavioral
(measured with the CBCL) in first and second grade.

MANCOVA, then ANCOVA — findings were still robust after covarying for maternal [Q,
stressful family life events, and maternal affective behavior.

None.
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Table 3 (continued)
Risk for Difficult Entry into School — Specific Papers

Citation Elizur 1986

Sample/Population 58 first grade children exhibiting signs of maladjustment and their parents .

Study Design Prospective.

Risk/Protective Factor Identified Father's coping, mother’s coping, parental support of children, parents’ cooperation in
coordinating coping strategies.

Proposed Mechanism of Risk None proposed.

Predictors Parental coping; signs of child distress at school entry.

Outcomes Child's adjustment, cohesive family pattern.

Evidence of Statistical Significance  Synchronous and cross-lagged correlations
and Statistical Model

Evidence of Clinical Significance None.

Citation Fazio, Naremore, and Connell 1996

Sample/Population 34 US children from impoverished environments.

Study Design Longitudinal 3-year.

Risk/Protective Factor ldentified Poverty.

Proposed Mechanism of Risk None proposed.

Predictors Performance on standardized/experimental tests of language development.
Outcomes Specific language impairment or academic failure.

Evidence of Statistical Significance  Multi-regression model, chi square, correlations.
and Statistical Model

Evidence of Clinical Significance None.

Citation Finkelstein and Ramey 1980

Sample/Population 921 first grade children from North Carolina.

Study Oesign Longitudinal.

Risk/Protective Factor Identified Race, birth order, weight, maternal age and education (at birth — from birth
certificate).

Proposed Mechanism of Risk None proposed.

Predictors Scores on measures of intellectual competence and measure of adaptive behavior.

Outcomes Educational status as “handicapped” or "non-handicapped” in 1st grade (as
determined from scores on the Peabody Picture Vocabulary Test and Pupil Rating
Scale).

Evidence of Statistical Significance  -Linear classification analysis to predict known outcome.
and Statistical Model

Evidence of Clinical Significance None.

(Continues on next page)
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Table 3 (continued)

Risk for Difficult Entry into School — Specific Papers

Citation

Sample/Population

Study Design

Risk/Protective Factor Identified

Proposed Mechanism of Risk
Predictors

Outcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Citation

Sample/Population

Study Design

Risk/Protective Factor ldentified
Proposed Mechanism of Risk
Predictors

Outcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Citation

Sample/Population

Study Design

Risk/Protective Factor ldentified
Proposed Mechanism of Risk
Predictors

Outcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

*Fowler and Cross 1986
210 US preschoolers.
Prospective.

Developmental, medical, and social factors (family history and education, gender,
age). Protective factors: higher maternal education, absence of family history for
tearning problems.

None proposed.
0-11 Risk Index of School Capability (RISC) score, physician’s assessment of

. attention.

Grade failure, poor reading and math scores in 1st and 2nd grades.

Linear and logistic regression.

RISC scale had 98% positive predictive value of successful grade completion and 70%
predictive value for failure.

Fried, Watkinson, and Gray 1992

126 72-month-old children in Canada.

Follow-up.

Maternal substance use in pregnancy.

Impaired CNS development.

Maternal smoking, marihuana, or alcohol use during pregnancy.

Success/failure on vigilance tasks; positive impulsivity or hyperactivity ratings by
mother.

Discriminant function analysis.

Prenatal marihuana associated with increased omission errors in vigilance task. Dose-
response relationship between prenatat smoking and poorer response inhibition as
well as higher error of commission rates.

Frisk 1991

113 girls and 102 boys at entry into Swedish schools, age 7.
Longitudinal (to grade 3).

Poor CNS development.

CNS dysfunction.

Slow complex reaction time (CRT).

Grade 1, slow CRT boys had poor ratings for gross and fine motoricity, concentration,
and language development.

Chi square, Fischer's non-parametric, t-test, correlations.

None.

* Protective factors considered

64

(Continues on next page)

76




Part 1 | Risk Factors for Academic and Behavioral Problems at the Beginning of School

Table 3 (continued)

Risk for Difficult Entry into School — Specific Papers

Citation

Sample/Population

Study Design

Risk/Protective Factor Identified

Proposed Mechanism of Risk
Predictors
Outcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Citation

Sample/Population

Study Design

Risk/Protective Factor Identified

Proposed Mechanism of Risk

Predictors
Outcomes

Evidence of Statistical Significance
and Statistical Model

Evidence of Clinical Significance

Citation

Sample/Population

Study Design
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Evidence of Clinical Significance

Greenberg et al. 1999.
337 families from 4 American communities.
Longitudinal case-control.

Single parent, number of siblings, mother’s age at child’s birth, ethnicity, life stress,
marital distress, social support, home environment, parent depression, neighborhood
risk.

None proposed.
Demographics, family psychosocial status, maternal depression, neighborhood quality.

Children’s psychological problems (externalizing/internalizing), children’s social
competence, and academic achievement at grade 1.

Multiple regression models, least squares regression, path analyses.

None.

_Gross et al. 1995

97 preschool-aged children followed 2-3 years.
Longitudinal cohort.
Maternal depression.

Boys' behaviors may be more aversive to depressed mothers, who may then respond
negatively and reinforce difficult behaviors .

Maternal depression, gender.
Preschool children’s mental health (social competence and behavior problems).

Mean differences, item analyses.

None.

Hack et al. 1992

249 VLBW children in Ohio, 8-9 years old.
Longitudinal.

VLBW.

None proposed.

VLBW vs. NBW, SES.

VLBW had significantly lower scores on tests of language, 1Q, memory, visual and fine
motor skills, and academic achievement; VLBW had more behavior problems (higher
CBCL scores).

Two-tailed univariate analyses.

Odds ratios (-1.2 to 4.9).

(Continues on next page)
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Horwood, Mogridge, and Darlow 1998

Two New Zealand birth cohorts: 298 VLBW and 1,092 controls.
Longitudinal cohort.

VLBW status.

A gradient relationship between ELBW, VLBW and NBW children and level of
impairment.

VLBW status, ELBW status, gender.

Child behavior problems, decreased cognitive ability and poor school achievement
(enrollment in special education) at age 7-8.

t-tests; chi squares; multiple regression methods for confounding variables.

0dds ratios 2.1 to 4.4 for behavior problems; 1.7 to 4.9 for poor school achievement,
and 2.9 to 6.3 for special education.

*Jackson and Frick 1998
140 children aged 8-13.6 years.
Cross-sectional.

Protective factors: high SES and 1Q, easy temperament, positive family relationships
and personal growth within family.

None proposed.
Protective factors and negative life events, gender differences.
Adaptive and non-adaptive behavior (internalizing/externalizing behavior).

Regression analyses — negative life events not related to adaptive behavior. Protective
factors were predictive of absence of non-adaptive behavior.

None.

Jacobvitz et al. 1987

68 children assessed at ages 6 months, 2, 3, and 5 years.
Prospective longitudinal.

Mother-child interactions before kindergarten.

None proposed.

Maternal intrusive care, seductive behavior and over-stimulation.
Hyperactivity and distractibility at kindergarten (age 5-6).

Correlations.

Distractibility at 42 months and motor immaturity (after birth) were predictive of
hyperactivity at kindergarten.

* Protective factors considered
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James 1997

Immigrant children and adolescents.

Cross-sectional descriptive.

Immigration: conflicts and adjustments to new home, school, and society.
Psychosocial problems, school failure, drug use, other risk-taking behavior.
None. '

None.

None.

None.

lones 1990 ,

All South Carolina students grades 1, 2, 3, and 6.

Longitudinal.

Age, race, sex, lunch payment status.

None proposed.

Age at school entry, gender, ethnicity, lunch-assisted vs. full-paying students.
Reading failure on the Basic Skills Assessment Program reading test.

Logistic regression.

Adjusted odds ratios: risk of failure greatest for younger students when controlled for
race, sex, and lunch-paying. Race, sex, lunch-paying = greatest risk overall.

Kochanek, Kabacoff, and Lipsitt 1990

268 children (handicapped adolescents at follow-up) and 268 controls.
Longitudinal follow-up.

Environmental factors and child performance data at birth, 4, 8, and 12 months old.
None proposed.

Maternal education, child performance data at birth, 4, 8, and 12 months old.
Status as handicapped in adolescence, learning and behavior problems.

None.

None.
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Ladd, Kochenderfer, and Coleman 1996

82 kindergarten children.

Cross-sectional.

Quality of friendships.

Making friends establishes support bases and better integration into the academic milieu.
Child's perceptions of friend conflict, exclusivity, validation, aid, self-disclosure.

Perceived conflict associated with school maladjustment for boys, exclusivity associated with
lower levels of achievement.

Correlation, regression, and factor analyses.

Validation and aid "forecasted” gains in perceived support and aid predicted improvements
in school attitudes.

Ladd 1990

125 kindergartners.

Prospective, longitudinal.

Classroom peer relations.

None proposed.

Number of friends; peer rejection.

Perception of school, school attitude, school achievement (behavioral).

Correlational, regression, and principle components analyses; children who gained friends
through year gained achievement as well.

None.

Malo and Tremblay 1997

Boys from low SES environments.

Longitudinal.

Maternal social position, family SES, paternal alcoholism.
None proposed.

Low SES, paternal alcoholism.

School placement, among a long list of others.

None.

None.
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McCarton et al. 1997

336 LBW infants (lighter and heavier) follow-up (at 8 years).
Longitudinal. '

LBW lighter (2000g); LBW heavier (2001-2500g).

None proposed.

Cognitive functioning, academic achievement, behavior, health at 8 years.
Modestly improved outcomes in heavier LBW infants.

ANOVA.

None.

McFadyen-Ketchum et al. 1996
Children followed from kindergarten to third grade (n=585).
Prospective longitudinal.

Prekindergarten measure of aggression from CBCL; coercive mother-child interactions
and home environment, gender..

Mother-child interactions may be more predictive because they are the primary care-
givers of young children and spend much more time with their children than fathers.

Mother-child interactions of coercion and affection; level of kindergarten aggression
predictive of later aggression.

High levels of aggression in kindergarten for both boys and girls with maternal
coercion at home. Increase in aggression for boys over time with high maternal
coercion and low maternal affection, but not for girls .

Pearson Correlations; ANOVAs.

Teacher ratings of aggression observed to increase or decrease over time.

McGee and Stanton 1994

N=765 children from New Zealand, followed from birth to age 18.
Longitudinal.

Maternal smoking during pregnancy.

Association between smoking and maternal reports of behavior prablems reflect
confounds with maternal mental health.

Maternal smoking status during pregnancy.
Maternal rating of child behavior problems at school entry.

Regression analyses; maternal rating of problem behaviors at school entry was the
only significant finding linked to smoking during pregnancy (both girls and boys).

None.
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Morrison, Griffith, and Alberts 1997

Kindergartners and 1st graders.

“Pre-post” design.

Age at school entry.

Academic risk.

Age was not a good predictor of learning or academic risk.
None.

None.

None.

Offord, Boyle, and Jones 1987

2643 welfare children, 6-16 years old.

Survey (cross-sectional). .

SES.

None proposed.

Parental welfare status, gender.

Psychiatric disorder and poor school performance.

Logistic regression, chi square.

0Odds ratio for psychiatric disorder 2.02 to 4.12 and for poor school performance
1.68 to 6.54.

Olsen et al. 1998

42 8-year old children with history of pre-term delivery plus controls.
Birth cohort.

Preterm delivery.

None proposed.

Preterm delivery and poor health at delivery.

Psychological performance, teacher-reported learning disability and neurologic exam
at age 8.

Non-parametric t-test; correlation coefficients.

None.
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*Pagani et al. 1997

2,000 school children followed from age 6 to age 12.

Prospective [ongitudinal.

Parent divorce (as risk factor) and remarriage (as protective factor).

There may be problems such as internalizing symptoms and impaired school
performance that are “vulnerable to family breakdown”.

Age of child at parent divorce, parents’ marital status.
Child’s problem behaviors; remarriage had protective effect on hyperactivity.

Autoregressive modeling technique.

None.

Pianta, Steinberg, and Rollins 1995
436 children from school entry to grade 2.
Longitudinal.

Poor student-teacher relationships.

None proposed.

Student-Teacher Relationship Scale - quality of student-teacher relationship in
kindergarten.

Child behavior, adjustment, and competence problems in 2nd grade.

Correlations, ANOVA, discriminant function analyses.

None.

Reynolds, Weissberg, and Kasprow 1992

683 U.S. inner-city kindergartners and 1st graders.

Longitudinal cohort.

Demographics (ethnicity, SES, grade level), family and school factors.

Constructive relationship between parent and teacher is a critical element in the
family-school relationship (quality of parent school involvement). Quality may reflect
“good” parenting, may promote a teacher’s relation with the child, and may provide
social support for the family and better school adjustment for family.

Quality of parent involvement, exposure to life events, SES in kindergarten.

Early school adjustment: competence behavior, problem behavior, reading
achievement, math achievement, and school absences at first grade.

Multiple regression.

None.

* Protective factors considered
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Richardson, Conroy, and Day 1996

Offspring of 28 cocaine-using pregnant women/mothers and children of 523 non-users.
Prospective [ongitudinal.

Prenatal cocaine exposure.

Effects of exposure may result from interaction between exposure (CNS changes) and
environmental factors.

Cocaine and other substance use/abuse during early pregnancy.
Child deficits in ability to sustain attention on vigilance task at age 6 years.

ANCOVA: No significant effects found on growth, intellectual ability, academic
achievement or teacher-rated classroom behavior. One significant effect found on
attention.

None.

Rochiccioli et al. 1992

58 cases of neonatal hypothyroidism, matched controls.
Prospective, screening neonatal.

Neonatal hypothyroidism.

None proposed.

Lower T4 levels at birth.

Increased grade retention, lower 1Q.

Non parametric analyses.

None.

Roussounis, Gaussen, and Stratton 1987

At school entry: 17 “clumsy” children, 17 age- and gender-matched controls.
Prospective longitudinal.

Motor coordination problems.

None proposed.

Failure on standardized Motor Test Battery.

Impaired educational attainment; inferior motor performance.

None.

None.
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Schothorst and Van Engeland 1996

177 children with neonatal problerr-|s.

Longftudinal prospective follow-up..

Preterm birth.

None.

Preterm birth.

Behavior problems, social and school competence.

Multiple regression.

None.

Saigal, Szatmari, and Rosenbaum, 1992

81 ELBW children “at risk” for learning problems at age 5, tested at age 8.
Prospective.

Birth weight.

ELBW population difficult to screen because of already-present risk and
developmental limitations in cognition, language, motor and social functioning.

ELBW status and “at risk” status at age 5 from Florida Kindergarten Screening Battery.
LD or IQ problems at age 8.

Likelihood ratios to test Florida Kindergarten Screening Battery; correlations.

None.

Schwartz et al. 1999

389 kindergarteners and 1st graders.
Longitudinal follow-up in 3 years.
Early behavior problems.

Behavior problems determine victimization mediated by peer rejection, moderated by
dyadic friendships.

Behavior problems.
Victimization.

None.

None.
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Streissguth et al. 1994

500 children with Fetal Alchohol Syndrome (FAS).
Prospective longitudinal.

FAS.

Cerebellar dysgenesis.

Maternal drinking before and during pregnancy.

Child’s problems with 1Q, balance, attention/reaction (vigilance task), neurobehavioral
problems at age 4.

Correlations and measures of covariance.

None.

Taylor et al. 1998

68 VLBW children and 65 controls, age 6.7-6.9 years.
Longitudinal.

VLBW vs. <750g birth weight.

“Effects of biologic risk may diminish with age and are increasingly overshadowed by
environmental factors”” Social risk depends partly on biologic risk.

Neonatal Risk Index (biologic risk), age, gender and social risk factors.

Cognitive function, neuropsychological abilities, academic achievement, parent and
teacher reports of adaptive behavior and school performance.

Linear regression.

Odds ratios 1.72 to 8.61 (95% Cl).

Tremblay et al. 1994

1,034 boys from Quebec participating in study from kindergarten to 13 years old.
Longitudinal.

Kindergarten personality.

None proposed.

Impulsivity, anxiety, reward dependence in kindergarten.

Stable, highly delinquent behavior at age 11-13.

Likelihood ratios, logistic regression analyses.

None.
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Van Baar and de Graaff 1994

35 prenatally drug-exposed children and 35 controls, from Amsterdam.
Prospective [ongitudinal.

Prenatal exposure to drugs.

Children may be less cooperative due to addicted parents’ difficulties in adjusting to
school hours.

Having drug-dependent mother, prenatal exposure to drugs.
Development and cognitive functioning at preschool age.
Rank order correlations; ANOVA.

None.

Van Izjendoorn and Van Vliet-Vissers 1988

77 children (mean age = 24 months).

Longitudinal.

Attachment problems.

None proposed.

Secure vs. insecure attachment (secure = highest 1Q).
Performance on IQ test (Keiden Diagnostic test).

None.

None.

Vohr and Garcia Coll 1985

42 VLBW infants.

Longitudinal.

Very low birth weight and impaired neurological development.
Neurodevelopmental deficits.

Scores and classification of neuro-development at age 1.

IQ level, reading age level (WRAT), special education needs at age 7.
ANOVA, student’s t-test, chi square.

None.
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Walker et al. 1994
32 children 7 months old, follow-up at 36 months and 10 years old.
Longitudinal follow-up.

At 7 and 36 months: family SES, intellectual ability (Stanford-Binet) and language
ability (cumulative number of different words spoken; mean length of utterance in
morphemes).

None proposed.
SES, 1Q, language ability.
Student intellectual ability, language academic achievement.

Hierarchical regression.

None.
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*Brier 1995
Children with delinquency and antisocial behavior.
90.

To investigate risk factors involved with antisocial behavior and poor academic
achievement.

Risk factors included: temperament (hyperactivity, distractibility, rigidity) school
attitudes, poor/protective parenting, 1Q.

Delinquency, school failure.

Risk and protective factors mentioned can be used in a preventive manner against
antisocial behavior and school failure.

Treatments and interventions need to target these risk/protective factors.

Casey and Evans 1993
Preschoolers.
11.

To address issues, definitions, and the physician’s roles involved in assessing school
readiness.

Demographic, age and clinical factors; medical risks.
School success/failure — grade retention or failure.

School readiness should be addressed cautiously (outlines a conservative approach
for physicians); retention is not generally recommendable.

Need collaborative assessments for school.readiness among physician, parents and
school staff.

Cicchetti and Toth 1998
Children and adolescents with depressive disorders.
174.

To describe a “depressotypic” developmental organization that may be a precursor to
depressive illness.

A broad set of risk factors, which can contribute to childhood depression, reaches
across biology, evolution, and psychology.

Outcomes of depressive disorders, including “aberrations in cognitive, socio-
emotional, representational and biological domains.”

We must keep in mind the many varying developmental capacities of children as we
treat depressive disorders.

Preventive interventions for families with history of depression; increase social
awareness to decrease social stigma.

* Protective factors considered

(Continues on next page)
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Feagans 1983

Children with learning disabilities.

40.

To review the definition, research and treatment of “learning disabilities”.
Neurological, behavioral, and psychological problems.

Lower scores on |Q tests, behavior or neurological difficulties, academic problems.

We need to further define "learning disabilities,” as well as develop new intervention
strategies.

More recent research involving multivariate statistics can address interaction of
cognitive processes.

Fowler, Schwartz, and Atwater 1991
Preschoolers in programs with special education.
48. '

To address the transition of preschoolers receiving special education services into
kindergarten or alternative placements.

Disabilities.
“Positive” transition to school, success in kindergarten.

Parent, child, teacher and caregiver roles must be well-coordinated to suit individual
family needs.

Future research needed to evaluate services and quality of transition, in addition to
“satisfaction” data.

*Friedman 1990

Children with psychiatric disorders.

28.

To investigate the prevalence of psychiatric disorders in children and adolescents.

Risk factors: Gender, parent-child attachment, influence of media, living environment
and age as risk factors. Protective factors: interpersonal skills, attachment to nondeviant
parent, good schools, high social cognitive skills.

Childhood psychopathology and conduct disorders.

Conduct and childhood psychiatric disorders are likely to increase given increasing risks.

More emphasis on prevention efforts, especially on social, emotional, and economic
supports for children and families.

* Protective factors considered

Key to abbreviations

ELBW extremely low birth weight

LBW low birth weight

(Continues on next page)

LD learning disability
SD standard deviation
SES socioeconomic status

VLBW very low birth weight
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Hartup 1996

Kindergarten - school age children.

82.

To promote the investigation of quality of childhood fﬁendships and how they affect

child development.

Strong/poor peer relations; friendship vs. non-friendship relations.

School performance in kindergarten, attitudes toward school; reasoning/academic

skills; psychosocial outcomes.

Process-outcome studies are needed to tell us whether friends engage in better

scaffolding than nonfriends.

Friendship assessments deserve greater attention, and should include assessment of

quality of relationships.

James 1997
Immigrant children.
21.

To address the psychosocial problems that immigrant children face in a new society,

home and school.

Moving/immigrating to a new country and society.

Reduced ability to communicate and build relationships with friends and teachers;
psychosocial prablems in school (depression, confusion, stress).

Schools need to better appreciate and prepare to assist in transition to school for
immigrant children, targeting effective methods of stress reduction, “culture shock”
reduction, developing positive social skills and school behaviors.

Intervention/school-based programs are sorely needed to assist immigrant children in

their transition to American society/school.

Lukeman and Melvin 1993
Children barn preterm.
95.

To discuss the methodological problems of follow-up studies of preterm and low
birth weight infants including selection of cases and controls, choice of outcome

measure, and findings interpretations.

Low birth weight and preterm status; multiparity, severity of neonatal illness, socio-

environmental factors.

Preexisting neurodevelopmental, social, emotional and behavioral problems can be

exacerbated at school entry.

At school entry, we need to be aware of social, cognitive, behavioral and emotional
vulnerabilities in children born LBW/preterm, as well as to develop appropriate

preschool interventions.

It is difficult to predict outcomes in this population; there are many methodological
issues to be considered and changed in future follow-up studies.
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Table 4 (continued)

Risk for Difficult Entry into School — Review Papers

Citation

Population Addressed
Literature Reviewed, # articles
Aims of article

Oiscussion of risk or protective factors
Relevant Outcomes addressed

Conclusions and Over-all Message

Future needs, clinical significance

Citation

Population Addressed
Literature Reviewed, # articles
Aims of article

Discussion of risk or protective factors
Relevant Outcomes addressed
Conclusions and Over-all Message

Future needs, clinical significance

Citation

Population Addressed
Literature Reviewed, # articles
Rims of article

Oiscussion of risk or protective factors
Relevant Outcomes addressed

Conclusions and Over-all Message

Future needs, clinical significance

MclLoyd 1998
SES-disadvantaged children.
201.

To discuss recent research and future needs involving poverty and low SES effects on
aspects of child development, such as cognitive functioning, academic success, and
socioemotional strengths.

Low SES, poor home environment and poverty.

Child development: social skills, cognitive abilities, scholastic success/failure, behavior
problems, emotional problems.

The relation between low SES and poor child development is mediated by
environmental and parenting risk factors. These, along with lower academic
expectations from teachers, contribute to school failure for children of poverty.

Many policy implications to consider: early interventions that would increase family
income, as well as positively stimulate child's cognitive and behavioral development.

North et al. 1997
Children with Neurofibromatosis type 1 (NF1).
57.

To summarize current understandings of learning disabilities (LD) and cognitive deficits
in children with NF1; to propose possible pathogenetic mechanisms.

Children with NF1 are at high risk for LD.
Lower [Q, Learning disabilities.

Connection between NF1 and IQ remains controversial, though much has been learned
in recent years. Risk of LD is high, and should be addressed with parents similarly to
physical complications.

Varying reports of trends or carrelations between 1Q and NF1 in children.

Ornstein et al. 1991
Neonates.
35.

To review neonatal follow-up studies that examine VLBW and ELBW child outcomes at
school age; to examine differences in school age outcomes between VLBW and ELBW.

Low or very low birth weight.

School performance and cognitive capacity: Increased need for special education or
remedial education placement.

Need more long-term follow-up studies, tracking VLBW and ELBW children through
school years in order to fully appreciate new groups of morbidities.

Sound methodologies in research are needed to draw sound conclusions and inform
new early intervention strategies.
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Table 4 (continued)

Risk for Difficult Entry into School — Review Papers

Citation

Population Addressed
Literature Reviewed, # articles
Aims of article

Discussion of risk or protective factors
Relevant Outcomes addressed
Conclusions and Over-all Message
Future needs, clinical significance

Citation

Population Addressed
Literature Reviewed, # articles
Aims of article

Discussion of risk or protective factors
Relevant Outcomes addressed
Conclusions and Over-all Message
Future needs, clinical significance

Citation

Population Addressed
Literature Reviewed, # articles
Aims of article

Discussion of risk or protective factors
Relevant Outcomes addressed
Conclusions and Over-all Message

Future needs, clinical significance

Patterson and Narrett 1990
4-8 year-old oppositional children.
25.

To discuss development of treatment strategies, measures, and the effectiveness of
parent training.

Oppositional behavior.
Peer rejection, school failure.
Need to be able to generalize effects of treatments for lasting results.

Careful scrutiny of other psychosocial problems and treatments.

Richardson, Koller, and Katz 1986
School-age children.
37

To review the literature on evidence that boys do not fare as well in school
performance during first few years as girls do.

Biological and social factors.
School achievement and performance.
Adult changes in sex roles may be filtering down to young children.

Pediatricians should be aware of differences of school problems between girls and
boys, and differences in responses to problems.

Rutter 1987
Children.
105.

To examine the role of cognition and cognitive deficits in the development of
psychopathology.

Biases and distortions in cognitive processing.
Social and emotional malfunctioning.

Biases may occur from earlier experiences, temperamental style, or cognitive deficits
in information processing.

Further study of cognitive processes in development needed to further clinical
practices.
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Table 4 (continued)

Risk for Difficult Entry into School — Review Papers

Citation

Population Addressed

Literature Reviewed, # articles

Aims of article

Oiscussion of risk or protective factors
Relevant Outcomes addressed
Conclusions and Over-all Message

Future needs, clinical significance

Citation

Population Addressed
Literature Reviewed, # articles
Aims of article

Discussion of risk or protective factors
Relevant Outcomes addressed
Conclusions and Over-all Message

Future needs, clinical significance

Citation

Population Addressed
Literature Reviewed, # articles
Aims of article

Discussion of risk or protective factors
Relevant Outcomes addressed
Conclusions and Over-all Message

Future needs, clinical significance

Sethi and Trend 1996

Children with special education needs by age 6.

5.

Reviewed the identification of children with special education needs or evaluations.
None addressed.

Special education.

Identifying children for special education before school-entry (age 6) is an important
step in understanding risk and intervention needs.

Districts need to address their own unique and sometimes avoidable problems with
early identification of intervention/ special education needs.

Shapiro et al. 1984
Preschoolers.
49,

To discuss early detection of the “deviant neurologic substrate” as a risk factor for
specific learning disability (SLD) prior to school entry.

Neurologic exam before school entry instead of later academic underachievement.
SLD diagnosis.

Early detection could permit early intervention and assessment/therapy where
indicated.

Shifting focus from academic achievement to neurodevelopment will enhance
detection of SLD before school.

Vohr and Msall 1997
Low birth weight infants.
106.

To investigate the measurement and quality of outcomes for the VLBW child in the
context of school and family.

VLBW, ELBW status.
Kindergarten readiness, multiple domains of development.

With increasing survival rates, there is more demand for special education resources for
VLBW infants.

Vigilant screening and monitoring of VLBW infants needs to continue as efforts are
made to optimize positive long-term outcomes.
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Table 5

Interventions That Decrease Risk for Difficult Entry into School — Specific Studies

Citation

Sample/ Population

Study Design

Risk/Protective Factor [dentified

Proposed mechanisms for
risk-intervention

Type of Intervention

Level of Interventiont
Outcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

Citation

Sample/ Population

Study Design

Risk/Protective Factor ldentified

Proposed mechanisms for
risk-intervention

Type of Intervention

Level of Interventiont
Outcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

Berlin et al. 1998
Approx. 1000 infants.

Longitudinal, randomized trial of program effectiveness.
Low birth weight and premature infants.

intervention effects interacted with degree of low birth weight and family
characteristics, esp. maternal education; also, quantity of services received, rate of
program delivery and activity level of participation.

Infant Health and Development Program (IHDP), includes home visits, center care

and parent groups.

Selective.

Higher full scale and verbal |Q and decrease in behavior problems for heavier low
birth weight at ages 5 and 8; family development.

Standard deviation and test scores reported.

Cumulative risk, logistic regression, p values: decrease in size of intervention effects

over time.

Campbell and Ramey 1994

57 randomly assigned children to intervention, 54 controls. (98% African American).

Follow-up.
Low SES.

Achievement and benefits of intervention increase as duration of intervention

increases.

Carolina Abecedarian Project (1972-1977) - educational preschool and school-age

intervention.

Selective.

Intellectual development (WISC-R 1Q) and educational achievement through age 12.°

MANOVA and factor analyses; children benefited more the longer they were enrolled

in the intervention, and if they started intervention before school entry.

None .

tUniversal = total population; Selective = at-risk populations; Indicated = children developing behavioral and academic problems

Key to abbreviations

ANCOVA - analysis of covariance
ANOVA  analysis of variance

CBCL Child Behavior Checklist

IHDL Infant Health and Development Program
MANOVA multiple analysis of variance

SES socioeconomic status

WISC-R  Wechsler Intelligence Scale for Children — Revised
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Table 5 (continued)

Interventions That Decrease Risk for Difficult Entry into School — Specific Studies

Citation

Sample/ Population

Study Design

Risk/Protective Factor ldentified

Proposed mechanisms for
risk-intervention

Type of Intervention
Level of Interventiont
Qutcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

Citation

Sample/ Population

Study Design

Risk/Protective Factor ldentified

Proposed mechanisms for
risk-intervention

Type of Intervention

Level of Interventiont
Outcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

*Egeland and Hiester 1995
34 infants in day care and 52 home-reared, from high-risk impoverished families.
Longitudinal.

Quality of mother-infant attachment at 12 months and day-care status, day care =
protective factor for securely attached infants. .

Security of attachment may influence later adaptation as well as day-care benefit.

Early day-care.
Selective.
Child problem behaviors and adaptation: aggression, externalizing, withdrawn .

Univariate ANCOVAs; day care had negative affect.

None.

Gordon and Jens 1988

“High risk” infants.

Concept/decision-making model.

Risks in many, changing areas throughout early development.

None proposed.

Risk assessment at several times during development, in several areas, weighing risks,
and allowing for individual “movement” in and out of risk intervention.

Selective.
Disorders of development and learning.

No risk = T< 60 in all areas; mild risk = T score >60 in one area; moderate risk =T
scores >60 in two or more areas, or >70 in one area; high risk = T scores >70 in two
or more areas or >80 in one area.

None.

*Protective factors considered

(Continues on next page)
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Table 5 (continued)

Interventions That Decrease Risk for Difficult Entry into School — Specific Studies

Citation

Sample/ Population

Study Design

Risk/Protective Factor ldentified

Proposed mechanisms for
risk-intervention

Type of Intervention

Level of Interventiont
Dutcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

Citation

Sample/ Population

Study Design

Risk/Protective Factor Identified

Proposed mechanisms for
risk-intervention

Type of Intervention

Level of Interventiont
Dutcomes
Evidence of Clinical or Statistical

Significance and Statistical Model °

Measure of “effectiveness” of
intervention

Citation

Sample/ Population

Study Design

Risk/Protective Factor ldentified

Proposed mechanisms for -
risk-intervention

Type of Intervention
Level of Interventiont

Hollomom and Scott 1998

299 Low birth weight and preterm infants and normal comparison group.
Longitudinal follow-up.

Low birth weight, preterm delivery.

CNS development.

From birth to age 3, pediatric follow-up, home visits, parent support groups,
developmental curriculum 25 hrs/week at a center.

Selective.
Academic success via achievement tests and special education placement status.

One-way variance analyses, chi square.

Relative risk analyses: non-intervention low birth weight children were 3 times as
likely as normal birth weight controls to receive special education services at age 9.

Horacek et al. 1987

N = 90 children identified pre-birth to be “at risk”

Longitudinal, cohort.

Risk factor for school failure = maternal education, SES, and social variables pre-birth.

None proposed.

Carolina Abecedarian Project: educational — degree and timing of preschool and/or
school-age academic interventions.

Selective.
School success or failure at kindergarten or grade 3, achievement test scores.

Spearman rank correlation; grade failure rate decreases and achievement test scores
increase as duration and intensity of intervention increases.

Mantel-Haenszel statistics (preschool intervention had stronger effect).

*Lee et al. 1990

646 black children from New Jersey and Oregon.
Longitudinal follow-up study.

HeadStart, other preschool or no preschool.

None proposed.

HeadStart: preschool program for disadvantaged black children.

Selective.

*Protective factors considered

(Continues on next page)
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Table 5 (continued)

Interventions That Decrease Risk for Difficult Entry into School — Specific Studies

Outcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

Citation

Sample/ Population

Study Design

Risk/Protective Factor Identified

Proposed mechanisms for
risk-intervention

Type of Intervention

Level of Interventiont
Outcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

Citation

Sample/ Population

Study Design

Risk/Protective Factor ldentified

Proposed mechanisms for
risk-intervention

Type of Intervention
Level of Interventiont
Outcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

Cognitive/ analytic ability gains after HeadStart .

ANCOVA analyses; findings may be a general effect of preschool and not HeadStart in
particular.

None.

Madden, O'Hara, and Levenstein 1984

71 families with children age 21-33 months at program entry, followed for nine
years.

Longitudinal.
Low-income families.

Short-term cognitive effects of interaction stimulation probably are not mediated by
maternal behavior. Maternal behavior measured as overall verbal interaction or
responsiveness may be too simply conceived, and does not appear to have an effect
on long-term child cognition.

Mother-Child Home Program; to promote cognitively stimulating mother-child
interactions as prevention for later school problems.

Selective.

No detectable effects of intervention on first grade teacher ratings of school
adjustment and performance. 1Q and achievement scores near national norms.

ANOVAs and ANCOVAs.

Large program effects found on maternal interaction styles: 51% to 33% greater
frequency of desirable behavior.

McCarton et al. 1997

874 children followed-up at age 8.
Follow-up of randomized controlled trial.
Low birth weight.

Heavier low birth weight child may be more capable of adapting to environment
because of more developed central nervous system.

The Infant Health and Development Program (IHDP).
Selective.

Higher full-scale, performance and verbal 1Q, math achievement, and receptive
vocabulary scores for heavier low birthweightchildren only.

T statistics and chi squares for categorical measures; multiple linear regression
models for each outcome. Most significant intervention effects seen at age 3 years
were not sustained to age 8 years.

None.

(Continues on next page)
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Table 5 (continued)

Interventions That Decrease Risk for Difficult Entry into School — Specific Studies

Citation

Sample/ Population

Study Design

Risk/Protective Factor ldentified

Proposed mechanisms for
risk-intervention

Type of Intervention

Level of Interventiont
Outcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

Citation

Sample/ Population

Study Design

Risk/Protective Factor ldentified

Proposed mechanisms for
risk-intervention

Type of Intervention
Level of Interventiont
Outcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

Citation

Sample/ Population

Study Design

Risk/Protective Factor Identified

Proposed mechanisms for
risk-intervention

Type of Intervention

McCormick et al. 1998

985 infants.

Longitudinal.

Low birth weight, premature birth.

Program-specific mediating variables: maternal-infant interactions, home environment,
parent problem solving skills, program participation; nonspecific mediating variables:
maternal mental and physical health, family composition, neighborhood environment.

High-risk follow-up pediatric care (including developmental and social work surveillance);
educational intervention (home visits, center-based care, parent support groups).

Selective.

Cognitive (Stanford-Binet 1Q) and social-emotional development, number of health
conditions (mother reported Morbidity index), and behavior problems (CBCL 2-3 and
Richman-Graham Questionnaire) of child at 12, 24, 36, 60, 96 months .

T-tests and percentile scores on measures.

Discussion and comparison of outcome score percentiles.

Oates et al. 1995

24 children attending therapeutic preschool over a three-year period from 1985-1988.
Longitudinal.

Child abuse.

None proposed.

KEEPSAFE Project; therapeutic and educational preschool intervention.
Selective.

Developmental gains, as measured by the McCarthy Scales of Children’s Abilities and the
Peabody Picture Vocabulary Test.

T-test comparisons, percentiles. 79% of children were placed into public school system
after the three year intervention (none were anticipated to be ready for public school).

None.

Ramey and Ramey 1998

985 low birth weight and premature infants.
Randomized controlled trial.

Early intervention, low birth weight status.

CNS development.

Abecedarian project, Project CARE, and Infant Health and Development Program —
Multidisciplinary, designed to promote social competence and improve cognitive
development in high-risk children.

(Continues on next page)
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Table 5 (continued)

Interventions That Decrease Risk for Difficult Entry into School — Specific Studies

Level of Interventiont
Dutcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of "effectiveness” of
intervention

Citation

Sample/ Population

Study Design

Risk/Protective Factor Identified

Proposed mechanisms for
risk-intervention

Type of Intervention

Level of Interventiont
Dutcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

Citation

Sample/ Population

Study Oesign

Risk/Protective Factor dentified

Proposed mechanisms for
risk-intervention-

Type of Intervention
Level of Interventiont

Dutcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

Selective.
Cognition, [Q at age 3.

Mean differences.

None.

Reynolds et al. 1996

360 low-income minority children.
Longitudinal.

Low SES, ethnicity.

6th grade outcomes mediated by cognitive readiness at school entry and parent
involvement in school.

