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EXECUTIVE SUMMARY

“The objectives of a comprehensive program should include improving

the child’s physical health and physical abilities.”
Dr. Robert Cooke and the Head Sart Panel of Experts, 1965

Overview

A Descriptive Study of the Head Start Health Component was designed to provide a
"national snapshot” of how local Head Start programs meet the medical, dental, nutrition, and
mental hedlth needs of the children and families they serve. The Head Start Bureau requires this
information for the development of policies that will assist programs in responding to the
populations of families served and the conditions faced by local programs. This need was noted
in both the Final Report of the Advisory Committee on Head Start Quality and Expansion,
(1993) and the Head Start Research and Evaluation Report: A Blueprint for the Future (1990).
This descriptive study was undertaken because little current information was available regarding
how program procedures address the health conditions that are common among Head Start
children, the community health risks faced by families participating in Head Start, and the health

resources available in the communities served by Head Start.

The health services provided to or
arranged for Head Start children and their Jf “[In Head Start] We’'re
families are expected to be comprehensive. In  JJ| teaching them habits they

general, the success of the program in the health | V" Il hopefully carry with

them the rest of their life.”
area has helped identify Head Start as a model _Head Start staff

for other child service programs (Gomby,

Larner, Stevenson, Lewit, and Behrman, 1995).
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This Executive Summary and the associated report detail the historical context of the
Health Component and the study methodology and includes the descriptive findings regarding
three aspects of the Health Component, as noted below.

Content Areas of Study Findings

¢ Program Issues
Staffing and Staff Qualifications
Linkages with Medicaid and Community Resources

¢ Prevention
Immunizations
Health Education

 Health and Health Services Within the Four Health Domains
The Medical Health Domain
The Dental Health Domain
The Mental Health Domain
The Nutrition Domain

Because this study was descriptive, this report does not evaluate or judge the quality of
individual programs, groups of programs, or the entire sample of participating programs,
similarly, it is not intended to report on the compliance of local programs with the Head Start
Program Performance Standards. The findings from this study are focused on a set of research
guestions adapted from the originad Request for Proposals (see the Summary of Project Research
Questions) and designed to provide a basdline description of Health Component activities and the
hedlth status of Head Start children. Based on these findings, severa implications are discussed
regarding Head Start program practices, and recommendations are made regarding future

research activities related to the Health Component.
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A Summary of the Project Research Questions

What are the current procedures used by Head Start grantees to provide
or obtain health screenings, examinations, immunizations, referrals and
treatment services for enrolled children across the four health domains?

What are the major health problems and risk factors (perceived and
actual) present within the four health domains for children and families
enrolling in Head Start?

How promptly are health screenings, examinations, immunizations,
referrals and treatment provided across the four health domains? What is
the range of treatments children receive?

What are the Health Component staffing patterns? What are the staff
credentials and training for each position.

What community resources have Head Start programs utilized to meet
the health needs of children and their families across the four health
domains?

How is the cost of health services paid for Head Start children covered ?

What barriers do families and programs face in attempting to access
community and State health services?

What health education efforts are directed towards children and parents?

The Historical Context of the Health Component

Head Start was created in 1965 to enhance the social competence of preschool children
and foster constructive opportunities for communities to work together with low-income families
in solving their problems. In the Recommendations for a Head Sart Program (Cooke, 1965),
aPanel of Experts specified that the basic elements of the Head Start program should emphasize

health assessments for children and health education for both children and their families.
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Recommended evauations included a medical examination (e.g., physica measurements;
nutrition, vision, hearing and speech assessments; and other selected tests as required), a dental
examination, and a screening for socia or emotiond problems. Programs were designed to assure
proper immunization of al Head Start children, to assure families that children would receive
proper treatment for health conditions, to establish continuity of care for children, to inform

families about available community health resources, and to teach families about sound nutrition.

The overal goal of Head Start is to

promote social competence among participating  §| “It has started my baby girl

children (Zigler, et a., 1994). Socia [ on the road of education,
opened her eyes to basic

truths in life. Taught her to

competence is a comprehensive construct that
includes the belief that optima hedth is an care for herself as well as
important factor related to successful social and  Jj| teaching her aunt and mom
cognitive functioning.  This concept of [ how to help her at home.”

integrated areas of child development continues -Head Start parent

to draw support in the child development

literature (Novello, DeGraw, & Kleinman, 1992). Because impaired health may have adverse
effects on the development of social competence, children’s health has always been a focus of
Head Start and remains a critical aspect of the program over three decades later (Zigler et al.,
1994).

The Function and Organization of the Health Component

In 1975, the Head Start Bureau established Program Performance Standards for each of
the mgjor program components. Education, Parent Involvement, Social Services, and Health.
Grantees are required to comply with the Program Performance Standards, which are
accompanied by non-mandated guidance that elaborates on the intent of the Standards and
providesinformation on how they might be carried out. The overall requirements of the Health

Component are summarized below:
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. Provide a comprehensive program of health services to assist each child in
attaining maximum physical, emotional, cognitive, and social development;

. Promote preventive health services and early intervention; and
. Provide families with the skills, insights, and linkages needed to obtain ongoing

health care so that children will continue to receive comprehensive health care
after they leave the Head Start program.

The Health Component is designed to

emphasize the importance of health education i “I believe our role in regards

and the early identification and treatment of | to health iS_V_ery impt_)rtant as
far as providing services,

connecting children to

health problems. Because many low-income
children have limited access to health care services, and providing
services, Head Start programs ensure that each education to parents.”

child receives comprehensive hedth care -Head Start staff
services across each of the four health domains:
medical, dental, mental health, and nutrition. The Head Start Bureau has recently published a

comprehensive revision of all the Program Performance Standards (Federal Register, 1996)
effective January 1998, and is developing additional strategies for supporting health activities at
the local level.

Health Component activitiesinvolve virtually all of the Head Start program staff at some
point during the program year. The Health Component is managed by a Health Coor dinator
who isresponsible for the organization and administration of health services, including medical,
dental, mental health and nutrition elements. The Hedth Coordinator is assisted by, at a
minimum, afull-time or regularly scheduled qualified nutritionist or dietitian, a mental health
professional (e.g., child psychiatrist, licensed psychologist, psychiatric nurse, or psychiatric
social worker) who is available on at least a consultation basis, and a Disabilities (or

Handicapped Services) Coordinator responsible for children with specia needs.
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The hedlth staff undertake a broker role
in the connection between the Head Start
parents and community health centers, clinics,
and private providers. In this effort, Head Start
staff support parents who need to develop the
necessary skills to negotiate the health care
system themsalves. This means enabling parents
to make and keep appointments with

“Basically, we are the hub of
the child’s health care needs;
we are the liaison between

the parent, nurse and other
health providers.”
-Head Start staff

appropriate service providers in the local community and to obtain follow-up treatment for

conditions identified through screenings and examinations. Head Start’s objective is for al

parents to have the necessary skills to assume responsibility for managing their family’s health

care after leaving the program.

The parents of Head Start children often
face dgnificant barriers to obtaining health care:
financial, geographic, and ingtitutional barriers
inherent in the community as well as personal
and culturdl barriers. The health and health care
of a Head Start child are influenced by three
magor resources—the family, the available health
care providers, and the Head Start program—as
well as the pathways and barriers that affect
communication among those support elements.
Head Start works to open the pathways between
families and health care providers, while aso

providing familieswith the knowledge and skills

Forces Impacting the Health
Care of a Head Start Child

Head Start . Health Care
Pathways/Barriers .
Program Providers

needed to minimize the impact of barriers to accessing quality health care for the child.
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Because Head Start does not work as a "stand alone" Federal program, overcoming
barriers includes facilitating the use of other Federal programs, such as Women, Infants and
Children (WIC) and Medicaid. It became apparent during the study that an important factor in
the creation of community linkages is the active integration of Head Start with State and other
Federal resources, such as Medicaid, the United States Department of Agriculture (USDA) (i.e.,
the school lunch program, WIC), and Temporary Assistance for Needy Families (TANF, formerly
Aid to Families with Dependent Children). Programs serving low income families are
interdependent, and changes in one may affect service delivery in others. Head Start’s
dependence on other Federal resources is at a point where cuts in other resources would have a
seriousimpact on how loca Head Start health staff decide to allocate their limited resources. As
noted by the Advisory Committee on Head Start Quality and Expansion:

We must encourage Head Start to forge partnerships with key community and
state institutions and programs in early childhood, family support, hedlth,
education, and mental health, as we must ensure that these partnerships are
congtantly renewed and recrafted to fit changes in families, communities, and state
and national policies (p. viii; 1993).

M ethodology

This study was designed to collect descriptive data on the Health Component from Head
Start staff and parents, and to gather data on the health status of Head Start children from the
parents and the Head Start health records.  All of the data for this study were collected in the late
Spring of 1994, as 4-year-old children were completing Head Start and preparing for entry into
kindergarten. Using anationd probability sample of Head Start enrollees, atotal of 1,189 parent
interviews and child health file reviews were completed at 81 centers across 40 programs. The
sampling strategy resulted in a nationally representative sample of Head Start families stratified
across arange of geographic settings and urban or rural program sites, reflective of the national
Head Start profile.
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The research staff used nine different data sources at both the program and the center level.
The primary staff sources were as follows: Heath Coordinator (interview); Nutrition
Coordinator (interview); Mental Health Coordinator (interview); Center Director/Lead Teacher
(interview); Parent Involvement Coordinator (interview); and Budget Manager (questionnaire).
As noted, parents of 4-year-old children (approximately 15 per center/30 per program) were
interviewed, the Head Start hedth files for the children of the interviewed parents were reviewed,
and meal observations were conducted at each center. A total of 219 staff interviews were
completed and 177 meal observations were conducted. Because of the variations in the Budget

Manager reports that were received, these data were not included in this report.
The following sections provide summaries of the key findings from each of the chaptersin

the study’s Final Report. More extensive findings on particular topics are found in Volumes |
and Il of the Final Report.
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Program Staffing and Staff Qualifications
Head Start staff generdly reflect a

broad range of backgrounds and It takes an incredible

amount of coordination and
commitment by everybody,
staff training were reported by staff and it’s worth it. We do it

gualifications. Program staffing patterns and

associated with the Health because it makes a
difference.”
-Head Start staff

Component. The highlights of those

responses are presented below.

. Staff reported working in Head
Start for averages ranging from 9
years (Hedth and Nutrition
Coordinators) and 15 years (Center
Directors), and reported working in
their current positions for between
5and 6 years.

Number of YearsWorking at Head Start
for Health Coordinators

. Staff reported working an average
of 5 to 7 hours per week beyond
the time for which they were paid.

. About 95% of the interviewed
staff reported that their highest
level of education was a college
degree (or higher) or some college; approximately 40% of the Health Coordinators
reported that they had nursing training, and approximately one third of the Mental
Hedth Coordinatorsinterviewed indicated that they had a master’s degree. Overall,
64% of the Health Coordinators had either a nursing degree, a Bachelor’ s degree, or
higher.

. Approximately onethird of Center Directors and over half of each of the other staff
in positions associated with the Health Component reported performing multiple staff
roles. Overall, 49% of the interviewed staff were performing multiple roles, with
approximately one third of these (34%) reporting that they had been hired to perform
multiple roles.
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. There is an inverse rdationship
between program size (based on
the total count of
children enrolled) and the
performance of multiple staff roles. .

Health Component staff in }
programs with smaller enrollments
more often reported performing
multiple roles than did staff in
larger programs and were generally
less likely to have bachelor's or

nursing degrees. Children Enrolled ‘
500-999 1000 or More

Per centage of Health Coordinatorsin
Multiple Roles by Program Enrollment

Linkages with Medicaid and Community Resour ces
Programs are expected to establish

cooperative and responsive relationships with il “They gave me names of

ingtitutions and individual service providersin Jif P1aces I could go for medicall

their local communities. This includes aiding care for the boys when the

e _ _ o clinic wouldn’t see us
families in exploring avalable financia anymore.”

resources when assistance is needed to pay for - Head Start parent

sarvices. Themagjor findings of this chapter are

summarized below.

. The mgor types of organizations most commonly reported by Health Coordinators
as being associated with their Head Start programs were public health agencies and
private group providers. The most often reported services provided were medica
services and screenings, vison screenings and eye care, immunizations, dentd
services, and nutrition services and meal planning.
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. Over two thirds of the parents
(68%) reported Medicaid as the
primary source of payment for
hedth services Among the
Medicaid enrolled children, amost  §f 7o
two thirds were enrolled at or near 60
the time of their birth (1988-90) Jfi°"
and an additiona one fifth became 30
enrolled during the Head Start [gf20-

program year (1993-94). 107 7] 5

0 )

Sour ces of Payment for Health Services
Parents could report more than one source

. Barriers facing families are both P4 Medcad B Pivate insurance
persona and community-based. N DirectPayment [ ] - Ot
The latter includes the lack of
specidists and genera hedlth
providers in their respective communities. Major personal barriers to care include
parents not understanding the need for treatment services, parents’ resistance to
using sarvices, and the lack of time for parents to access services for their children.
Each of these barrierswas reported by at least 20% of the programs. The failure of
community providers to assist low-income families continues to be amajor barrier
to the provision of health services.

Health Education
One way to measure the success of Head

Start is to understand how children and their “She has made noticeable

families become better prepared to meet the [ changes in grooming—
combing hair, trying to look

challenges of improving their health and . .
9 proving nice; I’'m brushing more due

lifestyles after they leave Head Start. Thisisthe

to her encouragement; tooth
goal of Head Start hedlth education. Health [f brushing is great. She is

education activities include basic hygiene, fJ| iMmpProving me also.”
-Head Start parent

safety, and other appropriate health behaviors

for children, parents, and staff. The mgor

findings of this chapter are summarized below.
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Nutrition, persona hygiene, first aid and safety, and denta health were the most
frequently covered classroom health education topics, each being cited by over 85%
of the Health Coordinators. Mental Health Coordinators were most likely to list self-
esteem and peer relationships as the mental health topics addressed in the classroom
curriculum.

Both the Health and Mental Health Coordinators listed classroom discussions and
role playing activities as the classroom activities most often used to incorporate
health education into the classroom. Classroom visitors, most often nurses,
nutritionists, and dentists, provided education for the children and also served as an
important outreach activity by getting community providers involved with the local
programs.

Parent education topics most reported by parents included parenting, child growth
and development, and nutrition and meal planning. Nearly al of the programs were
reported offering parent classes at least once a month, with a quarter of the programs
holding classes at |east once a week.

Almost the entire sampl e of parents
stated that they discussed health
topics at home with their children.
Changes in ether child or adult
health behaviors since starting
Head Start were noted by two ‘ Parents Reporting ChangesGS_O%‘
thirds of the parents. Over one
guarter of the parents and amost
half of the children were described
a having some  generd
improvement in their health
behavior. Over one tenth (11%) of
the parentsindicated that their child
had acquired attitudes and
behaviorsin Head Start which have
helped change the health behavior of other children or adults in their home.

Per centage of Parents Reporting Health

Behavior Changes Since Enrolling
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I mmunizations

Under the Program Performance Standards, programs are required to obtain or provide
services to assure that age-appropriate immunizations are provided for children before the end
of the Head Start year (8 1304.3-4). The mgor findings regarding immunizations are summarized
below.

. Immunization rates based on the
children’s health record review Per centage of Fully Immunized 4-Y ear-

Old Children

showed that over four fifths (87%)
of the 4-year-old children were
fully immunized in accordance with
the Program Information Report
(PIR) reporting requirements (4 | Fully Immunized 87.0% |
DPT, 3 OPV, 1 MMR, 1Hib).
Recently, the CDC reported that
only 75% of preschool children are
immunized to this level nationaly.

. Children typically received 9 of the
11 required immunizations needed
by the time they left the program.
The missing immunizations were almost always the final ora polio vaccine (OPV)
and the fina diphtheria, pertussis, and tetanus (DPT) shots. Immunizations
requirements for entry into kindergarten vary by State.

. Parent-held records indicated that 10-15% of the children had additional
immunizations that were not noted in the child health files kept at the Head Start
Program.

. A mgority of the Hedlth Coordinators interviewed were not able to correctly report
the Head Start requirements for DPT and OPV vaccinations in effect at the time of

the study.
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Health Status and Health Services Within the Four Health Domains

Guidelines under the Program Performance Standards address program activities
specificdly related to each of the four health domains. medical health, dental health, mental
health, and nutrition. These guidelines include procedures for assuring that children receive
appropriate screenings and examinations and aso receive required treatments as necessary.
Health records and parent interviews yielded information on these areas as well as on children’s
health status across each of the four health domains.

The Medical Health Domain

Head Start staff encounter a wide range

of health conditions among children each year. “The health check and

Activities related to the provision of medical fJ| dental checks would have
never been done without

screenings and examinations provided or
J P Head Start's help.”

arranged for by Head Start programs were -Head Start parent
reported. Data from this chapter came from

multiple sources (e.g., parents, child health files,
and staff). The highlights of the findings are presented below.

. Parent reports, in conjunction with
reviews of the child hedlth files,
indicate that over 98% of the Head
Start children recelved physicd
examinations during the past year.
These findings are consistent with
those from theannual PIR reports.

Per centage of Children Receiving
Medical Examinationsin the Past Y ear

Received Medical Examination 98.0%

. Health conditions requiring follow-
up were reported by parents for
amost 20% of the children. The
health conditions most reported
were ear problems, speech and
language problems, gastrointestinal
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problems, asthma and other lower respiratory problems. No single condition was
reported by more than one tenth of the parents.

. Screenings and  examinations

conducted while children were i o
enrolled  in Head  Start Child Health conditions

helped detect severa hedlth more likely identified after
conditions that were not noted enrollment:

during screenings and examinations
conducted prior to Head Start
enrollment. Conditions more likely

Speech and Language

identified after enrollment include Problems

speech and language problems, Blood Disorders
blood disorders, and hernias. Hernias

Dental problems were aso more Dental Problems

likely to be detected after Head
Start enrollment.

. Over 80% of the hedlth records that reported a health condition requiring treatment
contained no documentation on the status of these recommended treatments.

The Dental Health Domain
Denta problems are of particular interest

to Head Start because of the higher incidence of “l hadn’t been able to find a
problems among low-income families and the [J| dentist who would take a

medical (Medicaid) card.”
-Head Start parent

shortage both of dentists in low-income

communities and of dentists willing to accept

Medicaid payments. Activities related to the

provision of dental screenings and examinations provided or arranged for by Head Start programs
were again collected from multiple sources (parents, child health files, and Health Coordinators).
The highlights are presented below.
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. Overdl, parent reports, in
ConjunCtion_ W_ith reviews of child Per centage of Children Receiving Dental
hedlth files, indicate that about 96%
of the Head Start children received
dental examinations in the past
year.

Examinationsin the Past Y ear

. A|mOSt 42% Of the parents Received Dental Examination 96.0%
reported that their child had an
identified dental condition, and
over 80% of the identified
conditions were dentd caries. Only
11% of the hedth files indicated
that a child had a reported dental
problem. However, 42% of the
child health files had no recording of whether or not the child had dental problems.

. Based on parents' reports, at least 76% of the conditions had been treated or were
currently being treated, while less than 1% of the parents reported not seeking
treatment for their children. A significant portion of parents, 24%, did not indicate
the treatment status of their children’s dental conditions, but thisis not necessarily
an indication that necessary treatment did not take place or was not scheduled.

The Mental Health Domain

Mental health is sometimes overlooked
within the Health Component. A number of “Thanks to Head Start [she] is
difficulties were encountered in studying the § able to go the psychologist.”

-Head Start parent

mental health domain (e.g., definitions and

terminology, record keeping practices,
confidentidity), making it difficult to paint an accurate picture of the mental health status of Head

Start children. The findings that are available are summarized below.
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. Almost 90% of the Mental Health
Coordinators said that al children
in their program are screened for
mental health or developmental
concerns through observation of
classroom or group socialization
activities, individua mental health
screenings, or both.

. When asking about the mental
hedth of ther children, less than
7% of the parents reported that
someone from the Head Start
center had suggested that ther
children be evaluated for possible
behavior problems.

Per centage of Children Receiving Mental
Health Screeningsin the Past Y ear

Received Mental Health Screening 89.0%

. Less than 3% of the parents reported that a condition was identified through a
developmentd assessment. The conditions they were likely to mention were speech
and hearing problems, cognitive or developmental delays, or emotiona disorders.
Many parents listed speech and language concerns under medical problems. Little
information was available on the status of treatment.

The Nutrition Domain

The nutrition requirements for Head Start
programs include preparation of meals which
provide children with between one and two
thirds of their daily nutritional needs, depending
on the length of their school day. Other
nutrition activities include the conduct of
nutrition screenings provided or arranged for by
Head Start programs and educationd

opportunities for parents on proper nutrition.

“l couldn't make them eat
vegetables and fruits. Now
she comes home and tells me
and her sisters that they have

to eat meat, milk, bread,
fruit, and vegetables in order
to be strong.”

-Head Start parent

The highlights of the parent and staff reports are presented below.
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. About 96% of the children received
a nutrition screening during the
previous year. Almost 90% of the
Nutrition Coordinators reported
that children enrolled in their
program  routinely  received
individual nutrition screenings.

Per centage of Children Receiving

Nutrition Screeningsin the Past Y ear

Received Nutrition Screening 96.0%

. Nutrition summaries were available
in only a few of the child health
files. Approximately 5% of the
children were described as being in
need of nutrition services. Very
few parents (less than 5%) reported
their child being obese or
underweight as a health condition.

. Meadls provided an excellent opportunity for staff to provide nutrition and general
hedlth education for children aswell as socidization experiences. Healthful activities,
such as hand washing, were incorporated into the dally classroom routine
surrounding meals.

Study Strengths and Limitations

As a descriptive study, the findings from this project fit a specific need of the Head Start
Bureau: objective information on the implementation of the Health Component. To thisend, it
is recognized that the study has both strengths and weaknesses. A principal strength is that this
descriptive study provides a sample that is representative of the overall Head Start population.
The dratification plan used for the random sample provides a representative view of the general
Head Start population, alowing child-level datato be weighted and national estimates produced.

The use of multiple data sources is an important element of the study. For example,
receiving information from Head Start staff, Head Start parents, and child health records was
especially useful in clarifying the immunization data. Interviews with staff and parents clearly
indicated that immunization rates are higher than reflected in the Head Start records.
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The study limitations include the use of Head Start child health files which were not always
complete and which often varied in content from program to program. Variations across
programs in record-keeping practices made preparation for data collections difficult, and

sometimes made specific pieces of information inaccessible to the research staff.

Unfortunately, the data collection was restricted to only one visit per site. Longitudinal
data reflecting the impact of specific Health Component activities on the behavior of children and
their familieswould be very useful for staff in determining the distribution of program resources.
The research team was also unable to undertake direct health checks on the children or review
primary provider or clinic hedlth records to supplement or validate those held by parents or Head

Start programs.

Implicationsfor Head Start Program Practices

After viststo 81 centersin 40 programs and completing almost 1,500 interviews with Head
Start parents and staff, the picture of the Head Start Health Component is not yet complete, but
it is becoming much clearer. The Head Start Bureau has the opportunity to integrate the
information from this report into policy initiatives and program support. For example,
information gained from this study will be useful to ACYF as it provides support and direction
to local Head Start programs efforts to implement the newly revised Head Start Program
Performance Standards. Based on the findings of this study, six areas are discussed here in terms

of their implications for the provision of health services within Head Start.

Staff Training and Support. One of the more striking findings on how programs
implement the Health Component was the number of Health Coordinators who reported having
multiple roles within their program. While comprehensive staff training is crucial to the provision
of gppropriate care and education for enrolled children, training is even more critical for staff with
responsibilities for managing multiple health domains or multiple program components, as staff
persons with multiple responsibilities may not have prior training or experience related to each

respongbility. Thisissue may be particularly true for smaller programs with fewer resources for
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providing or accessing staff training. Data from the study suggest that component coordinators
in smaller Head Start programs have fewer educationa credentials, yet are far more likely to
perform multipleroles. Program managers should ensure that training activities address the range
of backgrounds noted among the staff, and help individuals with multiple roles develop strategies
to best manage these responsibilities. Beyond the training of existing staff, the revised Program
Performance Standards support the development of consultative relationships with health
professionals outside the program to assist center staff in carrying out specific health-related

functions.

I mmunizations Records and Knowledge. Improvements in record-keeping strategies
will help Head Start programs maintain up-to-date information on the immunization status of the
children they serve. As noted earlier, between 10-15% of the children had received additional
immunizations which were noted on the parent-held records, but were not found in the Head Start

records.

Subsequent to the data collection for the present study, the Head Start Bureau updated the
immunization requirements for children attending the program and modified the PIR reporting
requirements to be consistent with these requirements. Given that the revised Program
Performance Standards require programs to follow, at a minimum, the immunization schedule
implemented in the Medicald/EPSDT program in their State, technical assistance regarding the
State Medicad/EPSDT immunization requirements is needed for all health staff, not just the
Health Coordinators. In addition, systems to ensure that immunization status and all relevant
health information are recorded, reviewed regularly, and kept current during the program year
will assure that immunization records are complete as children leave Head Start. Linkages with
State health departments and Medicaid will ensure programs access to the most recent State

immunization requirements and would promote “best practices.”

