APPENDIX A

Resear ch Question Matrix



The Relationship Between Study Resear ch Questions, Interview Questions,
and Data Sour ces

DATA SOURCES

CD HC PIC MH NC BM PAR RR MO

1A. What arethe current procedures
used by Head Start granteesto
provide/obtain:

a. medical/dental health screenings:

Who is responsible for scheduling screenings? v

What screenings are completed?

When are screenings completed? v
Who conducts the screenings? v v

How are parents informed of the results of the v v v
screenings?

b. immunization records and
immunizations:

What immunizations have 4-year-old children v v v
completed?
What is the process for determining whether v v

additional immunizations should be
administered to a4-year-old child?

How is information about immunizations v v v
received prior to enrollment in Head Start

obtained and recorded?

How does Head Start involve parentsin the v v

process of ensuring that their children are up-to-
date in immunizations?

What parent education about immunization is v v v
provided?
CD -  Center Director Interview MH - Mental Health Coordinator
HC -  Headlth Coordinator Interview NC -  Nutrition Coordinator
RR -  Record Review BM -  Budget Manager Interview
PAR -  Parent Interview MO -  Med Observation
PIC -  Parent Involvement Interview
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c.referrals

What referrals are provided to parents by Head
Start staff?

DATA SOURCES

CD HC

PIC

MH

NC BM PAR RR

MO

Isthere aformal referral process for medical,
dental, or mental health treatment?

Who are the Head Start staff involved in
referrals for medical, dental, or mental health
treatment?

Do parents seek referrals for medical, dental, or
mental health treatment for their children?

d. treatment

How are parents informed of treatment needs
indicated by screenings completed through Head
Start?

What kinds of medical, dental, or mental health
treatments are most often needed for Head Start
children?

How are treatments for Head Start children
arranged?

How are parents involved in the delivery of
health services needed for Head Start children?

How does Head Start manage follow-up to
ensure that indicated health treatment is
received?

What health service provider networks are used
by Head Start and parents to obtain necessary
health services?

What payment arrangements are used to provide
needed health treatments?

What barriers face programs and parentsin
obtaining needed treatments for children?

CD
HC
RR
PAR
PIC

- Center Director Interview MH
- Health Coordinator Interview

- Record Review

- Parent Interview

- Parent Involvement Interview
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NC
BM
MO

Mental Health Coordinator

Nutrition Coordinator
Budget Manager Interview
Meal Observation




1B. How are health services
documented?

What health records are maintained by Head
Start?

DATA SOURCES

CD

HC

PIC MH NC BM PAR RR

MO

What documentation of health screeningsis
maintained in the individual health records?

How aware are parents about the health
screenings completed on their children?

What documentation of medical, dental, or
mental health treatments is maintained in the
individual health records?

How are parents involved in the documentation
of needed treatments?

CD
HC
RR
PAR
PIC

- Center Director Interview MH
- Health Coordinator Interview

- Record Review

- Parent Interview

- Parent Involvement Interview
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- Mental Health Coordinator

NC -  Nutrition Coordinator

BM -  Budget Manager Interview
MO -  Med Observation




2A. What are the major health problems
and risk factors present within the
four health domains when a child
and family enroll in Head Start?

What preexisting medical, nutritional, dental
and mental health problems are most frequently
identified in Head Start children through
physical examinations and screenings?

DATA SOURCES

CD HC

PIC MH NC BM PAR RR

MO

What health problems are identified in Head
Start children during the year through teacher or
parent observation?

What are the family and community health risks
that are faced by Head Start families and
programs?

2B. How does the range and severity of
health problems and service needs
differ across Head Start programs
and populations (e.g. urban/rural,
geogr aphic region, etc)?

What are the most frequent health problems and
risks in each of the program and population
strata?

What is the overall cultural and economic
background of Head Start families served by
each of the programs?