Participants of the Chicago Longitudinal Study of Children at Risk, taking part in the
Child Parent Center Programs with half-day preschool focusing on school achievement
and readiness. ‘

Selective.

Significantly higher reading and math achievement and lower grade retention in sixth
grade.

Latent-variable structural modeling techniques and correlations..

Latent-variable modeling techniques for estimates of effects.

Tuakli-Williams and Carrillo 1995
100 preschool children aged 4 to 6 years.
Longitudinal.

Minority status; parental empowerment (as protective: important to success of program);

psychosocial stressors (witnessing death, being homeless, familial violence); maltreatment.

Stressed preschoolers exhibit emotional difficulties, reduced mood and attention span;
stressed parents compound these problems through reduced supervision (borderline
neglect), involvement, and poor communication.

Project CHILD (Community Health Initiatives Against Learning Difficulties). -
Selective.

Psychoeducational and medical outcomes: expressive language delay, sleep problems,
shyness, withdrawal, depression.

None.

None.

(Continues on next page)
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Table 5 (continued) .

Interventions That Decrease Risk for Difficult Entry into School — Specific Studies

Citation
Sample/ Population

Study Design
Risk/Protective Factor Identified

Proposed mechanisms for
risk-intervention

Type of Intervention

Level of Interventiont

Outcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

Citation

Sample/ Population

Study Design

Risk/Protective Factor Identified

Proposed mechanisms for
risk-intervention

Type of Intervention

Level of Interventiont
Outcomes

Evidence of Clinical or Statistical
Significance and Statistical Model

Measure of “effectiveness” of
intervention

'

Wasik et al. 1990

65 families with children at risk for cognitive difficulties, randomly assigned to 1 of 2
intervention groups or a control group.

Longitudinal.

Low SES.

Increases in scores for the home-based intervention group may be due in part to
attendance at other day care.

Child Development Center Program (day care addressing cognitive and social
development); Family Education Program (home-based care for parents - referrals,
problem solving, basic child games using same materials as day care prevention).

Selective.

Cognitive performance measured by Bayley Scales of Infant Development (6, 12, 18
months), Stanford-Binet 1Q (24, 36, 48 months) and McCarthy Scales of Children’s
Abilities (at 30, 42, 54 months).

Multivariate repeated-measures test; MANOVA, Tukey's studentized range test.

Comparisons of intervention and control group data.

Weikart 1998

123 African-American children.
Longitudinal, follow-up.

Low SES, ethnicity.

None.

High/Scope Perry active-learning preschool study intervention at ages 3-4 years
(began 1962).

Selective.
Social responsibility, economic status, marriage, educational performance at age 27.

Cost/benefit analysis.

None.
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Table 6 .
Interventions That Decrease Risk for Difficult Entry into School — Review Papers

Citation *Belcher and Shinitzky 1998

Population Addressed Children from birth to adolescence, at risk for or protected from development of
substance abuse or involved in substance abuse prevention programs.

Literature Reviewed, # articles 113.

Aims of article To review latest studies on risk and protective factors for substance abuse and

effectiveness of prevention programs.

Discussion of risk or protective factors Behavioral, emotional, and environmental factors (affect, genetics, community, family
' ecology, peer group = risk; positive home, parental support, good teacher relations, self-
esteem -concept -control = protective).

Relevant Dutcomes addressed Preschool prevention efficacy.

Conclusions and Dver-all Message Many factors contribute to substance abuse and may be remedied through prevention/
intervention programs.

Discussion of Clinical or Statistical  Early intervention strategies for preschool and elementary students underrepresented in
Significance / Future needs literature.

Citation Caplan 1980

Population Addressed Children with psychiatric problems.

Literature Reviewed, # articles 38.

Aims of article To present and discuss a model of primary prevention of child psychiatric illness. |

Discussion of risk or protective factors Genetic, biological and psychosocial risk factors, along with mediating variables, place a
child along some continuum of risk.

Relevant Dutcomes addressed Mental disorders or mental retardation.

Conclusions and Dver-all Message Intervention and preventive efforts support the elements of Caplan’s model (risk factor,
mental disorder, intervening psychological stressors, current psychological competence,
influence of social supports).

Discussion of Clinical or Statistical  Future interventions and research for children at psychiatric and developmental cognitive
Significance | Future needs risk, crisis risk, and with social support needs.

Citation Chamberlin 1987

Population Addressed Children in early intervention programs.

Literature Reviewed, # articles 55.

Aims of article To describe what have we learned from longitudinal studies (prediction of outcomes,

expectations of early intervention programs).

Discussion of risk or protective factors Before age 3: perinatal stress; then age 3-7: demographics (SES, maternal education,
family size).

Relevant Dutcomes addressed IQ scores, school success/failure, neurophysical development, behavior and pre-
delinquent acts.

Conclusions and Dver-all Message Studies have been inaccurate in using risk factors to identify or predict later problems or
disability in individual children; good evidence for early intervention programs.

Discussion of Clinical or Statistical  Emphasize prevention, deliver basic parent education to all families; use community-wide
Significance / Future needs screening/monitoring/referral systems.

*Protective factors considered (Continues on next page)
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Table 6 (continued)

Interventions That Decrease Risk for Difficult Entry into School — Review Papers

Citation

Population Addressed
Literature Reviewed, # articles
Aims of article

Discussion of risk or protective factors

Relevant Outcomes addressed
Conclusions and Over-all Message

Discussion of Clinical or Statistical
Significance / Future needs

Citation

Population Addressed
Literature Reviewed, # articles
Aims of article

Discussion of risk or protective factors

Relevant Outcomes addressed
Conclusions and Over-all Message

Discussion of Clinical or Statistical
Significance / Future needs

Citation

Population Addressed
Literature Reviewed, # articles
Aims of article

Discussion of risk or protective factors

Relevant Qutcomes addressed
Conclusions and Over-all Message

Discussion of Clinical or Statistical
Significance / Future needs

Dudley et al. 1993
VLBW infants.
69.

To review current research on infant-focused, parent-focused and interactional programs;
address issues for consulting psychiatrists.

Premature, VLBW status.
General child development.

"the notion of infants at developmental risk needs to be supplemented by that of
caregivers at risk . . "

Further investigate developmental outcomes as interventions target parent-child
relationships and attachment. :

Guralnick 1998 _
Children at risk for mental disabilities.
118.

To discuss the short- and long-term effects of early intervention, the mechanisms by
which early interventions are influential, the relationships between mechanisms and
systems of care, and the limits of intervention programs.

Poverty, prematurity and low birth weight, parenting difficulties, abuse and neglect,
prenatal exposure to drugs and alcohol and continuing exposure, hazardous/hostile
environment.

Mental disability.

Long-term benefits need intensive interventions that span transition periods of child
development; we need to further study the relations among child and family factors,
program factors that define the interventions, and types of outcomes desired.

Short term benefits of early intervention have highly reproducible effect sizes of .5 to .75
SD for children "at risk”

*Kaufmann and Dodge 1997
Young children at risk, in need of early intervention.
113.

To summarize major research on risk and protective factors for mental disorders in
young children, identify successful prevention and intervention approaches, provide
direction for future field interventions.

Interventions should reduce risk factors and promote protective factors; should target
multiple risk factors simultaneously and span individual, family, and community levels.
Should focus on young children.

Child psychopathology, health, academic success; general development and functioning

Intervention effectiveness research needs to try to answer the question: “Is this
preventive intervention effective for these children, in this family situation, located in
these environmental conditions, using these program components?”

Need more sophisticated approaches to prevention and early intervention, addressing
multiple risk factors and protective factors simultaneously.

*Protective factors considered

(Continues on next page)
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Table 6 (continued)

Interventions That Decrease Risk for Difficult Entry into School — Review Papers

Citation
Population Addressed

Literature Reviewed, # articles
Aims of article

Discussion of risk or protective factors
Relevant Outcomes addressed
Conclusions and Over-all Message

Discussion of Clinical or Statistical
Significance / Future needs

Citation

Population Addressed
Literature Reviewed, # articles
Aims of article

Discussion of risk or protective factors
Relevant Outcomes addressed
Conclusions and Over-all Message

Discussion of Clinical or Statistical
Significance / Future needs

McCormick et al. 1998 ‘

Children in the Infant Health and Development Program (IHDP) from birth to 8 years
old.

135.

To summarize the data and conclusions published thus far from the IHDP, and report
on information gathered at 8 years of age.

Low birth weight, care-giving, maternal health and education, home environment,
(discussion of program specific and non-program specific mediating variables).

Child’s cognitive development, health at later ages (5-8 years), behaviors and social-
emotional development.

Universal system of intervention may be best, as intervention benefited non-risk
population as well.

Odds ratios, cumulative risk.

Ramey and Ramey 1992
Children from 3 early education intervention programs.
18 (review of 3 programs).

To present findings addressing which children benefit more than others from early
educational interventions and summarize new evidence of long-term benefits. (3
programs summarized: Abecedarian Project, Project CARE, and the IHDP).

Having mother with low-1Q.
School outcomes: intellectual measures, readiness and educational progress.

Children of mothers with low-1Qs benefit particularly from early intervention; early
intervention benefits increase with intensity and duration of intervention, with new
evidence for lasting benefits through early adolescence.

Six essentials for early intervention programs are discussed for future program
development.
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Table 7. Additional Criteria of Excellence

Criteria

Number of risk plus intervention articles meeting criteria

Large, well-defined samples (>100)
Considerations of mechanisms of risk
Notation of causality (probable causal risk factor)

Statistical indicatjons of at least moderate
clinical significance (e.g., Odds ratios > 2.2)

31+11/64
22 + 11/64

13 + 0/64 articles represented 7 sets of causal risk factors
(cognitive deficits, early behavior problems, age at school
entry, parental psychopathology, problematic parenting
practices, difficulties with peers, difficulties with teachers)

3+0/64
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Introduction

Efforts to improve services for young children and their families have become a
high priority for the nation’s leaders, including officials in the executive
branches of federal and state governments, state legislatures, schools, profes-
sional associations, and philanthropic organizations. The enactment of the Goals
2000: Educate America Act in 1994 affirmed this national commitment to
children’s early development, articulated in the first goal that states “By the
Year 2000, all children in America will start school ready to learn” (DOE, 1994).
Three objectives that emphatically articulate both parental and national respon-
sibility for all children support this overarching goal. These objectives include
the following:

1. All children will have access to high quality and developmentally appropri-
ate pre-school programs that help prepare children for school;

2. Every parent in the United States will be a child’s first teacher and devote
time each day to helping his or her pre-school child learn; and parents will
have access to the training and support parents need;

3. Children will receive the nutrition, physical activity experiences, and
health care needed to arrive at school with healthy minds and bodies, and
to maintain the mental alertness necessary for learning; and the number
of low birthweight babies will be significantly reduced through enhanced
prenatal health systems. (DOE, 1994)

These goals and objectives address the following five dimensions of early de-
velopment and learning, as described by the National Education Goals Panel
(NEGP):

t. physical well-being and motor development;

2. social and emotional development;

3 approaches to learning;

4. language development; and

5. cognition and general knowledge. (NEGP, 1994, p. 3)

The NEGP report notes that these “five dimensions are inextricably linked”
{(p. 4) and states that social and emotional development serve “as the founda-
tion for relationships that give meaning to school experience” (p. 3). The NEGP
defines emotional characteristics as those that involve the individual’s feeling
states regarding the self and others. It stresses that the personal well-being and
self-confidence that allow a child to interact effectively with teachers and peers
in school are built on positive, stable interactions with one or a few key
caregivers in early childhood. These interactions provide the positive regard, un-
conditional love, and support that are the building blocks of healthy emotional
development.

The federal government has made a significant investment in children’s so-
cial and emotional well-being, yet now, in the year 2000, the first national edu-

107

97




Off to a Good Start | Risk Factors and Selected Federal Policies

cation goal has not been met, and too many children do not arrive at school
“ready to learn.” The missions of many federal agencies include components of
a system of early childhood care. As Newacheck et al. (1998) report, between
1990 and 1994, the number of federal categorical programs funding children’s
services increased from 300 to nearly 500 programs. Although categorical pro-
grams allow government to respond directly to emerging needs, they also often
differ in eligibility requirements, application processes, and length of participa-
tion. In an attempt to address the developmental risks in early childhood, the
government has made a continuous investment of resources, resulting in a pro-
liferation of federal agencies and programs related to the growth and develop-
ment of young children and their readiness to learn. As a result, publicly funded
services for young children and their families are often fragmented. This is par-
ticularly true for children who, because of exposure to multiple risk factors, re-
ceive services from numerous agencies and programs.

To address this problem, the Child Mental Health Foundations and Agencies
Network initiated an examination of risk factors for problems in the transition
to school and selected federal policies that affect these developmental risks.
This resource guide to federal policies is a companion to “Risk Factors for Aca-
demic and Behavioral Problems at the Beginning of School,” a paper by Lynne
Huffman, Sarah Mehlinger, and Amy Kerivan in this publication. In that report,
the authors reviewed scientific literature to identify factors that put a child at
risk for poor transition to elementary school. That study discussed thirty-two
risk factors in four categories: individual child, family and peers, child care and
schools, and neighborhood and community.

This paper examines selected federal policies that address those identified
risk factors. It groups federal policies into five domains: child health, early child-
hood care and education, family support and child welfare, child nutrition, and
socioeconomic status. Some federal policies may be complementary, and some
policies may overlap, illustrating not only the complexity of collaborative efforts
on the part of the implementing agencies but also the diversity of partnerships
supporting school readiness. However, the multiplicity of federal agencies ad-
dressing similar concerns creates difficulty in coordinating efforts to ensure that
all children are ready to learn. Equally important are the gaps in federal policy
and the inadequacy of programs to reach all children in need. Table 1 (on page
100-101) relates the federal policies to the risk factors in Huffman et al. (2000),

"and the Appendix presents summary tables of the selected federal policies dis-

cussed in this document.
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Methodology

The purpose of this paper is to serve as a resource guide to selected federal poli-
cies and programs addressing specific factors that place a child at risk for a suc-
cessful transition to school. The federal policies included in this guide represent
five policy domains: child health, early childhood care and education, family
support and child welfare, nutrition, and socioeconomic status. The authors se-
lected them on the basis of each policy’s relevance to the risk factors identified
by Huffman et al. (2000), the amount of the federal budget appropriation, and/
or the number of eligible individuals served. The authors reviewed federal legis-
lation and regulations, other government documents, scientific papers, and re-
ports. In addition, the authors conducted telephone interviews with 25 individu-
als knowledgeable about specific policies or policy areas.

The Child Mental Health Foundations and Agencies Network suggested the
organizational structure for this paper, which includes identifying the history
and mission, funding level, eligibility criteria, nature of the intervention, and in-
tended outcomes and indicators for each policy. Readers should note that most
of the policies discussed in this guide support services to children of all ages,
and in some cases, adults as well. Often it was not possible to identify funding
levels specific just to children from birth to six years of age. In those cases the
total funding levels are reported. At the federal level, the identification of out-
come measures. and indicators is in an ongoing process of development in re-
sponse to the Government Performance and Results Act of 1993. The informa-
tion presented in this report is current as of May 2000. The dynamic, changing
nature of public policy would require ongoing revision of this document to
maintain it as an up-to-date resource.
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Table 1

Risk Factors and Selected Federal Policies Affecting Children’s Emotional and Social Developmeﬁt and

Readiness for School
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Table 1 (continued)
Risk Factors and Selected Federal Policies Affecting Children’s Emotional and Social Development and

Readiness for School
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status risk factor, the interaction with policies identified here indicates possible negative effects, including exclusion from
program eligibility, because of immigrant status.
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Selected Federal Policies

Child Health

Introduction

Social Security Act, Title V:
Maternal and Child Health

Block Grant

History and Mission

Quality, affordable health care is a universal need of all young children and their
families. The health of mothers and their children has been of public concern
for decades. Currently the child health care system is one of the most discussed
and rapidly changing areas of federal policy. This section describes seven key
components of this system: the Maternal and Child Health Services Block Grant
(MCHBQG); Healthy Start; Medicaid; Early and Pericdic Screening, Diagnosis, and
Treatment (EPSDT); the State Children’s Health Insurance Program (CHIP); Start-
ing Early Starting Smart (SESS); and the Community Mental Health Services Block
Grant (CMHSBG) Program. Table 2 on the nekt page presents the interaction of
these policies with the four major types of risk factors identified for emotional
and social development and school readiness (Huffman et al., 2000).

The mission of the Maternal and Child Health Bureau (MCHB) of the Health Re-
sources and Services Administration (HRSA), U.S. Department of Health and Hu-
man Services (DHHS) is “to provide leadership, partnership, and resources to
advance the health of all the nation’s mothers, infants, children, and adoles-
cents including families with low-income levels, diverse racial and ethnic heri-
tage, and those living in rural or isolated areas without access to care” (MCHB,
1998a, p. 1).

Currently, MCHB administers four major programs that in fiscal year (FY)
1997 had a total budget of $825 million: the MCHBG (Title V) funded in FY
1997 at $681 million; the Healthy Start Initiative funded at $96 million; the
Emergency Medical Services for Children Program funded at $12.5 million; and
the Ryan White Comprehensive AIDS Resources Emergency Act of 1990 and
Title IV of the Ryan White CARE Act, funded for FY 1997 at $36 million. Of
these programs, the MCHBG and the Healthy Start Initiative relate most directly
to the emotional development of young children.

MCHB'’s principal program, the MCHBG, is “charged with the primary respon-
sibility for promoting, providing, and assuring the health of the nation’s moth-
ers and children. It is an essential framework which states use to build and
maintain their systems of care for children and pregnant women” (MCHB,
1998a, p. 1). The MCHBG has three components: Formula Block Grants to 59
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Table 2

Risk Factors and Selected Federal Child Health Policies Affecting Children’s Emotional and Social
Development and Readiness for School

Child Health Policies

| Healthy

Risk Factors MCHBG Start Medicaid EPSDT CHIP SESS CMHSBG
Individual Child P/T, D P/T.D P/T,D P/T,D P/T, D P/T, D T D
Microsystems:

Family and Peers P/T,D P/T,D P/T, D P/T,D P/T.D P/T,D T.D

Day Care and School NA NA NA NA NA P i NA
Exosystem: '

Neighborhood, Community,

T 1 T 1 T 1 Tl T, | NA

and Socioeconomic Status T, I

This table presents the interaction of each of the policies listed at the top of the columns with the four major categories
for risk factors (individual child, family and peers, day care and school, and neighborhood, community, and
socioeconomic status) identified as influencing social and emotional development and school readiness. Each column
refers to the legislative language of the policy. The codes used to indicate the policy’s interaction with the risk factors

are as follows:

P denotes prevention services, while T indicates treatment services. Both codes appear if a policy has the potential to
deliver both prevention and treatment services. Prevention services include those that would be considered either
universal or selective in the Institute of Medicine taxonomy.

D denotes a direct effect on the risk factors, while I indicates an indirect effect. Both codes appear if a policy may
have both direct and indirect effects. )

NA indicates not applicable.

states and territories; Special Projects of Regional or National Significance; and
Community Integrated Services Systems Grants (MCHB, 1998a; Association of
Maternal and Child Health Programs, 1999a). The mission of the MCHBG is to
enable each state to provide, promote, and ensure services in two major areas:
prevention and primary health care for women and children and services for
children with special health care needs.

For women and children, the MCHBG goals are to:

provide for and ensure that mothers and children (especially from low-in-
come families or those with limited availability of health services) have ac-
cess to quality maternal and child health services;

reduce infant mortality and the incidence of preventable diseases and
handicapping conditions among children;

reduce the need for inpatient and long-term care services;

increase the number of children (especially pre-school children) appropri-
ately immunized against disease and the number of low-income children
receiving health assessment and follow-up diagnostic and treatment
services;

promote the health of mothers and infants by providing prenatal, delivery,
and postpartum care for low-income, at-risk pregnant women; and,
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Eligibility

Nature of the Intervention

¢ promote the health of children by providing preventive and primary care
services for low-income children (MCHB, 1998a).

For children with special health care needs, the MCHBG goals are to:

¢ provide rehabilitation services for blind and disabled individuals under the
age of 16 receiving benefits under Title XVI, Supplemental Security In-
come (SSI), to the extent medical assistance for such services is not pro-
vided under Title XiIX, Medicaid; and,

* provide and promote family centered, community-based, coordinated care
for children with special health care needs and facilitate the development
of community-based systems of services for such children and their fami-
lies (Committee on Ways and Means, 1995).

The second part of the MCHBG funds the Special Projects of Regional or Na-
tional Significance (SPRANS). This program provides for special projects of sig-
nificance in the following areas:

¢ training of health and health related personnel in the areas of maternal
and child health and services for children with special health care needs;

® research designed to improve the delivery of services for mothers, chil-
dren, and children with special health care needs;

* genetic disease testing, counseling, information development and dissemi-
nation, and newborn screening for genetic disorders;

* hemophilia diagnosis and treatment; and,

® other special improvement projects that address expansion or improve-
ment of health care services, including early intervention for mothers and
children with special health care needs (HRSA, 1999; Health Care Financ-
ing Administration [HCFA], 1999c).

The third section of the MCHBG supports the Community Integrated Services
Systems Grants, which provide for the development and expansion of cohesive
maternal and child health service delivery systems.

States decide eligibility for MCHBG supported programs and services (Commit-
tee on Ways and Means, 1995). Services delivered under the MCHRG target |
those mothers and children with low-income or with limited availability of

health services, as well as children with special health care needs, particularly

those from low-income families ( Section 501 of Title V of the Social Security

Act).

The MCHBG may be used to deliver a range of services focused on two major
areas: prevention and primary health care for women, children, and adoles-
cents; and services to children with special health care needs and their families.
By law, at least 30 percent of MCHBG funds must be used for children with spe-
cial health care needs. The following services are offered.

For prevention and primary care services for women and children:

¢ maternal and infant health home visiting programs to pregnant women or
families with an infant up to the age of one, including case management
services, health education services, and related social support services;

114




Part 2 | Selected Federal Policies Affecting Children’s Social and Emotional Development and Readiness for School

* maternal and child health centers that provide prenatal, delivery, and post-
partum care for pregnant women and preventive and primary care ser-
vices for infants up to age one;

* comprehensive care for women before, during, and after pregnancy and
childbirth;

* preventive and primary care services for children and adolescents;

® immunization programs;

* |lead poisoning prevention;

* adolescent pregnancy prevention programs;

* injury and violence prevention programs;

¢ nutritional and developmental needs of mothers, children, and families; and,

* integration of national standards and guidelines for pren'atal care; healthy
and safe child care; and the health supervision of infants, children, and
adolescents.

For children with special health care needs:

¢ carly identification and early intervention activities such as newborn
screening; home visiting to families with at-risk children; and
multidisciplinary interventions such as those under Part C of the individu-
als with Disabilities Education Act (IDEA);

* comprehensive care for children and adolescents with special health care
needs; and, .

* toll free information and referral phone lines that help families find the
care they need (HRSA, 1999; Association of Maternal and Child Health
Programs, 1999a).

In 1996, 18.8 million women, children, and youth received MCHBG services,
up from 11.7 million in 1992.

The law requires that MCHBG programs work with Medicaid and other federal
programs to provide outreach to families and help them enroll for needed ser-
vices. A number of states transfer all or some of the MCHBG funds for children
with special health care needs (CSHCN) to the state Medicaid program for admin-
istration. In approximately 5 percent of the states, maternal and child health
(MCH) programs have administered the EPSDT program for Medicaid, and in
most other states MCH programs have responsibility for some EPSDT compo-
nents. These efforts help to coordinate services and reduce health care and spe-
cial education costs for families and taxpayers. Title V is the lead agency for the
Individuals with Disabilities Education Act (IDEA) Part C in 18 states (Association
of Maternal and Child Health Programs, 1999a). However, according to the Asso-
ciation of Maternal and Child Health Programs (1996a), Title V programs provide,
fund, and coordinate services for only a million out of the 12 million children
with special health care needs. The MCHBG also provides funds for the training
of public health professionals in the field of maternal and child health.
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Intended Outcomes/Indicators The MCHB has developed a set of national core performance measures for the
MCHBG. The measures follow.

Analysis

For primary care services for women, children, and adolescents:

the percentage of very low birthweight live births;

the percentage of very low birthweight infants delivered at facilities for
high-risk deliveries and neonates;

the percentage of infants born to pregnant women receiving prenatal care
beginning in the first trimester;

the percentage of mothers who breastfeed their infants at hospital dis-
charge;

the percentage of newborns who have been screened for hearing impair-
ment before hospital discharge;

the percentage of newborns in the state with at least one screening for
each of PKU (phenylketonuria), hypothyroidism, galactosemia, and hemo-
globinopathies (e.g., the sickle cell diseases, combined);

the percentage of children through age two who have completed immuni-
zations for measles, mumps, rubella, polio, diphtheria, tetanus, pertussis,
hemophilus influenza, and hepatitis B;

the birth rate (per 1000) for teenagers ages 15 through 17 years;

the rate of deaths of children ages 1 to 14 caused by motor vehicle
crashes per 100,000 children;

the percentage of children without health insurance; and,

the percentage of potentially Medicaid eligible children who have received
a service paid by the Medicaid program (MCHB, 2000).

For children with special health care needs:

the percentage of state SSI beneficiaries less than 16 years old receiving
rehabilitative services from the state CSHCN program;

the degree to which the CSHCN program provides or pays for specialty -
and subspecialty services, including care coordination, not otherwise ac-
cessible or affordable to its clients;

the percentage of children with special health care needs in the state who
have a “medical home”;

the percentage of children with special health care needs in the state
CSHCN program with a source of insurance for primary and specialty
care; and,

the degree to which the state ensures family participation in program and
policy activities in the state CSHCN program (MCHB, 2000).

Targeted Risk Factors. MCHBG activities seek to ensure the general physical and
mental health of the child and parent, thereby positively contributing to the
child’s cognitive and emotional development. Traditionally, federal/state partner-

‘ships have used MCHBG dollars to develop service systems that may address a

number of important risk factors including: neurodevelopmental delay; low
birthweight, and other medical problems; prevention of cognitive deficits and
learning problems; temperament, personality, early behavior, or adjustment
problems; inadequate nutrition; problematic parenting practices, insecure at-
tachment; and low socioeconomic status.
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Healthy Start

History and Mission

ERIC

Aruitoxt provided by Eic:

Discussion. Expanded insurance coverage for low-income children coupled with
a shift to managed care environments presents both opportunities and chal-
lenges to traditional MCHBG prevention and primary care services. While some
traditional MCH clients will now receive services through the State Children’s
Health Insurance Program (CHIP), there is a need for the MCHB to assist in
CHIP enroliment efforts while simultaneously maintaining a flexible safety net
of services for the remaining uninsured population.

The potential of MCHBG’s changing role in direct service provision may
present opportunities to redirect some Title V resources to ensure access to
quality health care, to promote the capacity of the health care delivery system
to provide timely and appropriate prenatal care, and to prevent childhood dis-
abling diseases and injuries. MCHBG dollars may be used to provide uncovered
or wraparound services such as respite care and access to health care for unin-
sured or underinsured families. MCHBG dollars may also be more available for
addressing population based health issues and for enabling MCH state programs
to take a leading role in integrating services delivered through managed care or-
ganizations, education and social services in order to provide a continuum of
services to children with special health care needs and their families.

Healthy Start, a program under the Public Health Services Act, is also adminis-
tered by the MCHB. Planned as a five-year demonstration program, the Healthy
Start initiative began in 1991 with 15 communities awarded Healthy Start
grants. Although the demonstration period has ended, the government has con-
tinued funding Healthy Start. In FY 1997, year seven of the project, the govern-
ment funded Healthy Start at $96 million. The program builds on the principles
of innovation, community commitment and involvement, increased access, ser-
vice integration, and personal responsibility (MCHB, 1998c). While Healthy Start
funds the development of programs and strategies aimed primarily at the reduc-
tion of infant mortality in targeted high-risk communities, it also aims to ad-
dress other outcomes such as the reduction of low birthweight babies, improved
maternal health, and increased community awareness of threats to infant health
(General Accounting Office [GAO], 1998).

Healthy Start relies on community-based collaborative efforts to provide com-
prehensive health and social support services, as well as individual and commu-
nity development activities in order to:

* develop a comprehensive package for perinatal care services, including
preconception and family planning counseling services, prenatal and post-
partum care, immunizations, and well-baby care;

* make health and social support services more accessible by streamlining
eligibility processes, developing one-stop shopping centers, providing
transportation to care, and facilitating on-site child care;
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Eligibility

Nature of the Intervention

* make available an appropriate array of self-help programs and services
such as nutrition, counseling, smoking cessation, substance abuse, and
mental health counseling and treatment;

¢ supply case management services to facilitate the entry and follow-up of
at-risk women into appropriate services and programs;

e employ outreach workers, often from the neighborhood, to locate and edu-
cate women and their families about the importance of early and regular
prenatal care;

e improve participation of eligible women, children, and their families in
programs such as Medicaid; EPSDT; Special Supplemental Nutrition Pro-
gram for Women, Infants, and Children (WIC); Food Stamps; and public
housing; ‘

* increase the cultural sensitivity of local providers;

* implement programs and activities targeting special needs of adolescents,
including school-based health services, self-esteem enhancement, violence
prevention, mentorship, and recreational programs;

e provide educational, job training, and employment opportunities; and,

* strengthen local leadership, capacity, and resources through training and
actively engaging community members in program development (MCHB,
1998¢).

Each participating state decides eligibility. Many states base Healthy Start eligi-
bility on family gross income; however, in several states there is no asset test.
Families with higher incomes may qualify for Healthy Start services if they have
child care or work related or medical expenses. Women, infants, and children
are deemed at risk as a result of inadequate nutrition, smoking, or use of other
drugs. Several states indicate that Healthy Start is a medical assistance program
covering low-income, uninsured pregnant women and children born after Sep-
tember 30, 1983. Healthy Start covers most babies until they are one year of
age even if the family’s income increases (MCHB, 1998c).

Healthy Start is a model for early childhood intervention that arose from prena-
tal, nursing, and public health research. It is based on the premise that success-
ful mother-infant bonding is important for the prevention of future parenting
and child disturbances. Services may include prenatal screening for medical and
psychosocial risks, home visits, spouse abuse services, respite care/day care,
substance abuse treatment, housing assistance, medical services, and child/fam-
ily support services. According to the MCHB (1998c), Healthy Start program
components include providing a quiet place for the delivery of the baby; en-
couraging the presence of the father or supportive person; nurturing the mother
immediately after delivery so that she is better able to bond with her baby; and
supporting educational and skills development interventions during the postpar-
tum period, either in hospitals or in the home. Generally, the Healthy Start pro-
gram raises awareness about infant mortality, promotes healthy behaviors, and
motivates mothers to enter prenatal care early. Healthy Start provides essential
support services, including outreach and participant identification (i.e., case
finding), nutritional support and education, smoking cessation, psychosocial
counseling, breastfeeding, parenting support and education, and home visits.
Healthy Start provides these services based on the client’s need and on state de-
fined availability of resources.
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Intended Outcomes/Indicators Healthy Start’s principal outcome goal is a 50 percent reduction in infant mor-

Analysis

Medicaid

History and Mission

tality attributable to the program over a five-year period. HRSA officials have ac-
knowledged, however, that this goal was intended to be motivational. The pro-
gram also aims to achieve improvements in the reduction of low birthweight
babies, improved maternal health, and increased community awareness of
threats to infant health (GAO, 1998).

The GAO (1998) report states that HRSA contracted with Mathematica Policy
Research, Inc., in 1993 to conduct an extensive outcomes and process oriented
national evaluation of the first five years of the demonstration in the 15 original
Healthy Start communities to expand knowledge, appraise diverse interventions,
and assess their effectiveness across distinct populations. A fall 1997 draft of a
preliminary evaluation report found that participation in Healthy Start was not
associated with reductions in low or very low birthweight or preterm birth rates.
However, the GAO (1998) report cautioned that the preliminary evaluation re-
sults were not conclusive. In response to that GAO study, HRSA has added funds
to analyze Year six data. The final report is delayed because of data availability
problems and HRSA's desire to analyze additional data.

Targeted Risk Factors. The Healthy Start program has the potential to address a
number of risk factors including neurodevelopmental delay, low birthweight, other
medical problems, cognitive deficits and learning problemé, temperament and
personality problems, early behavior and adjustment problems, inadequate nutri-
tion, problematic parenting practices, insecure attachment, parental mental iliness
or substance abuse, and socioeconomic disadvantage.

Discussion. Healthy Start is an example of a demonstration program, a vehicle of-
ten used by the federal government to develop and evaluate models of service de-
livery that encompass many elements believed to make a difference in outcomes.
Developers designed Healthy Start to demonstrate how a program based on inno-
vation, community commitment and involvement, increased access to care, ser-
vice integration, and personal responsibility could work in a variety of locations
with highinfant mortality (GAO, 1998). Findings to date are inconclusive in part
because of problems and delays in the evaluation of the first five years.

The Healthy Start evaluation process sheds light on common problems evalu-
ators face in this type of study, such as delayed program implementation, diffi-
culty obtaining data, insufficient data, data cleaning issues, and the challenges
of cross-site evaluation. The final evaluation report will discuss whether the
Healthy Start model reduces some of the risk factors which may affect a child’s
healthy emotional and social development.

Social Security Act, Title XIX:

The government established the Medicaid program, codified as Title XIX of the
Social Security Act, in 1965. Administered by HCFA, it is a jointly funded, coop-
erative venture between federal and state governments that provides access (o

health insurance to eligible children and adults.
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Eligibility

The government initially formulated Medicaid as a medical care extension of
federally funded programs providing cash assistance to the poor. Over the years,
however, Medicaid eligibility has expanded incrementally beyond its original ties
with eligibility for cash welfare programs. In 1997, Medicaid provided health
care assistance to 40.6 million Americans at a cost of $161.2 billion dollars (Kai-
ser Commission on Medicaid and the Uninsured, 1999a).

The Medicaid Program, which in 1997 covered 21 million children, equal to
25 percent of all American children (Kaiser Commission on Medicaid and the
Uninsured, 1999a; Children’s Defense Fund [CDF], 1998), is the largest single
program for children’s health care in the nation, insuring both low-income and
disabled children. The Kaiser Commission on the Future of Medicaid (1997) re-
ported that Medicaid covers nearly 33 percent of the nation’s infants and 29
percent of all children ages one to five. As the result of Medicaid expansions,
nearly 60 percent of Medicaid covered children live in low-income families
where at least one parent is working. This number may increase substantially
because of Medicaid expansions resulting from the passage of CHIP established
by the Balanced Budget Act (BBA) of 1997.

Under Medicaid, the federal government reimburses state expenditures for
medical services at state specific rates that may not be lower than 50 or higher
than 83 percent, with poorer states receiving a higher rate than wealthier states.
The federal government usually matches administrative expenses at a rate of 50
percent (Kaiser Commission on Medicaid and the Uninsured, 1999b).

States have broad latitude in determining which groups their Medicaid programs
will cover. According to HCFA (1999b), mandatory Medicaid “categorically
needy” eligibility groups for which the federal government provides matching
funds include the following:

* pregnant women whose family income is below 133 percent of the federal
poverty level (FPL). However, Medicaid limits services to these women to
those related to pregnancy, complications from pregnancy, delivery, and
postpartum care;

¢ children under the age of six whose family income is at or below 133 per-
cent of the FPL;

® individuals who met the requirements for the Aid to Families with Depen-
dent Children (AFDC) program that were in effect in their state on July 16,
1996, or, at state option, more liberal criteria;

® recipients of adoption or foster care assistance under Title 1V of the Social
Security Act;

e all children born after September 30, 1983, in families with incomes at or
below the FPL (this phases in coverage so that by the year 2002, all poor
children under age 19 will be covered);

¢ special protected groups (typically individuals who lose their cash assis-
tance because of increased income from work or from Social Security ben-
efits, but who may keep Medicaid for a period of time);

e SSI recipients in most states (some states use more restrictive Medicaid
eligibility requirements that predate SSI); and,

e certain Medicare beneficiaries (Waid, 1998).
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States also have the option of providing Medicaid coverage for other “cat-
egorically related” groups. These optional groups share the characteristics of the
mandatory groups, but with somewhat more liberally defined eligibility criteria.
The broadest optional groups that may include children and adolescents for
whom states will receive federal matching funds for Medicaid coverage include
the following:

¢ infants up to age one and pregnant women whose family income is no
more than 185 percent of the FPL;'

¢ children under age 21 who meet what were the AFDC income and re-
sources requirements in effect in their state on July 16, 1996 (even though
they do not meet the mandatory eligibility requirements);

e institutionalized individuals eligible under a “special income level™? up to
300 percent of the SSI federal benefits rate;

¢ individuals who would be eligible if institutionalized, but who are receiving
care under home and community-based services waivers;

* recipients of state supplemental income payments;

e “optional targeted low-income children” included within the Medicaid ex-
pansions under CHIP; and,

¢ “medically needy” persons® (Waid, 1998).

The Tax Equity and Fiscal Responsibility Act (TEFRA) of 1982 [TEFRA, P.L.
97-248] gives states the option to extend regular Medicaid coverage to certain
disabled children under age 18 who were living at home and would be eligible
for SSI if they were hospitalized, in a nursing facility, or in an intermediate care
facility for the mentally retarded. TEFRA permits states to consider only the
child’s income and resources rather than those of the parents when determin-
ing eligibility. A state that uses the TEFRA option must determine that (1) the
child requires the level of care provided in an institution; (2) it is appropriate to
provide such care outside an institution; and (3) the Medicaid cost of care at
home is no more than Medicaid would pay for the institutional care for the child
(Congressional Research Service, 1993).