Mental Health Issues. Head Start's developmentally appropriate activities for children,

and its emphasis on parent involvement, form the foundation of its role in mental hedth
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promotion and primary prevention. However, this study found that most programs efforts to
identify the menta health needs of individual children and to track the provision of servicesto
them, were not well-documented. As suggested by the American Orthopsychiatric Association
study of Head Start mental health services (AOA, 1994), programs were reluctant to identify and
make referrals for mental health interventions except in the most serious cases, did not keep
sufficient records about the interventions which did occur, and preferred describing concerns
about children's behavior as developmental/language delay issues rather than as mental health
needs. Nationa and local leadership is needed to address Head Start staff and family attitudes
which may be limiting the provison of needed mental health services, including: concerns about
the perceived stigma attached to children receiving mental health services; reluctance to record
information without more certainty about the safeguards for confidentiality; and, a failure to
acknowledge the costs of under-reporting menta health concerns or waiting until problem is more
serious. In addition to information and training, the Head Start leadership should provide
significant direction and support for developing and sustaining responsive mental health services
in Head Start programs that can demonstrate more immediately to parents and staff the value of
amore systematic approach to mental hedth intervention. Head Start programs' self-examination
of menta hedlth servicesin light of the revised Program Performance Standards presents a critical

opportunity to implement the improvements needed.

Treatment Follow-Up. As part of a comprehensive health program, it is necessary for
staff to receive training on the importance of carefully tracking the medical progress of the
children they serve. Reviews of the child hedth filesin the present study yielded information that
indicate that Head Start children are being properly screened for medical and dental problems;
however, the hedlth files contained relatively little documentation about whether treatments
actually were completed, in progress, or ongoing, as in the case of chronic health conditions.
Over 80% of the hedth records that reported a health condition had incomplete or no follow-up
data on the status of the recommended treatments. This situation does not necessarily mean that
treatments are not taking place, because parents reports indicated a higher percentage of

completed treatments. It does suggest, however, that better information is needed to
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appropriately document and monitor the status of what happens to Head Start children when
medical, dental, mental health, or nutrition screenings indicate the need for treatment services.
The tracking procedures required under the revised Program Performance Standards should have

apositive impact in this area

Record Keeping. Continued encouragement and support for efforts such as the Head
Start Family Information System (HSHS) and other automated data collection systems containing
similar dataelementsis needed to help programs standardize the collection of information about
the families they serve as well provide a smple, automated system for updating and retrieving
information on these families. Record-keeping practices varied greatly across the programs and
centers studied. Thiswas particularly true for the fiscal information collected from the Budget
Managers. Effortsto expand the systematic and comprehensive tracking of services consistent
with the revised Program Performance Standards should improve the comparability of records
across centers and programs, provide a consistent basis for national training activities related to
record keeping issues, and help ensure appropriate documentation of quality service provision.
Key issuesin the implementation of the HSFIS or similar systems are the provision of equipment
and adequate training to program staff that emphasi zes the need for such information from every

program.

Collaboration Activities. In an erathat will be noted for reforms in welfare and other
public assstance programs, locd, Tribal, State, and Federa agencies serving low-income families
have an increasing need to coordinate their services. The creation of useful community linkages
for Head Start is dependent on the active integration of locd programs with community and State
programs as well as with other Federal resources, such as Medicaid, the United States
Department of Agriculture Nutrition Programs (USDA), (e.g., the Women, Infants, and Children
program (WIC)), and Temporary Assistance for Needy Families (TANF). This study found
evidence through the staff and parent reports that these activities are occurring, making it clear
that Head Start does not work as a"stand alone" Federal program. However, are-emphasisin

this area is warranted in light of the revised Program Performance Standards, requiring that
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children be linked to a“medica home’ where hedth services are not provided to families by Head
Start. Individual Head Start programs must actively pursue partnerships with other Federal,
State, Tribal, community and local health agencies so that the combined resources maximize the

health services available to children and families while containing costs to local programs.

Recommendations for Future Research

One of the original intentions of this descriptive study was to generate hypotheses and
methodological recommendations for future research on both the Health Component and the
Head Start program in general. In terms of future research activities, the following suggestions

are offered to help guide future studies of the Head Start program:

. Deter mining the Impact of the Program on Families. Head Start parents come
to the program with a wide range of skills and knowledge needed to manage the
acquisition of health care services for their families. It is necessary to learn what
basic, hedth-related skills and strengths families bring to Head Start and how

different these skills are when they |eave the program.

. Staffing Patterns. The present study revealed a wide variety of staffing patterns
that should be explored in subsequent studies in order to assess whether there are
specific models of health service delivery that are more effective than others under

certain programmatic and community conditions.

. Investigating Links with Community Services. It was difficult in this study to
determine the level of formality of the Head Start-community links that have been
established. It may be necessary to survey community providers to determine, from
their perspective, how Head Start serves the community and how these providers
work with Head Start families as well as what specific factors appear to contribute
to efficient and effective collaborations with Head Start and/or service delivery to
Head Start families.
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. Sampling Considerations. The development of any sampling plan intended to

produce appropriate representation of urban and rural programs must take into

account the fact that many Head Start programs include centers that serve both types

of areas. More detailed information is required on individual Head Start centers and

the geographic areas or populations they serve.

. I nstrument Development. A review of the findings from this study has lead to the

conclusion that instrument development activitiesin future projects must consider the

use of multiple data sourcesin order to understand differences across staff roles and

to provide comparisons across sources, including the possibility of gathering data

directly from community health providers.

Summary

It appears that, in serving Head Start
families, programs engage in three levels of
activities: assuring that children get screenings
and needed health services, that children receive
preventive care, and that both children and
familieslearn to take respongbility for their own
health care and health-related behaviors. The
Health Component provides the opportunity for

“The program is concerned
about the health of the
children. They care a lot for

the girl and | am very
grateful for that.”
-Head Start parent

all familiesto benefit through prompt diagnosis and treatment, and by ensuring that the children

are as healthy as possible before they enter kindergarten. Not all families need Head Start’s

assistance in accessing health services. The program is designed so that those in need of

assstance receive care, and that these families devel op the skills necessary to access appropriate

care and develop a“medical home” independent of the Head Start program. These steps are a

primary focus of the revisions in the Program Performance Standards.
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Clearly, the Health Component is a very

valuable and unique piece of the overall Head “l love Head Start—This is

Start program. It is hoped that the "snapshot" my third child in Head Start.
It is the best program

taken by this study will generate useful . .
4 Y g available for children.”

questions that will drive future research -Head Start parent

activities. The research team completes this
project with both admiration and respect for the
Head Start families aswell asthe local Head Start staff. These individuals work endlessly, often
under lessthan ided conditions, to improve the lives of the children in local programs. We hope

that the information gathered during this study will directly benefit their work.
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1.0 INTRODUCTION

“l love Head Start. It is the best program available for children.

Head Start Parent

Founded in 1965, the Head Start program offers comprehensive services including
early education, nutrition, health, and socia services, along with a strong parent involvement
focus, to low-income children nationwide. Its overall goal isto bring about a greater degree
of socia competence, which is defined as a child' s everyday effectivenessin dealing with both
his or her present environment and later responsibilitiesin school and life, taking into account
the interrelatedness of cognitive, intellectual, and social development; physical and mental
health; and nutritional needs.

Head Start programs are funded through a direct Federal-to-local relationship, and
include a wide range of programs that are community based, so they can respond to local
needs and coordinate activities with other community agencies. They are guided by a set of
Program Performance Standards that specify requirements in each of the functional areas,

including disabilities.

The Head Start Bureau within the Administration on Children, Y outh and Families
(ACYF) inthe Administration for Children (ACF), U.S. Department of Health and Human
Services, (DHHYS) has responsibility for oversight and leadership of Head Start programs
nationwide. It also funds specid initiatives, and devel ops legidative and budget proposals for
programs. Local ACYF oversight is provided by 12 Regional Offices, which conduct

compliance reviews of local programs every three years.



During fiscal year 1994, the year in which study data for this report were collected,
Head Start served an estimated 740,000 children and their families in amost 2,000 programs
nationwide. The FY 1994 budget was $3.3 billion (Genera Accounting Office, 1994).

In 1993, with an eye toward the future of Head Start, the Advisory Committee on
Head Start Quality and Expansion issued a document, Creating a 21st Century Head Start:
Final Report of the Advisory Committee on Head Start Quality and Expansion (1993), which
made recommendations for Head Start as the program prepares for the next century. The
report recommended 1) improving Head Start staff training in order to increase the quality of
the services provided, and expansions in the numbers of children served and the range of
services provided to Head Start children and their families; 2) improving community
partnerships to more effectively meet the needs of Head Start familiesin the areas of family
support, health, and education; and 3) strengthening Federal oversight of Head Start. The
collection of reliable and valid basdline information on the Health Component will assist
Federal staff in accurately identifying program needs.

Alsoin 1993, DHHS Office of the Inspector General (OIG) focused attention on
Head Start by issuing areport on the implementation of expansion funds entitled Evaluating
Head Start Expansion Through Performance Indicators (OIG, 1993). This study covered
many aspects of Head Start, including the Health Component. The policy analyses of the
Advisory Committee and the OIG share at least one common conclusion: that additional
baseline data from children’s Head Start records, parent interviews, and staff interviews are
needed to increase understanding of the health problems and service needs of Head Start

children and their families.

The descriptive findings presented in this report are one step in along-term research
strategy to meet these program needs. They also provide data critical for implementing many
of the Advisory Committee’ s recommendations. This study goes beyond the usual
compilation of Head Start child health records and standard data from the Head Start Program
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Information Report (PIR). It includes interviews with Head Start parents about how the
program helps them obtain health services for their families, and with Head Start staff about
the operation of the Health Component. The study results are based upon reports from a
nationally representative sample of 1,189 families with 4-year-old children enrolled in 40 Head
Start programs spread across the nation. This broad description of the Health Component is

an important element of the Head Start Bureau’ s database on programs and children.

1.1 Research Questions

The purpose of this study isto describe the Head Start Health Component across the
four health domains. medical, dental, nutrition, and mental health. The program elements

described include:

. Head Start staffing patterns and prior and ongoing staff training and experience
related to the Health Component;

. Utilization of community resources in the provision of health services,

. Barriersto the provision of health services for Head Start families and
programs,

. Current preventive health efforts provided for children and parents; and

. Current screening, examination, referral, treatment, and follow-up procedures

employed in each health domain.

Based on these elements, research questions were devel oped to drive the data collection
effort.



1.2 Study Overview

The ACY F contracted with The CDM Group, Inc. (CDM) and its subcontractor Abt
Associates, Inc. (Abt) to undertake this two-phase study. During Phase |, the research team
designed the study, convened a Technical Advisory Panel, developed the necessary data
collection instruments and plans, devised a study sample selection plan, and completed an
Office of Management and Budget (OMB) clearance package. Phase |l consisted of a pilot
test, data collection, coding of the qualitative data, data analysis, and report preparation. The
timeframe for data collection was April through June, 1994, assuring that all data would be
collected before the children left Head Start to enter kindergarten.

The study design called for a sample of 40 Head Start programs. For each selected
program, two centers were to be randomly chosen as target sites, for an expected total of 80
Head Start centers.! The goal of the research team was to interview program and center staff
associated with the operation of the Health Component. At each center, an additiona goal
was to interview the parents of 15 randomly selected 4-year-old children and to review the
Head Start health records for these children.

The research staff obtained information from nine primary data sources. Parents, Head
Start child health records, meal observations at Head Start centers, Center Directors (or Lead
Teachers), Health Coordinators, Mental Health Coordinators, Parent Involvement
Coordinators, Nutrition Coordinators, and Budget Managers. The study was designed to take
advantage of multiple sources of information regarding the health status of the children. In
thisway, the Head Start health records could be supplemented by parents' reports on the

same information.

Y In practice, one of the programs selected was entirely home-based and one had only a single center.
Other selected centers were too small to support the intended sample, so additional centers were selected for
three programs. A final set of 81 centers participated in the study (see Chapter 3: Methodology).
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1.3 Organization of the Report

This report is organized into four volumes. Volume | contains the Executive Summary
and alonger summary of the study findings. Volumell isatechnica report with a detailed
outline of the study methodology, including sampling and data collection methods. Volumelll
also includes eight chapters related to the study findings, a summary chapter, and the
Executive Summary. The chapter structures of Volumes| and 1l are the same, facilitating the
reader’ s ability to move from one volume to the other when more detailed or technical

information is desired.

Volume Il presents a summary of the qualitative data not included in Volumelll. The
gualitative data include follow-up interviews with the research associates who supervised the
individual site visits and the detailed information that was summarized in Volumes| and 1. It
also includes several categories of responses from Head Start staff and parents to open-ended
guestions that are not summarized in the other volumes. Volume IV isthe Appendices and
contains the consent form, a summary of the relationship between the research questions and

the data collection instruments, the data collection instruments, and a literature review.
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2.0 HISTORICAL CONTEXT OF THE HEALTH COMPONENT

“Basically, we are the hub of the child’s health care needs; we are the

liaison between the parent, nurse and other health providers.”
Head Start Staff

For three decades, research on the Head Start program has typically been devoted to
the impact of the program on children, families, and communities. Further, there has often
been an emphasis on the educational aspects of the program, and rarely have other aspects,
including the Health Component, been the focus of a major study of Head Start. The current
study isintended to provide descriptive information regarding 1) the characteristics of staff
organization and procedures employed by Head Start programsto assure that appropriate
health screenings, examinations, and treatments for Head Start children are completed; 2)
assessments of perceived problems and barriers to assuring quality health care for Head Start
children and families; 3) preventive health activities (health education and immunization)
provided by the Head Start program; and (4) reported health conditions in the present
population of Head Start children across medical, dental, mental health, and nutritional

domains.

These areas have been important concerns for Head Start since the program’s
inception in 1965. An intent to enhance social competence and to foster constructive
opportunities for society to work together with low-income familiesin solving their problems
was among the original objectives for Head Start. I1n the Recommendations for a Head Sart
Program, dated February 19, 1965, a panel of experts chaired by Dr. Robert Cooke of The
Johns Hopkins University specified the basic elements of the future Head



Start program. Those elements included an extraordinary emphasis on health assessments and
health education:

The objectives of a comprehensive program should include ... improving the
child' s physical health and physical abilities... tailored to the needs of the
individual community and the individual child.
The Panel went on to specify in substantial detail the health-related evaluations and programs

that should be integral to the Head Start program.

The overall goa of Head Start has aways been to promote social competence among
participating children (Zigler, et al., 1994), a comprehensive construct that includes, anong
other components, the concern that optimal health is an important factor related to successful
socia functioning. Children’s health has been a focus of the program from its inception, and

remains highly relevant more than 30 years later.

2.1 Functions and Organization of the Head Start Health Component

The Head Start Bureau established Program Performance Standards for each of the
major program components (Education, Parent Involvement, Social Services, and Health) in
1975, and for the disabilities areasin 1993.! Grantees are required to comply with the
Standards, which are accompanied by non-mandated guidance that elaborates on their intent
and provides information on how they might be carried out. For the Health component, the

overal requirements are to:

. Provide a comprehensive program of health services;

. Promote preventive health services and early intervention; and

. Provide families with the skills, insights, and linkages needed to obtain ongoing
health care.

! Revisions of the Head Start Program Performance Standards have recently been completed.
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Because many low-income children have limited access to health care, Head Start
programs are required to ensure that each child receives a comprehensive health care program
across four heath domains. medical, dental, mental health, and nutrition (see Exhibit 2-1).

Exhibit 2-1 Head Start Program Performance Standards: Health Care
Services Provided to Children Under the Health Component

Medical Services
Medical screenings and examinations;
Vision and hearing tests;
| dentification of disabling conditions;
| mmunizations; and
Follow-up referral or care for problemsidentified through this process.

Dental Services
. Dental screenings and examinations; and
. Follow-up referral or care for problemsidentified through this process.

Nutrition Services
. Children in part-day programs receive at |east one hot meal and one snack per day to

meet at least one third of a child’s daily nutrition needs; children in full-day programs
receive between one half and two thirds of their daily nutritional needs;

A trained nutritionist provides information on nutrition and meal planning to parents;
and

7Head Start nutrition services are closely coordinated with the Food and Consumer
Service of the U.S. Department of Agriculture.

Mental Health Services
Mental health training is provided for staff and parents to make them aware of the
need for early attention to the special mental and emotional problems of children;
Services are planned and directed by a Mental Health Coordinator with the assistance
of an outside mental health professional; and

Staff members arrange for individual or group assessments and subsequent services,
as needed, for individua children.
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Health Component activities involve virtually all of the Head Start program staff at
some point during the program year. The Health Component is managed by a Health
Coordinator who isresponsible for the organization and administration of health services,
including medical, dental, mental health, and nutrition.

The Health Coordinator is assisted by, at a minimum, (1) afull-time or regularly
scheduled qualified nutritionist or dietitian to oversee menu planning, food purchasing, food
preparation, sanitation, persona hygiene, activities and staff training; (2) amental health
professional who is available on at |east a consultation basis to assist in planning mental
health activities, train Head Start staff; examine and observe children and consult with
teachers and other staff; provide appropriate information to individual and groups of parents;
and oversee appropriate referrals for diagnostic examinations as needed; and (3) a
Disabilities (or Handicapped Services) Coordinator responsible for recruitment,

enrollment, and arranging for the delivery of services for children with special needs.

The health section of the Program Performance Standards requires that Head Start
programs be responsive to community health needs that affect the children they serve. As part
of Head Start’ s efforts to help families obtain the health services indicated by screening
efforts, programs are required to explore and use al available community resources—
including health departments, school health programs, clinics, private practitioners, prepaid
medical groups, armed forces medical services, hospitals, community health centers, dental
service corporations, voluntary agencies, public assistance programs, the Medicad/EPSDT
(Early and Periodic Screening, Diagnostic, and Treatment) program, and other insurance
programs—to the maximum extent possible. Programs also are required to inform parents
about available health resources and to assist parents in gaining access to care. Sometimes,
local providers are willing to volunteer their services to a center or program as “in-kind”

contributions of goods and services.? In coordinating its work with families, Head Start has a

2 Head Start programs are required to generate 20% of the total cost of the program through “in-kind”
support from their community to support program activities.
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critical role as a service broker across arange of different community providers (Pizzo, 1993).
After al other funding sources have been explored and exhausted, the Head Start program
becomes the “dollar of last resort,” and will help parents pay for the health services needed by

their children.

The effective transfer of health care information from the Health Coordinator or a
member of the Health Component staff to the family member responsible for connecting the
child to the health care system is an essential part of Head Start efforts. The Health
Coordinator serves as a broker between Head Start parents and community health centers,
clinics, and private providers. By identifying providers, furnishing information and assistance,
and securing necessary funding, Head Start staff provide support and encouragement for
parents to negotiate the health care system themselves. This means enabling parents to make
and keep appointments with appropriate service providers in the local community and to
obtain follow-up treatment for conditions identified through screenings and examinations.
Head Start’s objective is for parents to be in a position to assume sole responsibility for these

tasks after leaving the program.

In general, the work of Head Start in this area has been identified as a model for other
child-service programs (Gomby, Larner, Stevenson, Lewit, and Behrman, 1995). The
program has long recognized that the health status of children and their educationa
development are inextricably linked (Novello, DeGraw, and Kleinman, 1992; Zigler, et d.,
1994). Effortsto create links between child care providers and health care providers are a
crucial component of the Health Component, as noted by the Advisory Committee on Head
Start Quality and Expansion. In order to make use of available community resources to
benefit Head Start children and families, each program is required to establish a working

relationship with organizations in the community it serves.

2.2 Barriersto Health Carefor Head Start Children and Families.
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Parents of Head Start children face a number of significant barriers to obtaining health care:
financial, geographic, and institutional barriers inherent in the community, as well as persona
and cultural barriers that exist within families. Asillustrated in Exhibit 2-2, the health and
health care for a Head Start child isinfluenced by three magjor resources (the family, available
health care providers, and the Head Start program) and by the pathways/barriers that affect
communication among those support elements. The Head Start program is designed to
improve the pathways between families and health care providers, while also providing
families with the knowledge and skills needed to minimize the influence of barriers to quality
health care for the child.

Exhibit 2-2  Forces Impacting the Health/Health Care of a Head Start Child

Head Start . Health Care
Pathways/Barriers .
Program Providers

2.3 Current Health Context for the Head Start Program

The current context of health risks that are encountered by children in low-income

familiesis an important factor in an examination of the patterns of delivery and use of health
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care services for Head Start children. Overall, the health of the Nation’s children has
improved in recent decades. Promising statistics include a reduction in infant and child
mortality rates, areduced incidence of preventable childhood diseases through effective
immunization programs, and reductions in the prevalence of denta caries through fluoridation
and improved preventive dental care. Additionaly, information about the long-term impact of
tobacco products, alcohol and illicit drugs, and poor dietary habits are increasingly being

promulgated through health education programs.

However, in the three decades since the inception of Head Start, many e ements of
poverty have been atered by sociological forces, and these changes often have had negative
implications for the physical and mental health of children in low-income families (severa
studies examining these implications are reviewed in the following sections). In turn, impaired
health can be expected to have adverse effects on school achievement and on other indices of
social competence (Zigler, et a., 1994).

Medical Health. Attention to chronic health conditions related to the physical and
socia environment has recently increased. These conditions include otitis media, chronic
respiratory disease, asthma, tuberculosis, lead poisoning, infection with human
immunodeficiency virus (HIV) or other sexually transmitted diseases before birth, and
conditions related to maternal behavior during pregnancy. Other health conditions, such as
physical injury and behavioral/emotional problems, may result from stress caused by exposure
to violence or other elements of the environment common to low-income families.

Dental Health. Studies of children indicate that dental disorders are higher among
low-income children than other children. In 1984, the largest study of Head Start children yet
conducted found that one fourth of the children were urgently in need of dental care (Fosburg,
1984). A similarly high prevalence of dental cariesin Head Start children has been reported in
severd recent studies (Barnes, Parker, Lyon, Drum & Coleman, 1992; Jones, Schlife &
Phipps, 1992; Kaste, Marianos, Chang & Phipps, 1992; Katz, Ripa & Petersen, 1992),



suggesting that significant numbers of Head Start children require dental treatment when they

enter the program.

Nutrition. Inadequate nutrition during childhood has been found to have lifelong
effects on the health and functioning of the individual. Nutrition problems (typically iron
deficiency anemia) have long been associated with poverty. More recently, the incidence of
childhood obesity related to poor dietary selection and inadequate exercise has reportedly
increased among children from low-income families (Yip, Scanlon & Trowbridge, 1993).

Mental Health. The number of children receiving mental health servicesin agiven
year has increased significantly since 1980. Children in low-income families are increasingly
exposed to homelessness, the incarceration of family members, and the death of relatives or
close acquaintances due to causes such as acquired immunodeficiency syndrome (AIDS),
substance abuse, and violence in their neighborhoods and homes. 1n addition, reports of child
abuse and neglect across all social strata have continued to increase (Gelles, 1995). Faced
with such conditions and incidents, national concern for the mental health of children has
increased. Left untreated, mental and emotional disorders can lead to impaired social
functioning, adaptation, and productivity. Poverty places children at greater risk for “a host
of biologic insults that threaten the integrity of the central nervous system,” and epidemiologic
studies have shown an association between organic brain dysfunction and psychiatric disorder
in children (Hertzig, 1992).

2.4 Head Start Program Growth and Quality

In recent years, many Head Start programs have been granted increased funding.
Between 1990 and 1995, the Head Start appropriation increased from $1.5 billion to $3.5
billion (Head Start Fact Sheet, February, 1995). This funding isintended to both increase the
number of children served and to improve the quality of Head Start programs. While increased
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funding is undoubtedly welcomed at the local level, the additional mandates to serve more
children and to improve the quality of the services provided also adds complexity to the

mission of serving low-income families.

Thus, the context of child health conditions faced by Head Start program staff has
become increasingly complex during recent years. Its effects may often be first recognized
and identified by Head Start health screenings and/or Head Start classroom observations.
Given the new program mandates, the importance of Head Start’srole in 1) identifying the
often subtle early-warning signals of health conditions; 2) facilitating diagnoses and treatment
of those conditions; and 3) providing health education that can prevent or limit the effects of
such conditionsis significantly increased. This study is an investigation into how local
programs make the effort to remain true to the original vision of the founders of Head Start

regarding the role of good health in the growth and development of children.
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3.0 METHODOLOGY

“Great program—the primary concern is the children and this is evident

In the decisions they make.”
Head Start Staff

3.1 Overview

Chapter 3 describes the data collection methodology, with primary focus on the
sampling plan, weighting of the study sample to provide national estimates for Head Start, the
development of the data collection instruments, and the data collection procedures employed

with parents and staff at the study sites.

3.2 Description of Head Start Universe

Data on Head Start programs were obtained from the 1992-93 PIR, a self-completed
report submitted by each program at the conclusion of the program year. Because this study
was conducted during the 1993-94 academic year, the 1992-93 PIR was the most recent
source of information on all Head Start programs available for use in constructing the
sampling frame.! However, the 1993-94 PIR data best describe the universe of Head Start
programs at the time of data collection for this study (April-June, 1994). Exhibit 3-1
compares information from the 1992-93 PIR and the 1993-94 PIR, and contains data specific
to the 40 study programs. This table shows that the earlier data from 1992-93 were

Since only 4-year-old children were targeted in the study, the universe of Head Start programs included
programs operating during the 1992-93 school year that also enrolled 4-year-old children during that year.
Migrant programs were excluded because they were participating in a separate study in which the Health
Component was one of the primary interests.



sufficiently comparable to the data from the 1993-94 study period to produce avalid sample
for this study. Also, the selected sample of programs matched characteristics of the overall
Head Start universe very well, with some minor exceptions. These differences were corrected

through sample reduction, statistical weighting, and the sampling strategies.