CD
HC
RR
PAR
PIC

- Center Director Interview MH
- Health Coordinator Interview

- Record Review

- Parent Interview

- Parent Involvement Interview
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- Mental Health Coordinator

NC -  Nutrition Coordinator
BM -  Budget Manager Interview
MO -  Med Observation




3A. How promptly arethe following
provided across the four health
domains?

a. health screenings and
examinations

How long after first attendance at the Head Start
center are health screenings and examinations
provided?

DATA SOURCES

CD HC

PIC

MH NC BM PAR RR

MO

Does the promptness of Head Start screenings
vary by test (or by geographic region, urban/rural
population, etc.)?

b. immunization status and updates

How long after first attendance at the Head Start
center are immunization record reviews
completed?

When areview of immunization records
indicates that updates are needed, what period of
timeis required to bring immunizations up-to-
date?

Does the proportion Head Start children
immunized up-to-date vary by geographic region,
urban/rural population, etc.?

c. referralsand treatments

How long after indication that treatment is
needed are initial appointments completed?

How long after indication that treatment is
needed are treatments completed?

Does the completion rate for necessary
treatments vary by the type of treatment (or by
geographic region, urban/rural population, etc.)?

CD
HC
RR
PAR
PIC

- Center Director Interview MH
- Health Coordinator Interview

- Record Review

- Parent Interview

- Parent Involvement Interview
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NC
BM
MO

Mental Health Coordinator

- Nutrition Coordinator

- Budget Manager Interview
- Meal Observation




DATA SOURCES

CD HC

3B. What istherange of treatments v
which areindicated and provided?

PIC

MH NC BM PAR RR MO

v v v

3C. What follow-up mechanisms exist to
document that referralsresult in
provision of recommended health
services?

What is the process by which indicated v v
treatments are tracked by Head Start staff?

What is the process by which indicated v
treatments are documented in the child's health
records?

How are Head Start staff involved in the v
arrangement for and completion of indicated
treatments?

How are parents involved in ensuring that Head v
Start documentation of treatments is complete?

4A. What aretheHead Start Health
Component staffing patterns?

What are the roles of the Health Coordinator and v v
the Head Start Center Director in administration
of the Health Component?

What mechanisms are present that help staff v v
work together to provide the necessary health
services and programs for children?

What is the staff management organization v v
within the Health Component?

How many staff and staff hours are associated v v
with the Health Component?

CD
HC
RR
PAR
PIC

- Center Director Interview MH
- Health Coordinator Interview

- Record Review

- Parent Interview

- Parent Involvement Interview
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NC
BM
MO -

Mental Health Coordinator

- Nutrition Coordinator

- Budget Manager Interview
Meal Observation




4B. What are the staff credentials and

training for each position?

What are the education and experience
credentials for each staff position with arolein
the Health Component?

DATA SOURCES

CD

HC

PIC MH NC BM PAR RR

MO

What training is completed by staff with arole
in the Head Start Health Component?

4C. What aretheinstitutional
mechanisms (e.g., community clinics
vs. individual professionals) for the
provision of health servicesin the
medical, dental, nutritional, and

mental health domains?

What service agencies provide health screening
and treatment services for Head Start children?

What health care providers participate in
screening and treatment services for Head Start
children?

What funding agencies or mechanisms provide
resources for Head Start screening and treatment
services?

How does Head Start work with parents to
obtain screening and treatment services (e.g.
selection of providers, making appointments,
transportation to health care services, etc.)?

Who are the members of the Head Start Health
Services Advisory Committee and how isit
managed?

CD
HC
RR
PAR
PIC

- Center Director Interview MH
- Health Coordinator Interview

- Record Review

- Parent Interview

- Parent Involvement Interview
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- Mental Health Coordinator

NC -  Nutrition Coordinator

BM -  Budget Manager Interview
MO -  Med Observation




5. What community resour ces have
Head Start programs utilized to
meet the health needs of children
and their families?

What community resources are employed in the
provision of health screenings for Head Start
children?

DATA SOURCES

CD

HC

PIC MH NC BM PAR RR

MO

What community resources are employed in the
provision of health treatments for Head Start
children?