The 1996 federal welfare reform law, the Personal Responsibility and Work
Opportunity Reconciliation Act (PRWORA), gives states the option of providing
Medicaid to some legal immigrants in the United States. However, immigrants
who entered the United States after August 1996 were barred from receiving
Medicaid for five years (CDF, 1998). ’

The Balanced Budget Act (BBA) of 1997 included two provisions that give
states additional options of increasing children’s health care coverage through
the Medicaid program (HCFA, 1999b). The first option, presumptive eligibility for
low-income children,* allows certain “qualified entities™ to enroll children under
age 19 in Medicaid on a temporary basis if they appear to be eligible based on
age and family income. Currently, the law does not limit children to one period of
presumptive eligibility; however, this is under study.

The second option, the 12 month continuous eligibility, allows states to guar-
antee up to 12 months of coverage to children enrolled in Medicaid even if a
child experiences changes in family income or other circumstances that would
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make the child ineligible for Medicaid during the 12 month period. A state may
place an age limit on the children eligible for continuous eligibility; however, the
state must cover all children who the state determines are eligible under the
state plan. CHIP also gives states the opportunity to expand Medicaid coverage
for children.

In order for a state to receive federal matching funds, Medicaid legislation re-
quires that the state must offer certain basic services to the categorically needy
population in any state program (HCFA, 1998). These basic services include:

* in-patient and out-patient hospital services,

® physician services,

* medical and surgical dental services;

* home health care for persons eligible for nursing facility services;

¢ family planning services and supplies;

* laboratory and X-ray services;

* pediatric and family nurse-practitioner services;

* nurse-midwife services (to the extent authorized under state law);

¢ federally qualified health center services and other ambulatory services
offered by a federally qualified health center that are otherwise covered
under the state plan,

¢ EPSDT,

* nursing facility services for those age 21 or older; and,

* rural health clinic services and any other ambulatory services offered by
rural health clinics that are otherwise covered by the state plan.

Services that are optional for some populations must be provided, if needed,
to children. These services include the following: '

* clinic services,

* nursing facility services for those under age 21;

* intermediate care facilities for the mentally retarded,
* optometrist services and eyeglasses;

® prescribed drugs;

* tuberculosis related services for TB infected persons,
* prosthetic devices;

* dental services; and,

* rehabilitation services.®

Each state has relatively broad discretion in determining the organization, fi-
nancing, and delivery of all Medicaid services. As Scanlon (1999) states, “Within
national guidelines provided by the federal government, each state establishes
its own eligibility standards; determines the type, amount, duration, and scope
of services; sets the rate of payment for services; and administers its own pro-
gram. Each state and territory has different rules and regulations, different man-
agement controls, and different data systems, so in effect there are 56 different
Medicaid programs.”

The BBA of 1997 provides states with even more autonomy. However, Medic-
aid must provide health care services identified under the EPSDT program as
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Intended Outcomes/Indicators

Analysis

being “medically necessary” for eligible children even if those services are not
included as part of the covered services in that state’'s plan. There is no longer a
requirement for state-by-state waivers from the Medicaid law that had formerly
been required and that had been used by HCFA to protect quality or access to
care or to resolve particularly serious problems with states. Therefore, HCFA
may now have much less oversight of the Medicaid program. The BBA still re-
quires waivers for some special populations, including children with disabilities,
children in foster care or out-of-home placement, or children receiving adoption
assistance under Title IV-E. The BBA did require HCFA to issue quality assess-
ment and improvement standards that the states must follow.

The DHHS did not include specific performance measures related to the Medic-
ald program in its Strategic Plan (DHHS, 1997b) because of DHHS’s commit-
ment to consult with states prior to their inclusion. The Strategic Plan states that
DHHS intends to develop performance measures relating to access and quality
of care as well as to measure the impact of children’s initiatives on reducing the
number of uninsured children.

Targeted Risk Factors. Medicaid is a public insurance program that provides
medical and behavioral health care services that may address a number of risk
factors, such as neurodevelopmental delay, low birthweight, and other medical
problems. Medicaid provides behavioral health care services that may address
temperament, personality, and early behavior or adjustment problems in young
children. Medicaid services may also address medical or behavioral problems
arising from insecure attachment, child maltreatment, parental mental iliness,
and parental substance abuse problems. Because of its income limitations, Med-
icaid responds to health problems in socioeconomically disadvantaged families.

Discussion. Outreach and enrollment of Medicaid eligible children and youth
continue to present concerns. An estimated three million children who are eli-
gible for Medicaid are not enrolled. The DHHS’s Strategic Plan (1997b) states
that the DHHS is mounting an unprecedented effort to work with states, institu-
tions, and organizations to address the problem. Ongoing efforts to enroll chil-
dren in CHIP will also address this problem because of the requirement to enroll
all children eligible for Medicaid into that program first.

Medicaid closely interacts with a number of other federal programs. The law
requires that Medicaid agencies coordinate with MCH programs and the Special
Supplemental Nutrition Program for Women, Infants, and Children (WIC). They
are also. encouraged to coordinate with child care and Head Start agencies, state
and local education authorities, and social service agencies (Waid, 1998). Medic-
aid has the lead role in the provision of medically necessary services under
IDEA. This, coupled with its traditional partnership with Title V and its expand-
ing role through CHIP, makes Medicaid an essential element of the service deliv-
ery system for many young children and their families. However, some parents
may no longer be covered under Medicaid.

For the past several years, the Medicaid program has been going through
revolutionary changes. The introduction and adoption of managed care tech-
niques, originally devised in the private sector to control commercial insurance
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costs, has affected not only the Medicaid health care delivery system but, for
many young children, services financed by other federal programs such as Title
V and IDEA as well. The growth of managed Medicaid has been swift and con-
tinues to expand. In 1991, 2.7 million (9.5 percent) of the 28.3 million Medicaid
recipients were enrolled in managed care plans (National Center for Policy
Analysis, 1995). In 1996, more than 40 percent or 13.3 million beneficiaries
were enrolled in managed care (CDF, 1998). In 1998, Fox and colleagues esti-
mated that 47 percent of Medicaid beneficiaries were enrolled in managed care.

Greater flexibility in the use of Medicaid funds at the state level accompanied
the Medicaid managed care era. Waivers to the federal Medicaid regulations
pushed policy-making functions to the state or sub-state levels. Recent changes
eliminating the need to obtain federal waivers strengthen the states’ control
over program resources even more.

State Medicaid contracts with managed care organizations have become im-
portant policy making documents. Several contractual factors that may influence
managed care’s effect on young children and their families include capitation
rates, risk arrangements, provider networks, medical necessity criteria, require-
ments to deliver expensive treatment services, incentives, penalties, and perfor-
mance standards. For some managed care organizations, inexperience with the
needs of public sector children and families, a focus on an “identified patient,”
and little incentive for long term investment because of short patient retention
and time limited contract periods may also be factors.

A state’s decision to exclude some Medicaid services from the managed care
contract can actually increase fragmentation in the system. In a study of Medic-
aid managed care, Fox (1997) pointed out that all but two states that use fully
capitated managed care contracts chose to exclude at least some Medicaid ser-
vices from the contract and reimbursed these services separately. About 75 per-
cent of the states carved out mental health services, while 66 percent carved-out
health related special education services and 45 percent of the states carved-out
services provided under the early intervention program to children under three
years of age who are developmentally delayed. Specialty services furnished by
Title V were less likely to be excluded from managed care contracts because Title
V services have historically been included in state Medicaid budgets and were
most often seen as medically necessary. Fox (1997) states that while these ser-
vice carve-outs may address some concerns such as the capacity of the managed
care organizations and the maintenance of a safety net of specialized services,
these carve-outs, especially for mental health services, make it difficult to inte-
grate physical health, mental health, and developmental services for children.

In a survey of all the states, Pires, Armstrong, and Stroul (1999) report that 95
percent of all state managed care reforms do include coverage of behavioral
health services for infants, toddlers, and preschool children and their families.
They found no difference in carve-outs versus integrated plans. However, the sur-
vey did not address whether behavioral health care services are actually being
delivered. An impact analysis of managed care (Stroul et al. 1998) reported that
few, if any, behavioral health services were being delivered to young children and
their families. Barriers included the managed care organization’s general lack of
knowledge and expertise about behavioral health problems and effective inter-
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ventions for this population as well as a tendency for managed care plans to fo-
cus on the identified patient rather than on the family unit.

There are few studies of the impact of managed care on young children’s be-
havioral health care. An ongoing Substance Abuse and Mental Health Services
Administration (SAMHSA) study examining the impact of managed behavioral
health care in the public sector is the largest study of it kind. While this study
looks at services for seriously emotionally disturbed children and substance
abuse treatment services for adolescents, it does not focus on the effects of
Medicaid managed care on children from birth to six years of age.

Early and Periodic Screening,
Diagnosis, and Treatment Program

History and Mission Established in 1967, EPSDT is the comprehensive child health Medicaid benefit
program that provides for initial and periodic examinations and medically nec-
essary follow-up care for Medicaid eligible children. Its purpose is to “find health
problems through early screening services, and to diagnose and treat the prob-
lems before they harm children and become too expensive to remediate” (CDF,
1995). EPSDT aims to improve children’s health by mandating early and peri-
odic medical, dental, vision, and developmental screening, diagnosis, and treat-
ment for all children and youth whose families qualify for Medicaid eligibility. In
FY 1997, the government funded EPSDT at $467.6 million.

One incentive for the formulation and enactment of the EPSDT program was
in response to research that identified the prevalence of a range of preventable
problems among children. The Omnibus Budget Reconciliation Act (OBRA) of
1989 amendments to Medicaid’s EPSDT provisions required states to reimburse
health care providers not only for screening, but also for diagnostic and treat-
ment services resulting from screening to ameliorate physical and mental condi-
tions (Fox et al., 1997). OBRA (1989) also required states to do aggressive out-
reach and case finding within 60 days of Medicaid eligibility determination and
to provide enabling services such as transportation, case management, transla-
tion, and appointment scheduling assistance. It also expanded the mandate to
provide all treatment services allowed under the federal Medicaid program re-
gardless of whether they were in the state plan and expanded reporting require-
ments (Rosenbach and Gavin, 1998).

Eligibility All Medicaid eligible children are also eligible for EPSDT services. States are re-
| quired to conduct outreach through a combination of oral and written methods
designed to inform EPSDT eligible children and their families about the EPSDT
| program (HCFA, 1999b).

Nature of the Intervention Medicaid must provide “medically necessary” health care services identified un-
| der the EPSDT program for eligible children even if a state’s Medicaid plan does
| not cover those services. As a result of these provisions, “Children have access
' to benefits that include routine preventive visits, medically necessary diagnostic
and evaluative services, and medically necessary treatment services that range
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from office-based medical services to various mental health and developmental
therapies in non-traditional settings to home health and other long term ser-
vices” (Fox et al., 1997). Screening services, which are the core of the EPSDT
benefit package, must include the following:

* a comprehensive health and developmental history, including a physical
and mental health assessment;

® a comprehensive unclothed physical examination;

® appropriate immunizations according to the schedule of the Advisory
Committee on Immunization Practices;

* laboratory tests, including blood lead levels;

® health education, including anticipatory guidance;

* dental services, including restoration of teeth and maintenance of dental
health;

* hearing services, including hearing aids;

® vision services, including eyeglasses;

® any other necessary health care diagnostic services and treatment covered
by Medicaid, whether or not the service is covered under a particular
state’s Medicaid plan, to correct or improve illnesses and conditions found
in screening; and,

® assistance with transportation and scheduling of appointments.

Intended Outcomes/Indicators The federal government set a performance target of appropriate screening for

Analysis
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80 percent of the eligible population. However, average screening rates were 47
percent in 1992 (Sardell and Johnson, 1998). Increasingly, the implementation
of EPSDT relies on the language in state Medicaid contracts with managed care
organizations. These contracts and the quality standards, incentives, and sanc-
tions they include determine the extent of the implementation of the actual
EPSDT benefit.

Targeted Risk Factors. EPSDT has enormous potential for addressing all of the
medically related risk factors for young children. With its screening, diagnosis,
and treatment components, EPSDT is charged with early identification and
treatment of problems caused by low birthweight or that are indicative of
neurodevelopmental delay or other medical problems. EPSDT specifically re-
quires mental health screenings and the provision of services to address tem-
perament, personality, early behavior, and adjustment problems, or insecure at-
tachment in children. EPSDT services may also address issues arising from child
maltreatment and medical problems related to socioeconomic disadvantage.

Discussion. Historically, in spite of its promise, the success of EPSDT has been un-
even. Participation rates have fallen far short of the number of eligible children.
States resisted OBRA 1989 requirements because a majority of state Medicaid di-
rectors and governors believed that the new requirements were an example of an
unfunded federal mandate. Now there is concern that Medicaid managed care
may exacerbate problems with EPSDT implementation. Language in state man-
aged care contracts requiring EPSDT services is critical to its implementation.

In January 1995, the Children’s Defense Fund (CDF) reviewed 33 standard
managed care contracts from 23 states and the District of Columbia. They
found that 27 contracts made general reference to EPSDT, where the remaining
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6 contracts made no reference to EPSDT at all. Several contracts classified
EPSDT as an optional activity. Among those contracts that made reference to
EPSDT, only 59 percent required plans to furnish periodic screening, and only a
small proportion identified all of the screening components. For example, only
12 of 33 contracts explicitly required plans to furnish immunization services to
children enrolled in the plan, 8 contracts made it the provider's choice, and 3
contracts specifically directed providers to refer children to the public health de-
partment if the providers chose to not provide vaccines.

In a study of Medicaid demonstration waiver programs in four states, Fox et
al. (1997) found that the structure of prior authorization at the managed care
plan level often prevented children from receiving mental health services espe-
cially if those services needed to be delivered by out-of-network providers. In a
comparison of 1995 and 1996 contracts, Fox points to a noticeable improve-
ment. Of the 38 states that included EPSDT in capitated contracts in 1996, all
contracts communicated the preventive focus of EPSDT and described the
screening component. However, 24 percent of these state contracts did not
identify statutory requirements for types of screenings, periodicity schedules,
responsibility for anticipatory guidance, and follow-up referrals. Eighty-five
percent of the states referenced federal regulations indicating that the EPSDT
benefit was federally mandated. However, about 60 percent of the states failed
to specify EPSDT required diagnostic and treatment services in a manner con-
sistent with federal Medicaid law. Forty percent of states used contract language
requiring the provision of the benefits or clarifying that the requirement covers
both physical and mental health problems. Thirteen states did not specify that
EPSDT requires correcting or ameliorating an identified problem. Six states did
not include any of the core elements of EPSDT in the contracts and 2 states did
not make reference to the federal law at all in managed care contracts. Only 20
states required plans to follow a medical necessity standard that included pre-
ventive, diagnostic, and treatment services for a condition or disability as well
as an illness or injury. Oregon had a waiver to eliminate the EPSDT benefit.

In May 1997, the Office of the Inspector General (DHHS, 1997a) issued a re-
port on the extent to which Medicaid managed care providers deliver EPSDT to
Medicaid children. Of the 403 Medicaid managed care arrangements in 1995,
48 were primary care management programs, and 355 were some form of
managed care organization. The report found that fewer than 28 percent of chil-
dren in Medicaid managed care received all of the EPSDT screens, and 60 per-
cent did not receive any EPSDT services called for in the states’ periodicity
schedules. Most visits were sick child visits. This study confirmed earlier studies
pointing out the lack of contractual specificity regarding EPSDT in states’ man-
aged care contracts. It discussed disincentives for provision of EPSDT. Chief
among them was the fact that children may not stay in a particular managed
care program for a long period, so the plan has little incentive to provide ser-
vices for which they will not reap the benefit. '

The Inspector General’s report (1997a) found that managed care was poten-
tially very conducive to delivering EPSDT services. However, it concluded that
only 30 percent of children from birth through age five received all the EPSDT
services, 22 percent received some services, and 48 percent received no EPSODT
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services. The researchers found no significant differences between health main-
tenance organization (HMO) and primary care case management (PCCM) plans.
However, in states that informed the managed care plans about which children
were due for EPSDT services, children received significantly more services. In
the recommendations, the study urged that EPSDT be mandated in Medicaid
managed care contracts. It urged outreach for well-child visits, follow-up for
EPSDT screens, and state reminders of needed EPSDT services to managed care
plans. The report supported using the Health Plan Employer Data and Informa-
tion Set (HEDIS) as a measurement tool to evaluate the nature of EPSDT ser-
vices performed in managed care settings.

While Pires et al. (1999) found that 93 percent of all managed care programs
in the states have incorporated EPSDT to some degree, Stroul et al. (1998) found
that states are most likely to mandate screenings at first contact and periodi-
cally thereafter. However, the screens often do not include a behavioral health
assessment. The Stroul report found that one barrier to detecting behavioral
health risk indicators in young children is the lack of necessary training for pri-
mary care practitioners.

The EPSDT provisions are also not safe from political attack. An early version
of the Senate Finance Committee’s draft of the BBA of 1997 would have re-
pealed the EPSDT guarantee. The provision was deleted in the final version, and
the enacted BBA included a provision that the DHHS study EPSDT (CDF, 1998).

The State Children’s Health Insurance Program (CHIP) became law [P.L. 105-33]
as part of the BBA of 1997. Codified as Title XXI of the Social Security Act, CHIP
is a federal grant-in-aid program that entities participating states to federal allot-
ments that provide child health insurance to targeted low-income children who
are ineligible for other insurance coverage, including Medicaid (Rosenbaum et al.,
1998). CHIP responds to research that identified uninsured groups of children
while documenting the importance of primary care and the need for access to
specialized medical services. Outreach and enrollment are a required activity un-
der CHIP. States must provide intake, screening, and Medicaid enroliment of any
identified Medicaid eligible children (Rosenbaum et al., 1998).

The BBA of 1997 authorizes $20.3 billion in federal funds from FY 1998
through FY 2002 and $19.4 billion over the following five years for CHIP. An-
nual federal allocations to states are based on the state’s share of low-income,
uninsured children, based on the Current Population Survey (Kaiser Commission
on the Future of Medicaid, 1997).

Under CHIP, states may choose to accomplish expanded child health insur-
ance coverage through expanding Medicaid programs; developing new pro-
grams; expanding existing programs that provide health insurance; or using a
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Eligibility

combination of approaches. States that choose a Medicaid expansion will re-
ceive enhanced federal funds at Medicaid matching rates for the new CHIP en-
rollees. Moreover, states that choose a Medicaid expansion will in effect create
an entitlement to the services that will exist even if funds specifically allocated
for CHIP are exhausted. A state that chooses a non-Medicaid plan and exceeds
its CHIP allotment cannot receive federal funding beyond the allotted amount
(Urban Institute, 1998).

.

States cannot impose patient cost-sharing for certain preventive services in-
cluding well-baby and well-child care and immunizations. For other services, for
children in families with incomes at or below 150 percent of the federal poverty
level, cost sharing must be limited to premiums of $15 to S19 per month per
family and co-payments of up to $3 per service as under the Medicaid statute
(Kaiser Commission on the Future of Medicaid, 1997). Families with incomes
over 150 percent of poverty can be charged more, but total payments may not
exceed 5 percent of family income (CDF, 1998). .

To receive grants under the CHIP program, a state must maintain the Medicaid
eligibility standards that were in effect for children in June 1997. States operating
non-Medicaid CHIP programs must screen applicants for possible Medicaid cover-
age and enroll all eligible children in that program (CDF, 1998). The new CHIP
funds must serve children under age 19 who live in families with incomes at or
below 200 percent of the federal poverty level or 150 percent of a state’s Medic-
aid income eligibility level (the higher of the two). That is, states that have already
broadened Medicaid income eligibility levels above 150 percent of the federal
poverty level can expand coverage to children up to 50 percentage points above
the current level (Kaiser Commission on the Future of Medicaid, 1997). A state

" may expand its covered population through the income disregard provision. How-

ever, many states do not avail themselves of this provision because of the poten-
tial “crowd-out.” To receive federal funds, a state must put up a matching amount
equal to 70 percent of its matching rate under Medicaid (CDF, 1998).

- CHIP is considered a “federal means tested public benefit” under the immi-
gration reform provisions of the PRWORA of 1996. As a result, states electing to
create separate CHIP programs rather than expand Medicaid may not use fed-
eral funds to assist'recently arrived (after August 22, 1996) “qualified alien™ chil-
dren, including most noncitizen legal aliens. Nor can states use their federal
funds to assist resident alien children who have resided in the United States be-
fore that date (Rosenbaum et al., 1998). States that implement their child health
insurance programs through Medicaid may use federal funds to cover legal resi-
dent children in the country prior to August 22, 1996 (Kaiser Commission on
the Future of Medicaid, 1997). For those children who qualified for CHIP in light
of these restrictions, there was an additional concern that participation in CHIP
may have negative consequences with respect to the family’s immigration sta-
tus. However, on May 26, 1999, in a letter to state health officials, the Immigra-
tion and Naturalization Service (INS) clarified that receipt of Medicaid or CHIP
benefits, except in the case of institutionalization for long-term care, cannot be
considered by INS and State Department officials when-determining whether an
immigrant might become a public charge (HCFA, 1999d).
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States that choose to operate a separate CHIP program can establish eligibil-
ity based on geographic area, age, income and resources, residency, and disabil-
ity status. States cannot exclude children based on a pre-existing condition or
diagnosis and cannot cover higher income children before lower-income chil-
dren (Kaiser Commission on the Future of Medicaid, 1997). A state must spend
90 percent of its CHIP funds on health insurance for children, while it can use
no more than 10 percent of the funds for administrative costs, outreach, direct
health services for children, or other purposes (CDF, 1998).

States that choose to implement the CHIP program by expanding Medicaid
must provide the complete Medicaid benefit package including EPSDT. A state
that operates a separately administered CHIP program does not have to provide
EPSDT or all of the basic Medicaid benefits. However, states must provide cover-
age that meets several benchmarks or that is equivalent to the benefits cover-
age in a benchmark package. Specific benchmark packages include: (1) Federal
Employees Blue Cross/Blue Shield Preferred Provider Organization (PPO) Plan,
(2) coverage available to state employees, or (3) coverage offered by the HMO
with the state’s largest commercially enrolled population (Kaiser Commission on
the Future of Medicaid, 1997). As Rosenbaum et al. (1998) report, “States may
set the amount, duration, and scope of limitations under their benchmark
equivalent plans and define the standard of medical necessity that determines
the extent of coverage, as long as the actuarial equivalency is satisfied.” The
CHIP legislation requires states to involve the public in the plan’s design and
implementation. In addition to annual program assessments of the reduction of
numbers of uninsured children, CHIP legislation also requires longer-term state
performance evaluations (Rosenbaum et al., 1998).

Each state with an approved state CHIP program was required to submit an
evaluation to the Secretary of Health and Human Services by March 31, 2000.
The evaluation addresses a number of issues including the state’s effectiveness
in increasing the number of children with credible coverage; the characteristics
of the children served; the quality, amount, and level of assistance; service area,
time limits; coverage and other sources of nonfederal funding; effectiveness of
other public and private programs in increasing the availability of affordable
quality health coverage; and the states’ coordination between other public and
private programs for children (BBA, 1997). '

Targeted Risk Factors. Through its provision of health services to children, CHIP
may address risk factors of neurodevelopmental delay; low birthweight; other
medical problems; temperament, personality, early behavior and adjustment
problems; or insecure attachment in children. CHIP services may also address
issues arising from child maltreatment and socioeconomic disadvantage.

Discussion. Outreach and enrollment are primary issues in the implementation
of CHIP. States and local levels are developing creative outreach strategies to en-
roll children. However, the take-up rate is much lower than projected. Both the
federal government and foundations are addressing this issue. President Clinton
recently ordered a study to determine the problems and recommend solutions.
The Robert Wood Johnson Foundation supports two national programs that ad-
dress access to health care coverage. The Covering Kids program focuses prima-
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rily on access to health care benefits, while, through the Access Project, Robert
Wood Johnson and the Casey Foundations have teamed up to help communities
develop access to insurance benefits and health care services.

Not more than 10 percent of CHIP funds may be spent by a state for admin-
istration and outreach. While this provision may have been inserted to protect
the direct service money, it may have been shortsighted at least in the early

_ stages of the program. The restriction on available resources hampers state out-
reach efforts. The historic under-enrollment in the Medicaid program should
have led the CHIP planners to invest in outreach early in the implementation
phase and then reduce the percentage for administration in subsequent years.

If states choose to set up non-Medicaid CHIP programs, they do not have to
provide EPSDT services. The concern about unfunded mandates influenced the
debate on including EPSDT in CHIP requirements, and opposition from gover-
nors was a prime reason that EPSDT was not required in freestanding CHIP pro-
grams. Unlike Medicaid, there is no language specifying that non-Medicaid CHIP
plans are responsible for medically necessary services in a child’s individual
Education Plan. The CHIP program does not cover adults. Therefore, some preg-
nant women in CHIP income eligibility brackets or parents of CHIP eligible chil-
dren may remain uninsured.

Starting Early Starting Smart

History and Mission The Starting Early Starting Smart (SESS) program is a federal demonstration
program that is child centered and family focused. The program is an initiative
of SAMHSA with the support of HRSA, the Administration on Children and Fami-
lies (ACF), the U.S. Department of Education (DOE), the National Institutes of
Health (NIH), and the Casey Family Program. Twelve SESS projects began last
year and will receive support for four years. The Casey Family Program, the pri-
vate entity involved in this collaboration, is committed to providing continued
funding for successful projects after the public allocation of resources ends.

The mission of the SESS program is to address the needs of young children
from birth to age seven who are at high risk for developing substance abuse or
mental health related problems that result from adverse situations. The sponsor-
ing agencies estimate that up to 80 percent of children’s distress is related to
the combination of substance abuse, child abuse, and/or mental illness in the
family. SESS is a mechanism to learn more about effective ways to address
these factors. The projects will integrate substance abuse and mental health ser-
vices into service settings that families already use. By providing substance
abuse and mental health services via existing service channels, the programs
hope to reach those families who are reluctant to go to sites that deliver sub-
stance abuse and mental health services exclusively.
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SESS supports programs that address the needs of children between birth and
age seven who are at risk for developing substance abuse or mental health re-
lated problems resulting from adverse situations.

SESS is a demonstration program that examines the effectiveness of coordina-
tion of behavioral health care in two early childhood service settings. Five of the
programs are in primary health care settings, and seven programs are in child
care settings. Behavioral health care professionals may provide a variety of ser-
vices, including case management, pediatric primary care, home visitation, dy-
adic therapy, parent education, support groups, language development, reading
readiness, domestic violence treatment and education, in-home support, mental
health services, substance abuse intervention and treatment, and specialty ser-
vices such as speech therapy or physical therapy.

The purpose of this collaboration is to test the effectiveness of integrating be-
havioral health services within primary care and child care settings for children
from birth to age seven and their families. Sponsors hope that multi-site funding
and integration of services will lead to increased access and availability of pre-
vention activities, mental health services for young children and their families,
and parental substance abuse treatment. Qutcomes measures include improved
child cognitive, social, emotional, and physical development; improved parent/
child relationships and family functioning; increased access and availability of
prevention activities, substance abuse treatment, and mental health services for
young children and their families; and family interaction with community ser-
vice systems. The intervention also aims at strengthening community supports
for families (SAMHSA, 1999).

-~

The collaboration also is funding a data coordinating center that works with
SAMHSA and the individual programs in gathering and analyzing information
across the other sites, thus providing a means of evaluating the effectiveness of
the funded projects.

Targeted Risk Factors. The SESS Program seeks to improve children’s develop-
ment cognitively, socially, emotionally, and physically. It seeks to enhance par-
ents’ life skills, family functioning, and interaction with community service
systems. The program provides support to develop services to address risk fac-
tors such as neurodevelopmental delay, cognitive deficits and learning prob-
lems, temperament and personality issues, early behavior and adjustment
problems, lack of maternal education, parental psychopathology or substance .
abuse, child maltreatment, insecure attachment, difficulties with peer relation-
ships, preschool experience, relationships with teachers, and low socioeco-
nomic status.

Discussion. SESS is a demonstration program testing an important element of
service coordination recommended by a number of child development special-
ists (Koyanagi and Lorber, 1997). This public-private partnership is a first step in
the development of a comprehensive system of care for young children and
their families. The sites are receiving consultation from the Georgetown Techni-
cal Assistance Center. Researchers and policy makers are looking forward to the
demonstration’s preliminary and final results.
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The program will demonstrate the interdependence of adult and child ser-
vices systems as it targets the two important risk factors of parental substance
abuse and parental psychopathology. Its success relies heavily on providing ad-
equate and effective treatment for these behavioral health problems. It does
not, however, provide funds to expand these services.

Community Mental Health
Services Block Grant Program

History and Mission The Community Mental Health Services Block Grant Program.(CMHSBG) [Public
Law 102-321] is a joint federal-state partnership that supports existing public
services and encourages the development of creative and cost-effective systems
of community-based care for people with serious mental disorders (Knowledge
Exchange Network, 1999). CMHSBG program funds are allocated to meet the
needs of adults with a serious mental illness and of seriously emotionally dis-
turbed children; however, it does not regulate how states should spend these
funds (Center for Substance Abuse Treatment [CSAT], 1999). In FY 1999, the
government funded CMHSBG at $288 million dollars.

Eligibility The Center for Mental Health Services emphasizes the targeting of services to
populations based on the presence of functional impairment that substantially
interferes with or limits the performance of one or more major life activities, in
addition to a qualifying diagnosis. As examples of target populations, the Center
for Mental Health Services cites children with a serious emaotional disturbance
and their families; the most seriously disturbed adults with mental illness, indi-
viduals with schizophrenia and major mood disorders, and individuals with seri-
ous mental illness who are homeless or involved with the criminal justice sys-
tem (CSAT, 1999).

Children with a serious emotional disturbance are defined as “persons from
birth to age eighteen, who currently or at any time during the past year have
had a diagnosable mental, behavioral, or emotional disorder of sufficient dura-
tion to meet diagnostic criteria specified within the Diagnostic and Statistical
Manual of Mental Disorders, 3rd edition, Revised that resulted in functional im-
pairment [that] substantially interferes with or limits the child’s role or function
in family, school, or community activities” (CSAT, 1999).

Nature of the Intervention States have great latitude to choose how they spend program funds. The CMHSBG
Program works in close collaboration with each state or territory to develop and
implement its own plan for improving community-based services and to reduce
reliance on hospitalization. The program encourages partnerships among a wide
range of health, mental health, vocational, housing, education, and dental ser-
vices. The CMHSBG program funds have the following requirements:

® states must meet minimum allocation requirements for services to chil-
dren with serious emotional disturbances;

® states are restricted to providing services with funds appropriated under
the law only through appropriate qualified community programs, which
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may include community mental health centers (CMHCs), child mental
health programs, psychosocial rehabilitation programs, mental health
peer-supported programs, and mental health primary consumer directed
programs; and, :

® CMHCs that are part of a state mental health treatment system must meet
certain minimum qualification criteria, including certain minimum service
requirements within a geographically defined service area, such as outpa-
tient services for target populations, 24-hour-a-day emergency care ser-
vices, day treatment, and pre-admission patient screening services. Ser-
vices must be provided to any individual residing or employed in the
service area of the center regardless of ability to pay (CSAT, 1999).

The Center for Mental Health Services has developed a set of five criteria if
managed care organizations are using the CMHSBG program funds. The man-
aged care contract must:

* be developed as part of a plan for the development and implementation of
an organized community-based system of care;

* provide case management as a service benefit;

* be part of a plan that provides for a system of integrated social services,
educational services, juvenile services, and substance abuse and mental
health services for children with serious emotional disorders;

* be part of an overall plan that includes at least some level of service to
persons who are homeless; and,

* be part of a plan that targets defined geographic areas for service (CSAT,
1999).

Intended Outcomes/Indicators The performance measures of the CMHSBG are not clearly defined. However, 5

Analysis
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percent of funding is set aside for the Center for Mental Health Services to pro-
vide services that include data collection and evaluation activities to states and
territories and their representatives, as well as to mental healith planning council
members, consumers, and family members (Knowledge Exchange Network,
1999). These include a Mental Health Statistics Improvement Program; a Na-
tional Reporting Program, the only national source of information on mental
health organizations, services, and service recipients and three national techni-
cal assistance centers (Knowledge Exchange Network, 1999).

Targeted Risk Factors. Services provided through the CMHSBG may directly ad-
dress parental psychopathology and co-occurring substance abuse. Addressing
these issues.may indirectly affect problematic parenting practices and child mal-
treatment as well as insecure attachment, cognitive deficits and learning prob-
lems, temperament and personality issues, early behavior and adjustment prob-
lems, and difficulties with peer relationships for the children of these parents.

Discussion. The CMHSBG is the largest federal program addressing mental
health issues. However, services provided to children through this program are
limited to those that address the treatment of serious emotional disturbance.
Because of this limitation and the competing demands for these resources, little
CMHSBG money is spent on services for children from birth to six years of age.
Unlike the Substance Abuse Prevention and Treatment Block Grant, there is no
funding set aside for prevention in the CMHSBG. Rather, funds for services for
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Discussion of Federal
Child Health Policies

the prevention or early intervention of emotional or behavioral problems in

young children are scattered throughout a number of federal programs across
several policy domains. There is no comprehensive, coordinated system of men- -
tal health care for young children.

Likewise, CMHSBG funds are restricted to adults with a serious mental iliness.
Thus, parents of young children must exhibit a very high level of mental distress
in order to receive services supported through this federal program.

Federal health care policies have a direct effect on a child’s emotional develop-
ment. All children and their families need accessible, affordable, quality health
care. These federal policies provide the potential for preventing adverse condi-
tions, identifying developmental problems very early on, and treating develop-
mental delay effectively. There are, however, a number of policy challenges in

this sector. They include but are not limited to the following:

Access

® ensuring access to health insurance benefit plans as well as to quality
medical and behavioral health care services for all children and their
parents.

Managed Care

* ensuring that Medicaid managed care contracts contain language that in-
sures full compliance with ESPDT and other federal requirements;

* developing incentives for managed care organizations to address long-term
health outcomes;

* monitoring financidl incentives;

® ensuring patient’s rights; and,

¢ preventing the unplanned withdrawal of managed care organizations from
the Medicaid/ CHIP market.

Screening and Treatment

® ensuring the implementation of EPSDT,

* developing behavioral health care indicators and screening tools appropri-
ate for young children;

* training the health care work force (primary care physicians, pediatricians,
and nurse practitioners) in developmental pediatrics and behavioral health
care issues; and,

* integrating behavioral health into primary health care settings.

Systems of Care

¢ creating a continuum of care for the prevention and treatment of early
childhood emotional and behavioral problems;

* increasing the funding for the CMHSBG and setting aside a portion of the
funds for prevention;
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¢ clarifying operational rules for providing a continuum of care to young
children when more than one federal program is involved;

s renegotiating roles for Title V services in light of CHIP and other policy
changes,

¢ funding care coordination at the individual level and professional network-
ing at the community level,

¢ funding demonstrations testing incentives for provider networks to de-
velop a full continuum of early childhood services; and,

* integrating early childhood mental health professionals and child develop-
ment specialists into early childhood service delivery systems.

Services for Parents

® addressing the gap in health care coverage for parents of insured children;
and,

¢ providing services to treat parental substance abuse and mental illness
more effectively.

Research and Evaluation

* developing knowledge to inform system improvement;
* conducting both short-term and longitudinal studies of the effectiveness
(access, utilization, cost, and quality) of early childhood health care deliv-
ery system arrangements,
* implementing the National Institute of Mental Health (NIMH) prevention
recommendations (NIMH, 1998) by:
= setting aside a portion of the Community Mental Health Services Block
Grant funds for prevention research and services;

= seeking collaborative funding with other agencies and/or private foun-
dations;

= supporting trials of well-assessed preventive interventions in various
real world settings under diverse organizational and financing frame-
works; and,

= fostering transitional research to discover how best to disseminate,
implement, and sustain efficacious preventive interventions in commu-
nity settings.

Notes
I The actual percentage is set by each state.

2 The special income level is set by each state.

3 These persons would be eligible for Medicaid under one of the mandatory or op-
tional groups, except that their income and/or resources are above the eligibility
level set by their state. Persons may qualify immediately, or may “spend-down” by
incurring medical expenses that reduce their income to or below their state’s medi-
cally needy income level. The medically needy Medicaid program does not have to
be as extensive as the categorically needy program, and may be quite restrictive in
rules as to who is covered and/or as to what services are offered. Federal matching
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funds are available for medically needy programs. However, if a state elects to have
any medically needy program, certain groups and certain services must be included
according to federal requirements. Children under age 19 and pregnant women who
are medically needy must be covered. Prenatal care and delivery care for pregnant
women and ambulatory care for children must be provided. A state may elect to pro-
vide medically needy eligibility to certain additional groups, and may elect to provide
certain additional services within its medically needy program. In 1996, 42 states
elected to have a medically needy category, providing at least some services [0 some
recipients. All remaining states use the "special income level” option to &xtend Medic-
aid to the “near poor” in medical institutional settings.

States must use the highest income standard under which a child is potentially eligible.

Entities include traditional health care providers, WIC programs, Head Start programs,
and agencies that determine eligibility for subsidized child care under the Child Care
and Development Block Grant.