Exhibit 3-1 Summary of Head Start Program Characteristics From PIR*

Data
Sample Programs**
1992-93  1993-94 | 1992-93  1993-94
PIR PIR PIR PIR
Number of Programs*** 1796 1834 40 40
Total Number of Children 666,492 732,218 39,118 42,999
Proportion of Children Percent  Percent Percent  Percent
4-Y ear-Old Children 65.9 64.5 68.5 65.9
Children Enrolled in Second Y ear 195 19.2 17.8 18.4
of Head Start
Home-Based Children 7.4 6.8 9.2 9.3
Families Enrolled in 67.3 69.4 66.0 70.4
Medicaid/EPSDT****

*PIR - Head Start Program Information Report.

**Data for sample programs are based on all enrolled children, not just the respondents to this study.
***Excluding migrant programs and programs without 4-year-old children.

****EPSDT - Early and Periodic Screening, Diagnostic, and Treatment Program.

3.3 The Sampling Plan



The primary objective of providing a nationa probability sample of children enrolled in
Head Start was accomplished through a multi-stage sampling strategy. The first-stage sample
consisted of 40 Head Start programs selected from the universe of programs identified in the
1992-93 PIR database. The second stage of sampling yielded 80 Head Start centers (two
centers per program). The final stage selected 15 children per center, to yield 1,200
interviews with parents, for a nationally representative sample of Head Start families. The

details of each stage of sampling are described below.

The first-stage sample generated 40 randomly selected Head Start programs. The
available programs were stratified on the basis of three variables—Census Region (Northeast,
Midwest, South, and West), Urbanicity (whether or not the Zip Code associated with the
address of the Head Start program was located inside an Urbanized Area),? and the
percentage of minority Head Start children (greater than or equal to 50% minority enrollment

versus less than 50% minority enrollment).

In the second stage of sampling, two Head Start centers were selected from each of
the 40 programs. For several programs where centers selected had fewer than twenty 4-year-

old children enrolled, an additional backup center was identified.

The third stage of sampling involved the selection of individual Head Start children.
The target population consisted of 4-year-old children enrolled in Head Start at the beginning
of the academic year. Using enrollment lists provided by the centers, the research staff
identified a random sample of 15 primary children and 8 aternates per center. The data
collection effort was directed at completing 15 interviews per center from 80 centersfor a

total of 1,200 parent interviews. In cases where the family of one of the 15 pre-selected

2 During the process of selecting centers for the study, it became apparent that Head Start programs
often manage centers located at substantial distances from the main program address. In such cases, the
program address is often in an Urbanized Area while most or al of the program centers are located in rural
areas surrounding the main program location. Occasionally, the reverse was true as well. Therefore, any
comparisons of urban and rural data for this study should be viewed with considerable caution before any
conclusions are drawn.
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children could not be located or if a parent dechined to be interviewed, altermates were used.
A total of 1,189 parents were actually interviewed.

3.4  Description of Study Sample

3.4.1 Head Start Children and Parenis
The national distribution of States covered by this sample of 40 Head Start programs
1=z shown in Exhibit 3-2. All programs selected on the first draw agreed to participate, making

Exhibit 3-2 States Covered During Site Visits

%

Puerto Rico

it unnecessary to draw any replacement programs. A total of 81 centers were visited One of

the programs was entirely home-based, and consequently had only one center. In two other
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cases, a center was drawn that did not have the requisite number of 4-year-old children (15),

and an additional center was drawn to complete the sample.

Descriptive statistics for the sample of children represented by the 1,189 parent
interviews are found in Exhibit 3-3. Of these, 51% of the children whose parents were
interviewed were male. The broad racial background of the children was assessed in the
parent interview using the standard U.S. Bureau of the Census classification, included 6% of
the sample identified as “ Other,” a category which was used by parents to record a multiracia

or multiethnic background for their child.



Exhibit 3-3 Demographic Data From the Parent Interviews and Reviews of

the Child Health Files

Racial Background (Reported by parents) Unweighted Weighted
Total 1,189 100
American Indian 36 4.2
Asian or Pecific Islander 19 16
Black (not of Hispanic origin) 399 32.8
Hispanic 222 18.2
White (not of Hispanic origin) 438 375
Mixed Race 74 5.7
Missing 1

Gender (Recorded from child health files) Unweighted Weighted
Femae 602 50.9
Male 582 49.1
Missing 5

Primary L anguage Spoken at Home* Unweighted Weighted
English 1,029 86.9
Spanish 224 18.1
Other 47 4.7

*Some families indicated more than one language.

3.4.2 Head Start Staff

The fina totals for completed staff interviews are shown in Exhibit 3-4. All totals do

not equal 40, usually because staff were not available (e.g., on leave) or a staff position was

not filled at that time. Some programs had more than one individua filling the Health

Coordinator and Parent Involvement Coordinator roles, resulting in totals greater than 40.
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While 81 centers were visited, only 59 Center Director reports were available.
Occasionally a Center Director was not available, but more often this individual was
responsible for more than one center within a program, not an uncommon situation. No staff

member refused to be interviewed for this study.

Exhibit 3-4 Head Start Staff With Completed | nterviews

Staff Position Number of Interviews
Center Director 59
Health Coordinator 42
Mental Health Coordinator 37
Nutrition Coordinator 39
Parent |nvolvement Coordinator 42

Note: Individuals could be counted more than once due to multiple roles.

3.5 DataCoallection Instruments

3.5.1 Data Sources

The research staff developed data collection measures for nine data at both the
program level or the center level, depending on the type of information needed and the
structure of each specific program. In addition, each program office provided documentation

concerning the operation of the Health Component. The primary data sources were as

follows:
. Center Director/Lead Teacher (interview);
. Health Coordinator (interview);
. Nutrition Coordinator (interview);



. Mental Health Coordinator (interview);

. Parent Involvement Coordinator (interview);

. Budget Manager (questionnaire);

. Parents of 4-year-old children (15 per center) (interview);

. Child hedlth files for the children of the interviewed parents (record

abstraction); and

. Meal observations at each center (observation form).

Interview forms and other data collection instruments for these primary data sources are

found in Appendix B of Volume 1V, including Spanish versions of all the interview forms.

3.5.2 Instrument Development

Where appropriate, specific interview questions were consistent with current Head
Start protocols. The instrument developed for abstracting data from the child health records
was based on the information detailed in the 1992 version of the Head Start Child Health
Record. A Technical Advisory Panel, consisting of five consultants across the four health
domains, four representatives from relevant Federal agencies, alocal Head Start Health
Coordinator, and a Head Start parent, also contributed to the development of the research

instruments as well as the data collection procedures.

3.6 Staffing

CDM and Abt organized a three member site visit team for each program. Each site
visit team was led by a research associate from CDM or Abt and including a trained,
experienced data collector and an on-site staffer from the Head Start program being visited.
The research associate spent one week on-site, and the data collector was scheduled for atwo
week visit, although in most cases all data were collected in the first week. The on-site staffer
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helped to recruit parents and schedule interviews. More detailed descriptions are provided
below.

. The resear ch associate, the senior member of the site visit team, had primary
responsibility for the data collection effort at the site.

. The data collector, often recruited from the same community as the Head
Start program, interviewed parents, reviewed the child health files, and assisted
the research associate, as necessary.

. The on-site staffer wastypicaly recommended by the Program Director to
assist the other members of the site visit team. The on-site staffer recruited
parents into the study, coordinated the distribution and collection of consent
forms, scheduled interviews, and explored potentia parent recruitment and
scheduling strategies.

3.7 Data Collection Procedures

The procedures used by CDM and Abt to complete the collection of data are described
below.

Following the selection of the final sample of programs, the research staff notified the
appropriate Administration for Children and Families (ACF) Regional Offices about the study
and identified the programs that were selected to participate within their respective Regions.
A member of the research staff then telephoned the Program Director at each study site and
also sent afollow-up letter. The names and sizes of the centers operating within that program
were identified, as were the names and titles of the primary staff working in the Health
Component. Centers were selected using a PPS strategy, and the Center Directors/Lead
Teachers at the selected centers then faxed rosters of the eligible 4-year-old children to the

research office.



Prior to the site visit, the on-site staffer received the list of the selected children and
alternates, and implemented procedures for recruiting the sample. The on-site staffer
distributed and collected the Parent Consent forms and arranged the parent interview
schedule. The researchers obtained signed, informed consent forms from all parents prior to
the latter’ s participation in the interviews and prior to the record reviews. Copies of the

consent forms were provided to the local Head Start centers.

For both the program staff and parents, all information that could link individuals with
their responses was kept under lock and key by the CDM Project Director at the research
office. All information that might link respondents to the data instruments was removed from

the forms.

The principa reason for the high response rate (78% of parentsidentified in the
primary sample lists) was the cooperation of the Head Start parents and staff members. To
facilitate the interviews, the research associates and data collectors were available to conduct
interviews after normal working hours or on weekends for respondents who were unavailable
during the work day. Whenever interviews could not be conducted in English, they were
completed in the native language of the respondent. To maximize comfort with the interview
setting, the research staff gave each parent the opportunity to determine the site for the

interview, although parents were encouraged to come to the Head Start center.

3.8 Record Keeping Issues

Because the site visit teams anticipated that the Head Start Child Health Record would
be employed for the great mgjority of children sampled, the record review instrument was
based on that form. However, only 58.2% of the records reviewed were actually maintained
on the Head Start Child Health Record and these were not always the most recent version.
The remainder of the health records were kept on locally developed forms that did not always
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provide the information sought on the record abstraction form. This created instances of

missing data for certain health conditions or health status reports.

Often, child health records were not helpful in determining the assessment, prevalence,
and treatment of conditions that fall under the mental health and dental domains. For
example, mental health reports were often included in the child’ s education file, and the Site
visit teams did not always have access to these. Also, mental health evaluations and treatment
reports were not always maintained in a child' s file because of confidentiality issues.

Similarly, approximately 45.0% of the children did not have arecord of having previoudy
seen adentist. This does not mean that dental visits were not completed, but rather that this
information was not located in the health records. The data

collectors made every effort to complete the record reviews, but some results must be

interpreted with some caution.

3.9 DataAnalysis

This study uses data at two levels. The basic database was constructed at the child
level for analyzing data from parent interviews and reviews of the Head Start child health
records. These analyses apply to data on immunizations, health conditions, health screenings,
exams, referrals, and services provided to the target children. Data at this level are weighted
to produce national Head Start estimates. The second level of dataisthe Head Start program,
where staff interviews yielded detailed information about health service delivery, about the
barriers and difficulties faced by centers in the provision of required health services, and about
staffing of the Health Component.

Wherever possible, staff attempted to collect comments from respondents (staff and
parents). These were transcribed and coded for use in quantitative analyses. The

transcription of the comments are included in Volume l11. As part of the routine of data
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analysis, categorical and ordina data were compared across the three stratification variables
(urbanicity, geographic region, and above or below 50% minority enrollment). These findings
are only reported in the text in cases where meaningful differences are noted across the sub-

groups.
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4.0 PROGRAM STAFFING AND STAFF QUALIFICATIONS

“It takes an incredible amount of coordination and commitment by

everybody and it’s worth it. We do it because it makes a difference.”
Head Start Staff

41 Overview

A review of the literature over the past two decades uncovers few studies that focus
on Head Start program staffing and the qualifications of the Health Component staff who
assist families in gaining access to hedlth services. In one, an examination of indices of Head
Start program quality (Brush, 1993), researchers noted that programs employing staff with
higher levels of education had fewer health items out of compliance with Federal regulations,
as measured by data collected on the On-Site Program Review Instrument (OSPRI). Inthe
same vein, a Task Force charged to study and make recommendations to strengthen Head
Start’s Health Component urged in its report that Head Start set minimum education and
experience requirements for Health Component Staff, and develop career paths and staffing
patterns that will promote program quality (Head Start Health Coordinator’s Task Force
Report, 1990). Related to this, many Head Start Program Directors, in responding to a
Genera Accounting Office (GAO) survey, reported that they had insufficient qualified staff to
meet the complex needs of the children and families that they serve, and that low salaries
hampered their ability to hire qualified staff (GAO, 1994).



4.2 Findings

The data presented in this section were obtained primarily from interviews with Head
Start program staff. These staff members included: Health Coordinators, Mental Health
Coordinators, Nutrition Coordinators, Parent Involvement Coordinators, and Center
Directors. It should be noted that, at some Head Start programs, more than one individual
was interviewed for a given staff position (i.e., Health Coordinator and Parent Involvement
Coordinators) because more than one person was functioning in that role. For other staff
positions (i.e., Mental Health Coordinators and Nutrition Coordinators), fewer than 40
interviews are reported upon because not every program had a person filling the role or the
staff members was not available. In the case of Center Directors, for some of the programs

included in the study, one individual was responsible for both centers visited.

4.2.1 Program Staffing

This section presents data collected on: program staffing, staff roles, and the issue of

staff performing multiple roles.

Program Staffing. Exhibit 4-1 presents staff responses regarding their work
experience in Head Start. While most staff reported that they had worked for Head Start for
approximately 9 or 10 years, Center Directors reported average job tenures of almost 15
years. All staff reported working in their current position for approximately 5 or 6 years on

average.

Health Coordinators, Parent Involvement Coordinators, and Center Directors reported
being paid to work approximately 39 hours per week, while Mental Health and Nutrition
Coordinators reported being paid to work approximately 36 hours per week. All staff,
however, reported actually working an average of 5 to 7 hours more than the number of hours
aweek for which they were paid. Those staff reporting multiple roles were asked how many

hours per week they spent working in their primary role. Responses varied from
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approximately 25 hours for Health Coordinators to approximately 10 hours for Mental Health

Coordinators.

Exhibit 4-1 Program Staffing of the Health Component

Respondents
Mental Parent
Health Health Nutrition I nvolvement Center
Coordinator  Coordinator Coordinator  Coordinator Director
Mean Number of 9.0 10.5 87 10.7 145
Y ears with Head
Start
Mean Number of 55 59 5.0 58 6.6
Yearsin Current
Position
Mean Number of 38.8 36.4 36.2 39.0 38.8
Hours per Week
Paid
Mean Number of 43.8 425 41.2 45.2 45.8
Hours per Week
Worked
Mean Number of 24.8 10.1 16.9 23.2 21.6
Hours per Week
Spent in Capacity of
Current Position
Average Number of 4.6 53 7.3 51 6.4
Y ears Performing
Multiple Roles*
N 42 37 39 42 59

NOTE: Questions were open-ended.
* Averages are calculated only for those performing multiple roles.

Staff Roles. The Head Start program staff interviewed were presented with alist of
tasks that Health Component staff might perform, and were asked to indicate the tasks that

they, themselves, performed, and those performed by others. Then, from the list of tasks that
they did themselves, staff were asked to identify the three tasks that they performed most
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frequently. What emerges from their responses is that most Health Component staff are

involved in both the role of “broker” of health services and in the direct provision of services.

Health and Mental Health Coordinators tend to typify the dual role of health service
provider/broker. Both staff positions were involved in conducting screenings and
examinations, reviewing the results of these tests and consulting with other Health Component
staff in assessing their implications for the health needs of the children in their charge. When a
health need was identified, both Health and Mental Health Coordinators devoted a great deal
of time coordinating the actual delivery of services with other Head Start staff, as appropriate,
and working with health care providers both in arranging for treatment and in following up on
the treatment provided and its ramifications for further service requirements. Health and
Mental Health Coordinators aso reported that they spend a significant amount of their time
conducting health/mental health education classes for parents and teachers and engaging in

interagency collaborations.

Nutrition Coordinators were primarily involved in the planning, purchase, and delivery
of food to the children enrolled in the program. They also conduct growth screenings and
assist with the identification of child, family and community nutrition problems by conducting
nutrition assessments, providing nutritional counseling, and conducting nutrition education

classes for teachers and parents.

Parent Involvement Coordinators provide amagor link between the parents of enrolled
children and Head Start program staff. Parent education appears to be the primary mechanism
through which this is accomplished.

Center Directors reported that they had direct involvement in health-related activities,
such as providing health education to children in the classroom, as well as conducting parent
education and teacher training on health-related topics. Center Directors also reported that

they worked with local community health providers both in making arrangements for services
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to be delivered to children in need, and also in following up on referrals made by other Health
Component staff.

Multiple Staff Roles. Many staff reported that they performed rolesin multiple staff
positions. While approximately one third of the Center Directors (32.2%) interviewed
reported that they had responsibilities in addition to their Center Director responsibilities, half
or more of the respondents in each of the other staff positions associated with the Health
Component reported performing multiple roles: 50.0% of the Health Coordinators, 56.4% of
the Nutrition Coordinators, 66.7% of the Parent Involvement Coordinators, and 78.4% of the
Mental Health Coordinators. Health Component staff in programs with enrollments of fewer

children were more likely to perform multiple functions.

There is an inverse relationship between the number of Head Start Centers a Health
Coordinator is responsible for and the likelihood of that coordinator working in multiple roles,
with the proportion of Health Coordinators reporting multiple roles decreasing as the number
of centersincreases. Thus, it appears that while staff in smaller programs are more likely to
wear “multiple hats,” the staff roles and functions in larger programs seem to be more cleanly
delineated. It should be pointed out that this issue may be related to the locus of activity (e.g.,
Program level versus Center level), and the fact that many large programs may have extra staff

working under the direction of the Health Coordinator.

In general, multiple role respondents reported that they had been hired to perform
more than one role. Between one half and two thirds of the respondents in each staff position
indicated that this was the primary reason for performing multiple roles. Other reasons, also
cited by substantial proportions of Center Directors and Mental Health Coordinators, were

program evolution and staff changes.

When asked what, if any, problems accompanied performing more than onerole, large

proportions (between 66% and 86%) of the respondents in each staff category cited time
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constraints as a problem. Insufficient salary for the job demands was aso indicated as a

problem by many respondentsin al staff positions.

Staff responses regarding multiple staff roles appear to be linked to concerns
expressed by staff about program-related barriers to care facing Head Start families (see
Chapter 5: Program Procedures and Linkages with the Community). When discussing
program-internal barriers to care, respondents indicated that limited Head Start and Health
Component budgets and staff shortages were common barriers. The fact that substantial
proportions of staff perform multiple roles (for which they were hired), and that this situation
poses significant time constraints, may be the underlying basis for these staff perceptions.
These conditions also may be related to the reports of Head Start Program Directors (GAO,
1994) that they have insufficient qualified staff to meet the needs of the children and families

they serve.

4.2.2 Staff Qualifications

Staff Education. Previous research has suggested that programs that employ staff
that are more highly educated score better on indices of Head Start program quality (Brush,
1993), and that Program Directors perceive that low Head Start salaries hamper their ability
to hire qualified staff (GAO, 1994). Thus, against this backdrop, staff education was a major
focus of thisinvestigation. When asked about the highest level of education they had
achieved, (see Exhibit 4-2), the proportion of respondents reporting Bachelor Degrees (or
higher) varied among the staff positions, from a high of 67.7% among Mental Health
Coordinators (66.7% of Nutrition Coordinators aso reported a Bachelor degree or higher) to
alow of 33.3% among Health Coordinators. Larger proportions of respondents in programs
with enrollments of 1,000 or more reported a Bachelor or Nursing Degree (or higher) than did
their counterparts in programs with enrollments under 500. Results for the mid-size programs
(enrollments of 500-999) were varied. This suggests that larger programs are more successful
in attracting more highly educated staff, perhaps because their funding levels alow them to
pay the salaries that the higher education credentials claim. Larger programs may also have
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Program Coordinators with Bachelor or Nursing Degrees who supervise staff who have not
attained these qudifications.

Exhibit 4-2 Highest Level of Education as Reported by Staff

Respondents
Mental Parent
Health Health Nutrition Involvement  Center
Coordinator  Coordinator  Coordinator ~ Coordinator  Director

Some High School 24 — — — —
High School/ 4.8 2.7 7.7 4.8 34
GED Diploma
Some College 23.8 16.2 17.9 33.3 254
Associate’ s Degree 48 8.1 — 7.1 33.9
Nursing Diploma 30.9 54 7.7 — —

(no college degree)
Bachelor’'s Degree 19.0 27.0 38.5 358 220
Graduate School — 2.7 10.3 7.1 51

(no degree)
Master’s Degree 11.9 32.5 17.9 9.5 8.5
Doctorate/MD 24 54 — 24 17
N 42 37 39 42 59

Much higher and consistent proportions of staff from Head Start programs sponsored
by School Systems reported Bachelor Degrees than did staff from programs sponsored by
other types of organizations (see Exhibit 4-3). This may reflect a value placed on academic
credentialing in school systems. It should also be noted that none of the respondents from an

Indian Tribe reported a Bachelor or Nursing Degree.



Exhibit 4-3 Percentage of Health Component Staff Reporting Bachelor or
Nursing Degrees (or Higher) by Type of Sponsoring Agency

Respondents
Mental Par ent

Health Health Nutrition I nvolvement Center
Program Sponsor Coordinator  Coordinator Coordinator Coordinator  Director
CAA* 58.8 56.3 64.7 42.1 20.8
School System 100.0 100.0 100.0 83.3 66.7
Private/ 60.0 53.8 83.3 58.3 35.0
Public Non-Profit
Government 100.0 100.0 100.0 66.7 100.0
Agency**
Indian Tribe 0.0 0.0 0.0 0.0 0.0

*Community Action Agency

** Any government agency other than a public school system or a Community Action Agency (CAA).

When staff respondents were asked to volunteer (open-ended question) the fieldsin
which they held degrees, Center Directors, Mental Health Coordinators, and Parent
Involvement Coordinators most often reported Education and/or Early Childhood
Development. Nutrition Coordinators generally indicated academic training in the areas of

Food and Nutrition/Dietetics and Home Economics.

Of the one third of the Health Coordinators who had completed college and/or at least
some graduate school, over half had specidized in the field of nursing. Approximately
another third (30.9%) of the Health Coordinators reported that they had a Nursing Diploma,
and these respondents were fairly evenly divided between Registered Nurses (RNs) and
Licensed Practical Nurses (LPNs). Overal, approximately two out of five of the Health
Coordinators interviewed reported having received training in nursing. However, the fact that
more Health Coordinators tended to have nursing diplomas than baccal aureate degrees may be
an indication of when the individuals received their training. Three quarters of the

respondents reporting a nursing diploma received their credential in the 1950s, 60s and ’ 70s,
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when these types of programs were more prevalent. Currently, only a small number of

nursing graduates come from these programs (Bureau of Labor Statistics, 1996).

4.2.3 Staff Certification and Training
Staff Certification. Program staff were asked whether they held any current job-

related certificates or licenses. Their responses to this (open-ended) question are presented in
Exhibit 4-4 (the reader should note that, since respondents could report holding multiple
certificates/licenses, column percents in this exhibit may not add up to 100%). The open-
ended nature of this question may account for the generally low response rates observed in
thistable. The certificate/license most often mentioned was First Aid, which was cited by
41.3% of the Health Coordinators. This was followed by Cardiopulmonary Resuscitation
(CPR) (14.3%).

Among the other staff interviewed (Mental Health, Nutrition, and Parent Involvement
Coordinators), there was little consensus in terms of specific certificates/licenses. There were
also severa “Other” certificates/licenses reported, each cited by one or two individuals. These
account for the substantial proportions appearing in the “ Other”
category in Exhibit 4-4. The areas in which these “Other” certificates/licenses were held
included: Audio Screening, EKG Technician, Emergency Medical Technician, Psychiatric

Nursing, Pharmacology, and Family Development.



Exhibit 4-4  Percentage of Staff Holding Selected Certificates and/or

Licenses
Respondents
Mental Par ent
Certificate/ Health Health Nutrition Involvement  Center
License Coordinator Coordinator Coordinator  Coordinator  Director
CPR 14.3 81 2.6 24 85
First Aid 41.3 54 51 24 6.8
State Nursing 9.5 — 2.6 — —
License
Licensed Practical 95 27 2.6 — —
Nurse (LPN)
Registered Nurse 11.9 27 — — —
Certified Nurse's 2.4 — — 2.4 —
Aid
Licensed Social 4.8 27 — 14.3 1.7
Worker
Unspecified 95 135 51 71 10.2
Teaching Certificate
Child Development 95 10.8 2.6 11.9 35.6
License
Registered Dietician — — 154 — —
Child Center Permit — — — — 11.9
Other* 11.9 324 23.1 11.9 20.3
N 42 37 39 42 59

Note: Question was open-ended. Staff could report multiple certificates/licenses.
*The “ Other” category includes areas in which only one or two individuals reported holding specific

certificates/licenses.

Staff Training. Staff interviewers also inquired about the training provided to Head

Start staff. Center Directors and Health Coordinators were asked about the training provided

at their centers during the 1993-94 program year. Three quarters or more of the respondents
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interviewed reported that they provided training on the following health topics. nutrition,
neglect/abuse, children with special needs, growth/development, CPR, and First Aid/safety.

Since the training of Health Coordinators was deemed to be of critical importance to
the functioning of the Health Component, these individuals were asked what training on health
issues for young children and their families they, personally, had received since September,
1993. When presented with alist of training topics, a majority of the Health Coordinators
reported that they had received training in 15 of the 20 topic areas cited. Thistraining was

generaly provided by other program staff or by local consultants or community providers.
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5.0 PROGRAM PROCEDURESAND LINKAGESWITH THE
COMMUNITY

“The program has provided information about community agencies that
can help on any problem; it helped in providing information about

necessary exams and preventive care..”