6. What amount of Head Start
program funds are used to pay for
health services?

What proportion of the Federal and total Head
Start budget is alocated to staffing the Health
Component? What are the total staff costs for
this component?

What portion of the Federal and total Head Start
budget is allocated to the Health Component for
health screening? What are the total costs for
these activities?

What portion of the Federal and total Head Start
budget is allocated to the Health Component for
health treatment? What are the total costs for
these activities?

What portion of the Federal and total Head Start
budget is alocated to food services for children
and parents? What are the total costs for these
activities?

What portion of the Federal and total Head Start
budget is allocated to health education for
children and parents? What are the total costs for
these activities?

How are payments and reimbursements for Head
Start health screenings and examinations
arranged?

How are payments and reimbursements for Head
Start health treatments arranged?

CD
HC
RR
PAR
PIC

- Center Director Interview MH
- Health Coordinator Interview

- Record Review

- Parent Interview

- Parent Involvement Interview
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- Mental Health Coordinator

NC -  Nutrition Coordinator
BM -  Budget Manager Interview
MO -  Med Observation




TA. What barriers (e.g., transportation,
limited availability of accessibility of
health providers), do families and
programs facein attempting to
access community and state health
resour ces?

What barriers are identified that inhibit access to
preventive health services for Head Start
children?

DATA SOURCES

CD HC

PIC MH NC BM PAR RR

MO

What barriers are identified that inhibit access to
health treatment services for Head Start
children?

7B. Arethere specific cultural factors
(e.g., language) within the four
health domainsthat serve as
barriersto health care utilization?

8. What health education activities for
children and parents are conducted
through the Head Start program?

What health education activities for Head Start
children are conducted in the classroom or
during mealtimes?

What health education activities for parents are
conducted under the auspices of the Head Start
program?

What kinds of parent participation occursin the
health education and service activities of the
Head Start program?

CD
HC
RR
PAR
PIC

- Center Director Interview MH
- Health Coordinator Interview

- Record Review

- Parent Interview

- Parent Involvement Interview

A-A-9

- Mental Health Coordinator

NC -  Nutrition Coordinator
BM -  Budget Manager Interview
MO -  Med Observation
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Study Instruments

Center Director Interview with Response Cards*

Health Coordinator Interview with Response Cards

Mental Health Coordinator Interview with Response Cards
Nutrition Coordinator Interview with Response Cards

Parent Involvement Coordinator Interview with Response Cards
Budget Manager Interview Preparation Sheet

Parent Interview (English Version) with Response Cards

Parent Interview (Spanish Version)

Child Health Record

Meal Observation Protocol

* Response Cards were used in conjunction with the interview formsin order to allow
respondents to read possible answer choices as the interview guestions were asked.



Center Director Interview
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Health Coordinator Interview
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Mental Health Coordinator Interview
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Parent | nvolvement Coor dinator
| nterview
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Nutrition Coordinator Interview
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Budget Manager Interview
Preparation Sheet
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Budget Manager Interview Preparation Sheet

"The Budget Manager Interview Preparation Sheet” was used as a questionnaire, not an
actual interview. It was decided during the pilot test that the information requested in the form
was not readily available during an interview. Therefore, the data collection staff was instructed
to submit the preparation sheet to the Budget Manager for completion and mailing back to the

research office.



Parent I nterview
(English Version)
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Parent I nterview
(Spanish Version)
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Child Health Record Review
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M eal Observation Protocol
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APPENDIX C

Parent Consent Form



A Descriptive Study of the Head Start Health Component

U.S. Department of Health and Human Services
Administration on Children, Youth and Families

Consent To Participate in Research

We are talking to parents with children in the Head Start program about Head Start health
services. We want to find out how these services affect you and your child. Our goal is to
describe the kinds of health services offered to families in the Head Start program and how
they are used.

An interviewer will ask you questions about the health of your child and about the health
services offered by your Head Start program. We want to know how your child received
health services. The interview will only take about 30 minutes. You may ask questions at
any time during the interview. You may stop the interview at any time. Following the
interview, we will review the information in your child's Head Start health file (you do not
need to be present for this). You will not harm your relationship or your child's relationship
with the Head Start program if you do not agree to the interview and record review, or if you
stop the interview.