The statute defines rehabilitative services broadly, thereby enabling states to offer a va-
riety of beneficial services to children. The regulations state specifically that “rehabili-
tative services” include any medical or remedial services recommended by a physician
or other licensed practitioner of the healing arts, within the scope of his or her practice
under state law, for maximum reduction of physical or mental disability and restora-
tion of a recipient to his or her best possible functional level.
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Early Childhood Care and Education

Introduction

Head Start

History and Mission

Eligibility

Nature of the Intervention

The early childhood care and education that young children receive influences
their emotional, social, and intellectual development and can significantly affect
their school readiness. This section reviews federal programs that provide or sup-
port early childhood care and education. These are Head Start; Early Head Start;
the Child Care and Development Block Grant (CCDBG); The Elementary and Sec-
ondary Schooel Education Act (ESEA), Title 1, Part A, and Title 1, Part B, Even
Start; Individuals with Disabilities Education Act (IDEA), Part B, State Grants and
Pre-school Grants; and IDEA, Part C, the Infants and Toddlers with Disabilities
Program. Table 3 on the next page presents the interaction of these policies with
the four major types of risk factors identified for emotional and social develop-
ment and school readiness (Huffman et al., 2000).

Head Start is a federal pre-school program that served over 790,000 children in
over 37,000 classrooms operated by 1,400 community-based non-profit organi-
zations and school systems in FY 1998. Approximately 91 percent of the chil-
dren served by Head Start are three or four years of age. Head Start’s goals in-
clude developing low-income children’s social and learning skills as well as
improving their health and nutrition. Strengthening their families’ ability to pro-
vide nurturing environments through parental involvement and social services is
also a high priority. The Economic Opportunity Act of 1964 created Head Start,
and the Coats Human Services Amendments of 1998 [P.L. 105-285] has autho-
rized it through the year 2003. Head Start is administered by the Head Start Bu-
reau, Administration on Children, Youth, and Families (ACYF), ACF, in DHHS. Its
funding is a discretionary authorization that provides grants directly to local pro-
grams. Funding is 80 percent federal, totaling $4.4 billion in FY 1998 (ACF,
1998¢; ACF, 1998¢g; Committee on Ways and Means, 1998).

Head Start legislation requires that at least 90 percent of the children served
come from families whose incomes are at or below the poverty line, and at
least 10 percent of the enrollment slots in each local program must be available
to children with disabilities. Serving a racially and ethnically diverse population,
approximately 36 percent of the children served by Head Start are African-
American, 31 percent are white, 26 percent are Hispanic, 4 percent are Native
American, and 3 percent are Asian (ACF, 1998c; ACF, 1998¢; Committee on
Ways and Means, 1998).

Head Start provides educational, health, nutritional, and social services, prima-
rily in a classroom setting, to help low-income children begin school ready to
learn (ACF, 1998b). Most Head Start programs operate on a part day, school
year basis, although many local programs either provide or coordinate all day
care (ACF, 1998¢; Committee on Ways and Means, 1998). Since its inception,
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Table 3
Risk Factors and Selected Federal Early Childhood Care and Education Policies Affecting Children’s
Emotional and Social Development and Readiness for School

Early Childhood Care and Education Policies

ESEA, IDEA, IDEA,

Early ESEA, Title I, Part B, Part B,
Head Head Title I, Part B, State  Preschool IDEA,

Risk Factors Start Start CCDBG Part A Even Start Grants Grants Part C
Individual Child P/T,D P/T,D P/T,D P/T,D P/T,D TD T.D P/T, D
Microsystems:

Family and Peers P/T,D P/T,D P/T, D " P/TD P/T,D T.D T.D T.D

Day Care and School .PD P D P D P, D P, D P, D P,D P, D
Exosystem: ’

Neighborhood, Community,

and Socioeconomic Status T, D/I T, D/1 T, D/I T I T 1 NA NA NA

This table presents the interaction of each of the policies listed at the top of the columns with the four major categories
for risk factors (individual child, family and peers, day care and school, and neighborhood, community, and
socioeconomic status) identified as influencing social and emotional development and school readiness. Each column
refers to the legislative language of the policy. The codes used to indicate the policy’s interaction with the risk factors
are as follows:

P denotes prevention services, while T indicates treatment services. Both codes appear if a policy has the potential to
deliver both prevention and treatment services. Prevention services include those that would be considered either
universal or selective in the Institute of Medicine taxonomy.

D denotes a direct effect on the risk factors, while I indicates an indirect effect. Both codes appear if a policy may
have both direct and indirect effects.

NA indicates not applicable.

Head Start has included a focus on the social-emotional development and men-
tal health of the children it serves. In the Head Start context, mental health is
defined as “ . . . promoting the healthy development of children, supporting
family strengths, identifying early signs of emotional and behavioral difficulties,
and assisting families with special needs” (Yoshikawa and Knitzer, 1997, p. 2).
Although the primary focus of Head Start is on the child, its ecological approach
recognizes the importance of parents, and parent involvement is a hallmark of
the program. Thirty percent of Head Start staff are parents of current or former
Head Start children. A reflection of Head Start’s focus on quality classroom ex-
periences is the fact that 90 percent of Head Start teachers have a degree in
early childhood education, a Child Development Associate (CDA) credential, or a
state pre-school certificate (ACF, 1998g).

Intended Outcomes/Indicators In 1998, Head Start began implementing an outcomes oriented accountability
system that includes performance standards and performance measures for
tracking the quality and effectiveness of Head Start programs. The standards
identify activities that must be performed by Head Start programs, while the
measures indicate the quality of results and methods used to achieve them
(ACF, 1998h). Head Start programs must:

129

‘ 139




Off to a Good Start | Risk Factors and Selected Federal Policies

* develop performance standards for all required services including health,
developmental, nutritional, and social services; '

® develop performance standards to ensure school readiness including al-
phabet, phonics, word, and number awareness;

e enhance children’s understanding and use of language, including the use
of increasingly complex and varied vocabulary to communicate for various
pUrposes;

* build children’s appreciation of books;

* demonstrate progress toward acquisition of English for non-English speak-
ing children; and,

¢ identify performance standards for individualization, parental involvement,
and transition activities.

Performance standards also address safety, facilities, personnel, manage-
ment, governance, and community relations issues (ACF, 1996, Head Start Act,
1998).

Each Head Start classroom must have a teacher with demonstrated profes-
sional competence and an early childhood degree, a CDA credential, or a state
pre-school certificate. By the year 2003, at least 50 percent of Head Start teach-
ers will be required to have an associate, baccalaureate, or advanced degree in
early childhood education or a related degree and pre-school teaching experi-
ence. Head Start agencies must show progress toward this goal annually (Head
Start Act, 1998).

Social competence is Head Start’s ultimate goal, and for a five year old about
to enter school, social competence is a critical compeonent of school readiness.
Head Start has adopted the multi-faceted view of school readiness recom-
mended by the NEGP that includes the following five developmental domains:

® physical well-being and motor development;

¢ social and emotional development;

® approaches to learning;

® language use and emerging literacy; and,

* cognition and general knowledge (Kagan, Moore and Bredekamp, 1995).

Most of the Head Start performance data come from the Family and Child
Experiences Survey (FACES), a longitudinal study of a nationally representative
sample of Head Start programs. Each of the NEGP domains is represented in
FACES, which is built on the following five objectives Head Start defines as con-
tributing to social competence:

® enhancing children’s growth and developmeni;

* strengthening families as the primary nurturers of children;

® providing children with educational, health, and nutritional services;

* linking children and families to needed community services; and,

* ensuring well managed programs that involve parents in decision making
(ACF, 1998h)."

Head Start’s Program [nformation Report and its Monitoring and Tracking
System synthesize a variety of data including the number of children served (by
socioeconomic status and ethnicity), class size, and various characteristics of the
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Analysis

services offered. Every two yea'rs the Secretary of Health and Human Services
must prepare a report for Congress on program characteristics and
performance.?

The Head Start Act (1998) mandated an evaluation project to foster continu-
ous improvement in Head Start and to permit ongoing assessment of the qual-
ity and effectiveness of Head Start in achieving its goal of increasing social com-
petence. The evaluation project is to examine sources of variation in impacts
among Head Start programs including program operation and quality; a child’s
age at entry and duration in Head Start; the number of hours and days of pro-
gramming; the type of organization running the Head Start program; geographic
location; and participant characteristics (Head Start Act, 1998).

Targeted Risk Factors. Head Start directly and explicitly works to improve social-
emotional school readiness through a comprehensive set of services for children
and their families. Its primary focus is pre-school care and education in a class-
room setting. Because of its comprehensive nature, the program addresses a
range of risk factors in the categories of the individual child, microsystems (family
and peers; day care and education), and the exosystem (neighborhood, commu-
nity, and socioeconomic status). It both treats and prevents the effects of poverty.

In the individual child category, the program diréctly focuses on cognitive
deficits. However, it also directly addresses the risk factors of low birthweight
and neurodevelopmental delay, other medical problems, temperament and per-
sonality problems, and early behavior and adjustment problems, as well as in-
adequate nutrition. In the family and peers category, Head Start’s parental in-
volvement and family strengthening components may directly address family
based risk factors such as tow level of maternal education, problematic
parenting practices, and insecure attachment, as well as difficulties with peer re-
lationships. In the day care and school risk category, Head Start directly ad-
dresses nonmaternal care and relationships with teachers.

In the neighborhood, community, and socioeconomic status category, Head
Start directly addresses the risk factor of low socioeconomic status by providing
services to parents that may help overcome this disadvantage. It works with
parents to link them to other social programs that may enhance their educa-
tional or employment status or provide economic benefits. One of the strengths
of Head Start is that it addresses a broad range of risk factors, thus offering one
approach to overcoming the lack of specific causal knowledge about the precur-
sors of healthy social-emotional development.

In recognition of a knowledge gap about the prevalence of mental health
problems among Head Start populations and among low-income children in
general, ACYF and NIMH have established a collaborative mental health re-
search initiative to develop and evaluate the prevention, identification, and/or
treatment of mental health disorders within the Head Start context. ACYF also
has established a series of Head Start University Partnership research grants
that include a focus on mental health issues.

Discussion. Head Start is the only significant federal program directly and ex-
plicitly funding pre-school experiences for children without special health or de-
velopmental needs. It has never been permanently authorized by Congress and
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Early Head Start

History and Mission

requires annual appropriations in the budget. Because of funding limitations,
Head Start serves less than 50 percent of the children who are eligible. Most
Head Start programs operate on a school day and school year schedule, al-
though about half provide some full day services to families who need child
care services (ACF, 1998g). Head Start also provides services for only one or two
years prior to school entry. More intensive services that start earlier, as Early
Head Start has begun to do, might have a greater impact on ameliorating tar-
geted risk factors for individual children. The expansion of the program to serve
more children would address the risk factors for a larger portion of the

population.

Head Start was designed at a point in time when low-income, AFDC mothers
were presumed to be at home and not working. Recently enacted welfare work
requirements and other societal changes have resulted and will result in far more
mothers of young children working. These changes will increase the pressure on
Head Start programs to serve children for the full year and the full working day,
either by expanding hours of operation or coordinating with other providers and
programs for “wraparound” services. In addition, these changes are likely to have
negative impacts on Head Start’s parent involvement component including re-
ductions in the ability of parents to volunteer in order to augment staffing. Head
Start’s model of part day, part year services and high levels of parental involve-
ment is being modified, although not quickly enough for the parents of many
current or potential participants. Preserving the parent involvement component
in the face of increasing work effort by parents will be a challenge.

Current efforts to enhance the quality and consistency of Head Start pro-
grams should result in greater positive effects for children in improved pro-
grams. Head Start programs have been found to make significant differences in
school readiness for children (Fischer, 1995; Zigler, Kagan, & Hall, 1996).
Smoothing the transition to school and continuing to provide comprehensive
services and supports for children after they leave Head Start for school may
enhance benefits for children.

Local community agencies are responsible for implementing Head Start.
Therefore, attributes of the implementation have varied substantially from site
to site. Although there have been standards for the comprehensiveness of ser-
vices offered, parent involvement, and teacher credentialing, recent efforts
aimed at improving consistency and outcomes have established more detailed
performance standards and measures that are currently being implemented and
evaluated. The execution of well designed, longitudinal, comprehensive evalua-
tions of Head Start is an important challenge.

Early Head Start was created when the Head Start program was reauthorized in
1994 and extends the Head Start concept te children from birth to age three. It
is a child development program for infants and toddlers in low-income families
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and emphasizes strong partnerships with parents. Its family-centered services
are designed to enable parents to fulfill their parental roles effectively and move
toward economic self-sufficiency. Early Head Start began with 173 awards to 68
communities nationwide in the fall of 1995 and expanded to 600 projects in all
50 states, the District of Columbia, and Puerto Rico by 1999. Services reached
35,000 children and their families in FY 1999 (ACF, 1998g; ACF, 1998b; ACF
1999; Mann, 1997). Administered by the Head Start Bureau, ACYF, ACF, in DHHS,
it received approximately seven percent of Head Start’s funding, or about $338
million in FY 1999 (ACF, 1998b; ACF, 1998g; ACF 1999, Head Start Act, 1998).

Eligibility Early Head Start is a national program that serves low-income families with in-
fants and toddlers, as well as low-income pregnant women (ACF, 1998b; ACF,
1998i).

Nature of the Intervention Early Head Start is a logical extension of Head Start to children under three

years old. However, its service delivery model is different and more flexible. It
does not focus primarily on a classroom type setting as Head Start does, and
service delivery is more likely to be in the home and at family centers. However,
the program shares Head Start’s philosophy of comprehensive services for chil-
dren and families that both treat and prevent the effects of poverty.

The goals of Early Head Start are to:

* enhance children’s physical, social, emotional, and cognitive development;

* enable parents to be better caregivers and teachers for their children; and,

® support parents in meeting their own goals, including economic indepen-
dence (ACF, 1998i).

The four cornerstones of Early Head Start are child development, family de-
velopment, staff development, and community development. The family devel-
opment component responds directly to research that has established the im-
portance of parent/child attachment to child development and social-emotional
school readiness.

|

)

| With a focus on proactive prevention and building on families’ strengths,

| Early Head Start provides continuous, intensive, and comprehensive child devel-

‘ , opment and family support services. it includes home visits and out-of-home

| services, comprehensive health services before and after birth, nutrition ser-

i vices, and ongoing support for parents through case management and peer sup-
port. It also coordinates with local Head Start programs to ensure continuity as
children move from Early Head Start to Head Start at age three. Early Head
Start has institutionalized elements of the Comprehensive Child Development
Program (CCDP) demonstration project and refiects Head Start's experience
with pregnant women, infants, and toddlers in Parent-Child Centers and Migrant
Head Start Programs, as well as recommendations made by the Advisory Com-
mittee on Head Start Quality in “Creating a 21st Century Head Start” (ACF,
1998i; Mann, 1997).

Intended Outcomes/Indicators Several components are used to assess the impact of Early Head Start, including
performance standards, monitoring, research, and evaluation. In March 1998,
the Early Head Start Research and Evaluation Project began an intensive study
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Analysis

of the Early Head Start Program, including a longitudinal study of infants and
toddlers in low-income families, that will measure a broad range of outcomes,
collect extensive information about the program and families’ experiences, and
conduct extensive analyses in an attempt to link experiences with outcomes
(ACF, 1998j). '

Targeted Risk Factors. Early Head Start works directly to address a variety of risk
factors for social-emotional school readiness in the years from birth to age
three. As a result of its comprehensive approach, it affects risk factors in all four
risk factor categories.

In general, Early Head Start addresses the same risk factors as Head Start but
targets younger children. It evolved, in part, from the recognition in Head Start
that some children and families needed to receive services earlier. However,
Early Head Start might not address the risk factors of nonmaternal care and
lack of positive relationships with teachers, depending on its service delivery
model.

Discussion. Early Head Start is the only comprehensive federal program serv-
ing children under three years old who do not have a special health or develop-
mental need. It is a new and small program that currently serves fewer than
two percent of eligible children. Expanding funding to serve a higher proportion
of the eligible population is an important policy challenge. Local community
agencies implement the program, and large variations among programs resuit.
Research and evaluation are needed to determine what type, duration, and in-
tensity of services work to produce positive outcomes for children and families.

Child Care and Development

Block Grant

History and Mission

The CCDBG program provides grants to states from the Child Care and Develop-.
ment Fund (CCDF) with a combination of mandatory and discretionary funding.
It primarily provides funds to subsidize child care for low-income families.
CCDBG was restructured by Title VI of PRWORA of August 1996 [P.L. 104-193],
which consolidated all the major federal child care programs into the CCDBG. In
FY 1997, CCDBG received $2 billion in mandatory funding and $1 billion in dis-
cretionary funding. CCDBG is administered by ACF in DHHS (ACF, 1998a; Com-
mittee on Ways and Means, 1998; Committee on Ways and Means, 1996).

Over the past 20 years, the number of federal child care programs, and pro-
grams including child care as an element, has expanded, building on a 60 year
history of federal involvement in child care.®* The Congressional Research Ser-
vice in 1994 identified 46 programs in 10 different agencies that included child
care, and the GAO in 1998 reported 22 federal programs in which child care
was a key component.*

The original CCDBG expired at the end of FY 1995 and continued to operate
in FY 1996 under continuing resolutions. Title VI of PRWORA reauthorized
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CCDBG for FY 1997 through FY 2002 and modified it by creating the CCDF as

the funding vehicle, eliminating entitlements to child care, and combining three
programs formerly under Title IV-A of the Social Security Act into an expanded
CCDBG. The three programs are:

¢ child care for families on welfare;
* transitional child care for families leaving welfare; and,
¢ child care for low-income families at risk of becoming welfare recipients.

The CCDBG is now the primary federal child care subsidy program (Commit-
tee on Ways and Means, 1998; Committee on Ways and Means, 1996; National
Association of Social Workers [NASW], 1996).

~ The reauthorization of CCDBG as part of PRWORA had the following five
goals: (1) to allow states maximum flexibility, (2) to promote parental choice, (3)
to encourage states to provide consumer information to parents, (4) to help
states to get and keep parents off public assistance, and (5) to help states imple-
ment regulations (Committee on Ways and Means, 1996).

The new block grant consists of two funding streams: $S14 billion over six
years in mandatory funding, part of which requires a state match at the Medic-
aid rate, increasing from $2 billion in 1997 to $2.7 billion in the year 2002; and
$6 billion over six years in discretionary funding for which Congress must ap-
propriate specific amounts each year (Committee on Ways and Means, 1998;
Committee on Ways and Means, 1996; NASW, 1996; Office of the Assistant Sec-
retary for Planning and Evaluation, 1998).5

Funding increased (over the previous spending under the programs com-
bined by PRWORA) by $4 billion (in aggregate over the six year authorization)
and states received additional flexibility. Federal funds follow the parent regard-
less of which of the three former categories (i.e., on welfare, leaving welfare, or
at-risk of going on welfare) she or he may belong to at any given point in time.
This was intended to eliminate eligibility gaps and service disruptions. States
were given flexibility to transfer up to 30 percent of their Temporary Assistance
to Needy Families (TANF) funds to the CCDBG or to use TANF funds for child
care without transferring them (Committee on Ways and Means, 1996).

The mandatory CCDBG funding is often referred as “entitlement” funding.
These “entitlement” funds do not represent an entitlement of eligible individu-
als to services as traditional entitlements do. Rather, they are mandatory (i.e.,
guaranteed) funds provided to the states under CCDBG. The mandatory CCDBG
funding is distributed in two components with different allocation formulas. Dis-
cretionary CCDBG funds are also distributed based on a revised formula (Com-
mittee on Ways and Means, 1998; NASW, 1996, Office of the Assistant Secre-
tary for Planning and Evaluation, 1998).¢

Four percent of total CCDBG funds must be “set aside” to improve the quaiity
and availability of care, including.consumer education and increasing parental
choice. This represents a reduction in the quality set aside prior to PRWORA.
Formerly, 5 percent of CCDBG funds had to be spent on improving the quality
or availability of child care, 19 percent on expansion of before and after school
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care and early childhood developmental services, and an additional percent on
either of these two improvements. PRWORA legislation deleted this 25 percent
set-aside (ACF, 1998a; Committee on Ways and Means, 1996; NASW, 1996; Of-
fice of the Assistant Secretary for Planning and Evaluation, 1998).

The target population for CCDBG is families with children under the age of 13,
at or below 85 percent of each state’s median income, where parents are at
work or in an education or training program. The original CCDBG targeted chil-
dren under 5 years of age and families at or under 75 percent of the state me-
dian income. States must use 70 percent of the mandatory CCDBG funds for
families on TANF who are engaged in work activities, or for families at risk of
requiring public assistance. It also subsidizes child care for children in need of
protective services. The states establish the details of eligibility and submit a
state plan to the federal government (Committee on Ways and Means, 1998).

Child care providers receiving CCDBG funds must meet all state or local licens-
ing, regulatory, or registration requirements. Except for child care providers who
are relatives, states must have minimum health and safety standards for provid-
ers receiving federal funds. These standards must include: (1) prevention and
control of infectious diseases, (2) building and physical premises safety, and (3)
health and safety training for caregivers. Standards for child care providers are
somewhat relaxed by the PRWORA changes. Relatives are no longer required to
register although they must comply with any applicable state and local require-
ments. Parental choice must be maximized and can include religious providers.
States must also promote informed child care choices (ACF, 1998a; Committee
on Ways and Means, 1998; NASW, 1996, Office of the Assistant Secretary for
Planning and Evaluation, 1998).

PRWORA eliminated the language in the CCDBG that required states to pay
market rates for child care. However, states must ensure adequate payment
rates to provide eligible children with access to child care comparable to that
used by children who are not eligible for subsidies. There is no limit on the re-
imbursement rate (Committee on Ways and Means, 1998; Committee on Ways
and Means, 1996; NASW, 1996).

Intended outcomes and indicators are under development at the federal level.
Currently, each state develops its own plan and criteria. However, states are re-
quired to report data to ACF on both aggregated and disaggregated levels. The
aggregated data reported on the CCDF Annual Report (Form 800) include the
number of children and providers receiving subsidies for child care by type of
setting and caregiver; the payment method; and the estimated number of fami-
lies receiving child care consumer education. The disaggregated data, reported
on the Child Care Quarterly Case Record Form (Form 801), include individual
family and optional child identifiers, family income and sources, family co-pay-
ment for child care, single parent status, and child’s ethnicity and gender (ACF,
1998K; ACF, 1998l).

Targeted Risk Factors. The CCDBG’s focus is on subsidizing child care, thus ad-
dressing the risk factor of low sociceconomic status indirectly by reducing the
cost of child care for low-income families, and directly by supporting parental em-
ployment that is intended to improve the family’s socioeconomic status.

146




Part 2 | Selected Federal Policies Affecting Children’s Social and Emotional Development and Readiness for School

If CCDBG subsidies allow low-income families to use better quality child care
than they could have afforded otherwise, CCDBG may directly address other risk
factors including cognitive deficits, temperament and personality problems,
early behavior and adjustment problems, difficulties with peer relationships,
nonmaternal care, and relationships with teachers. Whether these risk factors
are actually ameliorated depends upon the quality of child care, the child’s
needs, and the interaction of these two factors (Cost, Quality, and Child Out-
comes Study Team, 1995; Cost, Quality, and Child Outcomes Study Team,
1999).

Discussion. The CCDBG and its funding vehicle, the CCDF, provide resources to
states fo subsidize child care. States’ child care and subsidy systems vary sub-
stantially in many dimensions, including quality standards, eligibility require-
ments, reimbursement rates, and mechanisms for subsidies.

The CCDBG leaves quality standards to the states and only requires states to
have minimal health and safety standards. Establishing federal standards or in-
centives for quality that would enhance the likelihood of positive impacts on
children is an important policy challenge. The data reported to the federal gov-
ernment on Forms 800 and 801 are statistical information on who was served
and the services provided. Data that would reflect the quality of the services are
not collected. The quality set-aside within the grant is small (four percent) and
was decreased in 1996. These quality funds can be and are used for a wide va-
riety of purposes other than improving actual service quality, most notably ef-
forts to provide information to parents on availability of care and how to assess
the quality of care. Furthermore, CCDBG child care subsidies typically focus on
maximizing the quantity of child care slots and the number of working parents
that can be supported. This practice tends to encourage inexpensive child care
that may not be of the quality needed to support or.enhance social and emo-
tional school readiness. :

PRWORA's work requirements and time limits have significantly increased
the need for child care subsidies for families leaving welfare. Therefore, CCDBG
funds typically subsidize child care for these families. Meanwhile, the increase
in single parenting and the erosion of real wages for the working poor have ex-
panded the need for child care subsidies among low-income working families.
Although the demand for subsidized care for this group is difficult to determine,
it is safe to say the current funding levels do not approach the amount needed
to subsidize reasonable quality care for all such families. This situation will be
exacerbated as PRWORA's time limits encourage and require welfare recipients
to enter the job market, thus increasing their demand for subsidized child care.
Expanding funding to serve a higher proportion of the eligible population is an
important policy challenge. '

PRWORA has increased states’ flexibility and provided new child care funds.
The strong economy has provided healthy revenue to state governments, setting
the stage for opportunities to enhance child care subsidies and services in the
states. Despite these favorable circumstances, half of the states no longer guaran-
tee child care assistance to welfare families. In 1997, 14 states tightened eligibil-
ity for child care assistance, ten states increased child care co-payments for low-
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income parents, four states froze or reduced reimbursement rates for providers,
and at least two states reduced standards for child care providers (CDF, 1998).

Two additional policy challenges include: supporting quality care through the
development of a well-trained, stable, and qualified workforce; and conducting
further research and evaluation to establish the characteristics of child care nec-
essary to support healthy development for populations of children with various
risk factors.

Elementary and Secondary
Education Act, Title |, Part A

History and Mission ESEA, Title I, Part A was first enacted in 1965 as a “War on Poverty” program
and presently provides over $8 billion per year to fund system-wide supports
and additional resources for schools to improve learning for students at risk of
educational failure. The program is intended to help address the greater educa-
tional challenges facing high poverty communities by targeting extra resources
to school districts and schools with the highest concentrations of poverty.

The purpose of ESEA, Title I, Part A is to improve the teaching and learning
of low-income children, thereby enabling them to meet challenging academic
content and performance standards. The central objective is to support state
and local efforts to ensure that all children reach educational standards by pro-
viding additional resources for schools and students who have the farthest to go
in achieving those goals.

Eligibility ESEA, Title I, Part A provides supplemental assistance to children who face edu-
cational barriers, such as children from low-income families with low literacy,
the children of migrant agricultural workers, and children who are neglected or
delinquent. Eligibility is based on whether children are failing, or at risk of fail-
ing, to meet the state’s student performance standards. They are also selected
based on teacher judgment, interviews with parents, and developmentally ap-
propriate measures. However, children who participated in a Head Start or an
Even Start program at any time in the two preceding years are automatically eli-
gible for Part A services. Part A funds can be used to serve pre-school children
who must meet the same eligibility criteria as clder children. The program
reaches over 11 million students enrolled in both public and private schools.

Nature of the Intervention ESEA, Title 1, Part A provides flexible funding for supplementary education, pro-
fessional development, new technology, after school or other extended time
programs, and other strategies for raising student achievement.

Intended Outcomes/Indicators There are no specified outcomes and indicators for pre-school services at the
federal level. ’

Analysis Targeted Risk Factors. ESEA, Title I, Part A has the potential to directly address
the following risk factors: cognitive deficits, difficulties with peer relationships,
nonmaternal care, and relationships with teachers. It may also indirectly ad-
dress low socioeconomic status.
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Elementary and Secondary

Discussion. Title 1, Part A is primarily focused on school aged children. However,
it is being used increasingly by states and local educational authorities (LEAS) to
address the needs of pre-school aged children who are at risk for educational
failure because of less than optimal school readiness. The amount of money
and the number of pre-school aged children involved are unknown because
spending decisions are made by LEAS, and little information is gathered at ei-
ther the state or federal level.

LEAs use of Title I, Part A funds for programming for at-risk pre-school aged
children overlaps with Head Start and IDEA pre-school programming, particu-
larly where IDEA addresses the needs of at-risk children. Coordination of these
programs is important.

Education Act, Title |, Part B:

The Even Start Family
Literacy Program

History and Mission

Eligibility

Nature of the Intervention

Congress first authorized the Even Start Family Literacy Program in 1989 [P.L.
103-382, Sec. 1201]. The Program is intended to help break the cycle of poverty
and illiteracy by improving the educational opportunities of the nation’s low-in-
come families by integrating early childhood education, adult literacy or adult
basic education, and parenting education into a unified family literacy program.
The program is implemented through cooperative projects that build on existing
community resources to create a new range of services; promote achievement
of the National Education Goals; and assist children and adults from low-income
families in achieving challenging state content and student performance stan-
dards. In FY 1998, federal spending on Even Start was $124 million, and the
program served nearly 40,000 families with 732 projects (DOE, 1999).

The program targets parents and their young children from birth to age eight.
There has been an increase in the percentage of infants and toddlers in Even
Start from 27 percent in 1989-90 to approximately 32 percent in 1995-97.
This may reflect a change in the Even Start regulation that required service to
children across at least a three year age span (DOE, 1999).

Low socioeconomic status is a criteria for eligibility in the program, and one
of the program’s goals is to break the cycle of poverty. In 1996-97, approxi-
mately 90 percent of Even Start families had incomes at or below the federal
poverty level. A recent change to the legislation allows projects to involve for-
merly ineligible family members in appropriate family literacy activities.

In addition to the basic model of services, the statute authorizes special set-
aside funds (5 percent of the total Even Start allocation) to serve migrant fami-
lies, Indian tribes and tribal organizations, and outlying areas.

The basic model of the Even Start program provides the following three core
services: (1) adult education and adult literacy (high-quality instructional pro-
grams to promote adult literacy, including adult basic education, adult second-
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ary education, English as a second language, and preparation for the General
Education Development certificate); (2) parenting education (high-quality in-
structional programs to help parents support the educational growth of their
children); and (3) early childhood education (developmentally appropriate edu-
cational services for children designed to prepare them for success in regular
school) (DOE, 1999).

Even Start projects also offer support services designed to facilitate the provi-
sion of core services. Support services may include transportation, child care,
nutrition assistance, health care, meals, special care for a disabled family mem-
ber, and referrals to a wide range of services including mental health and coun-
seling, services for battered women, child protective services, employment, and
screening or treatment for chemical dependency. If possible, support services
are 1o be obtained from existing providers to avoid duplication of services.

Intended Outcomes/Indicators Potential outcomes for parents include improved literacy behaviors (e.g., shared
literacy events with children and increased reading and writing activities in the
home), parenting behavior and skills (e.g., positive parent-child relationships
and expectations for the child), and educational and employment skills (e.g.,
improved reading and English language ability and higher education attain-
ment). Goals for Even Start parents also may include growth in personal skills
and community involvement. The potential impacts of Even Start on children
include improved school readiness and achievement (e.g., language develop-
ment and emergent literacy). Once children enter school, cutcomes might in-
clude satisfactory school performance, improved school attendance, and a lower
incidence of special education and retention in grade (DOE, 1999).

Analysis Targeted Risk Factors. The Even Start Program may directly address several risk
factors: cognitive deficits, temperament and personality problems, early behav-
ior and adjustment problems, inadequate nutrition, low level of maternal educa-
tion, problematic parenting practices, difficulties with peer relationships,
nonmaternal care, and relationships with teachers. It may also indirectly ad-
dress low sociceconomic status.

Discussion. Even Start focuses on enhancing pérent and child literacy. Although
enhanced child development is the key goal, the program has broader aims in-
cluding enhancing parenting skills, parents’ literacy, parents’ economic opportu-
nities, and ultimately family outcomes. Given the average expenditure of ap-
proximately $3,000 per family, local variations in content and quality, the
severe need level of most Even Start families, and the fact that most families
leave the program within one year, the effectiveness of Even Start is an open
question (DOE, 1999).

Even Start addresses risk factors for school readiness that are also addressed
by Early Head Start and Head Start, and that could be addressed by IDEA and
Title I, Part A funds used for at-risk pre-school or early elementary school-aged
children. Coordinating these programs is essential for efficient and effective ser-
vice delivery.
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Individuals with Disabilities

Education Act

Introduction

IDEA, administered through the Federal Department of Education, Office of
Special Education and Rehabilitative Services (OSERS), is an important federal
policy impacting social and emotional development of children with special
health care needs.

In FY 1998, programs funded under IDEA included the following three formula
grant programs that provided $4.5 billion to states to improve services for chil-
dren and youth with disabilities,” including children from birth to six years of age:

¢ State Grant Program for Children with Disabilities, IDEA, Part B, funded in
FY 1998 at $3.8 billion; '

® Pre-school Grants Program, IDEA, Part B, funded in FY 1998 at $374.0
million; and,

* Infants and Toddlers with Disabilities Program, IDEA, Part C, funded in FY
1998 at $350 million (Office of Special Education Programs [OSEP], 1999).

This section presents these three programs separately and concludes by dis-
cussing them jointly.

The Education for All Handicapped Children Act of 1975 [P.L. 94-142] was
the enabling legislation for the special education law that established a national
responsibility to provide all disabled children with a “free and appropriate pub-
lic education.” This act required states to offer programs for the full education
of all children with disabilities between the ages of 5 and 22 years of age. The
law also required states to develop strategies to locate these children, to use in-
telligence testing that does not discriminate against children racially or cultur-
ally, and to offer learning opportunities in the least restrictive educational envi-
ronment possible, with an emphasis on integrating children with disabilities into
regular classrooms (OSEP, 1998c; Pecora et al., 1992).

In 1986, Congress enacted Public Law 99-457, which amended the Education
for All Handicapped Children Act, renaming it the Individuals with Disabilities
Education Act (IDEA). P.L. 99-457 contained the following three provisions:

¢ the first section, Part H, (renamed Part C in the 1997 amendments)
established a new discretionary program to facilitate the development of
a comprehensive system of early intervention for infants and toddlers
with developmental delays or disabilities;

® the second section required states to provide free, appropriate public edu-
cation (FAPE) and related services by the early 1990s to all eligible chil-
dren with disabilities from the age of three to the age of five, in order to
receive IDEA pre-school funds; and,

® the last section of the 1986 amendments reauthorized a number of discre-
tionary programs (Shonkoff and Meisels, 1990).

IDEA was amended in 1994 by the Improving America’s Schools Act and

.most recently in 1997 when Part H became Part C and the role of the Federal

Interagency Coordinating Council was expanded to advise and assist the Secre-
taries of Health and Human Services, Education, Defense, Interior, and Agricul-
ture and the Commissioner of Social Security.
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Individuals with Disabilities

Education Act, Part B:
The State Grant Program

History and Mission

Eligibility

Nature of the Intervention

Intended Outcomes/Indicators

Part B of IDEA, the State Grant Program, covers the delivery of all services to
children with disabilities from 3 through 21 years of age. Funds are distributed
based on the number of children with disabilities to whom the states provide a
free, appropriate public education. LEAs receive reimbursement for any pre-
school children they serve; however, they do not have to spend any portion of
the State Grant on pre-school children. In FY 1998, the Part B State Grant Pro-
gram for Children with Disabilities appropriation was $3.8 billion (OSEP, 1999).

States must serve all children with disabilities between the ages of 3 and 21
years, except for children ages 18 through 21 years if such services are inconsis-
tent with state law, practice, or the order of any court.

The State Grant Program provides formula grants to assist the 50 states, the Dis-
trict of Columbia, and Puerto Rico in meeting the excess costs of providing spe-
cial education and related services to children with disabilities. Most of the
funds provided to states must be passed on to LEAs. A portion of the funds may
be used for state level activities including administration, monitoring, media-
tion, both direct and support services, development of the State Improvement
Program, and assistance to LEAs. Up to 25 percent of the amount received for
FY 19978 can be used for state level activities.® The amount states may use for
administration is limited'® (OSEP, 1999).

Intended outcomes and indicators are established at the state level.

Individuals with Disabilities

Education Act, Part B:

Pre-School Grants Program

History and Mission

Eligibility

The Pre-School Grants Program of IDEA, Part B provides funds to states for spe-
cial education and related services for children with disabilities in the 3 through
5 year old age group. This is in addition to the State Grant Program, which cov-
ers children 3 to 21 years of age and serves to ensure the targeting of a mini-
mum level of funding to serve these young children. In FY 1998, the appropria- -
tion for the Pre-School Grants Program was $374.0 million (OSEP, 1999).

In order to be eligible for these grants, states must serve all children with dis-
abilities ages three through five, have an approved state plan under Part B of
IDEA, and have an approved grant application. Currently, all states meet these
requirements. In addition to children with disabilities, states may, at their discre-
tion, include pre-school aged children who experience developmental delays (as
defined by the state and as measured by appropriate diagnostic instruments
and procedures) or need special education and related services. States may also
allow LEAs to use funds received under this program to provide free, appropri-
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ate education to two year olds with disabilities who will turn three during the
school year (OSEP, 1999).

Nature of the Intervention States must distribute the bulk of their grant awards to LEAs and intermediate
educational units. Funds may be retained for state level activities up to 25 per-
cent of the amount received for FY 1997, adjusted upward each year on a for-
mula basis. The amount that may be used for administration is limited to 20
percent of the amount available to states for state level activities (OSEP, 1999).

State level activities under the Pre-School Grants Program may include:

¢ direct services for children eligible under this program;"

¢ support services, including mediation services that may benefit children
with disabilities of all ages, as long as such services benefit children aged
three through five with disabilities;

* development of a state improvement plan;

* activities to meet the performance goals established by the state and to
support the state improvement plan; and,

* development and implementation of coordinated services that include
children with disabilities and their families'? (OSEP, 1999).

Intended Outcomes/Indicators According to federal law, services must be individually responsive, reasonably
calculated, and provide meaningful benefits at no cost to the parents. Specific
outcomes and indicators are established at the state level.