Head Start Parent

5.1 Overview

In order to carry out the requirements of the Program Performance Standards, each
Head Start program must develop and implement a plan to meet component objectives.
Aspects of these procedures are often unigue to specific programs, because each program
must operate within the restrictions or framework set by their internal organization (e.g., if the
grantee is a school system versus a Community Action Agency), the physical size of the
program (e.g., the number of enrolled children, the geographic size of the designated service
area), and the availability of community resources (e.g., the number of providers, provider

acceptance of Medicaid).

Program procedures ensure that enrolled children receive the required health
screenings and examinations and that all parents become actively involved in the health care of
their children. Procedures aso include activities designed to address preventive health issues
with children and families. Finally, the health section of the Program Performance Standards
(81304.3) requires that programs implement procedures, including the establishment of a
Health Services Advisory Committee (HSAC), which enable staff to be responsive to
community health needs that affect the children that they serve. Programs are expected to use

! Preventive health issues and procedures are discussed in Chapter 6: Health Education and
Chapter 7: Immunizations.
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available community resources to benefit Head Start children and families by establishing
working relationships with appropriate organizations or institutions in the communities they
serve. The establishment and expansion of community linkages was one of the major policy

recommendations of the Advisory Committee on Head Start Quality and Expansion (1993).

The Program Performance Standards require that programs identify and address the
health problems of their local service areas (81304.3-3; 81304.3-9). Certain health screens
for children may be required based on these periodic assessments of community health
conditions (e.g., increases in the prevalence of lead poisoning or intestina parasites).
Additionally, as part of Head Start’s efforts to help families obtain the health services
indicated by screening efforts, programs are required to explore and use al available
community resources to the maximum extent possible (Program Performance Standards,
81304.3-4) (see Chapter 2: Historical Context of the Health Component). Programs also are
required to inform parents about available health resources and assist parents in gaining access

to care.

The effective transfer of health care information from the Health Coordinator or a
member of the Health Component staff to the family member responsible for connecting the
child with the health care system is an essential aspect of program procedures. Headlth
Coordinators serve as brokers for Head Start parents with community-based providers. By
assisting with identifying providers, furnishing information and assistance, and securing
necessary funding, Head Start staff provide support for parents in negotiating the health care
system themselves. This means enabling parents to make and keep appointments with
appropriate service providers in the local community and to obtain follow-up treatment for
conditions identified through screenings and examinations. Head Start’ s objective is that
parents be in a position to assume sole responsibility for these tasks upon completing the

program.



It is critical that each Health Coordinator, each member of the health staff, and the
HSAC be aware of both the financial and the non-financial barriers to health care facing the
families they serve (see Chapter 2: Historical Context of the Health Component). The health
staff must navigate the local health care system and facilitate access to care for these families.
The HSAC can ease the brokering process by initiating communication with individual
providers, hospitals, clinics, and other community resources to provide parents with
appropriate bridges to health care in their communities. The HSAC isintended to lend
organizational weight to the Health Coordinator in breaking down barriers to access.
However, the success of the Head Start system in facilitating access to health careis
dependent on the ability of the Head Start staff, the community, and the parents to overcome
the challenges they face in obtaining proper health care.

5.2 Findings

The findings in this chapter are based on staff reports about program procedures and
community collaborations. Parents' reports of information provided by Head Start are
included, as are Head Start staff reports on barriers to care and the activities that their
programs use to help families overcome these barriers. Finally, staff perceptions of
community health risk factors that may impact on Head Start children are discussed.

5.2.1 Community Resources

Medicaid and the Early and Periodic Screening, Diagnostic and Treatment
(EPSDT) Program. Since many children enrolled in Head Start are eligible for Medicaid and
can recelve EPSDT services (see Chapter 2: The Historical Context of the Health
Component), Head Start staff and parents were questioned about Medicaid €ligibility,

enrollment, and utilization.



When parents were asked how they paid for health care services when their children
became ill, 68.1% reported Medicaid as a source of payment (see Exhibit 5-1). It should be
noted that parents could report multiple payment sources and that, over the course of ayear,

parents could have made use of several, perhaps al, of the payment sources listed.

Exhibit 5-1 Payment Sourcesfor Health Services as Reported by the

Parents

Payment Source for Health Services Per cent
Medicaid 68.1
Private Insurance 20.9
Direct Payment (out-of-pocket) 16.1
Free Care 4.2
Other 2.9

N 1,189

Note: Parents could report multiple payment sources.

Of the 729 children for whom the date of Medicaid enrollment was available, amost
two thirds (64.0%) were enrolled at or near the time of their birth (during the years 1988-90),
and an additional one fifth (21.0%) were enrolled in Medicaid at about the time they enrolled
in Head Start (during the years 1993-94). The enrollment of the latter group may have been
influenced by the children’ senrollment in Head Start. However, since parents were not
specificaly asked whether their child' s enrollment in Medicaid was directly linked to their
enrollment in Head Start, there is no direct evidence to support this conclusion. Parents of
children not enrolled in Medicaid reported that they either had other insurance coverage
(48.2%) or were ineligible for Medicaid at the time of the interview (41.9%). Few parents
reported alack of knowledge about Medicaid, how it works, or how to enroll as reasons for

non-enrollment.



Health Coordinators at each program site were questioned about procedures employed
by the program related to Medicaid enrollment. Almost nine out of ten (85.7%) reported that
their programs had aformal process for identifying Medicaid-eligible children enrolled in their
programs. This process generally included screening for digible children at intake, verifying
proof of income, and referring eligible children to the appropriate social services agency for

assistance in enrollment.

When asked what procedures were used to enroll eligible children in Medicaid, Health
Coordinators generaly reported that staff explained the Medicaid program to parents and
encouraged them to enroll. Staff may then either make appointments and/or take the parent to

the Medicaid agency; or they may simply refer parents to the local Medicaid agency.

Thus, the findings suggest a concerted effort by staff, especialy at intake, to identify
Medicaid-eligible children, and that staff may go as far as taking parents to the Medicaid

agency to assure enrollment.

5.2.2 Staff Activitieswith Community Providers

As noted in Exhibit 5-2, many Health and Mental Health Coordinators and, to a lesser
degree, Center Directors, reported having responsibility for selecting and reviewing
community providers, developing interagency collaborations, and negotiating payments for
services. Most of the Nutrition and Parent Involvement Coordinators also indicated that they
had some responsibility for establishing interagency collaborations, but they were not asked
about their involvement in more direct service provision. Mental health and nutrition
consultants associated with the Health Component had little formal responsibility for
establishing relationships between Head Start and community providers.



Exhibit 5-2 Responsibilities Relative to Community Collaborations as
Reported by Staff

Per cent

Responsibilities Health Mental Nutrition Parent Center

Coordinator Health Coordinator  Involvement Director

Coordinator Coordinator

Review Hedlth 78.6 73.0 -- -- 27.1
Providers
Select Providers 78.6 73.0 -- -- 59
Negotiate Payments 68.3 48.6 -- -- 51
Establish Interagency 92.9 91.9 89.7 83.3 55.9
Collaborations
N 42 37 39 42 59

Community Linkages. In providing servicesto Head Start families, programs must
develop relationships with avariety of health providers, consultants, health-related agencies,
and service-providing institutions. The Health Coordinators responded to the open-ended
guestions regarding the types of individuals and organizations with whom they had formal or
informal arrangements and the types of services or resources which they provided. The
responses were summarized through content analysis procedures. The percentages presented
reflect the number of Health Coordinators with a response coded under each category.
Because the information provided was not always sufficient for coding (e.g., when a
respondent only gave the name of an organization without clearly indicating the type of
service provided), not al organizations cited could be linked with the specific services or

resources.

Public health agencies (50.0%) and private group providers (28.6%) were the most
often reported organizational categories, followed by mental health organizations (23.8%) and
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public interest/service organizations (23.8%). Because of the great diversity across the
communities visited, the Health Coordinators reported a broad range of services and
resources as being available to their programs. The most commonly reported services
provided by these organizations include medical services (40.5%) and screenings (35.7%),
vision screenings and eye care (23.8%), immunizations (23.8%), dental services (21.9%), and
nutrition and meal planning services (16.7%). In reviewing the reports on collaboration with
community providers, it appears that programs are more likely to link with and receive
services from organizations or agencies than from individual providers. However, it was not
clear from the responses whether specific agencies, institutions, or individual consultants were
used for referrals only or maintained more formal and comprehensive links with Head Start.
Aside from screening activities, many services were not available from individua providers or

consultants, and were provided primarily by agencies or institutions with greater resources.

The Health Coordinators a so furnished information on the affiliations of the
individuals who provided specific screening and examination services for enrolled children. A
broad range of community organizations and individuals provided physical examinations, most
often private practitioners (71.4%), community health centers or clinics (64.3%), and State or
local health departments (61.9%). Additional tests, such as vision and hearing screenings and
dental screenings, were often provided through Head Start programs. The Program
Performance Standards do allow for non-trained staff to conduct some screenings, including
height and weight, vision, and hearing. However, information on the actual responsibilities of
staff in completing these examinations or screenings were not compiled. Thisinformation
would be particularly useful in clarifying the role of Head Start staff in conducting physical

examinations, hematocrit and hemoglobin testing, and dental screenings.



Community Resource Information. The Program Performance Standards require
that programs provide parents with information about available health resources and services
in their community (81304.3-6). Many programs provide resource information to families at
the time of enrollment in Head Start in the form of booklets or pamphlets. In this study,
although the question was open-ended, aimost two thirds of the parents recalled receiving
such information from program staff at the time of enrollment. It aso is noted in Chapter 6:
Health Education, that 75% of the parents reported receiving information from Head Start on
“helping agencies’ in the community.

5.2.3 Child Health Files

Child hedlth files are created during the intake/health screening/examination process
and require regular updating and maintenance thereafter. These files typically include medical
information noted during screenings and examinations, health history information provided by
aparent or caregiver, the status of current treatments, and information on immunizations and
Medicaid status. Usually, the files aso include information on dental, mental health, and
nutrition status. The Health Coordinators were most often reported as having primary
responsibility for health record maintenance (37.3%), followed by the Center Director/Head
Teacher (23.7%), and the Family Service Worker (20.3%). Only one third of the Mental
Health Coordinators (33.3%) reported that they alone had primary responsibility for
documenting follow-up mental health evaluationsin children’s health records. The pattern
that emerges here is that the responsibility for the maintenance of both health and mental
health records may vary among severa different staff members, depending upon the

circumstances of the situation.

5.2.4 Health Screening and Examination Procedures

Health and Mental Health Coordinators and Center Directors were asked about the
procedures that are used if ateacher suspects that a child has a serious health or mental health
problem. Virtually all of the respondents, over 97%, indicated that their programs had

standard procedures in place. In general, teachers discuss the situation with the Center
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Director, who, in turn, contacts the appropriate Health or Mental Health Coordinator, who
contacts the parent to further discuss the situation and, if warranted, makes areferral to in-
house staff (e.g., anurse) or to an outside health care provider. The responsible Health or
Mental Health Coordinator documents the problem, and provides follow-up as required. In
cases of very large programs, some of these tasks are completed by other members of the

health staff who are responsible for children and families at specific centers.

Almost all of the Health Coordinators (92.9%) indicated that their programs had a
mechanism or process for the early identification and screening of children who appeared to
have hedlth problems. The processes described generally included physical examinations at
entry into Head Start, on-site screenings and classroom observations, and evaluations or

screenings by health consultants.

5.2.5 Treatment Procedures

The services most often provided by programs include informing parents about their
children’s health service needs and the treatment services that are available. Staff also
reported that they identified specific health care providers for parents and helped them
coordinate services with providers, as well as followed up with both parents and providers to
ensure that the necessary services were actually provided. The picture that emerges s that of
the Health Component staff acting as brokers of health services, linking Head Start families

with community health care providers.

Health Coordinators also identified the types of treatment available on-site at the Head
Start center, and their responses are presented in Exhibit 5-3. What can be inferred from the
strong division point in this Exhibit is that most treatment, unless directly linked to classroom

activities (communication, behavior, meals, etc.), is not provided at the center.

In general, staff reported that they followed up on treatment by contacting the parents
and providers directly, documenting the treatment in the child's health record, and periodically
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reviewing the record for completeness. Some staff also reported that they used a computer

tracking system to monitor treatment progression.

Exhibit 5-3 Types of Treatment Available On-Site at Head Start Centers
as Reported by the Health Coordinators

Treatment Type Per cent
Nutritional Counseling 95.1
Speech Therapy 90.2
Mental Health Counseling 70.7
Physical Therapy 31.7
Supplemental Fluoride Tablet Program 29.3
Immunizations 26.8
Other 22.0
Dental Treatment 14.6
N 42

5.2.6 BarrierstoCare

Reports on barriers to health care for families fell into several different categories.
Internal barriers are those that existed within programs, while externa barriers include both
community and persona barriers as discussed in Chapter 2. In this section, al three types of

barriers, as reported by Head Start staff, are presented.

Internal Barriers. Internal barriers to care reflect staff perceptions of program-
related impediments to the level of services provided to enrolled families. The responses of
staff to open-ended questions were categorized using content analysis procedures. Staff from
more than 20% of the programs responded that each of four types of interna barriers

significantly affected their ability to work with families. These responses suggested that 1)
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limited communication across program components, 2) limited component budgets, 3) limited
staff education and training, and 4) staff shortages were the most common barriers. Because
these responses were to open-ended questions, the frequencies for these categories are likely

to be lower than if staff were prompted by limited-choice questions.

External Barriers. Of particular interest in this study were staff perceptions of the
barriers to care directly faced by the families they serve and how Head Start responds to these
barriers. Exhibit 5-4 presents staff reports of community-based barriers that affect parents.
Parent Involvement Coordinators' reports of barriers were generally quite high, regardless of
the type of barrier. Health Coordinators focused on scheduling and provider-related issues, as
did the Mental Health Coordinators. Almost 50% of the latter also cited problems resulting
from the lack of specialist providers. Thisis consistent with the 1994 GAO report, which
cited the lack of health professionals willing to accept Medicaid reimbursements to treat Head
Start children as amajor barrier to care and service provision. Staff reported a number of
barriers that impede families in obtaining needed health services for children. These barriers,
taken from alist presented during the interviews, are shown in Exhibit 5-5. Across staff
positions, the most often reported parent-related problems were lack of time and the failure to
understand a child’s need for treatment, with almost 60% of the Health and Mental Health
Coordinators citing the lack of parental understanding. The Mental Health Coordinators were
approximately three times more likely than other staff to report parental resistance asa
frequent barrier. The staff differences presented in Exhibit 5-5 clearly reflect the different
responsibilities and domains represented by the staff, particularly when focusing on the often
misunderstood field of mental health.
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Exhibit 5-4 Specific Community Barriersto Care That Occur Frequently
or Always Within Programs as Reported by Staff

Lack of General Providers— ., £

Lack of Specialist Providers— . * g

Service Provider Scheduling— . * 4

Cost— .-

Transportation 4 .~

Distance | .’

Lack of Child Care -

0 10 20 30 40 50
Percent

. Health Coordinator (N=42)
™% Mental Health Coordinator (N=37)

Parents also were given the opportunity to report on barriers to care through an open-
ended question about their experiences with accessing health services while enrolled in Head
Start. Unfortunately, parental reports of barriers to care were amost nonexistent, allowing no
comparison with the staff reports. This may have been due to the open-ended nature of the
guestion. However, some program staff suggested that parents become so caught up in their
day-to-day activities that the barriers they face are not aways apparent to them. These staff

members predicted alow frequency of parental reports.
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Exhibit 5-5 Specific Personal Barriersto Care That Occur Frequently or
Always Within Programs as Reported by Staff

Language Barriers —|
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Parent Resistance | - 2
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I Health Coordinator (N=42)
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Program Responsesto Barriers. In order to meet the overall program goals of
assuring needed health services for children and increasing parents' ability to overcome
barriers, local staff must respond to these barriers. Although they differed in their perceptions
of the barriers facing parents, Head Start staff were remarkably consistent in their views of the
services that their programs provide to families in an effort to overcome barriers to care.
Services that Head Start staff identified as being helpful to families primarily fell into five
categories: providing parent education, helping families with provider scheduling, providing
Head Start staff education on recognizing and overcoming barriers, providing transportation,

and conducting outreach activities with community providers.

5.2.7 Perceived Community Health Risk Factors
The Health, Mental Health, and Parent Involvement Coordinators and the Center

Directors were asked their perceptions of the three most critical community risk factors
affecting the health or mental health status of Head Start children. As seen in Exhibit 5-6,
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there was a high degree of variability, based on the staff position of the respondent. For
example, while substance abuse was rated as being critical by respondents in each staff
position, 56% of the Mental Health Coordinators listed concerns in thisarea. This was about
15% more than the other staff positions. Child physical and sexual abuse was also akey risk
factor cited by more than twice as many Mental Health Coordinators as by any other staff
position. However, some of the risk factors addressed by staff in other positions—inadequate
housing or clothing, low immunization rates, poor hygiene, and infection with human
immunodeficiency virus (HIV) or other sexually transmitted diseases (STDs)—were not
mentioned by the Mental Health Coordinators. The lack of parent education and parenting
skills were consistently mentioned as risk factors by approximately 20% of the staff in each
position. Surprisingly, the lack of immunizations was rated much higher by the Parent
Involvement Coordinators than by other staff. This ranking may reflect the roles that these
Coordinators assume in assisting parents obtain health services, particularly parents preparing
their children to leave Head Start and enter kindergarten. For example, Parent Involvement
Coordinators take an active role in working with parents to prepare families for kindergarten,

atrangition that involves updating immunizations.
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Exhibit 5-6 Community Health Risk Factors as Reported by Staff

Per cent

Risk Factors Health Mental Parent Center

Coordinato Health I nvolvement Director

r Coordinator  Coordinator

Substance Abuse 36.0 56.0 28.0 41.0
Lack of Parenting Skills 214 16.7 16.7 16.9
Lack of Accessto Support 19.0 135 22.0 155
Services
Poor Nutrition 18.9 3.0 21.7 7.0
Poverty 16.5 25.0 9.5 25
Lead 16.5 0.0 14.5 5.0
Inadequate Housing or Clothing 0.0 7.1 11.9
Physical/Sexual Abuse/Neglect 9.5 38.7 14.5 5.0
Community Violence 7.1 194 0.0 11.9
Poor Hygiene 7.1 0.0 4.8 85
Lack of Immunizations 7.1 0.0 44.9 5.1
Adolescent Pregnancy 24 111 4.8 34
HIV/AIDS/STDs 24 0.0 14.3 11.9
N 42 37 39 59

Program Responsesto Health Risk Factors. Head Start staff were very consistent
in describing how programs address local risk factors. Parenting workshops were listed by
50-70% of the staff as a frequently used method of helping families overcome risk factors,
although each of the methods, including interagency collaborations, job counseling and
referral, advocacy training for parents, and individual and family counseling, was frequently
used by at least 40% of the programs. Thisis validated by the staff reports that a maority of
programs address health risk factors through their parent education activities. Specific parent
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education topics, such as providing information on immunizations (see Chapter 6: Health
Education), address some of the risk factors reported by individual staff.

5-16



5.0 Program Procedures and Linkages with the Community ...................... 5-1

5.1 Overview
5.2 Findings

521
5.2.2
5.2.3
5.2.4
5.25
5.2.6
5.2.7

................................................... 51
.................................................... 5-3
Community RESOUICES ... ..o i e 5-3
Staff Activitieswith Community Providers . ................. 55
ChildHedlthFiles ........ ... ... .. . 5-8
Health Screening and Examination Procedures . .............. 5-8
Treatment Procedures . . .. ... 5-9
BarrierstoCare ... 5-10
Perceived Community Health Risk Factors . ................ 5-13

S5-17



Exhibit 5-1
Exhibit 5-2

Exhibit 5-3

Exhibit 5-4

Exhibit 5-5
Exhibit 5-6

Payment Sources for Health Services as Reported by the Parents ... .. .. 5-4
Responsibilities Relative to Community Collaborations as Reported by

At 5-6
Types of Treatment Available On-Site at Head Start Centers as Reported

by the Health Coordinators . ............ ... .. ... . ... 5-10
Community Health Risk Factorsas Reported by Staff ............... 5-15

5-18



6.0 HEALTH EDUCATION

“It has started my baby girl on the road to education...
It taught her to care for herself as well as teaching her aunt and mom
how to help her at home.”

Head Start Parent

6.1 Overview

Health education for Head Start children, parents, and staff is a mandated activity
within the health sections of the Program Performance Standards (81304.3-6). Typica health
education activities for children include instruction on basic hygiene, safety, and other health
behaviors appropriate for children. Health education activities for children are often integrated
within the established activities of the regular Head Start program. Parents are given
opportunities to learn the principles of child development, preventive hedlth, safety, and first
aid. These activities are clearly linked with a primary goa of Head Start: the devel opment of
basic skills and self-sufficiency among the children served and their parents. These activities
are also consistent with the Omnibus Budget Reconciliation Act of 1989 (Public Law 101
239, section 6403), which requires that States provide health education as an Early and
Periodic Screening, Diagnostic, and Treatment (EPSDT) service for Medicaid-eligible
individuals under the age of 21.

The Health Component staff are assisted by individuals responsible for the Parent
Involvement Component to help ensure that parent health education is available to
participating families. Education occurs through staff-parent, parent-parent, and parent-child
communications and activities. By planning and conducting health-related activities, the
Parent Involvement Component assumes a critical role in ensuring the effectiveness of Head
Start in the area of child health promotion. The greater the level of parent involvement, the

more likely that parents will be able to assume full responsibility for the health of their family
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after leaving Head Start. Notably, however, one of the most frequently identified health risk
factors identified by Head Start staff was the lack of parenting skills (see Chapter 5, Exhibit 5-
6).

In addition, Head Start staff are required to receive training in the principles of child
health, behavior, nutrition, and the relationship of these principlesto child development. This
training should include strategies for creating a sound physical, social, and emotional
environment that supports the efforts of the children and their families in achieving adequate
knowledge of health and safety.

This chapter provides a summary of staff and parent reports on the health education
opportunities provided for children and parents through their association with Head Start.
Parents also gave their perceptions on how their own health behaviors and the health
behaviors of their children changed after enrolling in Head Start. The Health, Mental Hedlth,
Nutrition, and Parent Involvement Coordinators described health education strategies,
activities, and topics. In addition, findings are presented from center-based meal observations.
These observations allowed for an assessment, across programs, of how health education is

incorporated into the everyday activities of the centers.

6.2 Findings

This section provides the findings from Head Start staff and parent reports regarding
health education opportunities. Further information on parent and child health education
issuesis provided in Volume lll. Staff education issues are covered in Chapter 4: Program
Staffing and Staff Qualifications, with additional comments presented in Volume 1.



6.2.1 Health Education Provided to Children

Staff Reports of Health Education Topics. Health Coordinators provided informa-
tion on the specific health topics covered in the classroom curricula. Based on their reports,
topics such as nutrition (92.9%), personal hygiene (92.9%), first aid and safety (88.1%),
dental health (85.7%), and mental health and emotions (57.1%) were frequently or always
presented to the children by most of the programs. The Mental Health Coordinators indicated
that self-esteem (94.6%) peer relationships (89.2%), family relationships (81.1%), and
emotions (73.0%) were the most common mental health education topics presented as part of

the curriculum.

Staff Reports of Health Education Activitiesin the Classroom. The Health,
Mental Health, and Nutrition Coordinators each indicated whether items on lists of potential
classroom activities (e.g., classroom discussions, role playing, movies, and videos) were
included as part of the regular curriculum at their programs. Almost all of the respondents
indicated that their programs incorporated these health and nutrition-related activities into

their education program.

Classroom methods used to involve children in health-related activities were also
reported by the Health and Mental Health Coordinators. The methods most commonly
reported by the Health and Mental Health Coordinators, respectively, were classroom
discussions (100%, 94.6%) and role playing activities (97.6%, 83.8%). Having outside
visitors come to the classrooms was an often employed strategy, both for presenting health
information to children and for building linkages with the local community. The most frequent
classroom visitors reported by the Health Coordinators were nurses (76.2%), nutritionists
(66.7%), dentists (59.5%), psychologists (54.8%), and health educators (50.0%).

The Health and Nutrition Coordinators also reported on specific classroom activities.
The responses of the former, found in Exhibit 6-1, indicate that many health-related activities,
such as tooth brushing, hand washing, and talking about safety, occur within almost every
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program. The reports of nutrition activities were very consistent among the Nutrition
Coordinators. Listed nutrition activities were identified as being used at 80% or more of the
programs. Many activities, such as setting the table (100.0%) and cleaning up after the meals

(100.0%), were ones easily incorporated into regular meal-related classroom activities.