We guarantee that we will protect your privacy. Your answers will not be shared with any
other Head Start families or with staff from your Head Start program. No information will be
given out that can identify you. Your name and an identification number will be kept under
lock and key. We will destroy any papers containing names and other identifying
information as soon as they are no longer needed. Interviewers understand that your
answers are sensitive and private. They will discuss answers without using your name, and
only with others working on this study.

This project meets all the United States Department of Health and Human Services (DHHS)
regulations for projects involving human subjects.

| have read the above description of this project (or it was read to me by

). Anything I did not understand was explained to me

by

, and | had all of my questions answered to my
satisfaction.

| agree to participate in this Project.

(Print):

(Name of Parent)

(Signed):

(Name of Parent) Date

C-1




(Signed):

(Name of Project Staff) Date

Thank you for agreeing to help us. If you have a copy of your child's immunization record,
please bring it with you to the interview.



APPENDIX D

Internal Staff Follow-up Survey
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Literature Review

1.1 Overview of theHead Start Health Component

Asthis project was initiated, it was evident that there was a significant amount of
literature available on the status of children's health. Unfortunately, asimilar level of literature
regarding the methods to assure that health services are available for and accessed by children
and families was not available. This literature review was completed for this study to provide
a background for individuals wanting to know where this project complements the information
that is dready available. It aso summarizes some previous national studies completed on the
Head Start Health Component. The information in this review is a more detailed summary of
information already presented in the individual section overviews (Volumes| and I1).

1.2 Program Modelsfor Health Care and Health Services Delivery

A thorough review of the literature of the past two decades turns up very little on
program models for health care and health services delivery as applied to Head Start
programs. The descriptive study of the Head Start Health Component (of which this literature
review is a part) gathered this information through primary data collection. Following a
review of Head Start program documents, personal communications with Administration on
Children, Y outh and Families (ACYF) staff, and other anecdotal information, The CDM
Group developed constructs which suggest that Head Start Health Coordinators connect
children to the health care system through some combination of two models: center-based
services and community-based services. Through either model, Head Start staff act as brokers
for health services for the children. Each Head Start center uses an approach based on these
models to facilitate access to health care for individua families and communities.

1.2.1 Center-Based Services

Center-based service models are characterized by the direct solicitation of service
providers by the Head Start Health Coordinator on behalf of the child. The Health
Coordinator can make arrangements for visiting health care professionals to provide services
at the center, usually on a volunteer basis or through reimbursements using Head Start funds.
These services typically include screenings for vision and hearing, which are easily
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administered in a nonmedical facility.

1.2.2 Community-Based Services

Community-based service models focus on enabling parents to bring their children to
service providers. The Health Coordinator identifies opportunities and provides parents with
the information necessary to make and keep appointments. For example, if the local
Department of Hedlth is offering free immunizations, Head Start parents will be notified of the
time and location. In other instances, the Health Coordinator will assist parentsin obtaining
follow-up treatment for conditions identified through a screening. Parents receive assistance
in identifying providers, means of transportation, and childcare opportunities. Payment for
services may come from a number of sources, including private insurance, Medicaid funds,
and Head Start funds, or services may be provided at no cost to the patient. In these models,
the Health Coordinator serves as a broker between community health centers, clinics, private
providers, and the Head Start parent.

A “systems approach” for improving child development services to children and
families views the child against the backdrop of hisor her environment. Effective child
development interventions occur when the Head Start teacher is connected to or aware of the
external systems (family environment, neighborhood, housing) affecting the child. An
application of the systems approach to the delivery of health services to Head Start childrenis
similar to the community-based services approach described above. The health care needs of
the child are resolved based on an understanding of al the interconnected systemsin his or her
environment, including family financia, transportation, and other issues, available health
resources in the community, and the effective transfer of health care information from the
Head Start Health Coordinator to the family member responsible for connecting the child to
the system. Health care needs are met when each system is negotiated correctly (Scott,
1993).