Individuals with Disabilities
Education Act, Part C:
Infants and Toddlers with
Disabilities Program

History and Mission Under the IDEA Amendments of 1997, Part H of the Education for All Handi-
capped Children Act became Part C of IDEA. Part C provides states with funds
to design and coordinate statewide systems of comprehensive, multidisciplinary,
interagency early intervention services for all children from birth to age three
with disabilities. When Congress originally enacted Part H (now Part C) of IDEA,

| the crafters of the legislation believed that allocating a large sum of federal

i money for a new public program was not advisable at the time, and that a sig-

| nificant number of potential funding sources were already available to young

| children and their families. What was missing, the framers thought, was a single
identifiable program to assist families to locate and obtain services for their
young children who had, or were at risk for, developmental delays or other con-
ditions (Kates, 1998). Therefore, as Kates (1998) reports, Part C was designed to
provide “glue” money to serve as an incentive for states to organize and coordi-
nate a diverse array of potential funding sources. Currently, Part C has devel-
oped and implemented interagency funding systems in all the states. Part C,
however, lacks permanent federal authorization (Brown and Conroy, 1999). In
FY 1998, the government funded IDEA, Part C at $350 million (OSEP, 1999).
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Participation in IDEA, Part C is voluntary on the part of the states. However,
once a state has opted to participate, the state must ensure that all children
with disabilities and their families have access to needed services. States have
the discretion to create state specific definitions of developmental delay, and
states may choose to serve children at risk for developmental delay.

To be eligible for a Part C grant, a state must have a statewide system that in-
cludes 16 statutory components, including a lead agency with responsibility for
coordinating and administering funds, and a state Interagency Coordinating
Council to advise and assist the lead agency. States are responsible for ensuring
that services are available to all children with disabilities from birth to three years
of age. Part C defines infants and toddlers with disabilities as children who:

e experience developmental delays, as measured by appropriate diagnostic
instruments and procedures, in cognitive, physical, communication, social,
emotional, or adaptive development; or,

* have a diagnosed physical or mental condition that has a high probability
of resulting in developmental delay (Brown and Conroy, 1999; Kates,
1998, OSEP, 1999).

Part C provides for the coordination and some provision of early intervention
services for children from birth to three years of age who have disabilities or
other special health care needs. These services are designed to meet the devel-
opmental needs of children and their families (Brown and Conroy, 1999). The
premise of this legislation is that early, specialized help will foster increased in-
dependence and decrease the later costs of education for these children. Funds
allocated under Part C may be used to:

® provide direct services that are not otherwise provided by public or private
sources;

s expand and improve available services;

® implement and maintain a statewide, coordinated, multidisciplinary ser-
vice system,

¢ provide free and appropriate public education, in accordance with Part B
-of IDEA, to children with disabilities from their third birthday to the begin-
ning of the following school year; and,

® initiate, expand, or improve collaborative efforts to identify, evaluate, refer,
‘and serve at-risk infants and toddlers (OSEP, 1999).

The program must provide some services, including outreach, service coordi-
nation, procedural safeguards, and an individualized service plan, at no cost to
the family.

IDEA specifies the inclusion of emotional development in children’s assess-
ments and prescribes mandated tools for that purpose. It requires a multidisci-
plinary assessment of each family with a disabled infant or toddler and the de-
velopment, with family participation, of a written, individualized family services
plan (IFSP). Consistent with the mediation provision that applies to the State
Grant Program, Part C also requires states to offer mediation and transition ser-
vices for children as they reach the age limit for Part C services.
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The policies concerning financing of service delivery under Part C are per-
haps the most complex of all those with the potential to address the social and
emotional development of young children. Part C establishes the responsibility
for participating states to serve disabled infants and toddlers under age three.
Health services included in the IFSPs for children who are Medicaid eligible
qualify for reimbursement by Medicaid agencies even though the services are in
accordance with a child’s needs assessment under IDEA. Furthermore, in an ef-
fort to prevent cost shifting to IDEA from other programs, states may not reduce
medical or other available assistance, alter eligibility under Title V of the Social
Security Act related to the MCHBG, or alter eligibility under Title XIX of the So-
cial Security Act related to Medicaid, based on a child’s eligibility for services
under IDEA (Kates, 1998).

Because IDEA, Part C is set up to provide the infrastructure for an early inter-
vention system that is funded from other federal, state, or local sources, the fed-
eral IDEA, Part C allocation must be the last dollar used for direct service provi-
sion. Historically, Medicaid has been the federal program with the greatest
potential to actually fund services in the IFSP. The EPSDT requirements for
screening, diagnostic assessment, and all medically necessary treatment ser-
vices, even if not included in the state Medicaid plan, would ideally provide
many of the services called for in an IFSP. However, EPSDT has never been fully
implemented in all the states. In addition, many Medicaid directors have main-
tained that any service in the IFSP is an education service not reimbursable by
Medicaid. Congress amended the Medicaid law to clarify Medicaid’s responsibil-
ity as first payer for Part C, but, at least in some states, disagreements still con-
tinue. The introduction of Medicaid managed care has further complicated this
issue. IDEA, Part B funds (both the Pre-school Grants program and State Grants)
can be used, in part, for Part C, however, these programs are formula grants, so
the use of funds for Part C would take away dollars from Part B programs.

Title V MCHBG dollars must also be accessed before using IDEA, Part C funds.
Some states are also relying on Early Head Start programs where they exist,
WIC funds, SSBG funds, and, in some cases, the use of CCDBG monies under
the Part C requirement to provide services in natural environments (Kates,
1998).

Using several federal funding sources is complicated. When only two funding
sources are involved, there is usually a known rule for which source is the “last
payer.” When three or more federal sources are used, the order of precedence
can become confusing and complicated. States may also provide some services
with state funds (Kates, 1998). In states where the education agency assumes
the lead for Part C, it may use family fees at the state’s discretion."” If it uses
family fees, this may trigger involvement of the family’s private insurance cov-
erage. This has also become more complicated under private sector managed
care. In many communities, IDEA, Part C coordinators must supplement federal
and state funds with fund raising, foundation support, or collaboration with
community groups (Kates, 1998).

Part C also funds an Early Childhood Research Institute to evaluate and dis-
seminate strategies and procedures, including encouraging the use of successful
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early intervention practices in pre-school programs and the early grades of el-
ementary school. In particular, successful experiences with family-friendly and
family-focused approaches to planning and providing special education and re-
lated services may be of value in other service arenas (OSEP, 1998a; OSEP,
1998b; OSEP, 1997).

Intended Outcomes/Indicators Each state determines its own outcomes and indicators. Federal law does re-
quire the timely provision of services.

Analysis of IDEA programs

Sor young children under

Parts C and B Targeted Risk Factors. IDEA has enormous potential for directly addressing a
number of risk factors including low birthweight and neurodevelopmental delay,
other medical problems, cognitive deficits, temperament and personality prob-
lems, early behavior and adjustment problems, problematic parenting practices,
and insecure attachment. When IDEA services use group, classroom-like set-
tings, IDEA may directly address the risk factors of difficulties with peer rela-
tions, nonmaternal care, and lack of positive relationships with teachers.

Discussion. While both Part C and Part B have the potential to address factors
that may impede the social and emotional development of children, Part C is
significantly different from Part B, State Grants, in several ways. First, state par-
ticipation in Part C is voluntary. However, once a state opts into this program,
the state is responsible for providing access to services for all children with dis-
abilities and their families. Currently, all states participate in Part C, but there
have been discussions in some states about dropping the program. The federal
government requires providing of Part B services under the State Grants
program.

Second, Part C has an explicit family focus. Under Part C, the required ser-
vice plan is an IFSP, whereas in Part B the state may choose to provide an [FSP
or individual education plan (IEP), which may or may not have a family focus.

Third, the underpinnings of Part C come from a child development perspec-
tive, whereas Part B stresses education, providing specialized instruction and
any services necessary to benefit from specialized instruction (Brown and
Conroy, 1999). Children are entitled to a “free, appropriate public education”
under Part B, but not under Part C."* Part C services may be used for children
at-risk of developmental delay; however, at-risk children are not covered under
Part B. States may have different definitions for developmental delay in the Part
C and Part B programs.

Fourth, states have the option to charge families fees for Part C services, but
states must provide Part B services at no cost to parents.

Fifth, other state public agencies may administer Part C, but the state educa-
tion department must administer Part B.

Sixth, case law has not specified outcomes for Part C. However, case law has
established that Part B services must be individually responsive, be reasonably
calculated, and provide meaningful benefits at no cost to the parents, although
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the operational definition of the “provide meaningful benefits” clause may be a
point of contention in some situations.

IDEA, Part C makes a contribution to the coordination of a comprehensive
early intervention program; however, the challenge of financing services is cen-
tral to the development of a community-based system of care for children with
disabilities. Although some states are attempting to build integrated service sys-
tems for young children, coordinating multiple categorical funding streams of-
ten presents a major barrier. This fragmentation continues to challenge effective
service delivery and frustrates families, service providers, and state personnel in
their efforts to help children with disabilities (Akers and Roberts, 1999).

Because of Part C's reliance on other federally funded health care programs,
changes in Medicaid and the implementation of CHIP will have ramifications for
the delivery of Part C services. Medicaid managed care and its application to chil-
dren with disabilities will have an impact on the service delivery system. New
programs, such as non-Medicaid CHIP, raise questions about the availability of a
full range of medically necessary services for newly insured disabled children.

The interagency nature of the Part C program changes significantly when a
child transitions to Part B. This transition is meant to be seamless; however, be-
cause of the differences between programs, problems may arise.

Discussion of Federal Federal policies for early childhood care and education (ECCE) have important

Early Childhood Care effects on children’s social and emotional school readiness. Federal funds sup-

and Education Policies port policies and programs that are focused on special and at-risk populations,
specifically children in low-income families and children with disabilities. Fund-
ing limitations and lack of quality standards for some of these programs restrict
their impact.

Despite the growing recognition of the importance of early childhood devel-

_opment and its impact on social and emotional school readiness, federal ECCE
policy is not comprehensive and consistent. For example, children who qualify
for and are admitted to an Early Head Start or Head Start program often receive
services that focus on the child’s emotional development, while children who
qualify for and receive child care subsidies under CCDBG get services that vary
greatly in quality and may not focus on emotional development at all. This dis-
parity is due in great measure to the fact that Head Start has a mental health
component with federal standards and performance measures, while CCDBG
has minimal federal health and safety requirements.

Some children who do not qualify for or do not receive Head Start services or
child care subsidies may exhibit similar risk profiles to those who do receive fed-
eral child care support. However, the impact of federal ECCE policies on the so-
cial and emotional school readiness of these children is limited because federal
programs address only those children at greatest risk. Progress is being made at
the state level. For example, some states are developing pre-kindergarten pro-
grams. However, state funds fully support most of these programs.
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Federal early childhood care and education requires significant changes in or-
der to support optimally a child’s emotional and social development. Some issues
include the following:

Infrastructure

s providing incentives to attract qualified and committed staff;

* increasing funds for improving pre-service and in-service staff training, es-
pecially in areas of child development, parent-child relationships, and pa-
rental substance abuse and psychopathology;

s providing incentives to retain staff, including increasing compensation and
fringe benefits for personnel in all child care settings; and,

¢ leveraging resources to improve the availability and condition of child care
facilities.

Systems

¢ enhancing linkages among early childhood services across policy domains;

* supporting the availability of child development and mental health profes-
sionals in ECCE settings;

* encouraging parent involvement and support;

¢ ensuring that early childhood care and education services are culturally ap-
propriate and foster an appreciation for diversity; and,

¢ applying the lessons learned from Head Start research to CCDBG funded
programs.

Specific challenges are present for early childhood care and education pro-
" grams that serve young children with special health care needs. Some issues
include: '

* ‘ensuring that every state continues to implement Part C early intervention
services, which are now optional for the states;

* enhancing the eligibility determination process by improving the diagnos-
tic tools needed to identify young children with emotional development
problems; )

s providing incentives for states to focus on children at risk for emotional
development problems in the Part C program;

* supporting improved collaboration among early childhood services across
policy domains by examining current federal policies that might hinder
collaboration at the local level and taking steps to address the problems;

s addressing the potential for gaps between Part C and Part B services when
a child turns three; and,

* maintaining a family-focused child development perspective for children
receiving Part B services.
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Notes

FACES has defined measures within each of the five objectives and will collect data
from thousands of children and families in 40 Head Start programs across the coun-
try. Direct child assessments, parent and teacher reports, and direct observation will
be used to gather data on children’s growth and development. Parents will be inter-
viewed about their life experiences, as well as their involvement and satisfaction
with Head Start. Parents’ parenting skills, self-concept, emotional well-being, and
progress toward their own educational, literacy, and employment goals will be as-
sessed. Head Start quality will be measured through classroom and teacher-child ob-
servarion, and will incorporate data on program characteristics and performance
(ACF, 1998h).

Every two years the Secretary of Health and Human Services must prepare a Head
Start report for Congress that documents:

e compliance with performance standards and regulations;

e federal, state, and local expenditures, and their distribution relative to the distri-
bution of eligible children;

e the use and source of funds to provide full-day and full-year services;

® cost per child including analysis of regional variation;

e description of the types of services provided both on-site and through referrals;

e description of parent involvement;

¢ information on staff including salaries, education, training, experience, and
turnover,

e information on participating children including family income, racial and ethnic
background, and disability; and,

e description of types and conditions of facilities (Head Start Act, 1998).

The federal government's involvement with child care began with federally funded

nursery schools as part of the New Deal of the 1930s. The primary focus was to pro-

vide jobs for the unemployed, including teachers. During World War 11, federal fund-

ing for child care was expanded to meet the needs of mothers who entered the

workforce. The Lanham Act financed child care for an estimated 600,000 children

before it was terminated at the end of the war. The 1970s and 1980s saw a long and

often contentious debate over the role of the federal government in child care,

including:

* what types of subsidies should be available and for whom;

e whether there should be national standards for child care;

* conditions under which religious providers could receive federal funds; and,

* how best to support options for parents in caring for their children or in select-
ing nonparental child care. -

[n particular, two pieces of legislation established four significant federal child care
programs. The Family Support Act of 1988 (P.L. 100-485) provided subsidies for child
care for: (1) families on welfare and (2) families leaving welfare, while the Omnibus
Budget Reconciliation Act {OBRA) of 1990 (P.L. 101-508) provided subsidies for child
care for (3) families at risk of receiving welfare and (4) low-income working families

~ in general. These four programs accounted for roughly 80 percent of total child care

spending in FY 1997 (Committee on Ways and Means, 1998).
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CCDBG expired in 1995 and was funded under continuing resolutions in FY 1996. It
was not reauthorized until PRWORA passed in August 1996. Therefore, some sources
cite the funding as $15 billion of mandatory funding and $7 billion of discretionary
funding over the seven years from 1996 to 2002.

Under CCDBG as originally authorized in 1988, funds were distributed to the states
using a formula based on the state’s share of children under five years of age, the
number of children receiving free or subsidized lunches, and per capita income. Cur-
rently, after PRWORA changes, portions of the funds are distributed based on three
separate formulas. The mandatory CCDBG funding is distributed in two components
with different allocation formulas. A new formula is used for distributing approxi-
mately $1.2 billion of the mandatory funds each year based on maintaining what
each state received previously, provided the state maintains welfare spending at 80
percent or more of its previous level, including spending for welfare-related child
care. This portion of the funding does not require a state match. The remaining
mandatory funds (approximately $.8 billion) are distributed based on each state’s
share of children under 13 years of age provided the state meets maintenance-of-ef-
fort and matching (at the Medicaid rate) requirements. The discretionary portion of
funds (S1 billion annually) is allocated among the states using a new formula based
on the number of children under 13 years of age in low-income families and per
capita income. The states can use a maximum of 5 percent of CCDBG funds for ad-
ministration (Committee on Ways and Means, 1998; NASW 1996).

In addition to these three formula grant programs, several other activities are funded
under discretionary grant programs that provide funds on a competitive basis to uni-
versities, state and local educational agencies, and public and private profit and non-
profit organizations to conduct research, training, technical assistance, and evalua-
tion aimed at supporting the implementation of IDEA. These discretionary programs
totaled $252 million in FY 1997.

This is adjusted each year by the lesser of the rate of increase in the states’ alloca-
tion or the rate of inflation. -

Funds that are not used for state-level activities must be passed through to LEAS ei-
ther by formula or as special sub-grants for capacity building and improvement.
Within-state formula allocations must be based on the number of children with dis-
abilities that LEAs serve unless federal funding reaches $4.9 billion. Beyond that
level, which has not been reached, different allocation formulas may be used.

The amount rﬁay not exceed the greater of 20 percent of the amount allowed for
state level activities or $500,000, as adjusted for inflation after FY 1998.

LEAs may use these funds to support public preschools, to pay for children in Head
Start, or to pay for children in private or not-for-profit preschools.

This is restricted to up to 1 percent of the amount received by the state under this
section.

About one quarter to one third of the states are currently collecting fees and other
states are considering sliding scales.

A free, appropriate public education may be provided to some two-year-olds through
Part B Section 619 funds. :
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Child Weltare

Introduction. The federal policies discussed in this section address family sup-
port and the prevention, treatment, and legal resolution of child abuse and ne-
glect, one of the most serious problems affecting a young child’'s emotional and
social development. These seven federal policies have a direct impact on family
life.! They are the Family and Medical Leave Act (FMLA); Title 1V-B, Child Wel-
fare Services; Title IV-B, Promoting Safe and Stable Families; the Child Abuse
Prevention and Treatment Act (CAPTA); Title XX, the Social Services Block Grant
(SSBG); Title IV-E, Foster Care and Adoption Assistance; and the Adoption and
Safe Families Act (ASFA). Table 4 on the next page presents the interaction of
these policies with the four major types of risk factors identified for emotional
and social development and school readiness (Huffman et al., 2000).

Family and Medical Leave Act

History and Mission

Eligibility

In 1993, Congress passed the Family and Medical Leave Act (FMLA) to provide a
national policy that supports families in their efforts to strike a workable bal-
ance between the competing demands of home and work. These demands have
intensified as the result of social and economic changes affecting businesses,
employees, and families (Commission on Family and Medical Leave, 1996). The
U.S. Department of Labor’s Employment Standards Administration, Wage and
Hour Division, administers and enforces this federal law.

Prior to the FMLA, some employees may have had access to family and
medical leave either through voluntary or collectively bargained employer poli-
cies or policies required by state leave statutes. The Commission on Family and
Medical Leave (1996) reported that a quarter to a third of formal employer poli-
cies matched FMLA requirements in the protections they offered. However,
many voluntary policies did not provide leave for all the reasons allowed by the
FMLA. Prior to the FMLA, the amount of job guaranteed leave that a worker
could take varied widely in state law from 16 hours per year to one full year. Eli-
gibility requirements also varied, and many of the laws applied only to state
employees. Most of the laws exempted certain small businesses (Commission
on Family and Medical Leave, 1996).

The FMLA applies to “all public agencies, including state, local, and federal em-
ployers, local education authorities, and private sector firms that employ 50 or
more employees for 20 or more work weeks in the current or preceding calen-
dar year for which leave is requested and who are engaged in commerce or in
any industry or activity affecting commerce. The FMLA limits benefits to em-
ployees® who worked for a covered employer for at least 1,250 hours over the
previous 12 months” (Department of Labor, 1998, p. 1).

Approximately two-thirds of the U.S. labor force, including private and public
sector employees, work for employers covered by the FMLA. The FMLA covers
roughly 11 percent of private sector U.S. work sites, but this relatively small pro-
portion actually employs 60 percent of the nation’s private sector employees.
The FMLA covers all public sector employers without regard to the number of
employees at a given work site.’ It also covers most federal and certain congres-
sional employees (Commission on Family and Medical Leave, 1996).%
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Table 4 _
Risk Factors and Selected Federal Family Support and Child Welfare Policies Affecting
Children’s Emotional and Social Development and Readiness for School

Family Support and Child Welfare Policies

SSA SSA SSA Adoption
Title IV-B,  Title IV-B, SSA Title IV-E, © and
Family child Safe and Title XX, Foster Safe
and Medical Welfare Stable Social Care and Families
Risk Factors Leave Act Services Families CAPTA Services Adoption Act
Individual Child P/T, 1 P/T,D P/T, D P/T, D P/T, D T,D TD
Microsystems: i
Family and Peers P/T, D P/T, D P/T, D P/T, D P/T, D TD T,D
Day Care and School NA NA P, D NA P,D NA NA
Exosystem:
Neighborhood, Community, ‘
and Socioeconomic Status NA NA NA NA T T T

This table presents the interaction of each of the policies listed at the top of the columns with the four major categories
for risk factors (individual child, family and peers, day care and school, and neighborhood, community, and
socioeconomic status) identified as influencing social and emotional development and school readiness. Each column
refers to the legislative [anguage of the policy. The codes used to indicate the policy’s interaction with the risk factors
are as follows:

P denotes prevention services, while T indicates treatment services. Both codes appear if a policy has the potential to
deliver both prevention and treatment services. Prevention services include those that would be considered either
universal or selective in the Institute of Medicine taxonomy.

D denotes a direct effect on the risk factors, while I indicates an indirect effect. Both codes appear if a policy may
have both direct and indirect effects.

NA indicates not applicable.

Nature of the Intervention The FMLA sets a federal minimum job security standard for eligible employees.
It entitles eligible employees® to take “up to twelve weeks of unpaid,® job pro-
tected leave in a twelve-month period for one of the following reasons:

® the birth and care of an employee’s newborn child;

® adoption or foster care placement; .

® o care for an immediate family member (spouse, child, or parent) with a
serious health condition; _

* medical leave when the employee is unable to work because of a serious
health condition” (Department of Labor, 1998, p. 2.).

Leave for birth, adoption, or foster care placement must conclude within 12
months of the event. Under some circumstances, employees may take FMLA
leave intermittently.” The law requires a covered empioyer to maintain group
heaith insurance coverage for an employee on FMLA leave in any circumstance
where insurance was provided before the leave was taken and on the same
terms as if the employee had continued to work. If applicable, arrangements
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Intended Outcomes/Indicators

Analysis

must be made for employees to pay their share of health insurance premiums
while on leave. In some instances, the employer may recover premiums paid to
maintain health coverage for an employee who fails to return to work from
FMLA leave. Employees are not entitled to accrue seniority, vacation time, or
pension rights during the time on leave. However, a leave cannot be considered
a break in service for purposes of vesting or eligibility for benefits programs.
Upon return from FMLA leave, an employee must be restored to the his or her
original job, or to an equivalent job with equivalent pay, benefits, and other
terms and conditions of employment (Department of Labor, 1998).

The intended outcomes/indicators are unspecified.

Targeted Risk Factors. By providing for the parent(s) to have time at home with a
new baby, adopted child, or child in foster care, the policy may address the risk
of insecure attachment. By providing the continuation of an employee’s health
insurance while on leave, the FMLA may address risk factors of a child with a
neurodevelopmental delay, low birthweight, or other medical problems by en-
suring access to medical care.

Discussion. The U.S. is the only industrialized country without a comprehensive
family and medical leave policy for all workers. The stated goals of FMLA are to
balance workplace demands with family needs, promote the stability and eco-
nomic security of families, and promote national interests in preserving family in-
tegrity (Department of Labor, 1995). State laws may expand on the FMLA and
provide for a more generous benefit. Employees may take leave for the birth of a
child, adoption, foster care, or to care for a dependent with a serious health con-
dition. Under some of these conditions, the FMLA may foster the development of
a close parent-child relationship by establishing protections for new parents to
spend time with their newborn or newly adopted child. Under other conditions,
the FMLA allows for time for an employee to be an active participant in a treat-
ment team for children in foster care. This aspect of the act has increased signifi-
cance since the passage of the ASFA discussed later in this section.

Family leave may be used to care for an immediate family member with a
serious health condition. Under the FMLA, the definition of a serious health con-
dition is an illness, injury, impairment, or physical or mental condition that in-
volves either:

* any period of incapacity or treatment connected with inpatient care (i.e.,
an overnight stay) in a hospital, hospice, or residential medical care facil-
ity, and any period of incapacity or subsequent treatment in connection
with such inpatient care; or,

e continuing treatment by a health care provider [that] includes any period
of incapacity (i.e., inability to work, attend school, or perform other regu-
lar daily activities) (Department of Labor, 1998, p. 2).

This provision of the policy may assist parents of young children with emo-
tional or behavioral problems. These parents have a more difficult time estab-
lishing satisfactory child care arrangements. The ability to use the leave inter-
mittently may be helpful in these situations.
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FMLA provides a minimal level of government protection to working parents
under certain circumstances. However, many parents cannot receive FMLA ben-
efits either because they work for exempt employers or because the economic
hardship of unpaid leave does not allow them to avail themselves of the benefits.

Social Security Act, Title IV-B,

Subpart 1, Child Welfare

Services Program

History and Mission

Infants and toddlers who come to the attention of the child welfare system are
at grave risk of emotional harm. Whether because of parental neglect, physical,
emotional, or sexual abuse, young children and families involved with the child
welfare system present some of the greatest policy challenges.

In 1996 child protective service agencies investigated an estimated two mil-
lion reports of alleged child maltreatment and determined that almost one mil-
lion children were victims of substantiated or indicated child abuse or neglect
(NCHCANI, 1999). While child abuse affects children of all ages, among children
confirmed as victims by child protective services agencies in 1996 more than
half were seven years old or younger, and 25 percent were under four years of
age. A greater proportion of neglect victims were under eight years of age, while
the greater proportion of abuse victims were eight years or older (NCHCANI,
1999). In 1996 approximately 75 percent of an estimated 1,077 children who
died as the result of abuse and neglect were age three or under. The majority of
perpetrators of child maltreatment were parents (77 percent) or other relatives
(11 percent). Other caretakers (foster parents, child care providers, facility staff)
were responsible for 2 percent of cases, and in 10 percent of the cases the per-
petrators were unknown (NCHCANI, 1999).

Primary responsibility for child welfare services rests with the states. Each
state has its own legal and administrative structures and programs. However,
the federal government is an integral part of the child protection system, influ-
encing it through legislative language and budget appropriations. The largest
federal child welfare program is authorized under Title 1V-B, Subparts I and 2,
of the Social Security Act.

Title 1V-B, Subpart 1, the Child Welfare Services Program,® is a capped en-
titlement program that provides 75 percent federal matching grants to states for
child welfare services. The funds were authorized at $292 million in FY 1998.°
The goals of the program include protection of abused and neglected children,
family support and preservation, care of the homeless, support for family devel-
opment, and provision of out-of-home care.

While Title IV-B has been amended a number of times, some of the most im-
portant changes resulted from the passage of the Adoption Assistance and Child
Welfare Act of 1980 [P.L. 96-272]. This act was passed in response to a series of
studies that documented that some foster care placements were unnecessary
(i.e., resulting from family financial problems rather than abuse) or that children
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were lost in the foster care system (Kamerman, 1999). The act attempted to re-
structure the federal government’s role in protecting children by:

* emphasizing the need to keep children out of foster care, if possible;
* shortening the stays of those in care;

¢ linking basic protections for children and parents to state funding;

¢ providing help in finding adoptive homes for children; and,

* monitoring state progress in protecting children (CDF, 1998).

PL. 96-272 limited states in the amount of Title IV-B funds they could use
for child care, foster care, and adoption in order to create incentives to ensure
reasonable efforts to avoid a child’'s removal from home. In addition, the act
required:

* case plans and case reviews every six months;

* foster care placements close to home;

* the identification of a permanent alternative if family reunification was not
possible; and,

® a court disposition of the case within 18 months (Kamerman, 1999).

States were also required to:

® conduct an inventory of all children in foster care for at least six months;

® establish an information system for all children in foster care;

* provide due process protections for families; and,

® conduct in-home and permanent placement service programs, including
preventive and reunification services.

P.L. 96-272 authorized funds for direct federal grants to public and private
entities for child welfare staff training and for demonstration activities. Although
efforts to weaken and repeal the Act in the early 1980s hindered its implemen-
tation, it stimulated the development of prevention and reunification services in
some states and dramatically increased chances of adoption for children with

| special health care needs (CDF, 1998). The most significant changes since 1980
in child welfare are the result of the Adoption and Safe Families Act (ASFA), en-
acted in November 1997 and discussed later in this chapter.

Eligibility There are no federal income eligibility requirements for individuals receiving
child welfare services. Some states may provide child welfare services to fami-
lies on a voluntary basis. In many cases, however, states require a substantiated
report of child abuse or neglect in order to provide services.

Nature of the Intervention Title IV-B, Subpart | provides funds to the states for child welfare services in-
cluding screening, investigation, and treatment of problems of child abuse or
neglect, or the exploitation or delinquency of children. The funds may provide
services that (1) prevent out-of-home placements such as family support or
preservation; (2) ensure adequate foster care; (3) restore children to their fami-
lies when possible; and (4) place children in adoptive families. Prior to ASFA,
keeping families together was the highest priority. While maintaining this as a
goal, ASFA amends Title 1V-B by emphasizing child safety and providing excep-
tions to the “reasonable efforts” required by law.
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Intended Outcomes/Indicators Because of minimal federal reporting requirements for Title [V-B, Subpart 1,

Analysis

there are no national or state-by-state data on the exact number of children
served, their characteristics, or the services provided (Committee on Ways and
Means, 1998). However, Section 203 of ASFA required the Secretary of Health
and Human Services, in consultation with state child welfare leaders, to develop
a set of outcomes measures and to report to Congress yearly on the perfor-
mance of each state on each of the goals. The newly articulated outcomes goals
are to:

* reduce recurrence of child abuse and/or neglect;

¢ reduce the incidence of child abuse and/or neglect in foster care;

® increase permanency for children in foster care;

* reduce time in foster care to reunification without increasing re-entry;

® reduce time in foster care to-adoption;

® increase placement stability; and,

* reduce placements of young children in group homes or institutions (Fed-
eral Register, 8/20/99).

Targeted Risk Factors. Title IV-B services address children who have been abused,
neglected, or exploited. The program focuses on maintaining children within their
own families if possible or assuring adequate out-of-home care when necessary.
These services, provided under Title IV-B, Subpart 1, address insecure attachment,
problematic parenting practices, and child maltreatment. Services may also re-
spond to the needs of children with neurodevelopmental delay, low birthweight or
other medical problems, and temperament, personality, and earl y behavior or ad-
justment problems arising from problems in the home.

Discussion. Title 1V-B, Subpart 1 is the backbone of federal child protection

* policy in the United States. Language in Title IV-B articulates the philosophical

underpinnings of the national child protective services system. As amended by
PL. 96-272 in 1980, the underlying goal of Title IV-B was preserving an intact
family and, in the case of child removal, the reunification of the child with the
biological family. The law required states to show that they had made “reason-
able efforts” to keep the family together or reunite family members. At times
the standards were rigidly adhered to possibly contributing to some widely pub-
licized deaths of children known to the child protective services system.

Responding to these problems, the ASFA of 1997 amended Title IV-B and
made exceptions to the “reasonable efforts” language under certain circum-
stances. While Title IV-B funds may be used by states for a range of child abuse
prevention and treatment services, because of overwhelming demand on the
child protective service system, many states restrict the use of Title IV-B funds
to support the screening, investigation, and treatment of child abuse and ne-
glect cases.
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Social Security Act, Title IV-B,

Subpart 2, Promoting Safe
and Stable Families

History and Mission

Eligibility

Nature of the Intervention

Under Title IV-B, Subpart 1, states already had the option to expend their fed-
eral child welfare services money for family support or family preservation ser-
vices. However, few states used a significant share of the funds for these pur-
poses (Committee on Ways and Means, 1998). Thus, a second section of Title
IV-B, Subpart 2, originally known as the Family Preservation and Family Support
Act (FPFSA), was passed in 1993 in response to the eroding preventive focus of
existing federal programs such as Title [V-B, Subpart 1 and Title XX, the Social
Services Block Grant. Originally the FPFSA focused solely on state grants for
family support and family preservation programs. This act reflected a commit-
ment to strengthening families, preventing abuse, and protecting children by
stressing the importance of keeping the family together. It reinforced the federal
requirement that states make “reasonable efforts” to avoid out-of-home place-
ment. Funding for the FPFSA was $240 million in FY 1997 and $255 million in
FY 1998.

The FPFSA was reauthorized and renamed the Promoting Safe and Stable
Families Act by the ASFA of 1997. The reauthorization added two service ¢at-
egories: family reunification services and adoption promotion and support.
However, the ASFA added only $20 million to the new Promoting Safe and
Stable Families Act in the first year, increasing funding from $255 million in FY
1998 to $275 million in FY 1999, $295 million in FY 2000, and $305 million in
FY 2001 (Committee on Ways and Means, 1998). After set-asides for research,
training, technical assistance to improve foster care and adoption proceedings,
evaluation of family preservation and support activities, a grant program for
state courts, and an allotment for Indian tribes, the federal government allo-
cates the remaining entitlement funds among the states.'® As required by ASFA,
states must develop comprehensive five-year plans in order to receive funds.
These plans must include data collection, analysis, and collaboration with nu-
merous organizations with expertise in children and family services.

There are no federal income eligibility requirements for individuals receiving
these services.

These grants help state child welfare agencies operate preventive, community-
based, family support services for families at risk or in crisis, family preservation
and unification services, and adoption promotion and support. As originally in-
tended under FPFSA, services may be used to prevent abuse or neglect, prevent
foster care placement, or to help reunite children with their biological families
(Committee on Ways and Means, 1998). Family support services connect families
to available community resources and supportive networks that assist parents
with child rearing. The programs attempt to alleviate parental stress and prevent a
crisis from occurring. These services may include: information and referral; early
developmental screening for children; child care/drop-in programs; home visiting;
respite care for parents and caregivers; and parent education. Newly added family
reunification services may also be used to support the return of a child to his/her
biological family, if appropriate, to provide follow-up services to families after a
child returns from out-of-home care, and to support adoption.
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Analysis

Child Abuse Prevention
and Treatment Act

History and Mission

Intended Outcomes/Indicators. The Secretary of Health and Human Services re-
quires evaluation of family preservation and family support programs and the
GAQ has released two reports on the implementation of these programs. In
1995, the GAO (1995d) reported that states were on track in the implementa-
tion phase. However, the report identified the following two areas in which

-states anticipated difficulty:

* developing appropriate baseline information to guide the process; and,
® conducting comprehensive evaluations to measure success (Committee on
Ways and Means, 1998).

As a result, the GAO recommended that DHHS provide additional assistance
to the states in these areas and, in response, DHHS has made additional re-
sources available. In 1997, the GAO (1997b) reported that states were using the
new funds to increase the availability of services by establishing new programs
and expanding existing ones (Committee on Ways and Means, 1998). Currently,
there are no specified cutcomes for the additional family reunification and
adoption promotion and support services.

Targeted Risk Factors. Services supported through Title [V-B, Subpart 2 stress the
prevention and treatment of problematic parenting practices, child maltreat-
ment, and attachment problems. They may address low birthweight and neuro-
developmental delay; temperament and personality problems; early behavior
and adjustment problems; and nonmaternal care.

Discussion. States determine the use of these funds. However, often when states
combine prevention and treatment dollars, as in this case, they funnel resources
to address crises and do not address prevention issues. Added pressure from
the ASFA to speed up the termination of parental rights and the adoption pro-
cess coupled with little increase in the total budget may force states to direct
this money to treatment and adoption, thereby weakening the primary preven-
tion aspect of the criginal program.

CAPTA, originally enacted in P.L. 93-247 in 1974, included the first federal stan-
dards for the mandated reporting of child abuse and neglect. The law was com-
pletely rewritten in the Child Abuse Prevention, Adoption, and Family Services
Act of 1988 [PL. 100-294]." The CAPTA Amendments of 1996 [P.L. 104-235]
consist of two titles: Title I provides for general child protective service pro-
grams, and Title Il provides community-based family resource and support
grants to states.

CAPTA’s Title I goals focus on child protection and include:

¢ reducing the number of children who are abused or neglected;

® ensuring that children and their families receive adequate protection and
treatment; and,

® supporting a comprehensive approach to the problem of abuse and
neglect.
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Title I stresses the integration of social service, legal, health, mental health,
education, and substance abuse agencies and emphasizes that the child protec-
tion system should be comprehensive, child centered, family-focused, and
community-based. CAPTA urges the promotion of physical and psychological re-
covery and social reintegration of child abuse and neglect victims in an environ-
ment that fosters health, safety, self-respect, and dignity of the child (CAPTA,
1996). The federal government authorized Title | at S100 million in FY 1997.

Title 11 of CAPTA, authorized at $66 million in FY 1997, funds community-
based family resource and support grants with the goals of:

e supporting state efforts to develop, operate, expand, and enhance a net-
work of community-based, prevention focused family resource and sup-
port programs that coordinate resources among organizations dealing with
existing efforts in education, vocational rehabilitation, disability, respite
care, health, mental health, job readiness, self-sufficiency, child and family
development, community action, Head Start, child care, child abuse and
neglect prevention, juvenile justice, domestic violence prevention and in-
tervention, housing, and other human services within the state; and,

¢ fostering an understanding, appreciation, and knowledge of diverse popu-
lations in order to be effective in preventing and treating child abuse and
neglect (CAPTA, 1996).

Eligibility To be eligible to receive a grant under Section 106 of Title 1, Child Abuse and
Neglect Treatment programs, a state must prepare and submit-to the Secretary
of Health and Human Services a state plan'? that specifies the areas of the child
protective services system that the state intends to address with amounts re-
ceived under the grant. The CAPTA state plan'’> must be coordinated with the
Title IV-B state plan (CAPTA, 1996).

in order for a state to qualify for assistance under Grants to States for Pro-
grams Relating to the Investigation and Prosecution of Child Abuse and Neglect
(Title | Section 107 of CAPTA), a state must establish and maintain a state
multidisciplinary task force on children’s justice composed of representatives
from law enforcement, judiciary, attorneys, child advocates, health and mental
health professionals, child protective service agencies, child disability specialists,
and representatives of parents’ groups.