Exhibit 6-1 Health-Related Activities Included in Children’s Educational
Programs as Reported by the Health Coordinators

Activity Per cent
Washing Hands Before Meals 100.0
Taking About Good Nutrition and Healthy Foods 100.0
Talking About Safety in the Neighborhood or Playground 100.0
Supervised Tooth Brushing 97.6
Learning Good Grooming Habits 92.9
Taking About Safety at Home 90.5
Taking About Feelings and Friendships 81.0
Taking About the Use of Tobacco or Drugs 61.9
Talking About Disabilities 46.3
Taking About Physical and Dental Examinations 45.2
N 42

Parent Reports of Health Education Topics Discussed with Children. One feature
of health education is the focus on increasing health knowledge to produce attitudes and
behaviors related to good health. A very positive note was that 96.3% of the parents
(N=1,145) reported discussing health topics and activities at home with their children during
the Head Start program year. The topics discussed are listed in Exhibit
6-2. Asshown, ora hedth, sanitary and grooming practices, safety, interpersonal
relationships and good nutrition are the most frequently discussed topics, which are well
matched to the classroom activities identified by steff.
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Exhibit 6-2 Topics of Parent-Child Discussions on Health-Related Activities
at Head Start as Reported by the Parents

Topic Per cent*
Tooth Brushing 93.3
Washing Hands Before Medls 91.9
Safety at Home 90.6
Good Grooming Habits 87.5
Feelings and Friendships 86.8
Good Nutrition and Healthy Foods 85.8
Safety in the Neighborhood or Playground 85.1
Use of Tobacco or Drugs 77.9
Physical Activity and Fitness 73.3
Disahilities (Their Own, and Other Peopl€'s) 65.8
N 1,189

* Percentages based on 1,189 parent reports; 1,145 parents (96.3 percent) indicated that they discussed
health topics with their children

Parent Reports of Health Behavior Changes. More importantly, parents of Head
Start children frequently reported that changes in health-related behaviors had occurred in
their children, for themselves, or for both. Two thirds of the parents (N=791) reported that
noticeable changes in their family’ s health behaviors could be identified since their child's
enrollment in the program. Exhibit 6-3 shows, for each education topic, the percentage of
children and parents who, based on the parents’ reports, changed their health behaviors
because of their experiences at Head Start. In addition to indicating the areas in which these
changes occurred, parents also reported the types of changes that they noted in their

children’s or their own behaviors.

Exhibit 6-3 Areas of Health Behavioral Changes Since Enrollingin Head
Start as Reported by the Parents

Per cent of Per cent of
Topic Children* Parents*




Tooth Brushing 52.0 21.7

Feelings and Friendships 44.6 22.6
Sanitary Practices 44.6 18.8
Good Grooming Habits 44.3 19.1
Good Nutrition and Healthy Foods 38.1 28.2
Safety at Home 37.2 229
Safety in the Neighborhood or Playground 34.5 21.3
Physical Activity and Fitness 27.7 17.4
Disabilities (Their Own and Other People’s) 20.3 12.0

* Percentages based on 1,189 parents sampled; atotal of 791 (66.5 percent) reported behavioral changes.

Parents most often mentioned an improvement in their children’s tooth brushing
behavior. Thisis particularly important in light of the results of dental examinations reported
in Chapter 9: The Dental Health Domain. The areas where behavioral changes in children
were reported by their parents include sanitary and grooming practices, interpersona relations
(feelings and friendships), safety, and nutrition. Again, these areas are quite consistent with
the health-related classroom activities reported by Head Start staff.

Parent behavior changes that were most frequently reported were in the areas of
nutrition, safety, feelings and friendships, and oral health. It remains unclear from these
reports how much of the parents’ behavior change is due to formal parent education activities,
informal discussions with Head Start staff, or the impact of children sharing the information at
home, but each of these likely had some impact. One interesting result is that 10.7% of the
parents reported that since entering Head Start their children had helped to change the health
habits of other children and/or adults in their household.

Observations of Head Start Meals. Inthe daily routine of Head Start programs,
meals provided the research staff with an opportunity to observe a common nutrition
education activity across all of the study sites. The staff observed 177 meals, of which 58.3%

were lunches, 24.6% were breakfasts, and 17.1% were snacks. The purpose of observing
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meals was to note how programs incorporated health education activities into the regular
classroom routine. Head Start staff sat with the children 97.2% of the time, and 87.6% of the
time they ate with the children. This suggests a great opportunity for exchanging nutrition
information with the children. At 61.4% of the meals, staff were observed providing children
with information about the food on the table. The children were encouraged to eat the
available foods 74.6% of the time, and were encouraged by staff to taste specific foods at
77.7% of the meals. Many child-centered activities designed to encourage appropriate health
behaviors among the children were observed before, during, and after the meals. The
observations of these activities, summarized in Exhibit 6-4, show that washing hands (88.1%)
and clearing the tables after meals (87.0%) were the most common activities that children

engaged in at mealtimes.

Whether or not snacks were included, children were observed brushing their teeth after
less than 60% of the meals. While many Head Start classrooms have facilities for the children
to brush their teeth in the classroom, this was not always the case. Because the data
collectors were instructed to include only behaviors that they actually observed, certain
behaviors, such as tooth brushing, may be under-reported. Although a higher percentage was
expected, it is noted that this particular activity is recommended, but not required, under the

Program Performance Standards.



Exhibit 6-4 Activities Children Were Observed Participating in Around
Meal Time/Snack Time

Activity Per cent*
Washing Hands 88.1
Clearing the Table After Meal 87.0
Cleaning Up 63.3
Setting the Table 59.3
Brushing Teeth** 52.5
Discussing Foods in Class Prior to the Mea** 29.9
Serving the Food to Others 23.7
Preparing the Food 1.7
Cooking the Food 0.6
N 177%**

*Percent of meals at which research staff observed the activity.
** Staff was not always able to observe whether or not this activity occurred.
***N=the number of observed meals.

6.2.2 Health Education Provided to Parents

Each Head Start program carries out a series of activities directed towards the parents
of enrolled children. These activities are designed to empower parents and to facilitate their
efforts to interact with their children in appropriate ways. Across the 40
study sites, 97.6% of the Parent Involvement Coordinators reported that program-sponsored
activities were available for parents. The one respondent answering “no” on thisissue did,
however, report positively about parent education activities earlier in the interview. While
health education can be provided through a variety of methods (e.g., workshops, field trips,

parent-child activities), such activities are referred to as parent classes in this report.

Parent Reports of Education Topics. The parent reports on specific topics that

Head Start covered in parent education activities are presented in Exhibit 6-5. The range of
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topics covered parenting, child development, and the linking of families to health servicesin
the community as well as specific health-related topics. The education topics most frequently
reported were parenting (83.3%), child growth and development (82.8%), and nutrition and
meal planning (80.8%). These figures do not, however, provide an indication of the extent of

parents participation in these activities.

Exhibit 6-5 Topicsfor Activitiesand Educational I nformation Presented by
Head Start as Reported by the Parents

Topic Area Per cent
Parenting 83.3
Understanding Child Growth and Development 82.8
Nutrition and Meal Planning 80.8
Safety in the Home 78.1
“Helping Agencies’ in the Community 75.0
Preventive Medical and Dental Care for Family Members 73.7
Physical Fitness 70.0
Substance Abuse 67.0
First Aid 66.2
Domestic Violence 64.0
Medical and Dental Care for Family Members Needing Services 56.5
N 1,189

Staff Reportson Parent Education. A primary responsibility of the Parent
Involvement Coordinator isto develop parent education programs. The frequency with which
such classes were offered varied greatly across the programs studied. According to the Parent
Involvement Coordinator reports, 26.2% of the programs held classes once a week or more,
14.3% held classes only once a week, 42.9% held them less than once a week but at |east
every month, and 9.5% offered classes | ess than once a month.

Staff reports of the health-related topics covered by the Head Start-sponsored classes

varied by staff position. Some individual items were not included on the interview forms for
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al of the staff positions (e.g., Mental Health Coordinators were not asked about cooking
classes). Most staff, regardless of their position, agreed that their programs offered classes
covering parenting, child growth and development, domestic violence (including child abuse
and neglect), discipline, and health risk factors (See Exhibit 6-6). The first three of these are
consistent with the parent reports on the education activities and with the specific health risk
factorsidentified by staff.

Exhibit 6-6 Parent Education Topics as Reported by Staff

Per cent
Health Mental Health Center

Service Coordinators Coordinators Directors
Nutrition 97.6 — 90.5
Health Education 95.2 — 95.2
Immunizations 92.9 — 78.6
Parenting 88.1 89.2 95.2
Preventive Health Care 88.1 — 85.7
Safety 85.7 — 88.1
First Aid 85.7 — 85.7
Child Abuse and Neglect 83.3 92.1 85.7
Child Growth and Development 81.1 83.8 90.5
Family/Domestic Violence 811 75.7 76.2
Discipline 78.6 89.2 85.7
Cooking 61.9 — 42.9
Health Risk Factors 54.8 67.6 714
Fitness 35.7 — 50.8
N 42 37 59

Note: — indicates that responses for this item were not obtained from that staff position.
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7.0 IMMUNIZATIONS

“It’s a team effort. To provide services for children everyone has to be

involved and know what is going on.”

Head Start Staff

7.1 Overview

Over the past 40 years, immunization has proven its effectiveness as a disease
prevention measure. By 1994, infectious diseases that had affected hundreds of thousands of
individuals in 1954, such as polio, measles, mumps and pertussis, were virtually non-existent.
For Head Start, the Program Performance Standards specify that children 4 to 6 years of age
and leaving Head Start to enter kindergarten or first grade should have received all of their
age-appropriate immunizations (8§ 1304.3-4).

However, the requirements for the complete immunization of 4-year-old children have
only recently been clarified. Beginning as early as 1983 and continuing through the 1993-94
Head Start program year, the Program Information Report (PIR) required 4 administrations of
diphtheria, pertussis, and tetanus (DPT), 3 administrations of oral polio vaccine (OPV), 1 of
meadles, mumps, and rubella (MMR), and 1 haemophilus influenzae type b (Hib) (referred to
as“4-3-1-1") for apreschool child to be fully immunized. National advisory groups
(including the American Academy of Pediatrics (AAP), the Advisory Committee on
Immunization Practices (ACIP), and the Centers for Disease Control and Prevention (CDC))
have long recommended that afifth DPT and a fourth OPV be administered between the ages
of 4 and 6. The intent of this recommendation isto provide “booster” shots for children prior
to their entrance into school. 1n 1988, the Head Start Bureau issued Information
Memorandum (IM) 88-16, specifying immunization recommendations for 4 to 6 year old
children. The IM specified that a 4-year-old child who had received 5 administrations of DPT,
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4 administrations of OPT, 1 of MMR, and 1 Hib vaccine administration (referred to as “5-4-1-
1") prior to completion of Head Start was considered completely immunized. While the Head

Start immunization requirements for

children in transition from Head Start to school were consistent with the recommendations of
the AAP, they were also more stringent in that the standards were to be met before leaving
Head Start, rather than before the child turns 7 years of age. The 1988 Head Start
requirements (IM 88-16) were in effect during data collection for the Descriptive Study of the
Head Start Health Component. 1n July 1994, the Head Start Bureau issued IM 94-13. This
IM updated and made the program’ s immunization schedule consistent with the schedule
recommended by national advisory bodies such asthe AAP. It isimportant to note that this
Head Start update was released after the completion of the data collection for this study.*

Since 1989, organizations advising the nation regarding immunization practices have
updated their guidelines severa times, expanding the recommendations to include additional
vaccines and additional administrations of previoudy listed vaccines. The AAP, the ACIP,
and the CDC jointly published a consolidated immunization schedule in January 1995. For
children 4 to 6 years of age (that is, prior to entry into kindergarten or first grade), the joint
recommendations included 5 DPT, 4 OPV, 2 MMR, 3 Hib, and 3 Hepatitis B (HepB) vaccine
administrations. These recommendations are identical to those required by Head Start IM 94-
13.

Thus, the Head Start programs presently have immunization guidelines that are
consistent with, but somewhat more stringent than, the recommendations of national advisory
groups. At the point of data collection for this study, two additional sources of advice
provided conflicting guidance to Head Start staff regarding complete immunizations for 4-

! Both Head Start IM 88-16 and IM 94-13 include catch-up schedules for under-immunized children
entering Head Start. In the present study, that schedule was applicable to only a small proportion (1.9%) of
the children whose parents were interviewed.

7-2



year-old children. First, individual State requirements for entrance into kindergarten were
generaly less stringent than the Head Start requirements. I1n a survey completed by the CDC
in 1992, the maority of States required 4 or fewer DPT and 3 or fewer OPV for school
entrance. This may be due, in part, to the high cost of DTP vaccinations across multiple
administrations, compared to the other specific vaccinations (CDC, 1996). Second, the
Program Information Report (PIR) reporting requirements through 1993-94 employed the “4-
3-1-1" standard (beginning in the 1994-95 year, those requirements were modified to reflect
Head Start IM 94-13). Throughout the 1990s, the combined PIRs from all of the Head Start
programs indicated that well over 85% of the children were fully immunized according to the
“4-3-1-1" criterion. That criterion was, and remains, consistent with national advisory group

recommendations for 3-year-old children.

This chapter presents immunization rates for the 4-year-old children in the study
sample relative to immunization data obtained from other Head Start-based reports. Rather
than simply evaluating immunization rates to estimate compliance with the Program
Performance Standards, a primary focus has been to explore differences across multiple
sources of immunization information in order to establish whether or not problems exist in
obtaining, recording, and/or reporting immunizations or if there are other areas of concern
that should be addressed to assure that the immunizations of Head Start children meet

program expectations.



7.2  Findings

7.2.1 Head Start Child Health Records

The present study found that 81.7% of the 4-year-old children met the PIR reporting
requirements, a similar percentage to that reported in the Head Start PIRs.? However, only
29.3% of the immunization records reviewed met the requirements of the 1988 Head Start
immunization policy. Aswith the OIG study, the primary problem in meeting Head Start
performance criteria was associated with the additional DPT and OPV immunizations required
for children past their fourth birthdays.® Exhibit 7-1 shows the percentage of 4-year-old
children with 4 or with 5 or more DPT immunizations and the percentage with 3 or with 4 or
more administrations of OPV. As shown, the final DPT and OPV immunizations were not

administered to a substantial number of 4-year-old children.

The total number of immunizations received by 4-year-olds was andlyzed as a
proportion of those required under the 1988 criteria (5-4-1-1=11). The results showed that
children had received 82.8% of the required immunizations. This trandates to children having
received 9 of the 11 required immunizations at the time of the study. The implication of this
percentage is that Head Start children are not severely under-immunized. Rather, those who
are not fully immunized are usually missing only one or two administrations, and these are
almost aways the fifth DPT and/or the fourth OPV required after the fourth birthday. Actua
occurrences of health conditions associated with the lack of these immunizations were not
apparent in the review of health conditions from either the parent interviews or the child
hedlth files.

2 The Head Start PIR data has remained in the range of 88-90 percent range since 1990-91 (the year
in which the OIG study was initiated).

% The percentage provided in the OIG study may have been higher due to the fact that it included an

unspecified number of 3-year-old children who would not be affected by the requirement for additional DPT
and OPV immunizations.
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Exhibit 7-1 Percentage of 4-year-old Children with DPT, OPV, MMR, and
Hib Immunizations as Noted in the Child Health Recor ds.

Per cent
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. 5 Shots D 4 Shots

! 3 Shots D 1 Shot

7.2.2 Parent-Provided Immunization Records

The design of the study alowed for an examination of the factors that might contribute
to the relatively low proportion of 4-year-old children found to be completely immunized
based on the 1988 requirements. For this study, parents were asked to bring copies of their
child’simmunization records to their interviews. Approximately 35% (n=411) of the parents
with 4-year-old children did so. Whileit is not known how well such parents represented the
entire Head Start sample, a comparison of the records provided by these parents and those
found in the child health files (see Exhibit 7-2) revealed that 16.8% of the children had
additional DPT immunizations recorded on the records provided by the parents and that 8.9%
of the parent records recorded additional OPV immunizations. Thisfinding raised the
possibility that Head Start records were not being systematically updated during the school

year. Additional analyses determined that, if the parent records that were available were
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considered in evaluating the 4-3-1-1 standard, the percentage of 4-year old children achieving
that standard was 87.3%. A recently reported national survey completed by the CDC found
that only 75% of preschool children had been immunized at that level (MMWR, February,
1996).

Exhibit 7-2 Percentage of Children Fully Immunized as Noted in the Parent
Records and the Child Health Records
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The number of children meeting the 5-4-1-1 requirement was also checked using combined
data from the parent-held records and the health files. It was found that the percentage of
children meeting this requirement increased to 37.1%, as opposed to the 29.3% noted in the
health records only.

7.2.3 Health Coordinators Knowledge of |mmunization Requirements

During interviews with the Health Coordinators, the respondents discussed their
understanding of the requirements for the full immunization of 4-year-old children. They

reported which immunizations were required for 4-year-old children and how many
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administrations were required. For DPT, only 9.5% of the Health Coordinators reported that
five administrations were required; for OPV, only 26.2% accurately stated the requirement for
four administrations. The source of confusion on this issue might be traced to the more
lenient State school immunization requirements, the PIR reporting requirements, or both.
However, no statistical association was found between individual State requirements and the
Health Coordinators' reports. Nor were there any relationships between the Health

Coordinators' reports and educational qualifications, program size or auspice.

It isimportant to note that the responsibility for ensuring that 4-year-old children
completing Head Start are immunized at the nationally-recommended level for school entrance
is generaly that of the Parent Involvement Coordinator. Asindicated earlier in Exhibit 5-6,
the most frequently reported health risk factor reported by the Parent Involvement
Coordinators was the lack of immunizations, while other Health Component staff identified
other risk factors far more often. Nevertheless, additional clarification and consistent
information regarding the immunization of children after their fourth birthdays would improve
the understanding of key Head Start staff regarding program responsibilities for

immunization.*

* The revised Head Start Program Performance Standards currently may provide local Head Start
programs with some flexibility with regard to immunization requirements.
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8.0 THE MEDICAL HEALTH DOMAIN

“They help move the mountain when I can’t get health care.”
“The health check and dental check would never have been done without

Head Start’s help.”
Head Start Parent

8.1 Overview

Overadl, the health of the Nation’s children has improved in recent decades. Promising
statistics include a reduction in infant and child mortality rates and a reduced incidence of
preventable childhood diseases. However, poverty continues to have a pervasive effect on the
health of children. Children from low-income families are likely to encounter more health risk
factors and, when they do becomeill, they get sicker and die at higher rates than other
children (Starfield, 1992). Health problems can be particularly disruptive to an individual
child' s learning and can interfere with the learning experiences of classmates aswell (AOA,
1994).

Head Start plays a significant role in working with families to ensure that children
receive regular medical screenings and examinations. The Head Start program requirements
for medical screenings and examinations are detailed in the Program Performance Standards
(81304.3-3). Screenings and examinations may take place at Head Start centers or Head Start
staff may assist families in scheduling appointments with community health providers. To
fulfill the requirements of the Program Performance Standards, Head Start children are first
screened for all of the health conditions covered by these Standards in order to provide a
preliminary indication of any health problems. These screenings include: growth assessment
(height, weight, and age), vision testing, hearing testing, hemoglobin and hematocrit
determinations, tuberculin (TB) testing where indicated, urinalysis, assessment of current
immunization status, and, based on community health problems, other selected screenings
where appropriate (e.g., Sickle cell anemia, lead poisoning, and intestinal parasites). The
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Program Performance Standards guidance suggests that some of the screening activities may
be performed by non-professional workers who are trained in these areas (81304.3-3). These
screening activities include collecting medical and dental health histories, growth assessments,
immunization status assessments, and vision, hearing, and speech screenings. The physical

examinations must be carried out by trained professionals.

Subsequent to finding health conditions during medical screenings and examinations,
the Program Performance Standards require that programs provide or arrange for treatment
services where necessary (81304.3-4). Each Head Start program is responsible for developing
aplan to assure treatment and follow-up services. Head Start staff assist parents in securing

the necessary services and in identifying funding sources to pay for the services.

8.2 Findings

This chapter presents unweighted data obtained from staff interviews. Also, because of
the interest in having national estimates of the health status of Head Start children, the
percentages for parent reports and the review of child health records were weighted (see
Chapter 3: Methodology). Where available, similar data for 4-year-olds are presented from
the 1991 National Hedlth Interview Survey (NHIS), Child Health Supplement (National
Center for Health Statistics, 1993). The mgjority of the child health records provided data on
the results of specific health tests and measurements that took place during the health

screenings.

8.2.1 Staff Reports of Perceived Health Problems

All of the Health Coordinators and Center Directors were asked to report on the three
most serious health conditions their programs faced during the current program year.
Similarly, the Mental Health Coordinators reported on the three most serious mental health
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conditions that their program confronted during the past year. Staff responses were based on
recall; the respondents did not have the opportunity to review records or reports prior to
providing their answers. All of the responses were coded into categories similar to those used
with the child-level health condition data. Because these are not child-level reports, the staff
reports of health problems are presented separately from the actual child data.

The reports provided by the Health Coordinators and Center Directors had interesting
similarities and differences. Exhibit 8-1 provides lists of the health conditions most often
reported by the Center Directors and Health Coordinators. These lists shared some common
concerns, such aslice, asthma, dental and other oral health problems, and childhood illnesses
(e.g., measles, chicken pox). However, more than 20% of the Health Coordinators aso
mentioned blood disorders and more than 10% mentioned malnutrition, while neither problem
was on the list of conditions reported by the Center Directors. Dental conditions were named
by just under 50% of the Health Coordinators and by only 25% of the Center Directors. On
the other hand, Center Directors placed childhood illnesses and lice at the very top of their list
(27.8% for each), while 18.0% mentioned the flu and colds as being serious problems. The
latter condition was not listed by the Health Coordinators. While the Health Coordinators
were likely to focus on problems that place demands on program resources (e.g., arranging
screenings and treatments, securing funding), the Center Directors were more likely to report
health problems, such as colds, flu, and lice, which have a significant impact on classroom

activities and attendance.



Exhibit 8-1 TheMost Serious Health Conditions as Reported by the
Health Coordinators and the Center Directors

Health Coor dinators (N=42) Center Directors (N=59)
Condition Percent | Condition Per cent
Dental/Oral Health Problems 48.2 Childhood IlInesses 27.8

(e.g., Chicken Pox, Measles)

Asthma 23.2 Lice 27.8

Blood Disorders 23.2 Dental/Oral Health Problems 25.0

Lice 19.6 Flu/Colds 18.1

Childhood IlInesses 16.1 Asthma 115

(e.g., Chicken Pox, Measles)

Malnutrition 125 Lack of Immunizations 115

Hearing Problems 10.7 Speech/Language Problems 115
_Lack of Immunizations 10.7 Hyperactivity/ADD 9.7

8.2.2 Health Historiesand Child Health Files

Health Histories. The Health Coordinators and Center Directors both reported that
they used immunization records frequently or aways (100.0% and 95.2%, respectively) as
well asinterviews or oral histories from the parents (95.0% and 90.5% respectively) werein

compiling health histories.

Child Health Records. Most commonly, the Health Coordinators (37.3%), Family
Service Workers (20.3%), or Center Directors (16.9%) had the responsibility for reviewing

and maintaining health records.
The Health Coordinators reported that 88.1% of the programs completed a Head Start
Child Health Record for al children, and that 52.4% of the programs used another standard

form in the children’ s hedlth files, either by itself or accompanied by the Head Start Child
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Health Record. In contrast, only 58.2% of the child health files reviewed in this study used
the Head Start Child Health Record forms. Health Coordinators may not have been clear as
to what actually comprises a Health Record. For example, sometimes programs used
outdated versions of the form, locally designed forms or an edited version of the current Head
Start Health Record that they refer to as the Head Start Health Record.

8.2.3 Timing and Methods of Completing Physical Examinations

Timing of the Physical Examinations. The Program Performance Standards require
that an undressed physical examination/assessment be performed every 2 years beginning at
age three (81304.3-3). However, physical examinations and hearing and vision tests need not
be performed for enrolled children who have had these examinations within the required

schedule, provided that the program has records of the results.

Physical examination dates were abstracted from the children’s health records. The
median month for physical examinations was July 1993, while the mode was August, 1993.
Usually during these months Head Start staff are working with parents to ensure a smooth
trangition into the Head Start year and it is likely that Head Start has influenced the
percentage of timely examinations. Overall, the parent reports in addition to the child health
filesindicated that 98.5% of all children received a physical examination. This percentageis
consistent with the PIR reports.

Parent Reports on Physical Examinations. Of those parents reporting that their
children had physical examinations during the past year (n=1,130), 74.4% responded that they
arranged the physical examinations themselves and 21.5% stated that Head Start arranged the

examinations.

Health Coordinator Reports on Physical Examinations. Exhibit 8-2 lists screening
tests and thelir inclusion or exclusion as part of the physical examination as reported by the
Health Coordinators. Since it was possible for the Health Coordinators to answer that the
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screening tests were both part of the examination and provided separately, the categoriesin

Exhibit 8-2 are not mutually exclusive.

Exhibit 8-2 Specific Screening Tests and Their Inclusion in the Physical
Examination as Reported by Health Coordinators

Per cent
Test Is Part of the Test Is Provided
Physical Separately From Test Is Not Provided

Examination Physical Examination At All
Blood Pressure 90.5 214 0.0
Vision 69.0 50.0 0.0
Hearing 66.7 52.4 0.0
Tuberculin Test 64.3 31.0 7.1
Lead Testing 47.6 19.0 28.6
Urinalysis 452 14.3 35.7
Sickle Cdll 35.7 23.8 35.7
Ovaand Parasites 21.4 214 50.0

Note: N=42 Health Coordinators. Health Coordinators could report tests as being both part of initial physical
examination and as subsequent screening tests.