Regardless of the method used to connect children with health services, early
intervention programs, including those provided by Head Start, have been effectivein
ensuring that children’s health problems are identified, referrals are made, and treatment is
provided where necessary (Figures, 1977). However, the lack of recent information about the
way Head Start provides health servicesis aconcern. In order to determine how Head Start,
a comprehensive child development program developed in the 1960s, will meet the needs of
low-income children into the next century (Bell & Jones, 1993), descriptive information on the
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provision of servicesis necessary.

1.3 Health Status of L ow-Income Preschool Children

1.3.1 Medical Health

In many areas, the health of the Nation’s children has improved in recent decades.
Promising statistics include decreasing infant and child mortality rates, reduced incidence of
preventable childhood diseases, and reductions in the number of cases of dental caries.
However, poverty has a pervasive effect on the health of children. Low-income children are
more likely to be affected by virtually every threat to their health, and when they do become
ill, they get sicker and die at higher rates than other children (Starfield, 1992).

In children 1 to 4 years of age, mortality rates are declining in the United States,
although deaths due to some specific causes (for example, child abuse and acquired
immunodeficiency syndrome [AIDS]) areincreasing. The major causes of death in this age
group are injuries from accidents, congenital abnormalities, malignant neoplasms, homicide,
and heart disease (Zill & Schoenborn, 1990). Each of these conditions has been shown to be,
to some extent, more prevalent among low-income popul ations.

Accidents are the leading cause of death among children in this country. Of growing
importance to the health of young children is the fact that some 43% of cases of child abuse
and neglect occur with children under 6 years of age. The disproportionate rates of child
abuse observed in low-income families are believed by some to be a reporting phenomenon
(authorities may be more likely to report suspected child abuse if the family is of alow-income
status). However, others believe that differences may be due to variations in discipline and
control of violence in low-income families or that they may be a function of interpersonal
stress related to the conditions of living in poverty.

Attention to health conditions related to the physical and social environment has
recently increased, particularly for inner-city children. These include asthma, tuberculosis,
lead poisoning, infection with human immunodeficiency virus (HIV) or other sexualy
transmitted diseases during birth, and conditions related to maternal behavior during
pregnancy. Other health conditions, such as physical injury and emotional problems, may be
the result of stress caused by primary or secondary exposure to community violence.
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Asthmais apulmonary condition that is controllable through a variety of techniques
and medication, and it is the most common childhood chronic illness. Emergency room visits
and hospitalizations for acute asthma attacks have increased throughout the Nation during the
1980s. Although the exact etiology of asthma is unknown, acute attacks are commonly
brought on by the environment (for example, dust, insects, or weather) and stress (including
exercise).

Some evidence suggests an interaction between asthma and poverty. For example,
among children under 5 years of age, asthmawas more prevalent among families with lower
income, larger size, and fewer rooms in their homes (Halfon & Newacheck, 1993; Adams &
Hardy, 1989). Children from low-income families were also more likely to be hospitalized
because of asthma (Halfon & Newacheck, 1993). Mothers with less education who smoked
also tended to have more children with asthma, and asthma was seen at a higher rate among
African American maes (Adams & Hardy, 1989).

During the past severa years, the previoudy steady decline in tuber culosis has
reversed (Stansberry, 1990). Fueled by increasing poverty, homelessness, immigration, drug
abuse, declining prevention programs, and the HIV epidemic, its incidence in the United
States has increased dramatically (Agrons, Markowitz, & Kramer, 1993). The disease
remains concentrated in the growing population of socioeconomically disadvantaged persons,
and tuberculin screening is recommended for children who are contacts of adults at risk for
the infection (Levin, Gums, & Grauer, 1993). Given these trends, the number of Head Start
children requiring screenings for tuberculosis will likely increase. The Head Start health
standards require tuberculosis screening if a child has had contact with a known case of
tuberculosis, if achild presents symptoms consistent with tuberculosis, or if achildislivingin
a neighborhood or community in which the tuberculin sensitivity in school-age children is
known to exceed 1%.