To receive funding, the state task force must review and evaluate state inves-
tigative, administrative, civil and criminal judicial handling of cases of child
abuse and neglect, making policy and training recommendations in each cat-
egory. The state must also adopt recommendations of the state task force in a
number of categories.

To be eligible for Title 11, Community-Based Family Resource and Support
Grants, each state must designate a lead entity to administer funds."* Title Ii
grants are allotted on a formula basis (CAPTA, 1996).'

Nature of the Intervention At the federal level, Title 1 of CAPTA authorizes the Office on Child Abuse and
Neglect to execute and coordinate the functions authorized by the act. It autho-
rizes the Secretary to appoint a National Advisory Board on Child Abuse and Ne-
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glect, supports a National Clearinghouse on Child Abuse Information and pro-
vides support for a program of research and evaluation (CAPTA, 1996).

CAPTA, Title I, Section 106 (1996) authorizes grants to states for child abuse
and neglect treatment programs. Under this section, the act makes grants to the
states, based on the population of children under the age of 18 in each state
that applies for a grant under this section. Funds may be used to:

e improve the child protective services system of each state in areas such as
intake, assessment, screening, and investigation of reports of abuse and
neglect;

* develop multidisciplinary interagency protocols to enhance investigations;

® improve legal preparation and representation;

e provide case management and delivery of services;

* enhance the general child protective service system by improving risk and
safety assessment tools and protocols;

* facilitate training opportunities; and,

* develop, strengthen, and support child abuse and neglect prevention,
treatment, and research programs in the public and private sectors.

States may also use the funds for information and education programs, direct
services, or the coordination of training programs designed to improve the pro-
vision of services to disabled infants with life threatening conditions and their
families. Services necessary to facilitate adoptive placement of disabled infants
may also be supported by the funds from this section.

Title I Section 107 of CAPTA (1996) provides grants to states for programs re-
lating to the investigation and prosecution of child abuse and neglect cases.
These grants to the states are for the purpose of assisting states in developing,
establishing, and operating programs designed to improve:

* handling of child abuse and neglect cases (particularly cases of child
sexual abuse and exploitation) in a manner that limits additional trauma
to the child victim;

¢ handling of cases of suspected child abuse or neglect related fatalities; and,

* investigation and prosecution of cases of child abuse and neglect, particu-
larly sexual abuse and exploitation.

Title I Section 109 ensures effective coordination among programs related to
child abuse and neglect under this act and other such programs assisted by fed-
eral funds.

CAPTA (1996) Title Il services may be funded to develop, operate, expand,
and enhance statewide networks of community-based, prevention-focused, fam-
ily resource and support programs that may:

* provide early, comprehensive support for parents;

* promote the development of parenting skills, especially in young parents
and parents with very young children;

* increase family stability;

* improve family access to other formal and informal resources and oppor-
tunities for assistance within communities;
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support additional needs of families of children with disabilities through
respite care and other services;

decrease the risk of homelessness;

foster development of a continuum of preventive services for children and
families through state and community-based public and private collabora-
tions and partnerships; _

finance start-up, maintenance, expansion, or redesign of specific family re-
source and support services such as respite care, child abuse and neglect pre-
vention activities, disability services, mental health services, housing services,
transportation, adult education, home visiting, and other similar services;
maximize funding for financing, planning, community mobilization, collabo-
ration, assessment, information and referral, start-up, training and technical
assistance, information management, reporting, and evaluation costs for es-
tablishing, operating, or expanding a statewide network of community-
based, prevention-focused, family resource and support programs; and,
finance public information activities that focus on the healthy and positive
developrﬁent of parents and children and the promotion of child abuse
and neglect prevention activities.

Grants made under Title Il must be used to develop, implement, operate, ex-
pand, and enhance community-based, prevention-focused, family resource and
support programs that:

assess community assets and needs through a planning process that in-
volves parents and local public agencies, local nonprofit organizations, and
private sector representatives;

develop a strategy to provide a continuum of preventive, family-centered
services to children and families, especially to young parents and parents
with young children, through public-private partnerships;

provide parent education, mutual support and self-help, and leadership
services; outreach; community and social service referrals; follow-up ser-
vices; respite care; adoption counseling; child care; early childhood devel-
opment and intervention; community referral services; and sélf-sufficiency
and life management skills training;

develop leadefship roles for the meaningful involvement of parents;
provide leadership in mobilizing local public and private resources to sup-
port family resource and support program services; and,

participate with other community-based, prevention-focused, family re-
source and support program grantees in the development, operation, and
expansion of the statewide network. (CAPTA 1996)

In awarding local grants under Title II, the act requires that the lead entity
give priority to effective community-based programs serving low-income com-
munities and those serving young parents or parents with young children, in-
cluding community-based family resource and support programs (CAPTA, 1996).

Title I of CAPTA requires each state to submit a state plan as discussed under
eligibility. States receiving a grant under Title 1] must demonstrate the effective
development, operation, and expansion of a statewide network of family re-
source and support programs by:
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® supplying an inventory and description of the services provided to families
by local programs that meet identified community needs;

» demonstrating the establishment of new respite care and other specific
new family resource services, and the expansion of existing services;

s describing the number of families served and the involvement of a diverse
representation of families in the design, operation, and evaluation of
services;

e demonstrating a high level of satisfaction among families who have used
the services;

* demonstrating the establishment or maintenance of innovative funding
mechanisms;

» describing the results of a peer review process conducted under the state
program, and,

* demonstrating an implementation plan to ensure the continued leadership
of parents (CAPTA, 1996).

Targeted Risk Factors. Under CAPTA, services may be provided that prevent or
treat insecure attachment problems, child temperament and personality prob-
lems, early behavior and adjustment problems, problematic parenting practices,
child maltreatment, and parental substance abuse or psychopathology. Pro-
grams funded through CAPTA may also address children with neurodevelopmen-
tal delay, low birthweight, or other medical problems.

Discussion. CAPTA provides resources to states to prevent child abuse and ne-
glect and to enhance the child protective services system. Although the smallest
of the federal child abuse and neglect programs in appropriation, CAPTA is by
far the most specific and directive legislation. Title | requires state plans detail-
ing state compliance. The Act stresses the importance of multidisciplinary coor-
dination across the child serving agencies, law enforcement, and the court sys-
tem. Unfortunately, the legislation lacks effective enforcement mechanisms;
therefore, service coordination varies significantly across the states.

Title I contains the most protected federal child abuse and neglect preven-
tion dollars. This section dedicates federal funds to provide incentives to states
to develop and maintain family resource and support programs. Title Il of the
CAPTA legislation could be one of the most important building blocks in the es-
tablishment of a comprehensive system of early childhood care. The legislation
specifically mentions that services should focus especially on young parents and
parents with young children. The matching formula and lead state agency re-
quirements encourage both state and private sector participation in the family
support activities it funds. However, Title 1I's creative funding mechanism is
underfunded and underutilized. The federal government should increase fund-
ing for Title 1l and use this mechanism to support community-based prevention
programs. They should also make efforts to ensure the use of some funds for
rigorous program evaluation and continuous quality improvement.

172




Part 2 | Selected Federal Policies Affecting Children’s Social and Emotional Development and Readiness for School

Social Security Act, Title XX,
Social Services Block Grant

History and Mission

Eligibility

Nature of the Intervention

Title XX of the Social Security Act was signed into law on January 4, 1975.
These funds are administered by the ACF, DHHS, and are given to states to help
them meet a variety of needs of families and children and to achieve a wide

" range of social policy goals. Title XX grew out of the belief that providing cash

benefits alone would not meet the needs of the poor.

Prior to 1975, the federal government had matched state social service expen-
ditures for welfare recipients at 50 percent starting in 1956 (Committee on Ways
and Means, 1998). Funding for child and family social services linked to welfare
expanded dramatically in the 1960s. In 1962, Congress passed an amendment
providing reimbursement for states at 75 percent of what they had spent for so-
cial services for poor families (Kamerman, 1999; Committee on Ways and
Means, 1998). “Between the late 1960s and early 1970s, as a result of a loophole
in a 1967 amendment, states saw an opportunity to shift some social services
over to the federal government, and there was an explosion in social services
spending linked to welfare receipt or potential eligibility. When the Congress real-
ized what was happening, it set a cap on these expenditures and subsequently
enacted the first general social services legislation, Title XX, of the Social Security
Actin 1974" (Kamerman, 1999, p. 4). When it was created, Title XX had a per-
manent authorization for federal funding of $2.8 billion annually.

The OBRA of 1981 turned the matching grant to the states into the Social Ser-
vices Block Grant (SSBG), in effect giving states greater flexibility in service deliv-
ery and eliminating requirements for planning, consumer input, monitoring, and
data collection (Kamerman, 1999). The federal government reduced the SSBG
entitlement ceiling to $2.4 billion for FY 1982. Although the entitlement ceiling
had risen to $2.8 billion by 1996, the PRWORA of 1996 [P.L. 104-193] reduced
the SSBG by 15 percent and set the annual entitlement ceiling at $2.38 billion for
FY 1997-2002. Despite the $2.38 billion established ceiling, Congress appropri-
ated $2.5 billion in FY 1997 (CDF, 1998). In FY 2000, Congress appropriated
$1.78 billion, the lowest funding level since the program'’s inception (Federal Reg-
ister, 12/28/99).

SSBG funding is based on a statutory population formula. It does not require
any state matching funds, and it may be used as the states see fit to provide
services to low-income children, adults, families, and the elderly.

The SSBG provides funds to states to deliver whichever services they choose
free to the poor and at sliding scale fees to the near poor. The SSBG has be-
come a major parallel source of social service funding for children’s services
(Kamerman, 1999). The states receive SSBG funds to help them achieve a wide
range of social policy goals, including:

* reducing welfare dependency;

e preventing child abuse and neglect;

* supporting family reunification;

* preventing inappropriate institutional care; and,

e securing institutional care when other forms of care are inappropriate.
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States may use the money to provide services for consumers of all ages.
Some essential services they may provide to young children and families with
block grant funds include:

e child day care;

e child protection;

¢ home-based services;

® homemaker services;

® employment preparation;
e substitute care and placement;
* adoption;

® transportation;

* mental health services,

® counseling;

e gservices for the disabled;
® health related services;

® emergency care; and,

¢ housing improvement.

Little is known about states’ use of these funds since states do not have to
provide detailed reports. According to recent state expenditure reports, SSBG
funds most frequently provide child care, child protection, and home-based ser-
vices.'® As the child welfare system has become overwhelmed in recent years,
states have increasingly used the SSBG to provide services to abused and ne-
glected children. PRWORA also allows states to use SSBG funds to provide non-
cash vouchers for children whose parents exceed the five-year limit on welfare
benefits or who are ineligible for assistance due to a state imposed family cap
(Committee on Ways and Means, 1996; National Association of Homes and Ser-
vices for Children [NAHSC], 1997). ‘

The states determine intended outcomes and indicators.

Targeted Risk Factors. SSBG services may be used to address a range of risks, in-
cluding assisting low-income children with cognitive deficits and learning prob-
lems and children with temperament, personality, early behavior and adjust-
ment problems, or difficulties with peer relationships. SSBG services may also
be used to provide services to low-income parents with substance abuse or
mental health problems, or in cases where there are problematic parenting
practices, child maltreatment, or insecure attachment. To the degree that states
use these funds for child care, the SSBG may impact a child’s relationship with
teachers or nonmaternal caretakers or difficulties with peer relationships. Ser-
vices may also address the risk factor of low socioeconomic status.

Discussion. SSBG has the potential to be used for prevention services. However,
many states supplement their Title IV-B programs with SSBG dollars used for
treatment services in child abuse and neglect cases. The cut in the SSBG may
result in greater competition for child welfare resources since SSBG funds may
be used to meet the needs of disabled adults and the elderly, as well as chil-
dren. However, PRWORA does allow states to transfer some of the TANF block
grant dollars to the SSBG.
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Social Security Act, Title IV-E,

Foster Care and Adoption
Assistance

History and Mission

Eligibility

Nature of the Intervention

Intended Outcomes/Indicators

Analysis
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Foster Care and Adoption Assistance, Title IV-E of the Social Security Act, was
enacted in 1980 and is administered by ACF, DHHS. Programs for young chil-
dren under Title 1V-E fund the states to provide foster care for income eligible
children and to support the adoption of children who require special assistance.
The foster care and adoption assistance payments to states are an open-ended
entitlement that reimburse states for a portion of the costs of placing children in
foster care and adoptive homes using the federal match at the Medicaid rate.'’
In FY 1998, funding was $3.2 billion for foster care and $701 million for adop-
tion assistance (Committee on Ways and Means, 1998).

The foster care funds are intended to assist states with the maintenance costs
of low-income children in out-of-home care. The adoption assistance program
helps states support the adoption of low-income or SSI eligible children or chil-
dren with special concerns such as minority status, older age, membership in a
sibling group, or a mental or physical handicap. The same state agency must
administer both Title IV-B and Title IV-E.

Foster care programs vary from state to state. Each state, based on the history of its
foster care program costs, receives an allotment with a ceiling as an incentive to
control foster care maintenance costs by controlling the length of time that children
are in foster care. If the state stays under the ceiling, these foster care (Title IV-E)
funds can be transferred to Title IV-B, which allows more flexible use of the funds
for child welfare, family preservation, and family support programs. This incentive
to control foster care maintenance payments represents an important reform. The
previous structure of federal funding acted as an incentive to keep children in foster
care, since federal regulations limited the amounts that could be spent on preven-
tive or restorative services (Committee on Ways and Means, 1998).

Funds under Title IV-E are also available to subsidize adoptions of income-eli-
gible children who are classified as having special needs. The special need classi-
fication applies to a child who the state has determined falls into a specific condi-
tion or situation, including older age, membership in a minority or'sibling group,
or disabilities that prevent placement without special assistance. Programs vary
from state to state (Pecora et al., 1992; Committee on Ways and Means, 1996).

In order to receive Title 1V-E funds, states must institute certain procedures, in-
cluding a state inventory of children in care, standards of care, and procedural
safeguards regarding removal and placement agreements (Committee on Ways
and Means, 1998).

Targeted Risk Factors. Title 1V-E funds foster care and adoption for children who
may have risk factors such as low birthweight, neurodevelopmental delay, other
medical problems, or temperament, personality, or behavior adjustment prob-
lems. Services provided through this program remove children when necessary
from situations of problematic parenting practices that result in child maltreat-
ment. The program limits services to families with socioeconomic disadvantage.
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Discussion. Title IV-E has by far the largest appropriation for child welfare ser-
vices. The federal government appropriated over $3.2 billion for foster care
alone in FY 1998. At the end of 1996 over 530,000 children were in out-of-
home care, an increase of 53 percent in a 10 year period. From 1995 to 1996,
however, the number of licensed family foster homes decreased from 140,000
to fewer than 120,000 (CWLA, 1999). The numerous challenges in the foster
care system include low foster care reimbursement rates, an insufficient num-
ber of homes, multiple foster care placements per child, and workforce issues.
While these problems impact all children, these systemic problems have serious
ramifications for the youngest children.

Adoption assistance at $701 million was the second largest single child wel-
fare appropriation in FY 1998. Federal adoption policy was significantly affected
by the ASFA discussed below.

Adoption and Safe Families Act

History and Mission The ASFA [P.L. 105-89] was enacted in November 1997. It reauthorized and re-
named Title 1V, Subpart 2, the Family Preservation and Family Support Act of
1993, and also amended substantive sections of Title IV-B and Title IV-E. ASFA
was enacted to improve the safety of children, to promote adoption and other
permanent homes for children, and to support families (ASFA, 1997).

The ASFA requires that a child’s health and safety be of paramount concern,
allowing for exceptions to the “reasonable efforts” requirements in Title 1V-B
and Title IV-E if a parent has committed a serious crime such as killing another
of his or her children; felony assault against the child or a sibling; involuntary
termination of parental rights for another child; or “aggravating circumstances,”
as determined by the court [ASFA, 1997]. The law cites abandonment, chronic
abuse, and sexual abuse as examples and provides for a judge’s discretion even
if federal law does not specify circumstances.

Eligibility Eligibility is the same as that for Title IV-B and Title IV-E. In FY 1999, the fed-
eral government appropriated $275 million for all services under this Act, in-
cluding those services discussed under Title 1V-B.

Nature of the Intervention The goal of ASFA is to strengthen the child welfare response to the need for
child safety, permanency, and well-being. This law speeds up both the termina-
tion of the parental rights and the adoption processes (Committee on Ways and
Means, 1998).

ASFA requires the termination of parental rights when:

® a child has been in foster care for 15 of the most recent 22 months;

® a child has been determined to be an abandoned infant;

e the parent has been convicted of murder or voluntary manslaughter of his/
her own child; or, .

e the parent has been convicted of attempting, conspiring, or soliciting to
commit murder or voluntary manslaughter (Committee on Ways and
Means, 1998).
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Three exceptions to this requirement are if:

® the child is placed with a relative;

e the state documents a compelling reason not to file for termination of pa-
rental rights; or,

* the state has not provided the necessary services in the case plan within
the specified time frames (Committee on Ways and Means, 1998).

The ASFA requires a permanency hearing within 30 days of finding that a
child’s return home is not recommended. It allows for concurrent planning of
reunification and adoption in cases with an unclear resolution, while requiring
that a dispositional hearing be moved up from 18 to 12 months. The law pro-
vides financial incentives for states to increase adoption of children in the foster
care system and provides additional financial incentives for the adoption of chil-
dren with special health care needs. States must provide health insurance for
these children through Medicaid or another program with comparable benefits.

Intended Outcomes/Indicators The law requires DHHS to conduct a study to develop recommendations for a
performance based financial incentive system for Title IV-B and Title IV-E. It al-
lows for the expansion of waivers for state child welfare demonstration projects,
although it does not define specific goals for these demonstrations in federal
law (Committee on Ways and Means, 1998). It requires DHHS to promulgate
outcomes measures for the child welfare system and to report on them annually
to Congress. The new outcome goals are to:

* reduce recurrence of child abuse and/or neglect;

* reduce the incidence of child abuse and/or neglect in foster care;

® increase permanency for children in foster care;

* reduce time in foster care to reunification without increasing reentry;

® reduce time in foster care to adoption;

® increase placement stability; and,

® reduce placements of young children in group homes or institutions (Fed-
eral Register, 1999).

Analysis Targeted Risk Factors. The ASFA may address several risk factors, including tem-
perament and personality issues, early behavior or adjustment problems, and
low socioeconomic status. The provisions of this act speed up the process of sta-
bilizing children in a supportive home environment and are intended to protect
them from problematic parenting practices, maltreatment, and attachment
problems.

Discussion. The ASFA is the most sweeping amendment to the child welfare
laws since P.L. 96-272 in 1980. Just as P.L. 96-272 was reactive to the foster
care drift and a foster care system in crisis, ASFA is in response to the 1980 law
emphasizing “reasonable efforts” to maintain the family or return the child to
his/ner biological family. ASFA stresses safety as the overriding factor. It amends
the “reasonable efforts” requirement and emphasizes swifter permanency plan-
ning and termination of parental rights.

While the goals of this Act enjoy support, this federal law makes major changes
in an extremely complex system. Many agencies involved in putting the new law
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into operation will need to make simultaneous changes. For example, one major
obstacle to maintaining or reuniting families is parental substance abuse. While
some may argue that shorter, enforced timeframes for termination of parental
rights may provide parents with incentives to enter substance abuse treatment,
there are insufficient treatment options to support the current demand on the
system. The ASFA requirement may exacerbate this stress.

ASFA will also impact the already overburdened court system. Historically,
length of stay in out-of-home care has been attributable in part to delays in the
court process. The successful implementation of ASFA relies heavily on court re-
forms, but adequate funds have not been appropriated for this under ASFA.

Another ongoing problem exacerbated by the requirements of this Act is the
need for social worker skill and experience. ASFA will require social workers to
develop and implement case plans much faster and make recommendations re-
garding life decisions for children with less time and less irfformation. Many so-
cial workers, recently graduated from college, have little experience. On the job
training may be effective; however, Title IV-B has only $7 million appropriated
for training child welfare workers nationwide, and worker turnover is often high
in child protective services.

Without adequate and appropriate services available to meet the needs of
children and families in the child welfare system, ASFA may not achieve its
goals of child safety or permanency. Without adequate preparation and appro-
priate post-adoption support, permanent placements that are achieved may not
be maintained. Supports should be put in place to reduce the unintended conse-
quence of disrupted adoptions.

Discussion of Federal The increasing needs of the child protective services system dominate this area
Family Support and of federal policy. While the language of several federal policies allow funds to be
Child Welfare Policies . used for both universal and selective prevention programs, in many cases these

funds are diverted to treatment focused on preventing out-of-home placement. -
The ASFA amendments to the Family Preservation and Family Support Act are
an example of changing the prevention focus of a program to a more treatment
oriented approach. CAPTA, Title II, the only federal child welfare policy with
funds earmarked strictly for prevention, has the smallest appropriation.

Managed care strategies are being used increasingly in the child welfare sys-
tem. This may present both opportunities and challenges. In 1996 the Packard
Foundation funded a special child welfare analysis of the impact of state health
reforms on children and families in the child welfare system. In the spring of
1998, researchers gathered information on 25 state and community child wel-
fare managed care initiatives. The study found that 23 of the 25 state initiatives
focused on children in out-of-home placement and their families. Most states in-
cluded young children, and children at risk of placement were included in 19 re-
forms (Schulzinger et al., 1999). Child welfare funds were used in all sites, and
many alse included Medicaid funds (16 sites) and mental health funds (12
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sites). Over half of the sites used case rates, while only three sites used capita-
tion financing. In most sites family involvement in the design of the reform was
peripheral.

While managed care provides possibilities to encourage collaboration, prob-
lems cited by respondents in this study included a lack of coordination between
the child welfare and mental health systems, a lack that caused duplication,
gaps, cost shifting, responsibility disputes, confusion for families, inconsistent
rates, and confusing policies for providers (Schulzinger et al., 1999). Most chil-
dren in the child welfare system receive medical and behavioral health care ser-
vices through Medicaid. States should coordinate the design and implementa-
tion of child welfare managed care with state Medicaid managed care initiatives
to ensure maximizing the resources from both of these programs.

Policy challenges for the family support and child welfare sector include but
are not limited to expanding prevention, improving systems, and providing sys-
tems support.

Prevention

* emphasizing the emotional and behavioral health of young children in
child welfare programs; ) :

* directing resources to asset based prevention programs that build on fam-
ily strengths, are family centered and culturally competent;

® protecting these prevention resources from possible redirection to treat-
ment;

* integrating a multidisciplinary, child development focus in child protective
services; and,

* significantly increasing the mental health system’s focus on early child-
hood mental health and coordinating it with the child welfare system at
both federal and state levels.

Systems

* developing systems of care coordinated with other federal and state pro-
grams serving young children and their families;

® providing incentives for states to attract and retain qualified and commit-
ted workers;

® increasing funds for improving pre-service and in-service staff training es-
pecially in areas of child development, parent-child relationships, and pa-
rental substance abuse and mental illness;

* reducing the social worker caseload;

® preparing and supporting workers to function in a managed care environ-
ment; '

® ensuring that child welfare managed care contracts contain language re-
quiring coordination with other child serving federal programs, especially
MCHBG, IDEA Parts B and C, Medicaid, and CHIP; and,

* implementing court reforms including ongoing education of the judiciary
in child development and family issues.
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System Support

¢ setting minimum national quality program standards;

* requiring coordination with other child serving systems;

* providing incentives for states to recruit and train qualified foster and adop-
tive parents;

® increasing the financial reimbursement to foster parents;

* maintaining young children in one stable foster home environment for the
duration of the out-of-home care; and,

* providing post-adoption support services.

Notes

170

The federal government also supports several smaller programs targeted to child welfare
services. They include programs such as the Medical Neglect/Disabled Infants State
Grants, which help states respond to the withholding of medical treatment from disabled
infants; the Abandoned Infants Assistance Program to demonstrate how to prevent aban-
donment and to meet the needs of abandoned infants, especially those with AIDS; the
Children’s Justice Act to help states develop, establish, and operate programs to improve
the investigation and prosecution of child abuse and neglect cases; Adoption Opportuni-
ties program to aid in the adoption of children with special health care needs; Tempo-
rary Child Care and Crisis Nurseries to demonstrate the effectiveness of assisting states
to provide temporary nonmedical child care to children who are abused or neglected or
who have special health care needs; and child welfare training grants, which are discre-
tionary grants to public and private institutions of higher learning to develop and im-
prove training programs for child welfare workers and service providers.

The employee must also work at a location in the United States or in any territory or pos-
session of the United States where at least 50 employees are employed within 75 miles.

Approximately 55 percent of U.S. workers and approximately 47 percent of private sector
workers also meet the FMLA length of service and hours-related eligibility requirements.

These individuals are subject to the jurisdiction of the U.S. Office of Personnel Manage-
ment or the Congress.

Spouses employed by the same employer are jointly entitled to a combined total of 12
work weeks of family leave for the birth and care of the newborn child, for placement of a
child for adoption or foster care, and to care for a parent with a serious health condition.

Also, subject to certain conditions, employees may choose or employers may require
an employee to use accrued paid leave (such as sick or vacation leave) to cover some
or all of the FMLA leave. The employer is responsible for designating if an employee’s
use of paid leave counts as FMLA leave, based on information from the employee.

If FMLA leave is for birth, adoption, or foster care, use of intermittent leave is subject to
the employer’s approval. FMLA leave may be taken intermittently whenever medically
necessary to care for a seriously ill family member, or because the employee is seriously
ill and unable to work. Special rules apply to employees of local education authorities.
Generally, these rules provide for FMLA leave to be taken in blocks of time when inter-
mittent leave is needed or the leave is required near the end of a school term.
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Federal assistance to states for child welfare services had originally been authorized
under Title V of the Social Security Act of 1935, The assistance authorization was
transferred to Title 1V-B in 1967.

Each state receives a base amount of $70,000, and additional funds are distributed
to the states on the basis of their population under 21 years of age and per capita in-
come (Committee on Ways and Means, 1998).

Title 1V-B, Subpart 2 funds are allocated to the states according to their relative
shares of children receiving food stamps, subject to a nonfederal 25 percent match
in the previous three years.

It was further amended by the Child Abuse Prevention Challenge Grant Reauthoriza-
tion Act of 1989 (P.L. 101-126) and the Drug Free School Amendments of 1989 [PL.
101-226]. The Community-Based Child Abuse and Neglect Prevention Grants Pro-
gram was originally authorized by Sections 402 through 409 of the Continuing Ap-
propriations Act for FY 1985 [PL. 98-473]). The Child Abuse Prevention Challenge
Grants Reauthorization Act of 1989 [P.L. 101-126] transferred this program to CAPTA,
as amended. A new Title I, Certain Preventive Services Regarding Children of
Homeless Families or Families at Risk of Homelessness, was added to the Child
Abuse Prevention and Treatment Act by the Stewart B. McKinney Homeless Assis-
tance Act Amendments of 1990 [P.L. 101-645]. In the early 1990s, the act was
amended four times and was further amended by the CAPTA Amendments of 1996
(P.L. 104-235], which amended Title I, replaced the Title Il Community Based Family
Resource Centers program with a new Community-Based Family Resource and Sup-
port Program, and repealed Title III, Certain Preventive Services Regarding Children
of Homeless Families or Families at Risk of Homelessness.

The plan must be submitted at the time of the initial grant application and every five
years thereafter.

13 The CAPTA state plan must address issues such as the following:

® provisions or procedures for reporting known and suspected instances of child
abuse and neglect;

® procedures for the immediate screening, safety assessment, and prompt investi-
gation of such reports;

® procedures for immediate steps to be taken to ensure and protect the safety of
abused or neglected children and of any other child under the same care who
may also be in danger of abuse or neglect, thus ensuring their placement in a
safe environment;

® provisions for immunity from prosecution under state and local laws and regula-
tions for individuals making good faith reports of suspected or known instances
of child abuse or neglect;

* methods to preserve the confidentiality of all records in order to protect the
rights of the child and the child’s parents or guardians;

® child abuse citizen review panels;

® child fatality review paneis;

® provisions and procedures requiring that in every case involving an abused or ne-
glected child that results in a judicial proceeding, a guardian ad litem is appointed,
who may be an attorney or a court appointed special advocate (or both);

® expedited termination of parental rights in the case of any infant determined to
be abandoned under state law;
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® provisions, procedures, and mechanisms that ensure that the state does not re-
quire reunification of a surviving child with a parent who has been found by a
court of competent jurisdiction to have committed murder or voluntary man-
slaughter; to have aided or abetted, attempted, conspired, or solicited to commit
murder or voluntary manslaughter; or to have commitied a felony assault that re-
sults.in serious bodily injury to the surviving child or another child of such parent;

e an assurance that conviction of any one of the felonies listed above constitutes
grounds under state law for the termination of parental rights of the convicted
parent as to the surviving children (although case by case determinations of
whether or not to seek termination of parental rights shall be within the sole dis-
cretion of the state);

® an assurance that the state has in place procedures for responding to the report-
ing of medical neglect;

® an assurance that the services to be provided under the grant to individuals,
families, or communities, either directly or through referrals, are aimed at pre-
venting the occurrence of child abuse and neglect; and,

® an assurance or certification that the programs or projects relating to child abuse
"and neglect under Part B of Title IV of the Social Security Act comply with the
CAPTA requirements.

This lead entity may be an existing public, quasi-public, or nonprofit private entity.
In determining which entity to designate, the governor should give priority consider-
ation equally to a Children’s Trust Fund board or to an existing entity that leverages
federal, state, and private funds.

Title Il grants are allotted as follows: 70 percent on a basis of population under 18
years of age, and 30 percent on the basis in proportion to the amount leveraged by
the state from private, state, or other nonfederal sources and directed through the
state lead agency in the preceding fiscal year.

In 1996, 47 states reported using SSBG funds for child care, while 46 states reported
using the funds for child protection and home based services.

Administrative costs are matched at an open-ended 50 percent match rate; training
is matched at an open-ended 75 percent maitch rate.
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Child Nutrition

Introduction

Food Stamp Program

History and Mission

Nutrition is important to the health, growth, and development of young children
and therefore has significant effects on their social and emotional school readi-
ness. This section discusses three selected federal government programs that
address child nutrition: the Food Stamp Program; the Special Supplemental Nu-
trition Program for Women, Infants, and Children (WIC); and the Child and
Adult Care Food Program (CACFP). Table 5 on the next page presents the inter-
action of these policies with the four major types of risk factors identified for
emotional and social development and school readiness (Huffman et al., 2000).

The Food Stamp Program’s primary goal is to allow eligible low-income house-
holds to obtain a nutritionally adequate low-cost diet. Federal expenditures for
the Food Stamp Program have declined from $23.5 billion in FY 1996 to $20.1
billion in FY 1998. The program’s benefits are 100 percent federally funded,
and federal regulations define benefits and most eligibility standards. However,
the states are responsible for day-to-day administration, including eligibility de-
termination, benefit calculation, and food stamp issuance. At the federal level,
the Department of Agriculture’s Food and Nutrition Service administers the
Food Stamp Program (Budget of the U.S. Government, FY 2000, 1999a; Com-
mittee on Ways and Means, 1998).

The Food Stamp Act established benefit and eligibility rules for the program
in 1972; however, food stamps were not available nationwide until 1975. In the
early 1980s, a series of revisions to the program tightened eligibility and fo-
cused on holding down costs. The Food Security Act of 1985 [P.L. 99-198] re-
versed this trend. It liberalized rules and reauthorized the program through
1990. This liberalizing trend continued through the late 1980s’and early 1990s.
The trend reversed again in 1996, however, when Title VIII of PRWORA in-
creased work and other nonfinancial eligibility requirements, made noncitizens
ineligible, expanded enforcement penalties, encouraged electronic delivery of
benefits, and increased state flexibility. Overall, it is estimated that $23.3 to $28
billion in cumulative savings will result from these changes over the six years
through the year 2002 (Committee on Ways and Means, 1998). Under PRWORA
most poor, legal immigrant children would have been terminated. However, in
June 1997, Congress passed legislation allowing states, at their cost, to continue
to provide food stamps to legal immigrants. By late 1997, 11 states had contin-
ued benefits for at least some families (CDF, 1998). Federal legislation passed in
1998 restored food stamps to about one-third of the legal immigrants who lost
eligibility under PRWORA. Most legal immigrant children, as well as disabled
and elderly legal immigrants, regained eligibility. However, legal immigrant par-
ents did not regain eligibility (Carmody and Dean, 1998).
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Eligibility

Nature of the Intervention

Table 5
Risk Factors and Selected Federal Child Nutrition Policies Affecting
Children’s Emotional and Social Development and Readiness for School

Child Nutrition Policies

Child and Adult

4 Food Stamp Care Food Program

Risk Factors Program wic (CACFP)
Individual Child P, D P, D P, D
Microsystems: '

Family and Peers NA NA NA

Day Care and School NA NA NA
Exosystem:

Neighborhood, Community,

and Socioeconomic Status Tl Tl T, 1

This table presents the interaction of each of the policies listed at the top of the
columns with the four major categories for risk factors (individual child, family and
peers, day care and school, and neighborhood, community, and socioeconomic
status) identified as influencing social and emotional development and school
readiness. Each column refers to the legislative language of the policy. The codes
used to indicate the policy’s interaction with the risk factors are as follows:

P denotes prevention services, while T indicates treatment services. Both codes
appear if a policy has the potential to deliver both prevention and treatment
services. Prevention services include those that would be considered either
universal or selective'in the Institute of Medicine taxonomy.

D denotes a direct effect on the risk factors, while ! indicates an indirect effect.
Both codes appear if a policy may have both direct and indirect effects.

NA indicates not applicable.

The program provides food vouchers to households with limited monthly in-
come (generally 130 percent of the federal poverty line) and liquid assets of un-
der $2,000 ($3,000 if a household member is elderly). Household members
must meet work requirements and be U.S. citizens in most cases. TANF and SSI
recipients generally are automatically eligible for food stamps. Food stamp ben-
efits do not affect eligibility for other low-income assistance programs and are
not taxed as income (Committee on Ways and Means, 1998).

Households are expected to spend 30 percent of their net incomes (typically
equivalent to 20 to 25 percent of their gross incomes) on food costs. The food
stamp benefit is designed to supplement this to allow the household to achieve
an adequate low-cost diet. Benefits vary based on household size and net
monthly income. In FY 1998, 19.8 million individuals and 8.2 million house-
holds received benefits totaling $20.1 billion (Budget of the U.S. Government,
FY 2000, 1999a). This represents a decline from the 25.5 million individuals
who received benefits in FY 1996. In FY 1996, the monthly benefits averaged
$73 per person, or about $183 per household. The maximum benefit for FY
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Intended Outcomes/Indicators

Analysis

1996 for a three-person household was $321 per month. The USDA estimates
that 86 percent of eligible children were enrolled (Committee on Ways and
Means, 1998). Of the 13.2 million children who received food stamps in FY
1996, 37 percent were under 5 years of age (CDF, 1998).

The intent of the Food Stamp Program is to allow households to purchase
enough food to provide an adequate low-cost diet. Indicators that are monitored
include the average monthly benefit per person and per household, the number
and age of participants, data on the budgets of eligible and potentially eligible
households, and the participation rate of eligible households (Committee on
Ways and Means, 1998).

Targeted Risk Factors. The Food Stamp Program addresses the risk factor of inad-
equate nutrition directly and of low socioeconomic status indirectly, based on
the assumption that children may not receive sufficient and nutritious food in
low-income households. Children who experience even mild malnutrition may
suffer from adverse health and development effects that may compromise
school readiness (CDF, 1998). The Food Stamp Program, as changed by
PRWORA, negatively affects the risk factor of immigrant status because it bars
most immigrant parents from receiving Food Stamps (CDF, 1998; Committee on
Ways and Means, 1998).

Discussion. The program serves 86 percent of eligible children. PRWORA changes
that made eligibility requirements more restrictive may have negative effects on
some parents. Statistics track characteristics of households served and the
amount of the benefit, but no outcomes or quality standards beyond this have
been established. This preventive program may have significant positive impacts
on the nutrition of young children and therefore on school readiness.

Policy challenges beyond eligibility requirements include the declining enroll-
ment by eligible families, a decline that may be linked in part to confusion
about changes in eligibility for cash welfare under TANF.

Special Supplemental Nutrition
Program for Women, Infants,

~and Children

History and Mission

WIC was created in 1972. It provides nutritional screening and food assistance
to pregnant and postpartum women and their infants, as well as to children up
to five years of age. In FY 1998, the federal government spent $3.9 billion, up
from $3.7 billion in FY 1996. The program is funded through the Department of
Agriculture’s Food and Nutrition Service, but it is administered by state and lo-
cal health agencies (Budget of the U.S. Government, FY 2000, 1999b; Commit-
tee on Ways and Means, 1998).

WIC is federally funded based on annual appropriations. State spending and
manufacturers’ rebates on distributed products may augment federal expendi-
tures. The program served a monthly average of 7.2 million participants in FY
1996, including women (23 percent of the total recipients), infants (25 percent),
and older children (52 percent) (Committee on Ways and Means, 1998). Con-
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Eligibility

Nature of the Intervention

Intended Outcomes/Indicators

Analysis

gress capped WIC in FY 1997 and FY 1998 after 25 years of growth, despite ad-
ministration requests for increases to serve more of the eligible women and
children (CDF, 1998).

Pregnant and postpartum women and their children up to five years of age who
are nutritionally at risk (medically verified by a health professional), and who
are in households with incomes below 185 percent of the poverty line, are eli-
gible for subsidized food. Eligibility for TANF, Food Stamps, or Medicaid can sat-
isfy the income test, and pregnant women meeting the income test can be
“presumptively” eligible until the nutrition risk evaluation is made. The program
requires recertification of eligibility periodically, typically every six months after
the child’s birth (Committee on Ways-and Means, 1998).