8.2.4 Medical Conditionsand Injuries

Parent Interview Summary Procedures. Parents reported on the health status of
their children in different ways. They responded to both limited-choice and open-ended
guestions regarding the findings of specific health screenings and assessments. The research
staff developed and applied coding categories based on parent responses across al of the
health condition questions. After the responses to each question were coded, the results were
summarized across all questionsto provide asingle list of health conditions for each parent

interview. This process optimized the chances of detecting health conditions during the



interview while eliminating the potential problem of a parent reporting the same health

condition multiple times.

Review of Child Health Record Summary Procedures. The primary source of
information typically used in studies of the health status of Head Start children is the health
section of the children’s individual Head Start files. Much of the information contained in the
health filesis derived from interviews with parents shortly before the child began attending
Head Start. Other information in the records is added as the medical screenings and
examinations are completed. Aswith the parent interviews, the study instrument design used
for the child health file abstractions accommodated multiple opportunities for the detection of

the same health conditions among the children.

The findings from the record review were coded into the same categories used with
the parent data and summarized into a single indicator (yes-present/no) of parent-reported and
health record recorded prevalence for each category. Conditions classified asinjuries are
discussed later in this chapter.

The Most Reported Medical Conditions. The weighted estimates of the most
common conditions based on parent reports and reviews of the health files are presented in
Exhibit 8-3. All of the health conditions mentioned by the parents were reported for less than
10% of the children. These health conditions include ear problems (9.1%), speech and
language problems (8.5%), lower respiratory problems (8.2%), and gastrointestinal problems
(8.2%). For ailmost 70% of the children, parents reported one or more health conditions that
they considered to be serious. Information from the health files indicated that about 40% of

the children had one or more of the defined serious heath conditions.

As shown in Exhibit 8-3, the seven most common parent-reported categories were the
same as the seven conditions most frequently reported in the children’s hedlth files, although

in asomewhat different order. However, the percentages of children identified with each

8-7



condition was much lower in the child hedalth files. Problems with ears, the condition most

commonly reported by parents, were noted in only 4.1% of the records. Among the other

most commonly recorded conditions noted in the records were lower respiratory problems
(4.6%), upper respiratory problems (3.8%), blood disorders (3.6%), and asthma (3.1%).

Exhibit 8-3 TheMost Reported Health Conditions From Parent
Interviews and the Child Health Files

Parent I nterviews Child Health Records
Weighte

Unweighte d Unweighte Weighted
Condition dn Percent | Condition dn Per cent
Ear Problems 107 9.1 Ear Problems 59 4.6
Speech/Language Problems 104 85 Upper Respiratory Problems 49 4.1
Gadtrointestinal Problems 101 8.2 Lower Respiratory Problems 47 3.8
Lower Respiratory Problems 100 8.2 Blood Disorders 46 3.6
Asthma 94 7.9 Asthma 39 3.1
Upper Respiratory Problems 71 6.0 Speech/Language Problems 37 28
Blood Disorders 66 5.4 Gadtrointestinal Problems 28 23
Psychosocia/Behavioral 62 5.0 Hernia 23 1.9

Problems

Allergies 42 3.8 Heart Problems 18 1.5
Nutrition 45 3.8

Note:  Ear Problems included insertion of tubes and drainage problems.
Gastrointestinal Problems included dietary problems, ulcers, food allergies, pyloric stenosis, enlarged
colon, lactose intolerance, and digestive problems.
Lower Respiratory Problems included chronic cough, bronchitis and pneumonia.
Upper Respiratory Problems included problems with the adenoids, glands, tonsils and croup and
sinusitis.
Blood Disorders included sickle cell, hemophilia and anemia.
Psychosocial/Behavioral Problems included social delay, emotional problems, failure to thrive and
bed wetting.

The National Health Interview Survey (NHIS). The 1991 NHIS (National Center
for Hedlth Statistics, 1993) included a Child Health Supplement, which provided a summary
of the health conditions of children in the study. Data were available on 603 4-year-old
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children who were part of a representative national sample of households. The NHIS children
were more representative of the genera U.S. population and of al economic groups than the
Head Start children in this study. The NHIS health conditions, although not based on the
same coding system as applied in this study, were similar to the coded health conditions
reported above. Respiratory conditions and diseases were the most frequently reported
medical problemsin the NHIS survey. The proportion of 4-year old children reported to be
affected by chronic respiratory conditionsin the NHIS survey (21.3%) is similar to the total of
parent reported serious respiratory conditions (upper: 6.0%; lower: 8.2%; asthma: 7.9%;
total: 22.1%) in the present study. It isimportant to note that behavior problems were not
assessed in the NHIS. However, in this study, parents reported behavior problems (5.0%),
but no indication of behavior problems were indicated in the records. The health conditions
encountered by Head Start children appear to be similar to problems encountered by a

national sample of preschool children.

Multiple Health Conditions. Some children are more prone to health problems than
other children. The coding procedures mentioned above allowed checking for multiple health
problems among the children in the study sample. According to the parent reports, 31.3% of
the children had not experienced any serious health conditions, while 38.2% had experienced
only one serious health condition. About 20% reported two different conditions, and the fina
10% experienced three or more serious health problems. As might be expected, the review of
the child health files showed fewer children with multiple health conditions. A single health
condition was noted for 27.3% of the children, about 9% indicated two conditions, and only
about 4% identified three or more conditions. Injuries, which are addresses separately, were
not included in the listing of health conditions.

Pre-Head Start/Post-Head Start Enrollment Comparison. One strategy for
assessing the potential impact of the Health Component on the detection of health conditions
isto determine how often specific conditions were reported prior to or after enrollment in

Head Start. Documentation of actual Head Start enrollment dates for children was



inconsistent, incomplete, or kept in files not made available to the research team. By July 1,
1993, however, most of the children had been interviewed and enrolled for the upcoming
Head Start program year. That date provides a reasonable estimate of the point when most of
the families had come under the influence of Head Start and the Health Component staff.
Because certain background health information was collected from the caregiver at the initial
Head Start enrollment interview, these reports were viewed as providing information on
health conditions prior to Head Start. Subsequent reports of examinations from the health

files were considered as having happened during the period of Head Start influence.

Health conditions from the review of the child health files, split into those noted before
July 1, 1993, and those noted July 1 or later, are summarized in Exhibit 8-4. While 4.8% of
all children were reported to have had lower respiratory problems, 4.3% of the children had
this condition noted before Head Start enrollment. Similarly, asthma, ear problems, and
gastrointestinal problems were also more likely to have been detected before entry into Head
Start. Note that these estimates are conservative, since a significant proportion of 4-year-old

children could have first entered and been screened by Head Start when they were 3 years old.

However, several categories of health conditions were often detected during health
screenings or examinations following entry into Head Start. As shown in Exhibit 8-4,
conditions such as blood disorders, speech and language problems, dental/oral health
conditions, and hernias were 2 to 5 times more likely to be detected in these later screenings
and examinations. These findings may reflect the increased age of the children at the time of
the examinations, as well as the expanded scope of the physical examination administered
under Head Start’ s guidelines.

Exhibit 8-4 The Most Reported Health Conditions from the Child Health
Files: a Comparison of Pre- and Post- Head Start Enrollment’
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"Head Start enrollment estimated as of July 1, 1993.

Serious|njuries. Oneitem on the parent interview form specifically addressed

serious injuries:

(6,34)Has your child experienced a serious accident? Please describe the injury and
any resulting health condition.

Aswith the earlier questions, this item was open-ended and the parents applied their own

interpretation of the term “serious.” The data were coded into a series of injury categories.

Approximately 11% of the parents (n=130) reported at |east one serious injury to their
child. Theinjuries most reported included abrasions, cuts, and stitches (35.6%); orthopedic
injuries (e.g., broken ankle, leg, arm, wrist) (23.7%); head injuries (13.7%); and burns (9.7%).
The review of the child health files showed that over 8% of the health records indicated
seriousinjuries. The major categories included abrasions, cuts, and stitches (36.8%) and
orthopedic injuries (27.1%). Note that the data from the parent interviews and health files
indicated a much better correspondence for injuries than for health conditions. Unlike health
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conditions identified during examinations and screening tests, these injuries, which in most

cases required medical attention immediately, were reported more often in the health files.

Multiple Serious Injuries. According to the parent reports and child health files, few
of the children in the sample experienced multiple seriousinjuries. Only 2.1% of the parents
reported that their children had experienced multiple serious injuries, of which 1.6%
experienced two and 0.5% experienced three. The hedlth filesindicated that 1.1% of the
children experienced multiple serious injuries, of which 1.0% experienced two and 0.1%

experienced.

8.2.5 Findings From the Health Assessments

The Head Start Child Health Record includes a number of general assessments
completed by the individual conducting the health examination. Because of differencesin the
types of health records used, not all categories of assessments were available for each child,

resulting in a percentage of health files with results not being recorded.

Specific Health Assessment Findings. Systolic and diastolic blood pressure readings
were available in the child hedlth files for 84.4% of the children (n=1,004). The mean systalic
blood pressure (SBP) was 88.7 mmHg, while the mean diastolic blood pressure (DBP) was
54.52 mmHg. Based on recently established blood pressure cutpoints (90th percentile) (Joint
Nationa Committee on Detection, Evaluation and Treatment of High Blood Pressure, 1993),
3.0% of the children were above the cutpoint, while 7.2% were above the SBP cut point for
DBP.

Among the Head Start children, 13.8% had results of alead test in their file. Of those
tested, the mean result was alead level of 10.4 mcg/dl, while 18.9% of the levels were higher
than 15 mcg/dl, which would require medical attention. However, the study was unable to

collect specific data on whether treatment was prescribed for those children with high lead
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levels. Inthe U.S., 17% of preschoolers have a blood lead greater than 15 mcg/dL (CDC,
1991).

Results of hearing and vision tests were recorded in the health records. Overall,
3.5% of the Head Start children (n=42) had a hearing problem with either or both ears. For
3.5% of the Head Start children (n=40), a vision problem with one or both eyes was recorded.

The Tuberculin test (TB) results are required under many State health policies or
where community prevalence rates exceed 1%. The disease remains concentrated in the
growing population of socioeconomically disadvantaged persons, and TB screening is
recommended for children who are in contact with adults at risk for the infection (Levin,
Gums & Grauer, 1993). Over haf the children in this study have recorded TB test results.
Test results were positive for 0.7% of al the children. In 1991, the number of TB cases

among children under 5 years of age in the United States was 1,006 (Khan and Starke, 1995).

A small group of children had sickle cell test resultsin their files. Only 0.8% of the
children had positive test results, 14.1% were negative, and 85.1% did not have a test result
recorded. Similarly, alow percentage (0.8%) of study children had positive urinalysis tests,
while 32.2% had negative tests, and 67.8% had no test result recorded in the health file.
Finally, 0.7% of the children had reports indicating that par asites were present, 5.6% had
results showing an absence of parasites, and 93.7% had no parasite test resultsin the file.
Overadll, the child hedlth files indicated that 22.4% of the children (n=271) had one or more
abnormal findings based on their screening tests.

8.2.6 Medical Treatments

Sources of Data. Parents reported on the findings of initial health screenings or

examinations and any subsequent medical tests.

The child health files were a second source for the same information. Although the

record review form was constructed to capture health conditions reported during the initial
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health screening or examination and any subsequent medical tests, the variable state of the
health files within and across sites made it difficult to determine when many conditions were
actually identified. Therefore, treatments reported from the health records were not separated
from those for conditions identified during physical examinations for entry into Head Start or
those identified through later screenings or subsequent tests apart from the initial physical

examination.

The types of treatments were reported by parents for the conditions identified during
the physical screening/examinations and subsequent tests and from child health files,
respectively. Medication was the most common treatment reported by parents (47.2%, initial
screening or examination; 20.3%, subsequent tests) and from the child health files (28.7%).

Treatment Status. Lessthan 1.0% of the parentsindicated that they did not seek
treatment for their child's health condition, while the majority of parents reported that the
treatment was in progress or ongoing (38.5%, initial screening or examination; 39.1%,
subsequent tests). Unfortunately, because of some inconsistencies in the probes used by the
researchers regarding treatment status, the resulting percentages for missing data were higher
than anticipated.

Few of thefilesindicated if the treatment was completed (10.6%) or if it wasin
progress or ongoing (7.2%); the maority of the child health files (82.2%) did not indicate
whether the child received any treatment. On the other hand, the 1993-1994 PIR reported
that, across al programs, medical treatment was provided to a mean of 96.2% of the children
who needed it. Two possible explanations for this difference are: 1) Head Start programs are
not following up on medical treatment services for those children requiring treatment; or 2)
treatments are being followed up, but the findings are not being documented in the child
health files. The problems in keeping up-to-date records seem to have particularly affected the

area of recording treatment status. Since the expenditure of timeis so great in trying to find,
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provide, and arrange payments for treatment services for each child, it seems likely that

recording treatment services in the children’s health records receives alow priority.
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9.0 THE DENTAL HEALTH DOMAIN

“They helped me get a dentist appointment. | hadn’t been able to find a
dentist who would take a medical card.”

Head Start Parent

9.1 Overview

Few studies have considered the impact of a family’s economic status on the impact of
the oral health of children under the age of 6 years. Studies of older children, however, show
that dental disorders are higher among low-income children than other children. In 1984,
Fosburg noted that one fourth of Head Start’ s children involved in a study of health services
were urgently in need of dental care (Fosburg, 1984). According to a 1987 Children’s
Defense Fund (CDF) survey (1991), 53% of the children between 6 and 8 years of age had
cavities and 27% had untreated cavities. The same study reported that among a sub-sample of
children who were from low-income families, 70% of the children had cavities and 43% had
untreated cavities. Only 10% of the dentists accept patients enrolled in Medicaid, and millions

of low-income families with children live in communities with no dentists.

Head Start plays a significant role in working with families to ensure that children
receive regular dental screenings and examinations. The Head Start requirements for dental
examinations are detailed in the Program Performance Standards (81304.3-4). The guidelines
for the Program Performance Standards indicate that a dental screening should be performed
for each child, but this screening is not required. The dental screening is a general inspection
of the mouth to observe ora health problemsin order to establish priorities or categories for
the subsequently required dental examination and treatments as needed. Screenings and
examinations may take place at Head Start centers or Head Start staff may assist familiesin
scheduling appointments with community health providers. Dental screenings may be



performed by a dentist, dental student, dental hygienist, dental assistant, or trained Head Start
staff member, while the dental examinations must be performed by dentists. The primary

source of support for examination services for Head Start children is Medicaid.

Subsequent to the findings of dental screenings and examinations, the Head Start
Program Performance Standards require that Head Start programs provide or arrange for
treatment services where necessary (8 1304.3-4). Each Head Start program is responsible for
developing a plan for staff to assure treatment and follow-up services are part of the
competent and continuing care which is received until the conditions are remedied or until a
pattern of continuing care has been well established. Head Start staff typically play the role of
broker in assisting parents in securing the necessary services and in identifying funding sources

to pay for the services.

An understanding of the dental conditions of Head Start children which program staff
must address is an important step in examining the patterns of delivery and the use of all
health care services by these children. This chapter presents data from dental screenings and
examinations, reported dental conditions and subsequent treatments among children in the

study sample.

9.2 Findings

Datain this chapter are from both the parents' reports and the child health files.
Because of the interest in having national estimates, the percentages were weighted (see

Chapter 3: Methodology). Staff reports are unweighted.



9.2.1 Timing and Methods of Completing Dental Examinations

Timing of Dental Examinations. The Program Performance Standards require that
annual dental examinations be oral diagnostic procedures conducted by a dentist.
Examinations may include diagnostic radiographs (X-rays), but only if the dentist determines
that they are absolutely necessary (81304.3-3).

Dental examination dates have been abstracted from the children’s health records. The
median month for dental examinations was August 1993 and the mode was September 1993.
During these months Head Start staff are usually working with parents to ensure a smooth
trangition into the program, and it is very likely that Head Start has had some influence on the

percentage of examinations completed within this timeframe.

The review of child health files found that 456 dental examination dates were missing.
However, similar information collected during the parent interviews for those children with
missing dental examinations dates from their health records indicated that 413 (90.6%) of the
children did have dental examinations in the past year. Researchersin the field noted that,
when available, the forms for recording the dental information were inconsistent and
confusing, often containing unused or poorly used mouth charts where conditions and
treatments could be noted. Without cross-checking the child health file data with information
given by parents, it would falsely appear that many children did not receive the required dental
examinations. Overal, the parent reports in addition to the child health files indicated that
96.4% of al children received a dental examination. Thisfinding is consistent with the PIR

reports.

Parent Reports on Dental Examinations. Of those parents reporting that their
children had a dental examination in the past year (n=1,099), 54.1% responded that they had
arranged the examination themselves and 44.2% reported that Head Start arranged the

examinations.



Health Coordinator Reports on Dental Examinations. It was reported by 92.9% of the
Health Coordinators that their programs provided or arranged for dental examinations.
Dental examinations were mostly conducted off-site (60.5%) or a combination of both on-site
and off-site locations (26.37%). Heath Coordinators reported that a private practitioner
(individual, group, or HMO) primarily conducted the dental examinations (84.6%).

9.2.2 Dental Conditions

Summary Procedures. The genera health status questions at the start of the parent
interviews were supplemented by questions regarding the specific results of dental
examinations. The dental health section in the Head Start Child Health Record provided the
framework for the dental questions on the record review form. Unfortunately, missing forms
and variations in the format of the child health files both across and within grantees resulted in
considerable missing data on the status of dental health. Indeed, some children’s dental
records were only maintained in the office of the dental care providers, where researchers did
not have authorization to gather information. Responses to the parent interviews and details

from the review of hedlth files were coded into the same summary categories.

Conditions. In the parent interviews, 41.9% of the respondents indicated that their
children had an identified dental condition. The dental condition reported by most parents
was denta caries (82%). Other conditions, noted at much lower frequencies, included broken
or dead teeth (5.7%) and lack of preventive care (5.3%).

Where available, the data from the child health files were more detailed regarding the
status and number of filled, decayed, or missing teeth because of the reporting requirements of
the Head Start Child Health Record. Only 11.3% (n=145) of the health filesindicated that a
child had a reported dental problem. Unfortunately, dental reports were unavailable for many
children: 42.2% of the files had no recording of whether or not the child had dental problems.
Therefore, oral health conditions are expected to be under-reported across the Head Start

health files. For the subset of children with recorded dental concerns, the information in the
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records indicated that 5.3% had teeth extracted, 6.2% had fillings present, and 17.3% had
teeth with signs of decay, a much lower proportion than suggested by the parents during their
interviews. The mean number of extracted teeth was 3.07 (range = 1 to 8), and the mean
number of filled teeth was 3.6 (range= 1 to 9). The children with dental reports had a mean of
4 teeth with indications of decay (range= 1 to 12). In most files, the presence or absence of

these three conditions was not recorded.

Pre-Head Start/Post-Head Start Enrollment Comparison. One strategy for
assessing the potential impact of the Health Component on the detection of dental conditions
isto determine how often these conditions were reported prior to or after enrollment in Head
Start. Asdiscussed earlier, July 1993 provides a reasonable estimate of the point when most
of the families had began interacting with the Health Component staff. Because certain
background health information was collected from the caregiver at the initial Head Start
enrollment interview, these reports were considered as providing information on dental
conditions prior to Head Start. Subsequent reports of examinations from the health files were
considered as having happened during the period of Head Start influence. Dental/ora
conditions from the review of the child health files were split into those noted before July 1,
1993 and those noted July 1 or later. Of the approximately 3% of identified dental/oral
conditions, 2.45% were identified following entry into Head Start.

9.2.3 Dental Treatmentsin the Study Sample

Sources of Data. The parents responded to one question relative to dental
treatments, and information was aso drawn from dental health information in the child health
files. The status of dental information in the child health files resulted in data that were
different in format from the questions asked of the parents. Therefore, parallel data are not

available from the child health files and the parent interviews.

Treatments. Of those parents reporting a dental condition for their children (n=488),
53.9% indicated that someone from Head Start spoke to them about needed treatments.
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Exhibit 9-1 presents parent reports of dental treatments. The most common dental treatment
reported by parents was fillings (70.5%), while each of the remaining treatments was reported
by less than 20% of the parents. Over half (54.9%) of the children had completed treatment,
and 21.1% of the children had treatment ongoing or still in progress, while 24.0% of the
parents reporting dental problems did not or could not specify the status of their child’s dental
treatments. Only 38.9% of the child health files specifically indicated that the child had no
dental conditions requiring dental treatments. The remaining treatments, fluoride (27.5%);
cleaning (32.5%); and restoration, extraction, filling, crown, and bridge (26.4%), were
recorded less often in the child health files than they were reported by parents.



Exhibit 9-1 Treatmentsfor Conditions Noted During Dental Examinations
as Reported by the Parents

Unweighted Weighted

Treatment n Per cent
Fillings 343 70.5
Cap/Crown 75 16.0
Tooth Extracted 57 12.3
Preventive Care (Fluoride, Cleaning, Sealants) 56 10.6
Other 17 31
Orthodontic Repairs 14 3.0
Root Canal 9 17
Not Recorded 11 13

n 582*

*Sample size is based on 582 dental conditions reported by 488 parents whose children had one or more
dental conditions reported during the dental exam.
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10.0 THE MENTAL HEALTH DOMAIN

“Thanks to Head Start, [my] girl is able to go the psychologist.”
“Head Start helped my child establish better social skills.”

Head Start Parents

10.1 Overview

Left undiagnosed or untreated, mental and emotional disorders can lead to impaired
socia functioning, adaptation, and productivity. In 1986, the Office of Technology
Assessment (OTA) estimated that 12% to 15% of the Nation’s children suffer from one or
more mental disorders severe enough to require treatment. Even though the number of
children receiving mental health servicesin agiven year has increased significantly since 1980,
the OTA (1986) estimated that up to 70% of the children and adolescents needing such
services were not receiving care. Disruptive behavior disorders (e.g., attention deficit
hyperactivity disorder (ADHD), conduct disorder) were the most frequently noted forms of
childhood mental iliness. However, more than 5% of all school-age children suffer from

depression, anxiety disorder, or serious learning disabilities (OTA, 1986).

More recent data provide somewhat different figures, estimating that 3% to 5% of
school children have a serious behavioral or emotional disorder (Knitzer, Steinberg & Fleisch,
1990). However, the Center for Mental Health Services (1994) reports that the lack of
national epidemiological studies on mental disordersin children in the United States has

created a need for valid prevaence or incidence indicators.

Low-income children may experience more mental and emotional problems than other
children (Gould, Wunsch-Hitzig & Dohrenwend, 1981). Poverty places children at greater
risk for “ahost of biologic insults that threaten the integrity of the central nervous system,”
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and epidemiologic studies have shown an association between organic brain dysfunction and

psychiatric disorder in children (Hertzig, 1992).

Head Start’'s comprehensive model for mental health reflects a positive, holistic
approach, with a primary emphasis on normal child development in the context of daily living
skills and social competence (Hansen & Martner, 1990). Menta health objectives are
grouped into three levels of intervention: prevention, identification and referral, and
treatment. This holistic approach is designed to address all of an individual’s needs:. physical,
emotional, social, cognitive, occupational, and spiritual (Hansen and Martner, 1990).

The Program Performance Standards outline the objectives of the mental health portion of the
Health Component (81304.3-7).

As part of this philosophy, individual staff have a significant role in working with
families to ensure that children receive mental health screenings and, if necessary, treatment
services. The actua program requirements for the mental health domain are detailed in the
Program Performance Standards (81304.3-8). These Standards require that a trained mental

health professional be available to each program to provide the following services:

(6,34)Assist in planning mental health activities,

(6,34)Train staff and provide education to parents about mental health issues;
(6,34)Observe and perform screenings for classrooms or for individual children;
(6,34)Assist parents and staff in treatment activities; and

(6,34)Facilitate linkages with community mental health resources.

This professional does not have to fill the role of Mental Health Coordinator and may be
available on a consultant basis. The accompanying guidance to the Program Performance
Standards provides alist of appropriate mental health professionals (e.g., a child psychiatrist, a
licensed psychologist, a psychiatric nurse, or a psychiatric social worker).
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Recently, a report on the mental health aspects of Head Start was completed by the
Task Force on Head Start and Mental Health for the American Orthopsychiatric Association
(AOA, 1994). The Task Force's report described the mental health program in terms of the
diversity and complexity of the needs of Head Start families, particularly as changes take place
in many of the local communities served by Head Start (e.g., increased violence, reductionsin
available services). The Task Force also noted the need to update how mental health issues
are addressed in the Program Performance Standards. 1t expressed concerns about the limited
and traditional strategies that are employed, inadequate staffing, organizational and fiscal
constraints on the provision of family support and mental health services, alack of focus on
the dissemination of appropriate mental health information to parents and staff, and a record

of inconsistency in collaboration between Head Start and other Federa programs.

10.2 Findings

The prevaence of mental health conditions noted among children in the study sample,
both in parents’ reports and in the child health files, is presented in this chapter. Percentages
based on the parent interviews and reviews of the child health files are presented as weighted
estimates (see Chapter 3: Methodology), unless noted otherwise. Percentages based on the
Mental Health Coordinator interviews are reported unweighted.