According to Mushak (1992), the principal environmental health issue for U.S.
children is pervasive lead poisoning from many years of lead contamination. Although the
effects of lead poisoning have been known for many years, only recently hasit been
understood that |ead exposure levels previoudly thought to be harmless have pervasive
behavioral effects. 1n 1990, an estimated 3 million children had blood lead levels of
10 mg/dl of blood or higher, levels which can adversely affect development and cognitive
ability (Binder & Matte, 1993) and cause preventable learning disorders (Feldman & White,
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1992). A recent study showed that reductionsin blood lead levels were associated with
increases in cognitive ability (Ruff, Bijur, Markowitz, Y eou-Cheng & Rosen, 1993).

The primary source of lead poisoning is still lead-based paint, particularly in older
urban housing (Chao & Kikano, 1993). Although lead-based paint has been banned from
residential use since 1978, roughly 74% of the houses built before 1980 have |ead-based paint
and lead-contaminated soil in their yards (Binder & Matte, 1993). Children living in poor
housing are at high risk of exposure to toxic levels of lead. Moreover, among children aged 6
months to 5 years, the mean blood concentration of lead is associated with family income
(Mahaffey, Annest, Roberts, & Murphy, 1982). Children living in inner cities have higher lead
concentrations than other children. The prevalence of lead poisoning is the highest among
African American children living in low-income, inner-city areas (Guthrie & McNulty, 1993).
In recognition of this widespread problem, the Centers for Disease Control and Prevention
(CDC) issued new recommendations lowering the acceptable blood lead level and suggested a
classification system of various lead levels to help determine the proper treatment. In
addition, the CDC now recommends initiating screening lead levels for high- risk children as
young as 6 months (CDC, 1991). Although Head Start health standards suggest screening in
communities where lead poisoning represents a community health problem, these standards
have not yet adopted the CDC recommendations for screening.

Another increasing threat to the Nation’s children is the increasing rate of HIV
infection and AIDS in infants. Women and children are the segment of the population with
the fastest growing rate of new HIV infections. African American and Hispanic children are
disproportionately represented in AIDS cases. African American children constitute 15% of
the population under the age of 15, but account for 52% of reported pediatric AIDS casesin
the United States. Hispanic children make up only 9% of the youth population, but represent
25% of the pediatric AIDS cases. In 1989, the rate of infants born HIV-positive was 1.4 per
1,000 live births (Children’s Defense Fund, 1991).

Of the 4,710 children in the United States diagnosed with AIDS, 87% of the number
of HIV exposures were traced to mothers with or at risk for HIV infection, according to June
1993 data compiled by the CDC (CDC, 1993). In addition, behaviors that represent HIV
risks often place children at risk for other conditions that threaten their life and quality of life.
Consumption by pregnant women of marijuana, heroin, or cocaine (including crack) is
associated with a variety of fetal effects, including intrauterine growth retardation, preterm
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labor, and congenital abnormalities. Some infants born to mothers who use heroin suffer from
withdrawal symptoms after they are born. Drug use also is amajor factor in the increase of
sexually transmitted diseases, which may cause health problems in newborns and young
children. For example, the current high levels of drug use have been cited as a mgjor factor in
congenital syphilis. According to the CDC, the 691 cases of congenital syphilis reported in
1988 represented the highest level since the early 1950s (Nanda, Feldman, Delke,
Chintalapally, & Minkoff, 1990).

According to the 1991 Nationa Household Survey on Drug Abuse, over 4.5 million of
the nearly 59.2 million women of childbearing age (15 to 44) had used an illicit drug in the
previous month. Of these women, more than 600,000 had used cocaine and 3.3 million had
used marijuana. The highest percentages of crack and other hard-core drug abuse were
among African Americans, the unemployed, high school dropouts, and inner-city residents
(Zigler et al., 1994). The relationship between the abuse of illegal drugs and poverty is not
clear, and it cannot be stated that this behavior disproportionately affects low-income children.
Studies conducted in inner-city hospitals have shown high rates of use among low-income
families, but these hospitals serve primarily low-income individuals. Estimates of drug-
exposed newborns range from 2% to 42%, depending on the hospital studied (General
Accounting Office, 1990; Zuckerman et al., 1989).