.. WIC provides nutritional screening and food assistance to pregnant and postpar-

tum women and their children up to five years of age. Typically, the recipient

gets vouchers for a specific set of foods that meet federal standards. In FY

1996, the national average cost of a WIC food package was just over $31 per
month. Screenilng, administrative, and other costs were about $11 per partici-

pant. This is the net cost after rebates of over $1 billion annually from infant
formula manufacturers that states obtain under a requirement to pursue “cost
containment” strategies (Committee on Ways and Means, 1998). '

The purpose of WIC is to ensure that pregnant women and young children re-
ceive adequate nutrition. Statistics track dollars spent and number of women,
infant, and child participants. '

Targeted Risk Factors. WIC addresses the risk factor of inadequate nutrition di-
rectly and of low socioeconomic status indirectly, based on the assumption that
pregnant women and young children may not receive sufficient and nutritious
food in low-income households. Inadequate nutrition can have adverse effects
on the health and development of young children, and therefore on their school
readiness (CDF, 1998). '

Discussion. The WIC Program recognizes the critical importance of good nutri-
tion for pregnant and breastfeeding mothers and for young children. Although
states can limit income eligibility at lower levels than the maximum of 185 per-
cent of the poverty line, they rarely do. Currently the program serves 96 percent
of the eligible population (Committee on Ways and Means, 1998). Statistics
track the characteristics of recipients and the amount of the benefit, but no out-
comes or quality standards beyond this have been established.

Policy challenges include the recent limitations on funding that may result in
an inability to serve all eligible mothers and children; the federal requirement
that states pursue cost containment strategies; and the flexibility allowed to the
states to use income level cut-offs lower than the federal limit of 185 percent of
the poverty level.

186




Part 2 | Selected Federal Policies Affecting Children’s Social and Emotional Development and Readiness for School

Child and Adult Care
Food Program

History and Mission

Eligibility

Nature of the Intervention

Intended Outcomes/Indicators

CACFP is permanently authorized under Section 17 of the National School Lunch
Act of 1946. It provides federal cash subsidies for breakfasts, lunches, suppers,
and snacks that meet federal nutrition standards and are served in non-residential
child care centers, including programs run by schools and in homes. The program
was modified by Title VII of PRWORA of 1996 {P.L. 104-193], which implemented
a means test for child care homes and reduced reimbursement rates for higher-
income settings (Committee on Ways and Means, 1998; NASW, 1996, Office of
the Assistant Secretary for Planning and Evaluation, 1998). CACFP is an open-
ended, authorized entitlement that is 100 percent federally funded. Administered
by the Department of Agriculture’s Food and Nutrition Service, its cost was $1.3
billion in FY 1998 (U.S. Department of Agriculture, 2000).

Children under the age of 13 (under age 16 for migrant children and of any age
for disabled children) can receive the subsidized food, if their family income is
below 185 percent of the poverty line. Prior to PRWORA, all licensed, non-resi-
dential child care centers and homes were eligible for subsidies. PRWORA
added a means test for home-based child care that requires home-based provid-
ers either to be low-income or to be located in a low-income area. All non-
profit, Head Start, and school operated centers are eligible, while for-profit cen-
ters are eligible only if they receive SSBG funding for at least 25 percent of their
enrollment or licensed capacity. (Committee on Ways and Means, 1998).

The CACFP provides federal subsidies for meals and snacks that are provided in
center based and family child care. Meal rates are indexed to inflation and vary
by family income, the provider's income, and location. For centers, children in
families with incomes below 130 percent of the poverty line receive subsidies of
$0.52 for each snack, $1.05 for breakfast, and $1.89 for lunch or dinner. The
program provides smaller subsidies for children with family incomes between
130 and 185 percent of the federal poverty line, with even smaller subsidies for
other children. For family day care homes, the subsidies do not vary by
children’s family incomes, but vary between homes that are located in low-in-
come areas or operated by low-income providers and homes that are not (Com-
mittee on Ways and Means, 1998).

The majority of children served by this program are between 3-and 6 years
of age. However, it can serve children up to age 12 and certain older special
groups. PRWORA's means testing is projected to save about $2.5 billion in total
over six years, starting with $128 million in FY 1997 and growing to $670 mil-
lion in FY 2002 (Committee on Ways and Means, 1998). Average daily atten-
dance in CACFP participating child care programs was 2.5 million children in FY
1998. Over 210,000 child care program sites received payments (U.S. Depart-
ment of Agriculture, 2000).

CACFP, as an extension of school based food programs, is designed to ensure
that children in out-of-home care settings, especially those from low-income
families, receive adequate nutrition. Statistics track dollars spent and number of
participants by the settings in which they are served.
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Analysis

Discussion of Federal
Child Nutrition Policies

Targeted Risk Factors. CACFP addresses the risk factor of inadequate nutrition di-
rectly and of low socioeconomic status indirectly, based on the assumption that
children may not receive sufficient and nutritious food in low-income house-
holds. Children who experience even mild malnutrition may suffer from adverse
effects on their health and development that can also affect their school readi-
ness (CDF 1998).

Discussion. Only children in formal licensed or approved nonparental care are
eligible. PRWORA's more restrictive eligibility requirements may have negative
effects on low-income children whose subsidy was eliminated. Statistics on par-
ticipants and dollars spent are tracked, but no monitoring, outcomes measure-
ment, or quality standards beyond this have been established.

Federal child nutrition policies have a direct and significant impact on the im-
portant school readiness risk factor of inadequate nutrition. They are anti-pov-
erty programs that address the inability of low-income households to purchase
sufficient food to provide an adequate diet for young children. The Food Stamp
Program has a broad target population, while the WIC program targets the par-
ticularly vulnerable population of children who are in the prenatal period
through age four. The income cut-offs (typically 130 percent of poverty for Food
Stamps and 185 percent of poverty for WIC) eliminate some children who
would benefit from these nutrition programs. In addition, the recent efforts to
control spending growth and increase states’ flexibility have resulted in lower
federal standards and reduced benefits for children. The CACFP, which extends
free or subsidized school lunches or other meals to child care settings, has a
positive impact in ensuring that children receive nutritious food in out-of-home
settings. Challenges in federal child nutrition policies include:

e reducing or eliminating state flexibility that allows states to provide ben-
efits to fewer children;

* reversing the decline in enrollment of eligible families in nutrition
programs; and A

* specifying requirements concerning nutritional content in program
regulations. '
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Socioeconomic.Status

Introduction

Temporary Assistance for
Needy Families

History and Mission

Eligibility

The socioeconomic status of young children’s families correlates with significant
effects on children’s health, growth, and development. This section reviews four
selected federal programs that affect families’ socioceconomic status: Temporary
Assistance to Needy Families (TANF), Supplemental Security Income (SSI), the
Earned Income Tax Credit (EITC), and the Dependent Care Tax Credit (DCTC).
Table 6 on the next page presents the interaction of these policies with the four
major types of risk factors identified for emotional and social development and
school readiness (Huffman et al., 2000).

Title I of PRWORA of August 1996 [P.L. 104-193] created TANF, which ended the
entitlement to cash benefits under Title IV-A of the Social Security Act. Aid to
Families with Dependent Children (AFDC), AFDC Administration, the Job Oppor-
tunities and Basic Skills Training (JOBS) Program, and the Emergency Assistance
Program were replaced with the TANF block grant to the states. Administered by
DHHS, TANF provides cash benefits to needy families with children, while re-
quiring parents’ efforts to find work and avoid births outside of marriage. TANF
was funded and capped at $16.5 billion annually through FY 2002, slightly
above the 1995 level for the programs it replaced (ACF, 1998e; Committee on
Ways and Means, 1998; NASW, 1996; Office of the Assistant Secretary for Plan-
ning and Evaluation, 1998).

In 1997, a program of welfare-to-work grants for TANF recipients was estab-
lished in the Department of Labor by the BBA of 1997 [P.L. 105-33]. The federal
government has provided $3 billion over two years, most of which requires
state matching funds. In addition, the BBA further restricted education and
training “work activities” that qualify TANF recipients for continued benefits
(CDF, 1998).

Under TANF, states determine the characteristics, income and asset levels, and
other eligibility requirements for families that receive benefits. Formerly, under
AFDC, federal law defined eligible classes of families and required states to as-
sist these families if their incomes were below limits set by the state (Commit-
tee on Ways and Means, 1998).

TANF allows benefits to be provided to families with children under 18 years
of age (19 if they are full time students) or that include a pregnant woman, but
not unwed mothers under age 18 unless they meet living arrangement and edu-
cational requirements. A mother who fails to cooperate in establishing paternity
or obtaining child support may have her benefits terminated or reduced. TANF
also may not be provided to anyone who fails to assign rights to child and spou-
sal support payments to the state (ACE 1998e; Committee on Ways and Means,
1998). The receipt of TANF benefits is deemed by the INS as evidence that an
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Nature of the Intervention

Table 6
Risk Factors and Selected Federal Socioeconomic Status Policies Affecting
Children’s Emotional and Social Development and Readiness for School

Socioeconomic Status Policies

Risk Factors TANF SSi EITC DCTC
Individual Child NA T NA NA
Microsystems:

Family and Peers - P/ T, | NA NA

Day Care and School NA NA NA P
Exosystems:

Neighborhood, Community,

and Socioeconomic Status T,D T,D TD T.D

This table presents the interaction of each of the policies listed at the top of the
columns with the four major categories for risk factors (individual child, family and
peers, day care and school, and neighborhood, community, and socioeconomic
status) identified as influencing social and emotional development and school
readiness. Each column refers to the legislative language of the policy. The codes
used to indicate the policy's interaction with the risk factors are as follows:

P denotes prevention services, while T indicates treatment services. Both codes
appear if a policy has the potential to deliver both prevention and treatment
services. Prevention services include those that would be considered either
universal or selective in the Institute of Medicine taxonomy.

D denotes a direct effect on the risk factors, while I indicates an indirect effect.
Both codes appear if a policy may have both direct and indirect effects.

NA indicates not applicable.

immigrant may be or may become a “public charge” primarily dependent on
the government for subsistence. Being deemed a public charge can result in an
inability to become a lawful permanent resident and possible deportation
(HCFA, 1999d).

TANF is a cash welfare block grant designed to give states flexibility and end de-
pendence on government benefits by promoting work, marriage, two parent
families, and the reduction of out-of-wedlock pregnancies. It institutes a five-
year cap (states may opt for a shorter period) on welfare benefits, although
states may exempt 20 percent of their caseload. The median maximum
monthly benefit among the states for a family of three was $379 in 1997, with
Mississippi ($120) and Alabama ($164) at the low end and Alaska ($923) and
New York (up to $703 depending on location) at the high end (ACF, 1998e;
Committee on Ways and Means, 1998).

The target date for implementation of TANF was July 1, 1997, although states
could implement their block grant programs sooner. In order to receive their full
federal grant, states must spend at least 75 percent of what they spent in FY
1994 on TANF eligible families, and.there are incentives for maintenance of ef-
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Intended Outcomes/Indicators

Analysis

fort levels up to 100 percent. States may transfer up to a total of 30 percent of
their TANF block grant dollars to either or both of the CCDBG or to SSBG. How-
ever, they may transfer no more than a total of 10 percent to SSBG.' (ACF,
1998e; Committee on Ways and Means, 1996; NASW, 1996; Office of the Assis-
tant Secretary for Planning and Evaluation, 1998).

TANF makes welfare contingent on work. All able-bodied recipients who have
been on welfare for two years must participate in some activity designed to
help them become self-supporting. Unless states opt out, non-working parents
must participate in community service after two months on welfare. Single par-
ents of children under six years of age who cannot find child care cannot be pe-
nalized for failure to work, and states can exempt single parents with children
under one year of age. These two exemptions from work requirements, how-
ever, do not provide relief from overall time limits. States were penalized if 25
percent of all recipient families were not participating in “work activities™ in FY
1997, rising to 50 percent by FY 2002. For two-parent families, the required
rate is 75 percent in FY 1997, rising to 90 percent by FY 1999. “Work activi-
ties” exclude education (except for those without a high school diploma) and
even some vocational training. The required rate of participation in work activi-
ties is reduced if a state’s caseload is smaller than it was in FY 1995, a situation
that exists in most states (ACF, 1998e: Committee on Ways and Means, 1996;
NASW, 1996; Office of the Assistant Secretary for Planning and Evaluation,
1998).

States continue to set the benefit levels, set asset limits (AFDC set an upper
limit), and adopt financial rewards or penalties to provide incentives for work or
other desired behavior. The states administer benefits and provide services, and
TANF explicitly allows contracting with charitable, religious, or private entities
for service delivery (Committee on Ways and Means, 1998).

Several provisions of PRWORA address nonmarital births and single parent
households. They include:

e requiring teen mothers to attend school and to live at home or with a re-
sponsible adult; :

* requiring unmarried mothers to help establish paternity; and,

e providing funds for abstinence education and for bonuses to states for re-
ducing nonmarital births and single parent households (ACF, 1998e; Com-
mittee on Ways and Means, 1996; NASW, 1996; Office of the Assistant
Secretary for Planning and Evaluation, 1998).

TANF’s intended outcome is to encourage and enable recipients to enter the
workforce, thereby reducing the number of welfare recipients and the cost of
public welfare programs. TANF's secondary goals are to reduce non-marital
births, teenage parenthood, and single parent households.

Targeted Risk Factors. TANF directly addresses the risk factor of low socioeco-
nomic status by providing cash assistance to low-income families. TANF’s time
limited cash assistance and low benefit levels mean that its impact on the socio-

economic status risk factor is limited. TANF provides a safety net but at such a .

low level that children in families receiving TANF, while better off than without
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it, are generally still at risk based on low socioeconomic status (Collins and
Aber, 1997).

TANF indirectly addresses the risk factor of family composition by providing
incentives for establishing paternity and reducing both nonmarital births and
single parent households. TANF also indirectly addresses the risk factor of low
level of maternal education by requiring teen mothers without a high school di-
ploma to attend school. However, its work requirements and limitations on edu-
cation as a “work activity” may have negative effects on this risk factor for nigh
school graduates.

Discussion. In families receiving TANF, it may have a positive effect on the social
and emotional school readiness of young children as it improves family socio-
economic status. However, TANF benefits leave a typical family below the pov-
erty line, and therefore the positive impact is likely to be limited.

TANF eliminated the entitlement to welfare and capped the federal funding
available. Although currently the funding is sufficient to provide payments to all
those who are eligible and apply, this may not be the case in a future economic
recession. Such a shortfall, if not remedied by future allocations, is likely to have
negative effects on the socioeconomic status of families and negative effects on
the social and emotional school readiness of young children in those families.

TANF’s time limits will terminate benefits for some families with young chil-
dren. Furthermore, these time limits appear to be discouraging some parehts of
young children from applying for TANF benefits when they are eligible. This lack
of welfare benefits in-poor families may have negative effects on the school
readiness of young children in these families. TANF's limits on the receipt of
benefits while a parent is engaged in education or training may impair the
longer term earnings potential of such parents and therefore may have negative
longer term effects on the school readiness of young children.

Recent reductions in the number of TANF recCipients appear to be linked to
reduced use of other welfare benefits such as Medicaid and Food Stamps. Poten-
tial recipients of benefits under these programs may believe that their ineligibil-
ity for TANF or the limits on their TANF eligibility also apply to their eligibility
for these programs, although this is not the case. Whatever the reason, the re-
duction in Medicaid and Food Stamp enrollment by eligible families may harm
the social and emotional school readiness of young children in these families.

Because of its direct impact on their children, the quality of child care that
families receiving TANF are able to obtain as they go to work or engage in
“work activities” may have a greater impact on young children’s emotional and
social school readiness than TANF’s other indirect effects.
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Supplemental Security
Income

History and Mission

Eligibility

SSIis a means tested, federal income assistance program authorized by Title
XVI of the Social Security Act and administered by the Social Security Adminis-
tration (SSA). Established in 1972 [P.L. 92-603], it replaced the federal/state pro-
grams for the aged and blind of the original Social Security Act of 1935 and pro-
grams for the disabled that were established under the Social Security
amendments of 1950. SSI federalized these programs, building on the Social Se-
curity Program’s concept of developing a basic national income maintenance
system for those who are both aged and blind and for the disabled. In FY 1998,
6.3 million individuals received benefits of $27.3 billion (Budget of the US Gov-
ernment, FY 2000, 1999a). This represented a decline from the 6.6 million re-
cipients of $28.3 billion in benefits in FY 1996. In FY 1996, SSI provided
monthly cash payments of up to $470 for individuals or $705 for couples based
on national eligibility standards to needy persons aged and blind, or for dis-
abled persons. Of the 6.6 million recipients served, 958,000 of them were chil-
dren under 18 years of age (Committee on Ways and Means, 1998).

Eligibility for children has changed several times, most recently in Title [l of
PRWORA. To understand its impact fully, it is helpful to examine the recent his-
tory of SSI eligibility for children.

In 1990, the SSI eligibility criteria for children changed twice, and these
changes also affected Medicaid eligibility. In February 1990, the U.S. Supreme
Court ruled in the case of Sullivan vs. Zebley that the SSA evaluation process
subjected children to more restrictive disability standards than it did adults. Pre-
viously, children’s eligibility had only been judged by medical standards,
whereas adult eligibility was determined based either on medical standards or
on a functional assessment that indicated an individual was unable to engage in
productive work. The Supreme Court decision required the SSA to make func-
tional assessments of children who did not meet the medical standards. In Feb-
ruary 1991, new SSA regulations required that functional assessments be added
to eligibility determination procedures for children. Also, as part of the settle-
ment, the SSA agreed to readjudicate all decisions of children’s eligibility made
between January 1, 1980, and February 11, 1991.

A second separate SSI eligibility change came within the same calendar year.
In December 1990, in accordance with the Disability Benefits Reform Act of
1984, the SSA issued regulations to revise and expand its medical standards for
assessing mental impairments in children by incorporating functional criteria
into the standards. The new medical standards expanded categories of mental
impairment from 4 to 11 categories, including attention deficit hyperactivity dis-
order and psychoactive substance abuse disorders.

A GAO report (1995a) found that the number of children receiving disability
benefits under SSI more than doubled in a four year period (1989-1993), in-
creasing to 770,500 children in 1993 from 296,300 at the end of 1989. Child
SSI beneficiaries increased from 11.5 percent to 19.9 percent of beneficiaries in
this time period.?
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In 1996, Title Il of PRWORA introduced a new SSI eligibility standard through
a new definition of childhood disability that states:

* “an individual under eighteen shall be considered to be disabled under SSI
if that child has a medically determinable physical or mental impairment,
which results in marked and severe functional limitations, and which can
be expected to result in death or which has lasted or can be expected to
last for a continuous period of at least twelve months; and,

® no individual under the age of eighteen who engages in substantial gainful
activity may be considered disabled” (HCFA, 1999a, p. 1).

HCFA further clarified this (HCFA, 1999a) by stating that “In addition to the new
definition of disability for children, the law [PRWORA] mandates two changes to
current evaluation criteria in SSA regulations. SSA must:

e discontinue the individualized functional assessment for children; and,
® eliminate maladaptive behavior in the domain of personal/behavioral func-
tion in determining whether a child is disabled” (Chapter 3, p. 2).

Estimates of the potential impact of these changes vary. While the Social Se-
curity Administration estimates that approximately 135,000 children would lose
benefits, the Bazelon Center (1998, p. 1) found that “as of May 30, 1998,
147,575 children had been found ineligible [for SSI] under the new rules.” In
most but not all states, children's SSI eligibility status also made them eligible
for Medicaid. Therefore, in some states, children who lost SSI would only con-
tinue to receive Medicaid if they were found eligible on other grounds. States
were required to perform a redetermination of Medicaid eligibility in any case
where an individual lost SSI and that loss affected that individual's Medicaid eli-
gibility (HCFA, 1999a). The CHIP section of the BBA addressed this issue by re-
quiring states to continue Medicaid coverage for all disabled children who were
receiving SSI on August 22, 1996, but who lost Medicaid eligibility as the result
of 1996 PRWORA changes in the definition of disability (Kaiser Commission,
1997, HCFA, 1999d).

The receipt of SSI benefits by children is deemed by the INS as evidence that an
immigrant may be or become a "public charge” primarily dependent on the gov-
ernment for subsistence. Being deemed a public charge can result in an inability to
become a lawful permanent resident and possible deportation (HCFA, 1999d).

Nature of the Intervention SSI provides monthly cash payments based on national eligibility standards ad-
justed annually for inflation to the needy aged and blind and to disabled per-
sons. Most states supplement the federal benefit, at least for some recipients
(Committee on Ways and Means, 1998). For children, funds are paid to desig-
nated representative payees (usually parents) for medical or ancillary services or
for services that assist the child and family in dealing with the problems created
by the child’s disability. SSI funds may be used by parents to purchase wrap-
around services or to defray expenses such as for transportation and special
adaptive devices or services not considered “medically necessary” and therefore
not covered by the child’s health insurance.

Intended Outcomes/Indicators Intended outcomes/indicators are not specified.
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Analysis

Targeted Risk Factors. SSI addresses the risk factor of low socioeconomic status

© directly. It may indirectly address the risk factors of low birthweight and neuro-

Earned Income Tax Credit

History and Mission

Eligibility

Nature of the Intervention

developmental delay, other medical problems, temperament and personality
problems, and early behavior and adjustment problems by providing parents
with resources to purchase selected goods and services. It may address the risk
factor of parental psychopathology if a parent qualifies for SSI because of a seri-
ous mental illness. It may indirectly interact negatively with the immigrant sta-
tus risk factor due to the negative implications for immigrants of receiving SSI.

Discussion. The tightening of eligibility standards, such as removing the ability
to qualify for SSI based solely on functional assessment, was implemented in an
attempt to control program growth and to eliminate the inclusion of some chil-
dren. This has removed some children with emotional or behavioral problems
from the SSI rolls. Nonetheless, the benefit to those children who do receive SSI
may be significant to their emotional and social school readiness. These funds
may contribute to reducing the economic stress of a disability on the family,
thus contributing to the overall social and emotional family environment. One
of the key policy challenges for SSI is the identification and implementation of
screening and assessment tools that are appropriate to determine eligibility for
young children.

The EITC, enacted in 1975, was indexed to inflation in 1987 and significantly
expanded in 1990 and 1993. It has the following three goals:

¢ to offset the impact of Social Security taxes on low-income workers;
* to enhance the value of work (in contrast to welfare and as a complement
to the minimum wage); and,
* to increase the financial resources of low-income families with earned in-
come.
The tax credit’s benefit to low-income families was $30.4 billion in 1997. As &
tax code provision, administration falls to the Internal Revenue Service (IRS)
(Campbell and Parisi, 1999; Committee on Ways and Means, 1998; GAO, 1995c¢).

Eligibility, as well as the amount of the tax credit, depends on family income
and the number of children who meet age, relationship, and residency tests.
The EITC targets working families with children where earned income is below
$29,000. To qualify, at least one child under age 19 (or under 24 if a full time
student or of any age if permanently and totally disabled) must have lived in
the household for more than half the year and must be a son, daughter, step-
child, adopted child, grandchild, or foster child of the taxpayer. Unearned in-
come of over $2,200 makes a taxpayer ineligible for the EITC (Campbell and
Parisi, 1999; Committee on Ways and Means, 1998; GAO, 1995b).

The EITC, calculated as a percentage of earnings, has a maximum value of
$3,656 and is phased out as earnings increase from $11,930 to a maximum of
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$29,290.% The tax credit is refundable, meaning that if the credit exceeds the
tax filer's tax liability, the difference will be paid to the tax filer as a refund. Of
the $30.4 billion spent in 1997, approximately 80 percent was in refunds. In
1997, 19.4 million tax filers claimed the EITC, and over 70 percent of them
were single heads of households (Campbell and Parisi, 1999; Committee on
Ways and Means, 1998; GAO,; 1997a; GAO, 1996).

An advance payment system has been available since 1979 that allows eli-
gible taxpayers to receive credit in their paychecks rather than waiting to claim
refunds when filing tax returns. In 1993 Congress required the IRS to notify eli-
gible taxpayers of this option, which had been little used (Committee on Ways
and Means, 1998; GAO, 1997a).

Intended Outcomes/Indicators The EITC’s intent is to increase the financial resources of low-income working
families and to enhance the value of work. Indicators monitored include the
program’s cost, the number of tax returns claiming the credit, the characteris-
tics of households claiming the credit, and the use of the advance payment sys-
tem (Committee on Ways and Means, 1998; GAO, 1995¢).

Analysis : Targeted Risk Factors. By increasing the income of low-income working families,
the EITC directly addresses the risk factor of low socioeconomic status.

Discussion. The Earned Income Tax Credit is a significant benefit to low-income
families and, because it is specifically targeted at low-income families with chil-
dren, is an effective complement to the minimum wage, which is not specifi-
cally targeted at low-income families. Its maximum annual benefit of less than
$4,000 and its phase-out before annual income reaches $30,000 limit its im-
pact. Other limitations of the EITC are the need to file both a tax return and the
additional EITC form to receive this credit, and the low level of use of the ad-
vance payment option.

Dependent Care Tax Credit

History and Mission The DCTC was added to the Internal Revenue Code (section 21) in 1954 and al-
lows an income tax credit for expenses for the care of dependent children and
incapacitated persons related to allowing a family caregiver to be employed.
The DCTC was expanded a number of times before.being tightened by the Fam-
ily Support Act of 1988. Most notably, this act reduced the age of an eligible
child to 13 and required reporting of the child care provider’s name, address,
and taxpayer identification number. Consequently, the number of tax returns
claiming the DCTC dropped from 9 million returns to 6 million returns. Taxpay-
ers received $2.5 billion in benefits from the tax credit in 1997. As a provision
of the tax code, administration falls to the IRS (Campbell and Parisi, 1999; Com-
mittee on Ways and Means, 1998).

Eligibility All taxpayers with employment related care expenses for a qualifying depen-
dent are eligible for the tax credit. Expenses for care qualify for the credit only
up to the amount of earned income, or, in the case of married taxpayers, the

" earned income of the spouse with the lesser earnings (Committee on Ways and
Means, 1998).
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Nature of the Intervention

Intended Outcomes/Indicators

Analysis

Discussion of Federal
Socioeconomic Status
Policies

The DCTC allows a credit for 30 percent (reduced to 20 percent gradually be-
tween $10,000 and $30,000 of adjusted gross income) of employment related
dependent care expenses of up to $2,400 for one qualifying dependent or
$4,800 for two dependents. Therefore, the maximum benefit is $720 for one
dependent and $1,440 for more than one. In 1997, the average credit was $425
on 5.8 million tax returns. The $2.5 billion in benefits go largely to middle and
upper income families, in part because the credit is not refundable. In 1997, ap-
proximately 10 percent of the credit’s benefit went to families with adjusted
gross incomes (AGI) of less than $20,000, 42 percent went to families with AGI
between $20,000 and $50,000, and 48 percent went to families with AGI above
$50,000 (Campbell and Parisi, 1999; Committee on Ways and Means, 1996).

The DCTC’s intent is to relieve some of the burden for working taxpayers who pay
for a dependent’s care. Monitored indicators include the cost and average size of
the benefit, the number of returns claiming the credit, and the household in-
comes of those claiming the credit (Committee on Ways and Means, 1996).

Targeted Risk Factors. By reducing income tax liability, the DCTC directly ad-
dresses the risk factor of low socioeconomic status. However, the average
amount of the benefit (5425) and the small portion of the benefit going to low-
income families mean that its impact is limited. The subsidy for care that the
DCTC provides indirectly affects the nonmaternal care risk factor.

Discussion. The DCTC benefits the middle class family. However, the small
amount of the credit received by any taxpayer is unlikely to have a significant
impact on children or families, and the much smaller portion that goes to low-
income families with young children is highly unlikely to have an effect on low
socioeconomic status. The lack of refundability is a key policy challenge that
makes the DCTC of little value to low-income families.

Federal policies addressing low socioeconomic status have important effects on
the social and emotional school readiness of young children in low-income
families. TANF provides benefits, $16.5 billion per year in total, to families who
typically have incomes below the federal poverty line and have no or little
earned income. The EITC provides benefits, $30 billion per year in total, to
families with low incomes by enhancing the value of earned income. Because of
the disproportionate representation of young children in low-income families,
these programs have positive impacts on school readiness. These effects would
be enhanced if the benefit amounts to families were increased and if the in-
come eligibility cut-offs were raised to include more families. The minimum
wage and the EITC are complementary policies that work effectively together.
The minimum wage provides a significant benefit to tow-income working fami-
lies. Although it is a federal policy, it does not involve federal expenditures, and
therefore the impact on young children is difficult to assess.

SSlis a targeted program that serves only those with disabilities. Although its
impact on the young children that qualify is impaortant, it reaches a small segment
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of the birth-to-six year old population. The DCTC, on average, provides a small fi-
nancial benefit to families. Challenges in federal socioeconomic policies include:

» identifying appropriate screening and assessment standards for young
children’s eligibility for SSI;

® ensuring access to good quality child care for low-income, working par-
ents, especially those working to meet eligibility requirements for TANF;

* enhancing access to training and education programs so that parents can
reach skill levels that will allow them to obtain work that provides eco-
nomic self-sufficiency;

* restructuring time limits so that they do not discourage eligible families
from accessing benefits; and,

e ensuring that funding will be sufficient to serve the whole eligible popula-
tion in an economic recession.

Notes

E]{[C 188

Aruitoxt provided by Eic:

Money transferred to the SSBG must be used for families below 200 percent of pov-
erty and may be used for families who have hit the TANF time limits. To provide for
recessions or other emergencies, states may receive matching funds from a $2 bil-
lion contingency.fund, borrow from a $1.7 billion federal loan fund, or save an un-
limited amount of their TANF funds for later years.

The GAO study reported that eligibility applications for children with mental impair-
ments rose faster than for physical impairments after the two 1990 eligibility
changes. Applications for children with mental impairments tripled from 3,700 to
12,000 per month and awards for children with mental impairments quadrupled ris-
ing from 1,900 to 8,700 per month. After these changes, 60 percent of awards
based on medical standards and 82 percent of awards based on functional assess-
ment (Zebley cases) went to children with mental impairments. Two-thirds of the
awards for children with mental impairments went to children with mental retarda-
tion. Children with what the report labels “behavior problems,” defined as attention
deficit hyperactivity disorder, personality disorders, autism, and other pervasive de-
velopmental delays, accounted for 22 percent of the awards from February 11, 1991,
through 1993. The GAO report stated that the revised medical standards accounted
for 70 percent of the increase in awards and that the Zebley decision accounted for
the remaining 30 percent (GAO, 1995a).

For FY 1997, the maximum credit for a tax filer with one child was $2,210, phased
in at 34 percent of earnings up to $6,500 and phased out on earnings from $11,930
to $25,760. The maximum credit for a tax filer with more than one child was
$3,656, phased in at 40 percent of earnings up to $9,140, and phased out on earn-
ings from $11,930 to $29,290. Obtaining the credit requires filing an extra form with
one's tax return (Campbell and Parisi, 1999; Committee on Ways and Means, 1998).
Nine states have enacted refundable Earned Income Tax Credits that further enhance
low-income families’ earnings (CDF, 1998).
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Conclusions: Toward a System of Early Childhood Care

Examining federal policies that affect the social and emotional development of
young children and their readiness for school is not new. In the 1990s there
were a number of landmark reports. Examples include the following:

Beyond Rhetoric: The Report of the National Commission on Children (1991) rec-
ommended “changes in the organization, administration, implementation and
budget of programs at all levels of government to encourage a more collabora-
tive and comprehensive service delivery system” (p. 81). Specific suggestions in-
cluded coordination of child policies within the executive branch, creation of a
joint congressional committee on children and families to coordinate across au-
thorizing and appropriating committees, decategorizing federal programs to en-
courage cohesion and flexibility in children’s programs, uniform eligibility crite-
ria, incentives for coordination at the local level, accountability measures that
focus on child well-being, increased investment in prevention, and increased
salaries and training for early childhood and child welfare workers coupled with
incentives for demonstrated competence.

Heart Start in 1992 found that “though familiarity with letters and numbers
and a broad vocabulary is helpful, a specific set of social and emotional charac-
teristics is even more basic to school readiness” (p. 1). The report recom-
mended universal health care coverage, the integration of health and child care
knowledge, paid parental leave, stronger federal standards for child care, higher
wages for child care workers, continuity of caregivers, parent education and
family resource programs, an adequate standard of living, and community-
based integrated services for young children with more severe needs.

Goals 2000, Educate America Act ( DOE, 1994) placed school readiness at
the top of the agenda and cited the following three objectives to help children
enter school ready to learn: (1) access to high quality and developmentally ap-
propriate pre-school programs, (2) enabling every parent to be a child’s first
teacher through access to the training and support parents need and (3) provid-
ing children with needed nutrition, physical activity, and health care, and reduc-
ing the number of low birthweight babies through improved prenatal care.

In April 1994, Starting Points, a report of the Carnegie Task Force on Meeting
the Needs of Young-Children, stated that “Our nation’s infants and toddlers and
their families are in trouble” (p. xiii). David Hamburg, Carnegie Corporation
president, declared that “In the United States . . . the crucially formative years
of early childhood have become a time of peril and loss for millions of children
and their families” (p. vii}). The Carnegie Task Force concluded that action was
needed in the following four areas: promoting responsible parenthood. guaran-
teeing quality child care choices, ensu‘ring good health and protection for young
children, and mobilizing communities to support young children and their fami-
lies. Specific recommendations included expanding community-based parent
education and support programs for families with infants and toddlers; strength-
ening the FMLA of 1993 by expanding coverage to employers of under fifty
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What Is the Current
State of Affairs?

Opportunities Exist

workers, and providing partial wage replacement; increasing federal invest-
ments in quality and affordable child care; making the DCTC refundable for
some families; offering training and improved salary for child care workers;
home visiting to first time parents; expanding WIC; expanding parent education
and parent support programs; creating family and child centers; expanding
Head Start to infants and toddlers; creating a high level federal coordinating
mechanism; and calling upon leaders in the public and private sectors to work
together to ensure that children under three years of age receive the care and
protection they need and deserve.

Years of Promise (1996), a report of the Carnegie Task Force on Learning in
the Primary Grades, examined all the forces that contribute to children’s learn-
ing and development from three to ten years of age. It recommended a five-
point program that included (1) promoting children's learning in families and
communities by providing parent education and support programs, (2) a com-
mitment to high quality public and private early care and education programs
for children ages three through five supported through coordinated financing,
(3) creating effective elementary schools and school systems, (4) promoting
high quality children’s television and electronic media, and (5) linking the key
learning institutions into a comprehensive, coordinated education system. It
urged more public financing to improve the quality and availability of early care
and education.

Although focused on children of older age groups, other studies also contribute
important lessons to inform this discussion. Findings from the Robert Wood Johnson
Mental Health Services Program for Youth cautioned that barriers to service integra-
tion at the local level are formidable, and the Casey New Futures Program recom-
mended finding the path of least resistance for meaningful systems change.

So this report is not alone in recommending a new course of action. The efforts
of many colleagues, the lessons they have learned, and the recommendations they
have made help to inform the ongoing process of promoting young children’s so-
cial and emotional development and preparing children for school readiness.

This paper’s review of selected federal policies that affect the social and emo-
tional development of young children and their readiness for school has identi-
fied both opportunities and challenges within the system. The study has exam-
ined individual policies within the five domains of child health, early childhood
care and education, family support and child welfare, nutrition, and socioeco-
nomic status and has made recommendations for change within each domain.
The purpose of this section is to highlight issues that cross policy domains and
to make recommendations to address them.

First, it is apparent from this review that the federal government is making a ma-
jor contribution to the social and emotional development of young children and
their families. Many of the policies discussed in this report articulate a commit-
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Some Challenges Exist

ment to a federal responsibility for the well-being of America's children, and the
federal government has made many advances over the past decade that improve
the lives of young children and their families. The Medicaid expansions, the pas-
sage of CHIP, and demonstration programs such as Starting Early Starting Smart
are examples of commitment to improving health and emotional development.

In the early childhood care and education area, the Early Head Start program
has targeted the most important years from birth to age three for intervention.
Part C of IDEA continues to provide early intervention services and, in addition,
the early 1990s saw the extension of an entitlement to a free, appropriate pub-
lic education to all eligible children ages three to five. In the family support and
child welfare domain, the FMLA took a first step toward acknowledging the im-
portance of parents’ time with their young or sick children. The ASFA stressed
the importance of a safe, secure, and stable environment for children.

Evidence of greater federal government awareness of the need for collabora-
tion exists in increasing efforts to encourage better federal interagency coordi-
nation. There are a number of building blocks within the language of numerous
federal policies. The MCHBG, Medicaid, and IDEA are just a few examples of
policies that require coordination with other federal programs in the delivery of
services to young children and their families. The government is directing cross-
agency efforts at a number of critical issues ranging from program implementa-
tion to management information systems improvements and statistics projects.

The mental health and emotional development of children have received the
attention of the president, the vice president, and their wives. The recently con-
vened White House Conference on Mental Health included an acknowledgement
that the emotional development and mental health of children are directly af-
fected by early childhood experiences. The advances in neuroscience and infant
brain development now support what child development experts have been say-
ing for years. The integration of the science of early childhood has underscored
the importance of young children’s relationships with significant adults.