10.2.1 Issues Encountered While Studying the M ental Health Domain
Definitions. The mental health domain was the most difficult aspect of the Health
Component to study. One reason may have been the lack of clarity among staff and parents
regarding the scope of the mental health domain and its place within Head Start. Asnoted by
Hansen and Martner (1990), mental hedlth is defined by people in two ways. Thefirst refers
to the normal developmental processes of children, while the second is focused on mental
illness. In ablending of these two perspectives, the AOA Task Force (1994) defined mental
health within the Head Start context as “promoting the healthy emotional development of
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children, supporting family strengths, identifying early signs of emotional and behavioral
difficulty in children, and assisting families with special needs.” The AOA Task Force also
cited practices found at some Head Start programs in which mental health problems are
deliberately identified as developmental concerns rather than specific mental health problems.
Thisis done to minimize potential concerns related to the stigma of having mental health
conditions listed in files which are available to Head Start staff or forwarded to the new

schools when children leave Head Start.

Within these contexts, parents were likely to report developmental conditions (e.g.,
speech and language delays) and mental health conditions (e.g., behavioral problems) as part
of the serious medical health conditions faced by their children. Parents aso included
findings from their children’s medical examinations as part of their responses on mental health
screenings or developmental assessment reports. This problem was compounded by a
sengitivity on the part of the research staff to avoid the potential negative impact from the
misuse or misinterpretation by parents of the phrase “menta health problem.” While the
parent interview was designed to minimize parental discomfort and improve responses by
emphasizing developmental assessments rather than mental health problems, there was no way

to be sure how parents were defining specific terms when providing their responses.

Terminology. The differences between group screenings (observations of classroom
or socialization group activities) and individual screenings is also atopic which appeared
unclear among the respondents. While no data were collected to support this notion
specifically, the observations of the interviewers suggested that there was a lack of
consistency among staff within a program and between parents and staff as to what screenings
and assessments entailed. It was also apparent that many parents were not aware that group
screenings occurred unless the screening detected a potential problem that required further

evaluation.
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Record Keeping. As noted by the AOA Task Force (1994), many programs make
strong efforts to assure the confidentiality of mental health records in order to minimize the
potentia stigma that could come from misinterpretation of the reports on mental health
screenings and examinations. This practice resulted in a number of difficultiesin the collection
and interpretation of information related to mental health issues for this study. Even if the
appropriate documentation was made in a child’ s file, there was no standard place across
programs for mental health professionals or other staff to document conditions and the status
of treatments. Documentation in the health files related to screenings and examinations was
often not complete, while other times the relevant documents were placed in an education file
or in acompletely separate mental health file to which the research team did not have access.
Often this happened when children’ s records were held in alternate sites. The implication of
these practices for this and other studiesis the lack of useful information in children’s health

records, particularly with regard to treatment issues (see Chapter 3: Methodology).

10.2.2 Staffing the Mental Health Domain

The Mental Health Coordinators overseeing the mental health domain did not
generally devote full timeto thisarea. Of the 37 Mental Health Coordinators interviewed,
78.4% indicated that they had other responsibilities. Those with multiple roles reported that
they spent an average of only 26.2% of their paid time as Mental Health Coordinator.

In addition, only 37.8% of all the Mental Health Coordinators reported experience
providing mental health servicesto children or families prior to working in Head Start. Their
experience was predominantly in providing child counseling or therapy (21.6%) and providing
family counseling or therapy (16.2%). Child- or family-related mental health training was
received by 78.4% of the Mental Health Coordinators between the beginning of the program
year (September 1993) and the time of the interviews. The mean time spent as Mental Health
Coordinator was 4.9 years (range = 1 to 19 years). Asnoted in Chapter 4, the Mental Health
Coordinators had the highest percentage of college or graduate degrees among the health
staff.
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10.2.3 Perceived Mental Health Problems

The Mental Health Coordinators' reports on serious mental health conditions they face
within their programs (see Exhibit 10-1) typically included behavior disorders, which were
mentioned by almost 50% of the respondents. Other categories, each mentioned by
approximately one quarter of the Mental Health Coordinators, were hyperactivity or Attention
Deficit Disorder (ADD), family discontinuity (change), physical or sexua abuse, and children
suffering the impact of substance abuse by others. A further breakdown of the behavior
disorders category indicates that aggressive behaviors, discipline problems, and withdrawal

were clearly the most frequent conditions reported in this category.

Exhibit 10-1 TheMost Serious Mental Health Conditions as Reported by
the Mental Health Coordinators

Condition Per cent
Behavior Disorders 48.6
Hyperactivity/ADD 27.0
Discontinuity/Change Within a Family 27.0
Physical/Sexua Abuse 24.3
Effects of Substance Abuse by Others 24.3
Emotional Problems (Genera) 18.9
N 37

Note: The question was open-ended.

10.2.4 Screenings and Assessments

Individual Screenings. Almost ninety percent (89.2%) of the Mental Health
Coordinators reported that some children received individual mental health or developmental
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screenings. For both formal and informal individual screenings, 45.9% of Mental Health
Coordinators reported that teachers referred children to the program’s mental health
consultant, and 24.3% reported that the teacher actually conducted the screening. The
screening instruments most often mentioned in relation to individual screenings included: the
Brigance Preschool Screen for 3- and 4-Y ear-Olds, the Chicago Early Assessment
Individualized Education Program, and the Denver 11. A summary of the screening tests cited
in the health filesis provided in Volume I, Chapter 10. Most of the screening instruments
named are general developmenta screens rather than instruments designed specifically to
address mental health issues.

Mental Health Coordinators were questioned about the methods used to disseminate
information to the parents regarding upcoming screenings, as well as how often efforts were
made to encourage parents to attend the screenings. Most information regarding the time and
place of screening tests was provided to the parents directly, through telephone calls (81.1%),
home visits (51.3%), or during discussions held at the center when the parent came to drop
off or to pick up achild (51.3%). Lessdirect methods included sending letters to the parents
(43.2%) or mailing letters to the home (24.3%).

Head Start staff often seek to encourage parents to attend their children’ s individual
mental health or developmental screenings. The most common methods used to encourage
parents to accompany their children to the mental health screening were to provide
information about the screening (91.9%), schedule the screenings at times that accommodate
the parents’ schedules (83.8%), provide screenings on-site (67.5%), provide transportation

(64.8%), and discuss screenings during home visits to the families (59.4%).

A summary of the services related to mental health which are provided by programsis
found in Exhibit 10-2. The responses indicate a higher level of support for informing parents
and arranging services with providers than for follow-up efforts to ensure that families actually

receive Sservices.
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Exhibit 10-2 Mental Health Services Frequently or Always Provided by
Programs as Reported by the Mental Health Coordinators

Service Per cent
Inform Parents of Service Needs Suggested by Screenings and Examinations 100.0
Inform Parents of Available Treatment Services 100.0
Identify Service Providers 100.0
Follow-up to Ensure Services Were Provided 97.3
Help Parents to Understand What Mental Health Services are Available for Preschool 91.9
Children

Coordinate Service Arrangements with Parents 78.4
Arrange Services with Providers 72.9
Arrange Transportation 50.0
Help Families Enroll in Medicaid 50.0
Inform Parents of Payment Options 48.6
Arrange Payment with Providers 45.9
Arrange for Interpreters to Accompany Families to Treatment 38.9
Provide Escorts for Families 34.3
Arrange Child Care 27.0
N 37

Group Screenings. Asnoted earlier, 70.3% of the Mental Health Coordinators

reported that al children in the program routinely were observed as part of a group-

administered mental health screening.  Group screenings, which are observations of

classroom or socialization activities, were most often conducted by a program’s mental health

professional or the classroom’s head teacher. When asked how involved they were with the

mental health screening and examination planning process (e.g., helping to select providers,

scheduling visit time), 56.8% of the Mental Health Coordinators said they were very involved,

27.0% were somewhat involved, and 16.2% were not very involved. In conducting the actual

screenings, the individuals most likely to be involved were teachers (86.1%), parents (75.6%),
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outside mental health professionals (75.6%), and Mental Health Coordinators (64.9%). It was
not clear what role parents played in the screenings; they may be involved in contributing to

the documentation of the mental health history for their children.

Mental Health Coordinators were also asked about the frequency of routinely using
formal and informal screening procedures with the children. Programs were reported to
frequently or aways use informal screenings (75.6%), a combination of both formal and
informal screenings (62.1%), and formal screening assessments (54.0%) on aroutine basis. It
was reported that 32.4% of the Mental Health Coordinators were primarily responsible for
documenting follow-up evaluations in the child’'s health file while Health Coordinators
(21.6%), mental health professionals (10.8%), Center Directors (5.4%), and teachers (5.4%)

were aso responsible for documenting follow-up activities in some programs.

Parent Reports. Researchers attempted to be sensitive to the concerns of mental
health “labeling” when interviewing the parents. Terms such as “menta health” were not
emphasized; rather, processes were described as developmenta assessments, using words that
were less stigmatizing and stressed Head Start’ s focus on fostering normal child development.
The interview forms were designed to ask questions of parents using

terminology that program staff were also likely to use. Parents were informed that a

developmental assessment might include screening and evaluation of any of the following:

. Physical coordination and devel opment;
. Intellectual development;

. Emotiona devel opment;

. Socia development;

. Psychologica development; and

. Behavior.
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Only 6.9% of parents (n=82) reported that someone from the center had suggested
their children be evaluated for possible problems with behavior or feelings. Information on
how parents were informed of this suggestion was gathered from the parents who actually
received recommendations that their children be evaluated. The information came primarily
from two sources. telephone calls from Head Start staff (20.0%) and parent notification by
staff during individual discussions when parents visited the center to pick up or drop off their
children (29.3%).

Parent Involvement. Of the 82 parents who said that a developmental assessment
was recommended for their children, 71.0% said the Head Start staff specifically asked for
their permission to conduct the assessment. Of these parents (n=58), 53.1% responded that
they gave written permission and 33.6% gave permission verbaly. The developmenta
assessment was completed for 62.2% (n=51) of the children for whom it was recommended.
For children with a completed assessment, 73.8% (n=38) of the parents reported that they
were invited to attend the assessment and 58.8% (n=30) actually attended. The magjority of
the parents responded that the assessment indicated a need for treatment services (60.8%,
n=31). Of parents who actually attended the assessment (n=30), 93.6% said that the results of

the assessment were explained to them.

10.2.5 Conditions

Summary Procedures. Parents who indicated that their children had a developmental
assessment (n=51) were asked the results of the assessment. These responses were coded into
summary categories to determine the reported prevalence of specific mental health or
developmental problems. As noted, referral and follow-up information on mental health
assessments or developmenta assessments were often not available in the child health files
that were reviewed for this study.

Conditions Across Parent Interviews and Review of the Health Files. Only 4.3%

of al the parents (n=51) reported that their children had received a developmental assessment,
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and 2.6% of al parents (n=31) reported that the assessment had identified a specific problem.
Thisis dlightly higher than the 0.5% rate reported by the AOA Task Force (1994). However,
as noted in previous chapters, parents’ reports tend to have higher incidence rates for
conditions than Head Start records, possibly as aresult of the emphasis on overall
development. The most common problems reported by this small group of parents were
speech and hearing problems (40.8%), cognitive or developmental delays (29.8%), emotional
disorders (25.3%), socia behavior problems (15.8%), and hyperactivity or ADD/ADHD
(13.3%).

When the parents' responses across the entire interview were reviewed (using reports
of medical conditions and of mental health conditions noted in the developmental
assessments), mental health conditions were noted by 12.5% of the parents, with multiple
conditions being found for less than 2.0% of the children. These conditions included reports

of speech and language problems.

The review of the children’sfilesindicated that 51.8% of the children had arecord of a
developmental assessment. Asindicated in section 10.2.1, problems with incomplete records
and access to al necessary files, as well as confidentiality issues, make estimates of mental
health conditions in the overall population problematic. Mental health conditions were noted
in 3.9% of the files, with multiple conditions noted in only 0.3% of thefiles. Although the
frequencies of mental health conditions were low for both parents’ reports and the file
abstractions, in only 16 cases, or approximately 1.0% of all children, did both the parent and

the health record provide evidence of a menta health condition for the same child.

10.2.6 Treatments
Sour ces of Data. Parents who indicated that their children had devel opmental

assessments also indicated the treatments and the status of these treatments. As noted, such

information was not aways available consistently across the child health files.
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Treatments. The most common treatment reported by parents (n=42) was speech
therapy (33.5%), followed by psychotherapy (29.8%) and special education (28.2%). Parents
indicated that the majority of the mental health treatments were in progress or ongoing
(50.2%).

Mental Health Coordinators were asked how often parents and teachers were given
instructions by mental health professionas in “child guidance techniques for children receiving
mental health services.” Approximately four out of five Mental Health Coordinators indicated
that this type of training was provided frequently or aways (78.3% for parent instruction and
81.0% for teacher instruction) by their program.
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11.0 THE NUTRITION DOMAIN

“I couldn’t make them eat vegetables and fruits.
Now she comes home and tells me and her sisters that they have to eat
meat, milk, bread, fruit, and vegetables in order to be strong.”

Head Start Parent

11.1 Overview

The link between health and nutrition is well recognized. Poor nutrition during childhood
can have lifelong effects on the health and functioning of an individual. Nutrition problems (e.g.,
iron deficiency anemia) are often associated with poverty. Children from low-income families are
generally found to have lower values than other children for height, weight, and triceps skinfold
thickness (Rosenbaum, 1992). Poor nutrition contributes to childhood obesity in instances where
low cost food, often high in fats and caloric content, is the obvious choice over no food at al.
Studies of growth trends among low-income children have provided some mixed results and

suggest the need for targeted research in this area.

Head Start plays a significant role in working with families to ensure that children receive
nutrition screenings and treatments when necessary. The Head Start program requirements for
nutrition screenings and services are detailed in the Program Performance Standards (81304.3-
10). Thisrequirement is met through nutrition assessments (height, weight,
hemogl obin/hematocrit), the collection of information on individual child and family eating habits,
and assessments of community nutrition needs.  Subsequent to the findings of the nutrition
screenings, the Program Performance Standards require that Head Start programs provide or
arrange for treatment where necessary (81304.3-4), much as they do when conditions are noted
within the other health domains.

In order to assure a degree of good nutrition for enrolled children, the Program

Performance Standards also require that children in part-day programs receive meals and snacks
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which provide at least one third of the children’s daily nutrition needs. For children attending full-
day programs, the required proportion increases to between one half and two thirds of the daily
nutritional needs. The Standards require that if the nutrition services are not overseen by a
qualified nutritionist, that one be used to provide an ongoing review of the meals and nutrition

services provided by the program.

11.2 Findings

In this chapter, percentages based on data from the parent interviews and the reviews of
the child hedlth files are presented as weighted estimates (see Chapter 3: Methodology), unless
noted otherwise. Percentages using the Nutrition Coordinator’ s interviews are reported

unweighted.

11.2.1 Screenings
Of the 39 Nutrition Coordinators who completed an interview, 87.2% reported that

children enrolled in their Head Start Program received individual nutrition screenings, athough
such screenings are not required by the Program Performance Standards. It was not indicated

whether all children served by these Nutrition Coordinators received such screenings.

11.2.2 Conditions

The nutrition conditions reported in this section are those which parents reported had been
identified during the initial screenings or examinations required for entry into Head Start, and
through subsequent tests that were not part of the initial screening or examination. The child

health files were a second source of information on nutrition conditions.

Parent reports of medical problems included severa health conditions related to nutrition.
Obesity was mentioned for 1.3% of the children, being underweight was noted for 0.8%, and

genera nutrition concerns were reported by 3.7% of the parents. On the Head Start Child Health

11-2



Record, the nutrition section includes areview of the child’s status concerning nutrition. A
summary of these status reportsisincluded in Exhibit 11-1. The most reported nutrition concern
in the health files was the suspicion of dietary problems or inadequate food intake, but this was
noted in arelatively small percentage of records (5.3%).

While the percentages for these conditions were low (all criteria were noted for about 5%
or less of the children), programs not using the updated Head Start health forms for data
management often did not have space to specifically note nutrition conditions. Therefore,
nutrition-based conditions may be under-reported in the child health files. However, note that
these conditions were reported more often by parents, in contrast to medical and dental

conditions, which were reported more frequently in the health files than by the parents.

Exhibit 11-1  Nutrition Referrals Noted in the Child Health Files

Unweighted Weighted
Criteriafor Referral n Per cent
Suspicion of Dietary Problem or Inadequate Food Intake 67 53
Hemoglobin Less Than 11 Grams or Hematocrit Less Than 46 3.9
34%
Overweight 35 3.0
Weight for Height Greater or Less Than Typical 31 2.6
Underweight 28 22
Short for Age 18 15
N 1,189

Note: The categories are not mutually exclusive

11.2.3 General Status
Height and Weight. Height and weight measurements are often indicative of the
physical and nutritional health status of children, and should be regularly assessed according to the
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health guidelines of the Program Performance Standards. Many programs maintained height and
weight records on growth charts similar to those found in the Head Start Child Health Record
(1992 version). Height charts were found for 65.0% of the children, weight charts for 64.5%, and
height by weight chartsin 54.2% of the files. The mean height for the children was 41.0 inches
(standard deviation (sd) = 3.2 in), and the mean weight was 39.0 Ibs (sd = 7.7 Ibs).

Hematocrit/Hemoglobin Screenings. According to the child health files, 44% of the
children had a hematocrit and 36% had a hemoglobin test to screen for anemia. The remaining
19% either had no test or had atest that was not recorded in the child’s health file. The mean
hematocrit was 36.5%, with 11.5% of the children having a hematocrit less than 34%. For
hemoglobin, the mean was 12.7 grams, and 8.4% of the children had a hemoglobin level less than

11 grams.

11.2.4 Treatments

As noted, nutrition conditions and treatments were reported during the parent interviews
as part of the questions asked about medical conditions and treatments. Parents were asked
what treatments were recommended for identified health conditions and the status of these
treatments (completed, in progress or ongoing, not stated, or did not seek treatment). Conditions
and treatments also were available from the child health files, but there were no parallel questions
between the parent reports and the health files that can be compared. Dietary alterations were
recommended for 10.9% of the treatments resulting from the initial examination, for 12.9% of
the conditions identified during subsequent tests, and for 5.5% of the conditions reported in child
hedlth files. In reviewing the treatments mentioned by the parents, adherence to these specific

treatments could not be determined.

When children needed nutrition services, over half of the Nutrition Coordinators reported
that they most frequently used cooking activities (69.3%), dietary restrictions (69.2%), diet
management (53.8%), and parent education (51.3%) as methods for meeting these needs (see
Chapter 6: Health Education).
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11.2.5 Head Start Meals

The meals and snacks provided at Head Start serve a variety of purposes. Beyond
meeting nutritional needs through the provision of healthful foods, the Program Performance
Standards also direct staff to use meals to integrate education and socialization opportunities
(81304.3-10) into the classroom routine. Meals provided the research staff in this study with an
opportunity to observe nutrition education across al of the study sites. The education activities
associated with Head Start meals were discussed earlier in Chapter 6: Health Education.

Head Start staff were observed sitting with the children for 97.2% of the meals, and
87.6% of the time they ate with the children. This suggests an excellent opportunity for staff to
offer nutrition information to the children. Usually through family style service, children had a
hand in serving themselves 68.4% of thetime. At 61.4% of the meals, staff were observed
providing children with information about the foods on the table. Children were encouraged to
take the available foods 74.6% of the time, and were encouraged by staff to taste specific foods at
77.7% of the meals. Classroom discussions about the meals were observed 36.4% of the time.
While nutritional content is another important issue to be assessed, the measurement of this aspect

of the meals was beyond the scope and resources of this study.
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12.0 SUMMARY AND RECOMMENDATIONS

“I go around to the young mothers with children who are eligible and |
tell them about Head Start.
| see the benefits that Head Start has for these kids.”

Head Start Parent

12.1 Overview

The purpose of this study was to provide a "national snapshot" of how local Head
Start centers implement the Health Component of their programs to meet the medical, dental,
nutrition, and mental health needs of the children and families that they serve. Asnoted in the
Head Start Research and Evaluation Report: A Blueprint for the Future (1990), the Head
Start Bureau needs information on how local programs implement the mandated activitiesin
the health section of the Program Performance Standards (8 1304.3) prior to making policy

decisions on how to support the efforts of these programs.

The final pictures that develop from this effort reflect a program that brokers health
services and assists families in developing the skills to meet their future health needs. While
this study was not designed to measure the impact or effectiveness of the Health Component
activities at the participating sites, it does highlight a range of ongoing health-related
activities, provides important data on the health status of Head Start children, and establishes
a sound base for future research and evaluation efforts focusing on the Health Component.
This Final Report includes a summary of the historical context of the Health Component, a
detailed review of the study methodology, and descriptive findings covering the following

aspects of the Health Component:

. Health Component staff and their qualifications;
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. Internal program procedures and linkages with communities,

. Preventive care (health education and immunizations); and

. A summary of screenings, examinations, conditions, and treatments across the
four health domains of Head Start (medical, dental, mental health, and
nutrition).

12.1.1 Study Background

From the very beginnings of Head Start more than 30 years ago, the program
developers viewed "socia competence” as being the result of facilitating development in many
areas, not just education. This notion was made clear in the original Recommendations for a
Head Sart Program (Cooke, 1965) which set the vision for what Head Start has become
today and has been reinforced through the work of Edward Zigler and his colleagues (Zigler
et al., 1994). Aspart of this perspective, Head Start has always recognized the relationship
between children’ s health and their ability to learn. Head Start is committed to a policy of
ensuring that children who participate in the program enter school with no undetected health

conditions that might impair their potential for success.

The program’ s Health Component objectives, detailed in the Program Performance
Standards (Head Start Bureau, 1992), are to arrange or facilitate health screenings, diagnoses,
and treatments across the domains of medical, dental, mental health and nutrition conditions
and to provide parents with the information they need to ensure that their children obtain
appropriate health services, both while attending Head Start and after leaving the program.
Within this two-generational program, the Health Component staff use health education both
in and out of the classroom to better prepare children and their families to maintain proper
health and well being after they leave Head Start.

As noted in the most recent re-authorization legisation (1994) and in the Final Report
of the Advisory Committee on Head Start Quality and Expansion (1993), Head Start needs to
develop policies and procedures that are responsive to the population of families and

conditions faced by local programs. In order to accomplish this goal, program decision-
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makers require accurate and up-to-date information on which to base policy. This descriptive
study was undertaken because little current information was available regarding program
procedures and how they address the health conditions that are common among Head Start
children. There was also alack of information concerning community health risks faced by
families participating in Head Start, and about the health resources available in communities
served by Head Start.

12.1.2 Study Procedures

This descriptive study was conducted with a nationa probability sample of 40 Head
Start programs across 23 States and Territories to find out how programs are implementing
the Health Component. The programs were selected as part of a random sample stratified on
the basis of three variables—Geographic Region (Northeast, Midwest, South, and West),
Urbanicity (whether or not the Head Start program office zip code was located inside an
Urbanized Area), and the percentage of minority children (greater than or equal to 50%
minority enrollment versus less than 50% minority enrollment). Across these 40 programs,
data were collected on 1,189 children from 81 Head Start centers.

The primary objective of the sampling design was to provide a national probability
sample of children enrolled in Head Start. This allowed the child-level datato be weighted for
the purpose of providing valid, national estimates (see Chapter 3: Methodology). Because
thisis a descriptive study in which data were collected at one point in time (the Spring of
1994), outcome measures that focus on the causal relationship between changes in health and
the use of specific health services over time as the result of Head Start participation were not

possible.

All data were collected during the Spring of 1994, at the end of the Head Start
program year. During the site visits, which had durations of between one and two weeks
each, the research staff interviewed approximately 200 Head Start staff responsible for the
administration and implementation of their program’'s Health Component. These staff included
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Health, Mental Hesalth, Nutrition, and Parent Involvement Coordinators as well as Center
Directors. Researchersinterviewed Head Start parents regarding their children's health status
and their use of health services, and then reviewed the Head Start health records for these
children. Observations of 177 Head Start meals (breakfast, lunch, snacks) a'so were
completed during the site visits.

12.2 A Review of the Key Study Findings

This section summarizes the key study findings. These findings are discussed in terms
of responses to questions adapted from the origina research questions which drove the

development of the study (see Chapter 1: Introduction).

12.2.1 What Arethe Qualifications of the Health Component Staff?

Head Start programs are supported by staff from a broad range of backgrounds, and
include a number of individuals who spent many years working within Head Start and have
moved up into and through various positions within the Health Component. Depending on
the position, staff reported being in their current positions for between 5 and 7 years. No less
than one half of each of the Coordinators interviewed (Health, Mental Health, Nutrition, and
Parent Involvement) reported having multiple roles within their program. This Situation was

most likely to occur within the smaller programs (fewer than 500 children enrolled).

Generally, about one third of the Health Coordinators held college degrees or higher,
and nearly another one third held nursing diplomas without a degree. Coordinators from
smaller programs (fewer than 500 children enrolled) were generaly less likely to have
Bachelor’s or nursing degrees. The highest percentage of graduate degrees was found among
the Mental Health Coordinators. The Health Coordinators held the highest number of special
certificates among the staff interviewed, with a high concentration of these being nursing-

related certificates or licenses.

12-4



12.2.2 What Kindsof Training Do the Health Component Staff Receive?

Training for Health Coordinators and their staff is one potential areafor evaluating
Head Start support for local programs. A majority of Health Coordinators reported that they
had received training during the past year on a number of child development, health, and
family-related topics, either from other program staff or from local consultants or community
providers. More than half of the Health Coordinators reported having received training in the
past year on the following topics. substance abuse, child neglect/abuse, disabilities, first
aid/safety, children with specia needs, CPR, genera hedlth, child growth and development,
nutrition, family violence, universal precautions, mental health, dental health, social-emotiona

development, and eating habits.

12.2.3 What Arethe Primary Community Health Risk Factors Faced by Head Start

Programs?