Even the legal behaviors of cigarette smoking and alcohol use are associated with fetal
and infant mortality, low birth weight, and premature birth. Therisk of sudden infant
death syndrome is higher among infants of smoking women who have low hematocrit
readings during pregnancy. Smoking is linked with poverty, and its consequences can be
expected to fall disproportionately on low-income persons. Among pregnant women who
gave birth or suffered a spontaneous abortion in 1982, 37% of |low-income women smoked
cigarettes, as opposed to 29 to 30% of women with higher incomes (Pamuk & Mosher,
1988). Women receiving Medicaid were more likely than non-Medicaid women to smoke
during pregnancy. In addition, high levels of alcohol consumption during pregnancy are
associated with spontaneous abortion, preterm labor, intrauterine growth retardation,
congenital abnormalities, decreased mental and motor performance, and fetal alcohol
syndrome. Although acohol consumption is not as clearly linked to poverty asillicit drug use,
it nevertheless remains a significant health concern.

Over the past 40 years, the incidence of vaccine-preventable diseases has been
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dramatically reduced in the United States. Nevertheless, thousands of children are not
immunized against preventable infectious diseases (CDC, 1990). 1n 1990, only about 70%
were immunized against measles, mumps, and rubella. In inner-city communities, only about
50% had received immunization against those diseases (CDC, 1990).

The danger represented by low immunization rates can be best shown by the example
of measles outbreaks. By 1983, the incidence of measles had been reduced from greater than
300,000 casesin 1960 to fewer than 2,000. Beginning in 1988, arapid rise in childhood and
adolescent cases of measles began, peaking in 1990 at 27,000 (Rosenbaum, 1992).
Immunization programs targeting students entering middle school and college began in 1990,
and the incidence of measles again declined rapidly to a 1992 level of fewer than 5,000 cases.
Nevertheless, most cases of mead es continued to be reported in inner-city families. Children
under 5 years of age accounted for 34% of the measles cases reported in 1992. Individuals
who had not been vaccinated or who were inadequately vaccinated accounted for 68% of
these cases; 47% of these unprotected individuals were between the ages of 16 months and 4
years (CDC, 1990). Although parents share the responsibility for having their children
immunized, severa studies have found that health care providers often miss immunization
opportunities when children are in their care (Hutchins, Gindler, Atkinson, & Mihalek, 1993;
Szilagyi et a., 1993).

As new vaccines have become available, childhood immunization recommendations
have become increasingly complex. Recently, new vaccines against Haemophilus influenzae
type B conjugate and hepatitis B (both requiring multiple administrations) have been added to
the schedule for children under 5 years of age. Further, new information about the
performance of vaccines administered decades ago has altered the schedule for immunization.
Origindly, Haemophilus influenzae type B vaccine was administered in asingle dose, but it is
now understood that adequate protection requires several administrations. Modifications to
the immunization schedule are widely promulgated among physicians, particularly
pediatricians. Aswith many medical issues, however, the lag between the availability of new
information and its application in the field is considerable. The Head Start Program
Performance Standards, for example, have not been updated to reflect the current
recommendations of the American Committee on Immunization Practices. As discussed
below in the review of current studies related to compliance with the Head Start Program
Performance Standards, differences between national recommendations and Head Start
standards can lead to confusion in the understanding and interpretation of data. The
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Performance Standards, redlistically, cannot be updated at the same pace as the medical
recommendations.