Recent changes in federal policies present challenges and raise unanswered
questions about their impact on young children’'s social and emotional develop-
ment and school readiness. Without question, PRWORA is one of the most in-
fluential policies passed in the 1990s. As discussed in this report, it has affected
child policy across all five policy domains. The TANF program eliminated the en-
titlement to cash welfare benefits that existed under AFDC and established time
limits and work requirements. PRWORA changed eligibility standards for SSI
that eliminated some children from the program and made it more difficult for
children to qualify. The legislation reduced the funding for quality initiatives and
relaxed quality standards for child care services supported through the CCDBG.
It also made changes that affected the eligibility of immigrant children and their
families for TANF and other programs. The impact of these changes on young
children is still largely unknown. However, there is the potential for some of the
changes to result in stressful situations for parents and their young children that
may increase developmental risk.
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Some policies, while taking a step forward, may have mixed effects depending
on implementation. For example, the option for states to create non-Medicaid
CHIP programs allows states to offer a health insurance benefit package that may
be less comprehensive than Medicaid and may bypass the EPSDT requirements.
However, the flexibility may free states to create special innovative programs.

Other policies such as the Government Performance and Results Act (GPRA)
of 1993 present challenges to the research community to develop appropriate
outcomes measures of both child and family well being. Although these efforts
may improve the effectiveness and quality of some programs, they may also
provide challenges for programs whose benefits are hard to measure and docu-
ment as the result of inadequate management information systems.

Issues in Creating a 1. First, as this study shows, early childhood issues cut across a number of dif-
System of Early . ferent disciplines including but not limited to child development, mental health,
Childhood Care education, child welfare, public health, nutrition, and economic security. Each

system has its own culture, historical roots, values. and approaches. There are,
however, commonly held beliefs about the importance of early relationships and
their impact on emotional and social development, the influence of family
socioeconomic status, and the importance of the cultural context.

Recommendations

« There is a need for the design and implementation of a seamless, multidis-
ciplinary system of early childhood care that transcends traditional policy
boundaries.

« There is a need for more opportunities for cross-discipline thinking and
planning at all levels of government. Workers in each policy domain
should have an awareness and appreciation for the roles and responsibili-
ties of other personnel and agencies in the system.

« There is a need for demonstration programs to test new designs and
implementation strategies that build on coordination mechanisms already
existing in many federal policies. For example, some states are using mod-
els that employ generalists to coordinate policy at a systems level and infor-
mation and referral at the individual level. There is a need for studies of
their effectiveness using common methods and measures.

« There is a need for scheduling national conferences or professional meetings
so that pre- or post-sessions might overlap and provide opportunities for
multidisciplinary participation. This could facilitate contacts among policy
makers and systems managers beyond their own domains and areas of ex-
pertise. The states should also replicate this multidisciplinary participation.

2. Existing policies are not fully implemented. The language of many federal
policies articulates a commitment to elements essential to a coordinated system
of early childhood care. However, the requirements often are not enforced. For
example, the development of EPSDT and the sense from states that it was an
“unfunded mandate” affected its implementation. Coordinating councils called
for under IDEA, Part C do not consistently operate well across the states.
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Recommendations

* There is a need to evaluate the effectiveness of existing coordination
mechanisms at both the federal and state levels and to develop cross-
domain best practices and opportunities for interactive exchange of ideas.

» There is a need to ensure that programs are implemented with fidelity to
the original model. Therefore the individuals and agencies responsible for
implementation should participate in the design and development of the
program. There is a need for adequate resources for state level implemen-
tation and the development of incentives for state participation.

3. Federal or foundation-sponsored programs are not brought to scale. For ex-
ample, although Head Start has expanded in the 1990s, it is still not funded at a
level that allows service delivery to all eligible children or expansion to all chil-
dren with similar risk-factor profiles. '

In Common Purpose, Lisbeth Schorr (1997) discusses the practical aspects of
policy implementation and bringing:programs that do work to scale. She points
out that foundations are becoming increasingly aware of the risk of overempha-
sizing innovation while underemphasizing the challenges of implementation on
a large scale. Foundations have been addressing these issues through projects
such as the Pew Charitable Trust and the Robert Wood Johnson initiative “Repli-
cation and Program Services, Inc.,” as well as the Pew and Rockefeller
Foundation’s “Going to Scale” project.

Recommendations

» There is a need to increase commitment and efforts focusing on the repli-
cation of programs that have demonstrated effectiveness through rigorous
research.

* There is a need to document and study the process as well as the structure
of demonstration projects, including both facilitating factors and barriers
to implementation. This is particularly important in light of devolution of
responsibility, where the unique attributes of each state or local site re-
quire adaptation of implementation processes.

4. New federal policies often place additional responsibilities on fragile systems.
Both the early childhood care and education system and the child protective
services system exemplify this problem.

These systems must constantly adapt to changing realities. Two policy
changes discussed in this paper illustrate this point. PRWORA revolutionized the
public welfare system in this country. Changes to work requirements that were
made through this legislation have had ramifications in a number of areas. No
system has felt the impact more than early childhood care and education.
PRWORA combined child care funding streams and did increase funding for
child care by $4 billion over six years. However, it simultaneously increased
both the age of eligible children and the income eligibility requirements. These
actions, along with new work requirements, created an increase in the demand
for services challenging the system’s flexibility by creating a need for increases
in resources such as qualified staff and appropriate space. The legislation also
reduced the quality set-aside and eliminated the language that required states to
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pay market rates for child care slots. PRWORA also affected Head Start. The
partial day, partial year nature of the Head Start program, as implemented in
some areas, must change to support the needs of full-time working parents.

The ASFA significantly impacted the child protective services system by plac-
ing strict timelines on life altering decisions made on behalf of children. While
meant to address system delays in establishing and implementing a permanent
plan for children, the legislation may in fact result in the unintended conse-
quence of clogging the system even further by imposing requirements that, of
necessity, must rely on the courts. However, the Act did not address the long-
term problems of training, technical assistance, and additional resources for an
overburdened judicial system commensurate with the new deadlines and respon-
sibilities.

Recommendations

o There is a need for an investment of resources to improve the status of the
early childhood workforce. The child care, family support, and child pro-
tective systems especially need an infusion of resources to recruit suffi-
cient numbers of qualified candidates, provide quality pre-service and in-
service training, and create opportunities for cross-disciplinary learning,
adequate compensation, excellent supervision, and incentives for encour-
aging high quality job performance.

« There is a need for enlisting institutions of higher education, especially
those granting associate’s and bachelor's degrees, to improve the education
and practical experience of early childhood students and professionals.

« There is a need to enhance the motivation of early childhood workers to
excel and continue to work in the field. Programs that highlight "unsung
heroes,” such as the Robert Wood Johnson Community Health Leadership
Program, should be developed to recognize individuals in the early child-
hood field. Leadership awards and training institutes at both national and
state levels should focus on nurturing those who work on behalf of young
children and their families.

5. There is growing recognition that the knowledge base underlying the various
early childhood disciplines and services has substantial common ground. The
National Academy of Sciences and the Institute of Medicine have established a
Committee on Integrating the Science of Early Childhood that will be issuing its
report in fall 2000. Findings in the fields of neuroscience and brain develop-
ment are validating much of what social scientists and practitioners have real-
ized over the years. Multidisciplinary research and the integration of knowledge
are needed to continue progress in the early childhood field. Support for efforts
to translate research into best practices and to communicate research and its
application to practitioners is essential. It is necessary to distill lessons from
both the federal government and foundation sponsored research and demon-
stration projects to inform the development of best practices and an integrated
system of care.
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Recommendations

+ There is a need to increase attention to and provide resources for early
childhood clinical research to inform policy. Well designed cross-domain
studies are needed to define what works for whom, when, and why. Stud-
ies should include evaluation of appropriate service types, duration, and
intensity.

+ There is a need to develop an early childhood service system research ca-
pacity. There is an increasing demand for rigorous studies of the organiza-
tion and financing of early childhood services coupled with an analysis of
performance based outcomes and quality of care measures. Because of
the interdependent nature of the early childhood service delivery system,
this research must span policy domains.

+ There is a need to support the National Advisory Mental Health Council
Workgroup (1998) recommendation to “stimulate research on how
-changes in social and economic systems, policies, and laws as well as so-
cial and cultural norms may affect the prevention of mental disorders”
and respond to their concerns regarding the need for research to inform
decisions about the provision, cost, financing, and improvement of men-
tal-health preventive services by:

« expanding the NIMH program of assessment and capacity building to
‘provide impetus to this area of research;

= encouraging rigorous descriptive studies of variations in service financ-
ing, organization, and delivery across settings; and,

s supporting translational research bridging the gap between research
and practice.

« There is a need to support coordinated multi-site research projects that ad-
dress common research questions, employ common measures and meth-
ods, and report findings both within and across sites. Such research has
the potential to make major contributions to the early childhood field.
Topics such as the impact of managed care on young children and their
families would benefit from this type of study. This process creates rich
data sets and provides a secondary benefit of enhancing the research in-
frastructure by developing teams of researchers across the country work-
ing together to improve the quality of research and to develop more gen-
eralizable findings.

+ There is a need to encourage rigorous qualitative studies of variations in
the financing, organization, and delivery of early childhood services across
policy domains. Such studies should examine how states are using their
federal funds, how they coordinate federal programs at the state level, the
effectiveness of these mechanisms as well as the purposes and amounts
of state supplemental early childhood funding.

+ There is a need to synthesize and disseminate findings from both federal
and foundation sponsored studies on early childhood issues.

6. It is important to identify champions of these efforts in the highest levels of
government, the philanthropic community, and business. Leaders in the social
and medical sciences must join those in other sectors of society to emphasize
the importance of early childhood experience on future success in education
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Final Thoughts

and in the workplace. It is crucial to communicate this message through all pos-
sible channels.

Recommendations

* There is a need to meet with members of Congress and congressional staff
to discuss the importance of early childhood experience and the need for
coordination of federal policies and programs across policy domains.

* There is a need to publicize the link between early childhood experience
and preparation for school success in the media.

These are but a few examples of the many reforms needed to develop a fully
functioning system of early childhood services and supports. There are signifi-
cant resources to draw on, and there are many building blocks in place in the
federal system. The research for this guide has identified enormous resources
and energy dedicated to reducing risk factors for poor transitions to school. A
number of federal departments including Health and Human Services, Educa-
tion, Agriculture, and Labor have programs that address school readiness issues.
At the federal level, efforts to develop more interagency collaboration are under
way. For example, the Federal Interagency Forum on Child and Family Statistics
is developing a set of comprehensive integrated indicators for the well being of
children. There are committed and extremely capable leaders in both the public
and private sectors, and the public is more interested and concerned about the
linkage between early life experiences and future outcomes than ever before.

But the challenges loom large. The philosophical belief that government
should intervene only in the face of parental failure limits resources and is slow
to change. At the federal level, responsibility for early childhood policy is di-
vided across a number of congressional committees. Devolution of policy mak-
ing and responsibility to the state level offers unique opportunities. Long estab-
lished roles are changing, and it is essential to negotiate new relationships
among levels of government. Increasingly, states have greater flexibility in de-
signing programs and delivering services. Many states are engaged in new and
innovative efforts to address school readiness, and some are moving toward in-
tegrated, comprehensive service systems for young children. However, changing
federal-state relationships and new arrangements for the allocation of federal re-
sources have not benefited all young children and their families.

So what is the answer to the question, “Do federal policies adequaely address
the emotional and social development and school readiness of young children?”
Based on the research for this guide, the answers are, “Somewhat,” “Maybe,”
and “Not really.” If the question is reframed to ask, “Do federal policies taken as
a whole form a system of services and supports that foster the emotional and
social development necessary for success in school?” the answer is, “No, not
yet.” However, by building on the experience and hard work of many individu-
als in the past, coupled with the energy and commitment of those who are now
addressing these questions, there is reason to believe that they will.
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Table 7

Selected Federal Child Health Policies Affecting Children’s Emotional and Social Development

and Readiness for School

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired Outcomes

State Latitude for Implementation

Policy Name
Location in Federal Government

Date of Authorization
Program Description and

Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired Outcomes

State Latitude for Implementation

Maternal and Child Health Bureau (MCHB),
Title V of the Social Security Act

Administered by the Health Resources and Services Administration (HRSA), Public
Health Services (PHS), Department of Health and Human Services (DHHS).

Enacted 1935,

Promotes, provides, and ensures the health of mothers, infants, children, and
adolescents.

Block grant.
$681 million (FY 1997).

tow birthweight; neurodevelopmental delay; cognitive, learning, and developmental
issues; temperament and personality; early behavior and adjustment; nutrition;
attachment; problematic parenting practices; low socioeconomic status.

Ensure health for mothers and infants, children, adolescents, and families of low
income. Improve health care access for low-income mothers and children.

States decide eligibility.

Healthy Start

Administered by Health Resources and Services Administration (HRSA), Public Health
Services (PHS), Department of Health and Human Services (DHHS).

Began in 1991.

Provides services to reduce infant mortality and support children (birth to age 3) and
mothers through home visiting, universal prenatal screening for medical and
psychosocial risk factors, medical services, and family support.

Demonstration program.
$96 million (FY 1997).

Cognitive deficits, child health, nutrition, parent substance abuse and
psychopathology, attachment, problematic parenting practices, low birthweight,
neurodevelopmental delay, temperament, personality problems, early behavior and
adjustment problems.

Prevent infant mortality, support families, improve coping skills and functioning.
Enhance positive parenting skills and positive parent-child interaction and promote
optimal child development.

Participating states decide eligibility.

{Continues on next page)
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Table 7 (continued)

Selected Federal Child Health Policies Affecting Children’s Emotional and Social Developlﬁent

and Readiness for School

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type

Funding Level

Risk Factors Addressed
Desired Outcomes

State Latitude for Implementation

Policy Name
Location in Federal Government
Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired Outcomes

State Latitude for Implementation

Medicaid, Title XIX of the Social Security Act

Administered by Health Care Financing Administration (HCFA), Department of Health
and Human Services (DHHS)
Enacted 1965

Provides medical care to certain low-income individuals and families. Medicaid is a
jointly funded program between state and federal governments. Services include
inpatient and outpatient hospital services, physician services, medical and dental
services, early and periodic screening, diagnosis, and treatment (EPSDT), and
inpatient psychiatric care for individuals under the age of 21.

The federal government matches state funds between 50% and 83% of total costs
depending on the average per capita income of the state.

$161.2 bittion (FY 1997)

Low birthweight, neurodevelopmental delay, temperament and personality problems,
early behavior and adjustment, parent substance abuse/psychopathology, child
maltreatment, low socioeconomic status

Increase access to health care and improve quality of care for low-income children
and families.

States use their own discretion in determining eligibility within federally imposed
restrictions in terms of categorical need and medical need.

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
Part of Medicaid.
Enacted 1967.

Improves health and welfare of low-income children through required periodic
medical, dental, vision, and developmental screening, diagnosis, and treatment of
children with medical or behavioral health problems.

Matching funding.
$467.6 million (FY 1997).

Low birthweight, neurodevelopmental delay, child health, temperament and
personality, early behavior problems, child maltreatment, attachment issues, low
socioeconomic status. :

Ensure early and periodic medical, dental, vision, and developmental screening,
diagnosis, and treatment for Medicaid eligible children.

States are required to provide EPSDT benefits. However, some states may receive
waivers.

(Continues on next page)
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Table 7 (continued)

Selected Federal Child Health Policies Affecting Children's Emotional and Social Development

and Readiness for School

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level

Risk Factors Addressed

Desired Outcomes
State Latitude for Implementation

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type

Funding Level

Risk Factors Addressed

Desired Qutcomes

State Latitude for Implementation

State Children's Health Insurance Program (CHIP),
Title XXI of the Social Security Act

Administered by Health Care Financing Administration (HCFA), Department of Health
and Human Services (DHHS).

Enacted 1997

Expands health insurance coverage for low-income children, in general, for those
children with family incomes below 200% of the federal poverty income guidelines.

Formula grant. Dependent on numbers of families with low income. Higher federal
matching payments than Medicaid.

$20.3 billion 1998-2002 and $19.4 billion for the next 5 years.

Low birthweight, neurodevelopmental delay, child health, temperament and personality,
early behavior problems, child maltreatment, attachment issues, low socioeconomic
status. '

Expand access to health insurance for uninsured children.

States determine eligibility within guidelines.

Starting Early Starting Smart

Public/private collaboration between Substance Abuse and Mental Health Services
Administration (SAMHSA) and the Casey Family Program with support from Health
Resources and Services Administration (HRSA), Administration on Children and Families
(ACF), the Department of Education (DOE), and the National Institutes of Health (NIH).

Collaboration established in 1997

Helps young children from birth to age 7 growing up in low-income families, especially
those living in neighborhoods troubled by violence and substance abuse. Integrates
mental health services into primary care and child care settings.

Demonstration program.
Undetermined.

Problematic parenting practices, neurodevelopmental delay, cognitive deficits and learning
problems, temperament and personality dimensions, early behavior and adjustment
problems, lack of maternal education, parental substance abuse/psychopathology, child
maltreatment, insecure attachment, difficulties with peer relationships, nonmaternal care,
refationships with teachers, low socioeconomic status.

Increase access to substance abuse prevention, substance abuse treatment, and mental
health services for children from birth to age 7 and their families. Improve service
integration, child development and parent-child relationships.

The 12 programs are located in different states but are selected at the federal level.

(Continues on next page)
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Table 7 (continued)
Selected Federal Child Health Policies Affecting Children’s Emotional and Social Development

and Readiness for School

Policy Name Community Mental Health Services Block Grant Program (CMHSBG)

Location in Federal Government Administered by the Center for Mental Health Services (CMHS), Substance Abuse and
Mental Heaith Services Administration (SAMHSA), and the Department of Health and
Human Services (DHHS). '

Date of Authorization Enacted in 1981 as the Alcohol, Substance Abuse and Mental Health Block Grant.
Separate Mental Health Block Grant enacted in 1992 [P.L. 102-321].

Program Description and It is a joint federal-state partnership that supports existing public services and

Target Population encourages the development of creative systems of care for adults with serious mental
disorders or children with serious emotional disturbance.

Funding Type Block grant.

Funding Level $288 million (FY 1999).

Risk Factors Addressed Parental psychopathology, insecure attachment, temperament and personality problems,

early behavior and adjustment problems.

Desired Qutcomes " Provide treatment and rehabilitation for adults with serious mental illness and children

with serious emotional disturbance.
)

State Latitude for Implementation Block grant administered by the states.
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Table 8

Selected Federal Early Childhood Care and Education Policies Affecting Children’s Emotional and Social
Development and Readiness for School

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired Outcomes

State Latitude for Implementation

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired Outcomes

State Latitude for Implementation

Head Start

Administered by the Head Start Bureau, Administration on Children, Youth, and Families
(ACYF), Department of Health and Human Services (DHHS).

Originated in 1965 under Economic Opportunity Act of 1994; authorized through 2003
by the Coats Human Services Amendments of 1994.

Serves over 790,000 children from low-income families (90% at/below poverty) who are
less than compulsory school age (60% are 4-year-olds, and 30% are 3-year-olds).
Federal standards for health, education, parental involvement, nutrition, and social
services.

Discretionary authorization; 80% federal.
$4.4 billion (FY 1998).

Child health, cognitive deficits, temperament and personality, early behavior and
adjustment, peer relations, nutrition, low maternal education, problematic parenting
practices, insecure attachment, low socioeconomic status, nonmaternal care,
relationships with teachers.

To improve the social and learning skills and health and nutrition of low-income children
so that they are ready for school. ‘

Local implementation within federally-imposed restrictions.

Early Head Start

Administered by the Head Start Bureau, Administration on Children, Youth, and Families
(ACYF), Department of Health and Human Services (DHHS).

Created with the authorization of Head Start in the Head Start Act amendments of 1994.

600 community-based programs serving 35,000 low-income children and their families
in FY 1999.

Annual appropriation.
$338 million (FY 1999).

Child health, cognitive deficits, temperament and personality, early behavior and
adjustment, peer relations, nutrition, low maternal education, problematic parenting
practices, insecure attachment, low socioeconomic status, nonmaternal care,
relationships with teachers.

To improve child and family development, parenting skills, and community building. To
provide a comprehensive program focused on proactive prevention, building on family
strengths.

Local implementation within federally-imposed restrictions.

(Continues on next page)
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Table 8 (continued)

Selected Federal Early Childhood Care and Education Policies Affecting Children’'s Emotional and Social
Development and Readiness for School

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level

Risk Factors Addressed

Desired Outcomes

State Latitude for Implementation

Policy Name

Location in Federal Government
Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired OQutcomes
State Latitude for Implementation

Child Care and Development Block Grant (CCDBG)
Administered by the Administration for Children and Families (ACF), Department of

~ Health and Human Services (DHHS).

PRWORA Title VI, August, 1996, amends Title IV-A of the Social Security Act. CCDBG was
created by the Omnibus Budget Reconciliation Act (OBRA) in 1990. CCDBG is currently
authorized through FY 2002.

Subsidizes child care primarily for children under 13 whose parents need child care to
engage in work, education, or training; family income must be less than 85% of the
state median; provider must meet state/local standards. PRWORA eliminates
entitlements to child care and consolidates the three programs of Title IV-A (AFDC,
transitional, and at-risk low-income working family child care) into CCDBG.

100% federal. Capped entitlement plus discretionary authorization.

$3.0 billion (FY 1997); $2.0 billion in capped mandatory funding; and $1 billion in a
discretionary authorization. :

Cognitive deficits, peer relations, nonmaternal care, relationships with teachers,
temperament, personality problems, early behavior and adjustment problems, low
socioeconomic status.

To assure access to child care so parent(s) can work or engage in education or training
leading to work.

States have wide latitude within goal of getting and keeping parents off public
assistance.

Elementary and Secondary Education Act (ESEA), Title |, Part A, Education
for the Disadvantaged

Administered by the Department of Education (DOE).
Enacted in 1965.

Improves the teaéhing and learning of low-income children who face educational
barriers, such as children from low-income families with low literacy, the children of
migrant agricultural workers, and children who are neglected or delinquent.

Formula grant.
$8 billion per year for the overall program; primarily serves school age children.

Cognitive deficits, nonmaternal care, low socioeconomic status, difficulties with peer
relationships, relationships with teachers.

None are specified for preschool services.

State and local educational authorities (LEAs) have considerable latitude.

(Continues on next page)
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Table 8 (continued)

Selected Federal Early Childhood Care and Education Policies Affecting Children’s Emotional and Social
Development and Readiness for School

Policy Name

Location in Federal Government
Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired Outcomes

State Latitude for Implementation

Policy Name

Location in Federal Government
Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level

Risk Factors Addressed

Desired Outcomes

State Latitude for Implementation

Elementary and Secondary Education Act (ESEA), Title I, Part B, The Even
Start Family Literacy Program

Administered by the Department of Education (DOE).
Enacted in 1989.

Helps break the cycle of poverty and illiteracy by improving the educational
opportunities of the nation’s low-income families by integrating early childhood
education, adult literacy and basic education, and parenting education into a unified
family literacy program. Parents and their children ranging from birth to age 8
comprise the target population.

Formula grant.
$124 million (FY 1998).

Cognitive deficits, temperament and personality problems, early behavior and
adjustment problems, low level of maternal education, problematic parenting practices,
insecure attachment, difficulties with peer relationships, nonmaternal care,
relationships with teachers, low socioeconomic status.

Potential outcomes include improved literacy behaviors, parenting behavior and skills,
educational and employment skills, growth in personal skills and community
involvement, improved school readiness.

States and local entities are given considerable latitude.

Individuals with Disabilities Education Act (IDEA), Part B,
The State Grant and Pre-School Grants Programs

Administered by the Office of Special Education Programs, Department of Education
(DOE)

Enacted in 1986; amended 1997. Originally children over 5 years of age were covered
through the Education for All Handicapped Children Act of 1975

Supports rehabilitation, education, and social services, including family-based services
Children from 3-21 years.

Formula grant based on child count.

$3.8 billion for the State Grant Program and $0.374 billion for the Pre-School Grants
Program (FY 1998).

Child health, cognitive deficits, temperament and personality, early behavior and
adjustment, peer relations, nonmaternal care, teacher relationships, low socioeconomic
status, problematic parenting practices, insecure attachment.

States offer programs for the education of all children with special health care needs,
develop strategies for outreach, and offer educational opportunities in the least
restrictive environment possible.

States must serve all children with special health care needs between the ages of 3
and 21, except for children ages 18-21 if such services are inconsistent with state law,
practice, or the order of any court.

(Continues on next page)
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Table 8 (continued)

Selected Federal Early Childhood Care and Education Policies Affecting Children’s Emotional and Social
Development and Readiness for School

Policy Name

Location in Federal Government
Date of Authorization

Program Description and

Target Population

Funding Type

Funding Level
Risk Factors Addressed

Desired Outcomes

State Latitude for Implementation

Individuals with Disabilities Education Act (IDEA), Part C,
Infants and Toddlers with Disabilities Program

Administered by the Office of Special Education Programs, Department of Education
(DOE).

Enacted in 1986; amended 1997.

Focus is on coordination of services. Covers children birth to 3 years with special
health care needs. At state discretion, may be extended to children at risk of
developmental delay or other conditions.

Discretionary grant. To be eligible for grant, states must have a state wide system
that includes 14 statutory components and a lead agency designated with the
responsibility for coordination and administration of funds.

$350 million (FY 1998).

Child health, cognitive deficits, temperament and personality problems, early
behavior and adjustment problems, peer relations, nonmaternal care, teacher
relationships, problematic parenting practices, insecure attachment, low
socioeconomic status.

To provide early intervention for infants and toddlers with special health care needs
and their families.

States are responsible for ensuring that services are provided to all children birth to
3 years of age with special health care needs. State option whether to include at-
risk children.
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Table 9

Selected Federal Family Support and Child Welfare Policies Affecting Children’s Emotional and
Social Development and Readiness for School

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type

Funding Level

Risk Factors Addressed

Desired Qutcomes

State Latitude for Implementation

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired Outcomes
State Latitude for Implementation

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired Outcomes

~ State Latitude for Implementation

Family and Medical Leave Act (FMLA)

Administered by the Employment Standards Administration, Wage and Hour Division,
Department of Labor.

Enacted in 1993.

Entitles employees of certain employers to take up to 12 weeks of unpaid, job
protected leave for certain reasons.

No government funding.

Not applicable.

Insecure attachment, neurodevelopmental delay, other medical problems.
Unspecified.

State laws may expand on FMLA and provide a more generous benefit,

Child Welfare Services, Title IV-B of the Social Security Act

Administered by Administration for Children and Families (ACF), Department of
Health and Human Services (DHHS).

Originated in 1935 as Title IV; changed to Title IV-B in 1967. Amended in 1996.

Provides funding for child weifare services including screening, investigation, and
treatment of child abuse and neglect.

75% federal matching grants to states.
$292 million (FY 1998).

Temperament and personality problems, early behavior and adjustment problems,
problematic parenting, child maltreatment, insecure attachment.

Improve the care and protection of children.

State latitude; however, states must respond to requirements in The Child Abuse
Prevention and Treatment Act (CAPTA).

Promoting Safe and Stable Families, Title IV-B of the Social Security Act

Administered by Administration for Children and Families (ACF), Department of
Health and Human Services (DHHS).

Original program authorized in 1993. Reauthorized under current name in 1997.
Provides state grants for family support and preservation programs, as well as
reunification services and adoption promotion.

Federal grants to states.

$275 million (FY 1999).

Low birthweight, temperament, personality problems, early behavior and adjustment
problems, nonmaternal care, problematic parenting, parental substance abuse and
psychopathology, child maltreatment, insecure attachment.

Prevent abuse and neglect, prevent foster care placement, reunite families, support
adoption.

State latitude; however, states must meet program requirements. States determine
the use of these funds.

(Continues on next page)

224




Off to a Good Start | Risk Factors and Selected Federal Policies

Table 9 (continued)

Selected Federal Family Support and Child Welfare Policies Affectihg Children’s Emotional and
Social Development and Readiness for School

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired Outcomes
State Latitude for Implementation

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired Outcomes

State Latitude for Implementation

Child Abuse Prevention and Treatment Act (CAPTA)

Administered by Administration for Children and Families (ACF), Department of
Health and Human Services (DHHS).

Enacted 1974.

Provides funds and technical assistance to states for prevention and intervention in
cases of child abuse and neglect. Grants fund statewide networks of local child abuse
and neglect prevention and family resource programs.

Formula grants.
$166 million (FY 1997).

Low birthweight and neurodevelopmental delay, other medical problems,
temperament and personality problems, early behavior and adjustment problems,
parental substance abuse/psychopathology, child maltreatment, insecure attachment.

Prevention and intervention in cases of child abuse and neglect.

States use their own discretion regarding how to allocate federal funds for programs.

Social Services Block Grant (SSBG), Title XX of the Social Security Act

Administered by Administration for Children and Families (ACF), Department of
Health and Human Services (DHHS).

Enacted in 1975; authorized for $2.8 billion annually, amended by Personal
Responsibility and Work Opportunity Reconciliation Act (PRWORA) to $2.38 billion for
FY 1997-FY 2002.

Provides a variety of services to support families and children, including child care,
child protection, home-based services, counseling, and health-related services.

Block grant.
$2.5 billion appropriated (FY 1997), reduced to $1.78 billion appropriation in FY2000

Cognitive and developmental issues, temperament and personality, early behavior
and adjustment, parental substance abuse/psychopathology, child maltreatment,
attachment issues, problems with peers, nonmaternal care, low socioeconomic status,
relationships with teachers, problematic parenting practices.

lfnprove self-sufficiency and reduce dependency, prevent abuse and neglect, reunite
families, prevent inappropriate institutional care and secure institutional care when
other forms of care are inappropriate. '

State implementation with substantial latitude.

(Continues on next page)
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Table 9 (continued)

Selected Federal Family Support and Child Welfare Policies Affecting Children’s Emotional and
Social Development and Readiness for School

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type

Funding Level
Risk Factors Addressed

Desired Outcomes
State Latitude for Implementation

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired Outcomes

State Latitude for Implementation

Title IV-E of the Social Security Act

Administered by Administration for Children and Families (ACF), Department of
Health and Human Services (DHHS).

Enacted in 1980.
Funds states to provide foster care and adoption services.

Open-ended entitlement with incentives to reduce length of time children are in
foster care.

$3.2 billion for foster care; $701 million for adoption assistance (FY 1998).

Temperament and personality, early behavior and adjustment, problematic parenting,

child maltreatment, attachment problems, low socioeconomic status.
Safe out-of-home care, permanent homes for children.

State implementation with substantial latitude.

Adoption and Safe Families Act

Administered by Administration for Children and Families (ACF), Department of
Health and Human Services (DHHS).

Enacted in 1997.

Law emphasizes the need for child safety, permanence, well-being. It speeds up both

the termination of parental rights and adoption processes.
Formula grant.
$275 million (FY 1999).

Temperament and personality, early behavior and adjustment, problematic parenting,

child maltreatment, attachment problems, low socioeconomic status.

Reduce child abuse/neglect at home and in foster care, increase permanency for
children, reduce time in foster care, increase placement stability, and reduce
placements in group homes/institutions.

State implementation; however, states must comply with requirements in the law.
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Table 10

Selected Federal Nutrition Policies Affecting Children’s Emotional and Social Development and

Readiness for Schoo!

Policy Name
Location in Federal Government
Date of Authorization

Program Description and
Target Population

Funding Type

Funding Level

Risk Factors Addressed
Desired Outcomes

State Latitude for Implementation

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type

Funding Level

Risk Factors Addressed
Desired Outcomes

State Latitude for Implementation

Food Stamp Program
Administered by Food and Nutrition Service, Department of Agriculture.

Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA) Title VIl
1996 amends Food Stamp Act originally enacted in 1972 and the Food Security Act of
1985. Public Law 105-185, enacted in 1998, amends PRWORA.

Provides food vouchers to 19.8 million low-income participants. PRWORA increases
state flexibility, strengthens work and other non-income eligibility requirements,
makes non-citizens ineligible, controls spending, and strengthens anti-fraud and
enforcement measures.

100% federal annual appropriation.
$20.1 billion (FY 1998).
Nutrition, low socioeconomic status.

Improve the nutrition of people with low incomes as well as to increase food
purchasing power of eligible low-income households.

State implementation with some latitude.

Special Supplemental Nutrition Program for Women, Infants and Children

Administered by Program for Women, Infants and Children (WIC), Food and Nutrition
Service, Department of Agriculture.

Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA) Title VII
1996 amends Supplemental Food Program for Women, Infants and Children (WIC),
originally enacted in 1972.

7.2 million low-income children, infants, and women receive monthly vouchers for
nutritious foods (FY 1996).

100% federal annual appropriation.
$3.9 billion (FY 1998).
Nutrition, low socioeconomic status.

Provide healthy food to meet the nutritional requirements of infants, children, and
pregnant or breastfeeding women in low-income households.

State implementation with little latitude.

(Continues on next page)
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Table 10 (continued)
Selected Federal Nutrition Policies Affecting Children’s Emotional and Social Development and

Readiness for School

Policy Name Child and Adult Care Food Program (CACFP)
Location in Federal Government Administered by Food and Nutrition Service, Department of Agriculture.
Date of Authorization Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA) Title VII

1996. Amends the National School Lunch Act of 1946. CACFP is permanently
authorized under section 17 of the National School Lunch Act.

Program Description and Subsidizes food provided by child care providers who meet state/local standards. The

Target Population majority of children served are between 3 and 6 years of age; however, children up to
age 12 and certain special older groups are eligible. PRWORA imposes requirements
that the provider, location, or child's family be low-income to be eligible. In FY 1998,
average daily attendance in CACFP subsidized centers and homes totaled 2.5 million

children.
Funding Type 100% federal authorized entitlement.
Funding Level $1.3 billion (FY 1998).
Risk Factors Addressed Nutrition, low socioeconomic status.
Desired Outcomes Improve nutrition through subsidized breakfasts, lunches, suppers, and snacks that

meet federal nutrition standards and are served in nonresidential child care.

State Latitude for Implementation State implementation with little latitude.
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Table 11

Selected Federal Socioeconomic Policies Affecting Children’s Emotional and Social Development and

Readiness for School

Policy Name
Location in Federal Government

Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired Outcomes
State Latitude for Implementation

Policy Name
Location in Federal Government
Date of Authorization

Program Description and
Target Population

Funding Type
Funding Level
Risk Factors Addressed

Desired Outcomes
State Latitude for Implementation

Temporary Assistance for Needy Families (TANF)

Administered by the Office of Family Assistance, Administration on Children, Youth, and
Families (ACYF), Department of Health and Human Services (DHHS).

Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA) Title | 1996.

Contingent cash welfare benefits; 5 year limit, after 2 years requires work; eliminates
eligibility for noncitizens. Incentives to states to reduce nonmarital births and single-
parent households; restrictions on teen parents. Replaces Aid to Families with
Dependent Children (AFDC) and Job Opportunities and Basic Skills Training (JOBS)
programs.

Block grants.
$16.5 billion annually through FY 2002.

Low socioeconomic status, family composition, immigrant status, low maternal
education.

Provide a safety net while encouraging work, marriage, and two-parent families.

States have substantial flexibility and may be more stringent than the federal law.

Supplemental Security Income (SSI)
Administered by the Social Security Administration (SSA).

Authorized in 1972. Amended by Personal Responsibility and Work Opportunity
Reconciliation Act (PRWORA) Title il 1996.

Cash benefit; 6.6 million recipients, including 958,000 disabled children under 18 years
(1998); PRWORA eliminates the Individualized Functional Assessment and
"maladaptive behavior” eligibility criteria for children.

100% federal cash benefit to recipients.
$27.3 billion (FY 1998).

Low birthweight, neurodevelopmental delay, other medical problems, temperament
and personality, early behavior and adjustment problems, parental psychopathology,
low socioeconomic status.

Assist low-income families to care for an individual with a disability.
Little state flexibility.

(Continues on next page)
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Table 11 (continued)

Selected Federal Socioeconomic Policies Affecting Children’s Emotional and Social Development and

Readiness for School

Policy Name
Location in Federal Government
Date of Authorization

Program Description and
Target Population

Funding Type

Funding Level

Risk Factors Addressed

Desired Outcomes

State Latitude for Implementation

Policy Name
Location in Federal Government
Date of Authorization

Program Description and
Target Population

Funding Type

Funding Level

Risk Factors Addressed

Desired Outcomes

State Latitude for Implementation

Earned Income Tax Credit (EITC)
Administered by the Internal Revenue Service (IRS), Department of the Treasury.
Enacted in 1975. Indexed to inflation in 1987.

Refundable tax credit primarily for families with children under 19 years. Maximum
credit is $2,210 with one child and $3,656 with more than one. Phase-out of credit
begins at income of $11,930; ends under $30,000. Claimed by 19.4 million tax payers
in 1997; more than 70% are single heads of households.

Federal income tax credit. Mirrored by some states.

$30.4 billion in benefits (1997).

Low socioeconomic status.

Improve the socieeconomic status of low-income working families.

None, except that some states have mirrored the federal tax credit in their own
income tax codes.

Dependent Care Tax Credit (DCTC)
Administered by the Internal Revenue Service (IRS), Department of the Treasury.

Deduction created in 1954; became a nonrefundable tax credit in the Tax Reform Act
of 1976 with expanded eligibility. The Family Support Act of 1988 tightened eligibility.

Nonrefundable tax credit for work-related expenses for care of dependent. Claimed
on 5.8 million tax returns (1997) by working caregivers for children under 13 or
incapacitated dependents. Average credit is $425 per return. 10% of benefit to
families with incomes below $20,000; 48% to those with incomes above $50,000.

Federal income tax credit.

Approximately $2.5 billion in benefits (1997).
Low socioeconomic status, nonmaternal care.
Tax cut linked to expenses for dependent care.

None.
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