The magor community health risk factors that programs must address daily were noted
during interviews with Head Start staff. The primary risk factors included substance abuse,
lack of parenting skills, lack of available support services for families, poor nutrition, and
poverty. Child abuse and neglect and community violence also were mentioned, particularly
by staff responsible for mental health services. Virtually all of the program staff noted that
parent education and community outreach activities are provided to address specific

community risk factors.

12.2.4 How Does Head Start Provide or Access Health Servicesfor Children and Their

Families?

Broad-based procedures for involving parents in obtaining the health services their
children need include providing general information on Head Start supported activities, either
at intake, at parent meetings, or through newsletters. Occasionally, circumstances dictate that
specific parents need to be notified privately, either through telephone calls, letters sent home
with the children, or discussions at home or at the center. Most Parent Involvement

Coordinators reported that they encouraged parents to attend health screenings by scheduling
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screening times to accommodate parents' schedules, by providing more on-site screenings, and
by providing transportation when necessary. Obtaining parental consent for screenings and

examinations was not a problem in most cases.

Medicaid is the primary source of funding for health services for a maority (68%) of
Head Start families. Almost nine out of ten (85.7%) Health Coordinators reported that their
programs had aformal process for identifying Medicaid-eligible children enrolled in their
programs. This process generally included screening for digible children at intake, verifying
proof of income, and referring eligible children to social services for assistance in the
Medicaid enrollment process. Health Coordinators generally reported that staff explain the
Medicaid program to parents and encourage them to enroll. Staff may then either make
appointments and take parents to the Medicaid agency or ssmply refer the parents to the local
Medicaid agency.

12.25 What Health Services Are Provided at Head Start Centers?

The services most often provided at centers include informing parents of the health
service needs of their children and of the trestment services that are available. Staff also
reported that they identified specific health care providers for parents and hel ped coordinate
arrangements for services with these providers. Many staff follow up with parents and
providers through various means to ensure that the necessary services were actually provided,
although thisinformation is not always updated in the health files. Once again the picture that
emerges is one of the Health Component staff serving as brokers of health servicesto link

Head Start families with their community health care providers.

Health Coordinators reported that the types of treatment most often available on-site
at the centers are nutritional counseling, speech therapy, mental health counseling, physical
therapy, immunizations, and dental treatments (e.g., supplemental fluoride tablet program).
In general, staff reported that they followed up on treatment by contacting the parents and
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providers directly, documenting the treatment in the child's health record, and periodically

reviewing the record for completeness.

12.2.6 What Arethe Community Resources That Are Used Most by Head Start

Programs?

Each program is charged with the responsibility of linking with the service providersin
their community and of being responsive to the needs of these communities. Head Start staff
reported that many services are provided by organizations, rather than individual providers.
Examples of these organizations include public health agencies, private group providers,
community mental health organizations, and public interest/service organizations. The
services most often provided include medical screenings and services, vision screenings and

eye care, immunization services, dental services, and nutrition and meal planning services.

Most of the parents reported receiving information from Head Start to facilitate their
use of community services. Thisinformation was provided through both parent education
activities and materials distributed during the enrollment process. The parents could also be

informed on an individual basis as well, whenever specific services were needed.

12.2.7 How Do Other Federal and State Programs Play a Rolein the
Health Component?

It became apparent during the study that an important factor in the creation of
community linkages is the active integration of Head Start with other Federal resources, such
as Medicaid, the United States Department of Agriculture (USDA) (i.e., the school lunch
program, the Women, Infants, and Children (WIC) program, and Temporary Assistance for
Needy Families (TANF). Initswork to assist families and foster the development of socia
competence among enrolled children, it is clear that Head Start does not work as a "stand
alone" Federa program. Programs serving low-income families are interdependent, meaning
that changesin one may affect service delivery in others. For example, Head Start depends on
Medicad/EPSDT (Early and Periodic Screening, Diagnostic, and Treatment program) to
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provide funding for health services for children, while Head Start has proven itself to be a
resource for the Medicaid program by recruiting local health care providers to participate.
Head Start’ s dependence on other Federal resourcesis at a point where cuts in these other
resources would have a serious impact on how local Head Start health staff decide to alocate

their limited resources.

12.2.8 How Arethe Costs of Health Services Covered?

Based on interviews with parents, approximately two-thirds (68.1%) of the children in
Head Start have the costs of their health services covered by Medicaid. Other sources of
payment were private insurance and direct payments. Free care (not provided by Head Start)
was reported by only a small percentage of parents. Of the Medicaid enrolled children, almost
two thirds were enrolled at or near the time of their birth (1988-90) and an additional 21%
became enrolled during the time they were participating in Head Start (1993-94).

The parents whose children were not covered by Medicaid indicated that they either
had other insurance or that they were not eligible or both. Only avery small percentage of the
parents indicated that they had not heard of Medicaid or did not understand how to enroll.
The Head Start staff members routinely query parents about Medicaid enrollment at the time
of Head Start enrollment, and facilitate Medicaid enrollment as needed. Head Start program
funds are considered "the dollar of last resort,” and are used to cover the cost of health

services only when al other options have been explored and funds are still necessary.

12.2.9 What AretheBarriersto Obtaining Health Servicesfor Head Start Children?
Based on the staff interviews, barriers to obtaining health services fall into three
categories: community, personal, and internal to the program. In confronting community
barriers, staff must address issues such as the lack of child care or transportation, the distance
between families and providers, the costs of care, the lack of needed providers, and
inconvenient provider schedules. Personal barriers most often reported included parental lack

of understanding, parental resistance, lack of time for parents to obtain services, and cultural
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barriers. Internally, program staff reported a shortage of time and program resources to put
into assisting families in overcoming barriers. However, each program reported active

engagement in steps to assist families in overcoming their primary barriersto care.

12.2.10 How DoesHead Start Incor porate Health Education into the Program?

One mission of the Health Component is to assist children and their families to become
better prepared to meet the challenges of maintaining proper health and well being after they
leave Head Start. Thisisthe goa of Head Start health education.

Nutrition, personal hygiene, first aid and safety, and dental health were the classroom
health education topics most often reported by the Health Coordinators. The Mental Health
Coordinators were most likely to report that self-esteem and peer relationships were mental
health topics addressed in the classroom curriculum. Both the Health and Mental Health
Coordinators listed discussions and role playing activities as the activities most often used to

incorporate health education into the classrooms.

Nearly all programs offer parent classes, according to the Parent Involvement
Coordinators. Classes were held at |east once aweek by a quarter of the programs, and less
than once a month by approximately 10% of the programs. Parent education topics most
often recalled by parents included parenting, child growth and devel opment, and nutrition and

meal planning.

Almost the entire sample of parents noted that they discuss health topics at home with
their children. Changesin either child or adult health behaviors since starting Head Start were
noted by two thirds of the parents. Over one quarter of the parents and almost half of the
children were described by parents as showing a general improvement in their health
behaviors. One tenth of the parents felt they had developed an increased awareness of the
health behaviors of their children. Over 40% of the parents reported that they had become

more aware of the impact of their own health behaviors on those of their children and that
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their children now engaged in proper health behaviors more frequently. One tenth of the
parents indicated that the child helped change the health behavior of other children or adultsin

their home.

12.2.11 How Successful IsHead Start in Encouraging Parentsto Get Thelr

Children Immunized?

Taken together, Head Start health records and parent-held immunization records
indicate that at least 87% of the 4-year old children in Head Start are immunized at the
minimum age-appropriate levels recommended by nationa advisors on immunization.
Recently, the Centers for Disease Control and Prevention (1996) noted that only 75% of all
preschool children were immunized at the same level. Further, at least 37% of the children
leaving Head Start have already been immunized up to the levels recommended for
kindergarten entry by those same groups, although it should be noted that many States require
fewer immunizations for school entry than are recommended by national advisory groups
(e.g., the Centers for Disease Control and Prevention (CDC), the American Academy of
Pediatrics (AAP)). Children attending Head Start programs in the South were twice as likely
to be fully immunized for kindergarten (by Head Start standards) as children from programs

located in other regions of the country.

A review of the parent-held records indicates that 10-15% of the children had
additional immunizations that were not noted in the child health records, including additional
DPT (diphtheria, pertussis, and tetanus) and OPV (oral polio vaccine). Parents obtained these
immunizations for their children after the initial Head Start immunization screening, but before
they left Head Start to enter kindergarten. This finding points to the benefits of drawing from

multiple sources of data when assessing child health status.

Fewer than one tenth of the Health Coordinators reported accurately that 5 DPT
immunizations were necessary for a 4-year-old child to be considered fully immunized under

Head Start policy at the time of project data collection and only one quarter correctly noted
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that 4 OPV vaccinations were also required. Finaly, the community health risk factor most
frequently mentioned by Parent Involvement Coordinators was lack of immunizations. Both
of these findings suggest that difficulties in understanding the differing levels of immunization
requirements (e.g., Head Start, State, and local requirements) may require additional training
and education for both staff and parents.

12.2.12 What ArethePrimary Medical Health Problems of Head Start Children?
Head Start may have positively affected the number of children receiving physical
examinations in the past year by providing examinations, arranging for examinations, or
assisting the families in getting the children to examinations. Parent reports, in conjunction
with reviews of the child health files, indicate that 98.5% of the Head Start children received
physical examinations during the past year. Over four fifths of the Health Coordinators
reported that their programs provide or arrange physical examinations for children enrolled in
Head Start and that over one half of these reported that examinations are conducted off-site.
A review of the child health files indicated that several conditions (blood disorders, speech and
language problems, hernias, and dental problems) were more likely to be identified after

enrollment in Head Start.

Although data collection procedures are not quite comparable, the prevalences found
for specific conditions appear to be consistent with those reported in the Child Supplement of
the National Health Interview Survey (CDC, 1991). The health conditions most reported by
parents were ear problems, speech and language problems, gastrointestinal problems, lower
respiratory problems, and asthma. No individual condition was reported by more than one
tenth of the parents. Parents of approximately 30% of the children indicated that their
children had experienced two or more serious health conditions by the time of the study. The
health conditions noted in the reviews of the child hedlth files were similar to those cited by

the parents, but the frequencies among the reports were generally lower than those provided
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by the parents. Less than 13% of the child health files indicated multiple health conditions,
while almost one third of the parents reported multiple health conditions for their children.
Approximately one tenth of the parents reported that serious injuries had ever occurred to
their children. Injuries most reported were cuts, abrasions, and stitches for more than one
third of the children, and orthopedic injuries for just under one quarter of that group. Reports

of injuries were noted in less than 8% of the child health files.

M edication was the most common treatment. However, the child health files
contained little documentation about whether treatments were completed or if they werein
progress or ongoing. Over 80% of the health records which reported a health condition had

no follow-up data on the status of the recommended treatments.

12.2.13 What Arethe Primary Dental Health Problems of Head Start Children?
Head Start positively affected the number of children receiving dental examinationsin
the previous year by providing examinations, arranging for examinations, or assisting the
familiesin getting the children to examinations. Overall, parent reports, in conjunction with
reviews of the child health files, indicate that 96.4% of the Head Start children received dental
examinations in the past year. Over 92% of the Health Coordinators reported that their
programs provide or arrange dental examinations for children enrolled in Head Start and that
most of the examinations are conducted off-site. Dental conditions were among the health

conditions more likely to be detected after Head Start enrollment.

Almost 42% of the parents reported that their child had an identified dental condition
and over 80% of the identified conditions were dental caries. Of those parents reporting
dental problems, almost 54% of the dental treatments recommended for the child's dental
condition werefillings. Over 40% of the health files had no record of the findings from
dental examinations. This, aong with the lack of information on treatment status, point to the
need for increased emphasis on follow-up by Head Start staff.
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12.2.14 How Doesthe Health Component Integrate Mental Health Services?

One of the unique and most important aspects of the Health Component is that
programs are required to foster the mental health of children, parents, and staff. Head Start’s
approach to mental health is primarily from a perspective of promoting normal growth and
development. However, Head Start is responsible for assuring that children receive
screenings and treatment services, as needed. These services are provided either under the
auspices of a Mental Health Coordinator or atrained mental health professional affiliated with

each program.

Approximately 70% of the Mental Health Coordinators said that all the children in
their program are screened for mental health concerns through observation of classroom or
socialization group activities, and amost 90% reported that children in their programs receive

individual mental health screeningsif necessary.

Less than 7% of the parents reported that someone from the Head Start center had
suggested that their children be evaluated for possible behavioral or emotional problems, and
less than one half of these parents reported that conditions were noted by the assessments.
These conditions were most likely to be speech and language problems, cognitive or
developmenta delays, and emotional disorders. Many parents, however, aso listed speech
and language concerns under medical conditions. The most common treatments following a
child’s mental health examination or developmental assessment, as reported in each case by
one third of the parents of children needing services, were speech therapy, psychotherapy, and
specia education. Parents indicated that about half of the mental health treatments were in

progress or ongoing.

There were several difficulties encountered in studying the mental health domain (see
Chapter 10: The Mental Health Domain); however, these findings support those of other
groups concerned with mental health services within Head Start (AOA, 1994) and help assure

that future research on the mental health domain will be successful in painting an accurate
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picture of the current mental health procedures and mental health status of Head Start
children. It isclear from this study and the work of the American Orthopsychiatric
Association Task Force (1994) that unwritten policies are in place that protect information on
the mental health of enrolled children. These policies need to be explored to determine fully
how the mental health domain operates and serves the best interests of Head Start children.

12.2.15 What Isthe Nutritional Status of Head Start Children?

Almost 90% of the Nutrition Coordinators reported that all the children enrolled in
their Head Start programs received individual nutrition screenings. However, nutrition
summaries were available in only asmall percentage of the child hedlth files. Approximately
5% of the children had notes in their records indicating a need for nutrition services. The
conditions noted in the records included the following: general suspicion of dietary problem
or inadequate food intake; hemoglobin less than 11 grams or hematocrit less than 34%; the
child being overweight or underweight; and the child s ratio of weight for height being greater
or lessthan typical. Very few parents (less than 5%) reported their child being obese or
underweight as a health condition. General nutrition concerns were noted by a very small

percentage of the parents.

12.3 Strengthsand Limitations

As adescriptive study, the findings from this project fit a specific need of the Head
Start Bureau: objective information on the implementation of the Health Component. To this
end, it is recognized that the study has both strengths and weaknesses. A principal strengthis
that this descriptive study provides a sample that is representative of the overall Head Start
population. The stratification plan used for the random sample provides a representative view
of the general Head Start population, allowing child-level data to be weighted and national
estimates produced. This sample, in conjunction with similar data from the National Health
Interview Survey (CDC, 1994), provides unigue insights into the health status of Head Start
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children, such as the observation that the prevalences of specific conditions found for these
children do not appear to be different from those found in the general population of preschool
childreninthe U.S.

The use of multiple data sources is an important el ement of the study. For example,
receiving information from Head Start staff, Head Start parents, and child health records was
especialy useful in clarifying the immunization data. Interviews with staff and parents clearly
indicated that immunization rates are higher than reflected in the Head Start records.

The study limitations include the use of Head Start child health files which were not
always complete and which often varied in content from program to program. Variations
across program record-keeping practices made preparation for data collections difficult, and

sometimes made specific pieces of information inaccessible to the research staff.

Unfortunately, the data collection was restricted to only one visit per site.
Longitudinal data reflecting the impact of the activities within the Health Component on the
families would be very useful to staff in determining the distribution of program resources.
The same resource limitations a so precluded the collection of provider or clinic health records
to supplement those held by parents or programs, as well as having direct health checks on the

children.
An attempt was also made to collect budget information from the program budget
managers. Unfortunately, budget practices varied greatly across programs, resulting in

information that was not comparable from program to program. This precluded any

opportunity to develop an understanding of the financial aspects of the Health Component.

12.4 Implicationsfor Head Start Program Practices
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After visits to 81 centers in 40 programs and completing almost 1,500 interviews with
Head Start parents and staff, the picture of the Head Start Health Component is not yet
complete, but it is becoming much clearer. The Head Start Bureau has the opportunity to
integrate the information from this report into policy initiatives and program support. For
example, information gained from this study will be useful to ACYF asit provides support and
direction to local Head Start programs’ efforts to implement the newly revised Head Start
Program Performance Standards. Based on the findings of this study, six areas are discussed

here in terms of their implications for the provision of health services within Head Start.

12.4.1 Staff Training and Support

One of the more striking findings on how programs implement the Health Component
was the number of Health Coordinators who reported having multiple roles within their
program. While comprehensive staff training is crucia to the provision of appropriate care
and education for enrolled children, training is even more critical for staff with responsibilities
for managing multiple health domains or multiple program components, as staff persons with
multiple responsibilities may not have prior training or experience related to each
responsibility. Thisissue may be particularly true for smaller programs with fewer resources
for providing or accessing steff training. Data from the study suggest that component
coordinators in smaller Head Start programs have fewer educationa credentials, yet are far
more likely to perform multiple roles. Program managers should ensure that training activities
address the range of backgrounds noted among the staff, and help individuals with multiple
roles develop strategies to best manage these responsibilities. Beyond the training of existing
staff, the revised Program Performance Standards support the development of relationships
with health professionals outside the program to assist center staff in carrying out specific
health-related functions.

12.4.2 Immunizations Records and Knowledge

Improvements in record keeping strategies will help Head Start programs maintain up-

to-date information on the immunization status of the children they serve. As noted earlier,
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between 10-15% of the children had additional immunizations noted on the parent-held

records that were not found in the Head Start records.

Subsequent to the data collection for the present study, the Head Start Bureau
updated the immunization requirements for children attending the program and modified the
Program Information Report (PIR) reporting requirements to be consistent with these
requirements. Given that the revised Program Performance Standards require programs to
follow, at a minimum, the immunization schedule implemented in the Medicad/EPSDT
program in their State, technical assistance regarding the State Medicaild/EPSDT
immunization requirements is needed for al health staff, not just the Health Coordinators. In
addition, systems to ensure that immunization status and al relevant heath information are
recorded, reviewed regularly, and kept current during the program year will assure that
immunization records are complete as children leave Head Start. Linkages with State health
departments and Medicaid will ensure programs access to the most recent State immunization

requirements and would promote “best practices.”

12.4.3 Mental Health I ssues
Head Start's developmentally appropriate activities for children, and its emphasis on

parent involvement, form the foundation of itsrole in mental health promotion and primary
prevention. However, this study found that most programs efforts to identify the mental
health needs of individual children and to track the provision of services to them, were not
well-documented. As suggested by the American Orthopsychiatric Association study of Head
Start mental health services (AOA, 1994), programs were reluctant to identify and make
referrals for mental health interventions except in the most serious cases, did not keep
sufficient records about the interventions which did occur, and preferred describing concerns
about children's behavior as developmental/language delay issues rather than as mental health
needs. National and local leadership is needed to address Head Start staff and family attitudes
which may be limiting the provision of needed mental health services, including: concerns

about the perceived stigma attached to children receiving mental health services; reluctance to
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record information without more certainty about the safeguards for confidentiality; and, a
failure to acknowledge the costs of under-reporting mental health concerns or waiting until
problem is more serious. In addition to information and training, the Head Start leadership
should provide significant direction and support for developing and sustaining responsive
mental health services in Head Start programs that can demonstrate more immediately to
parents and staff the value of a more systematic approach to mental health intervention. Head
Start programs' self-examination of mental health servicesin light of the revised Program

Performance Standards presents a critical opportunity to implement the improvements needed.

12.4.4 Treatment Follow-Up

As part of acomprehensive health program, it is necessary for staff to receive training
on the importance of carefully tracking the medical progress of the children they serve.
Reviews of the child health files in the present study yielded information that indicates that
Head Start children are being properly screened for medical and dental problems; however,
the health files contained relatively little documentation about whether treatments actually
were completed, in progress, or ongoing, asin the case of chronic health conditions. Over
80% of the health records that reported a health condition had incomplete or no follow-up
data on the status of the recommended treatments. This situation does not necessarily mean
that treatments are not taking place, because parents' reports indicated a higher percentage of
completed treatments. It does suggest, however, that better information is needed to
appropriately document and monitor the status of what happens to Head Start children when
medical, dental, mental health, or nutrition screenings indicate the need for treatment services.
The tracking procedures required under the revised Program Performance Standards should

have a positive impact in this area.

12.45 Record Keeping

Continued encouragement and support for efforts such as the Head Start Family
Information System (HSFIS) and other automated data collection systems containing similar

data elementsis needed to help programs standardize the collection of information about the
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families they serve as well provide a smple, automated system for updating and retrieving
information on these families. Record keeping practices varied greatly across the programs
and centers studied. Thiswas particularly true for the fiscal information collected from the
Budget Managers. Efforts to expand the systematic and comprehensive tracking of services
consistent with the revised Program Performance Standards should improve the comparability
of records across centers and programs, provide a consistent basis for national training
activities related to record keeping issues, and help ensure appropriate documentation of
quality service provision. Key issuesin the implementation of the HSFIS or similar systems
are the provision of equipment and adequate training to program staff that emphasizes the

need for such information from every program.

12.4.6 Collaboration Activities

In an erathat will be noted for reforms in welfare and other public assistance
programs, local, Tribal, State, and Federal agencies serving low-income families have an
increasing need to coordinate their services. The creation of useful community linkages for
Head Start is dependent on the active integration of local programs with community and State
programs as well as with other Federal resources, such as Medicaid, the United States
Department of Agriculture Nutrition Programs (USDA), (e.g., the Women, Infants, and
Children (WIC) program, and Temporary Assistance for Needy Families (TANF, formerly Aid
to Families with Dependent Children). This study found evidence through the staff and parent
reports that these activities are occurring, making it clear that Head Start does not work as a
"stand alone" Federal program. However, are-emphasisin this areais warranted in light of
the revised Program Performance Standards, requiring that children be linked to a“medical
home” where health services are not provided to families by Head Start. Individual Head
Start programs must actively pursue partnerships with other Federal, State, Tribal, community
and local health agencies so that the combined resources maximize the health services

available to children and families while containing costs to local programs.
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12.5 Recommendationsfor Future Research

Asintended, this study has helped generate ideas for future research on both the
Health Component and the Head Start program in general. The following suggestions are
made to help guide future research activities at Head Start programs.

» Determining the Impact of the Program. It isimportant to learn what skills
families bring to Head Start, how programs can best build upon and refine these
skills, and how different these skills are when they leave the program. Such
findings are only possible through longitudinal research.

* |Investigating Community Links. It wasdifficult in this study to clearly
understand the level of formality of the Head Start-community links that have been
established. It also may be necessary to survey community providers to determine,
from their perspective, how Head Start serves the community and how these
providers work with Head Start families. It will be important to define the barriers
that inhibit the development of these links.

« Sampling Considerations. The development of any sampling plan intended to
include appropriate representation of urban and rural programs must be able to
adjust for the fact that many programs include centers that represent both types of
areas. Because many program offices are located in urban areas, there may be an
under-representation of rural areas in the sampling plan, and an under-
representation of urban areas in the actual data collection. More information is
required on individual Head Start centers and the geographic areas or populations
of families they serve at the time of the drawing of the sample to ensure accurate
representation.

* Instrument Development. A review of the findings for this study has lead the
research team to conclude that instrument devel opment activities in future projects
must consider the following issues:

(2) The costs and benefits associated with open-ended ver sus limited choice
guestionsin the interviews;

(2) The use of multiple data sour ces for understanding differences across
staff roles and to provide comparisons across sources;

(3) Exploration of the possibility of accessing the provider health records for
a sub-sample of study children. Although this would be costly and time-
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consuming, actua medical records may be the closest a research team comes to
accessing a "gold standard" measure of health status and medical care.

12.6 Conclusions

It seems that, in serving families, programs engage in three levels of activities: assuring
that children get screenings and needed health services, that children receive preventive care,
and that both children and families learn to take responsibility for their own health care. The
Health Component provides the opportunity for all families to benefit by ensuring that children
are as hedlthy as possible before they enter kindergarten through prompt diagnosis and
treatment of health problems. Not all families need Head Start’ s assistance in accessing health
services. The program is designed so that those in need of assistance receive care and these

families develop the skills necessary to access appropriate care independent of Head Start.

The elements discussed in this report, including children, families, loca Head Start
programs and center staff, and local communities served by Head Start, fit together in an
integrated view of the forces that impact on how the medical, dental, nutrition, and mental
health needs of Head Start children are met. Asnoted in Chapter 2, Head Start children are
the core of a dynamic relationship among atriad of forces (Head Start, families, and health
care providers) that impact on child development. The interactions among these forces are
facilitated by pathways and hindered by barriers. One primary focus for Head Start, Head
Start families, and local health care providers should be to work together to develop strategies
to overcome barriers so that health services can be accessed by the children who need them.
This perspective may be oversimplified, but is provided to put the pieces of this report into the
context of how the Health Component of the Head Start program serves to advance the

overal development of low-income children.
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Clearly, the Health Component is a very valuable and unique piece of the overall Head
Start program. It is hoped that the "snapshot” taken by this study will support a continued
emphasis on improving the health-related activities of programs and will generate useful
guestions to drive future research activities. This research team completes this project with
admiration and respect for both the Head Start families and the local Head Start staff members
who work tirelessly, often under less than ideal working conditions, to serve children and their
families. It is hoped that information gathered during this descriptive study will directly benefit

their work.

“I’ve seen kids come on their first day and I’ve gone home and cried
because | didn’t think there could be anything done with those

children...and I've seen Head Start bring them around.”

Head Start Parent
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