Each of the above conditions represent additional challenges for Head Start providers.
Except in severe cases or acute stages, the behavioral manifestations of child abuse and
neglect, asthma, tuberculosis, lead poisoning, HIV infection, and fetal drug and a cohol
syndromes are relatively subtle but often treatable. They include hyperactivity, attention
deficit disorders, and aggressive behavior, which can be particularly disruptive to the
individual child'slearning and can interfere with the learning experiences of classmates, as
well. Head Start programs must be particularly sensitive to the needs of their communitiesin
screening, diagnosing, and treating such disorders, not only because of their immediate
importance for the child and the classroom, but also because each of these disorders
represents a chronic condition that will have a cumulative impact on the individua’s quality of
lifeif it isnot recognized and treated as early as possible. In addition, Head Start providers
must be scrupulous in their adherence to immunization guidelines to guard against dangerous
outbreaks of vaccine-preventable diseases in the children and in the communities.

1.3.2 Dental Health

Few studies of ora health in the United States include analyses of the economic status
of children under the age of 6 years. Studies of older subjects, however, indicate that dental
disorders are higher among low-income children than other children. According to the
Children’s Defense Fund (1991), in 1987, 53% of children between 6 and 8 years of age had
cavities and 27% had untreated cavities. The CDF also indicates that “low-income, Native
American, African American, Latino, and migrant children, and children with disabilities
generally have poorer dental health because they are less likely to have regular dental care.
Only ten percent of dentists accept patients enrolled in Medicaid, and millions of low-income
families with children live in communities that have no dentists. In 1987, 70% of low-income
children had cavities, and 43% had untreated cavities.”

The prevalence of dental cariesin Head Start children has been reported in four recent
studies (Barnes, Parker, Lyon, Drum, & Coleman, 1992; Jones, Schlife, & Phipps, 1992,
Kaste, Marianos, Chang, & Phipps, 1992; Katz, Ripa, & Petersen, 1992). In Region VI Head
Start programs, a study of baby bottle tooth decay found that less than half of the children
were caries free (no caries, no restorations) and that children in rural areas were less likely
than children from nonrural areas to achieve that status. In the Virgin Idands, 41% of the

E-8



children were found to have caries (Katz et ., 1992). Whereas dental hygienists and dentists
had strong agreement on the number and location of caries, agreement between dental
hygienists and trained Head Start staff was less satisfactory. In American Indian children
attending Head Start in 1977—78, a significant relationship was found between caries at that
time and 10 years later (Kaste et d., 1992). Finally, Head Start children in Alaska were
examined (Jones et a., 1992). Forty-five percent of the sample were determined to be in need
of dental restorative treatment. On average, children in rural areas needed treatment on 2.8
teeth, while those in urban areas needed treatment on 0.8 teeth.

In the last study, Jones et a. (1992) found that the potential cost for treatment of the
Head Start children across Alaska was estimated at over $600,000 for the 1,475 childrenin
the program. Thisis akey consideration for the Head Start program, for it has been reported
that African American and Hispanic families are less likely to carry dental insurance and are
less knowledgeable regarding good dental practices (Aday & Forthofer, 1992). A further
consideration for Head Start in treating these children is that the use of Medicaid funds to
cover the cost of dental treatment varies by practice type and geographic location. Although
Medicaid is not generally accepted, its useis typicaly higher in pediatric practices (McNight-
Hanes, Myers, & Dushku, 1992).

Thus, the data suggest that significant numbers of Head Start children require dental
treatment when they enter the program. The Head Start Program Performance Standards
require that the program arrange for treatment, yet there appears to be a high likelihood that
the availability of providers and adequate services for Head Start children is an issue of
concern for programs, particularly those in rural aress.

1.3.3 Nutrition

The link between health and nutrition is well recognized for all people. Poor nutrition
during childhood can have lifelong effects on the health and functioning of the individual .
Nutritional problems (typically, 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 skin fold thickness (Rosenbaum, 1992). Thereisno
doubt that childhood hunger has increased in the past decade. Estimates indicate that from 2
million to 5.5 million children in this country are hungry (Community Childhood Hunger
|dentification Project, 1991).



Poor nutrition can contribute to childhood obesity in instances where low-cost food
(which is often high in fat and caloric content) is the obvious choice over no food at all.
Studies of growth trends among low-income children have provided some mixed results, and
suggest the need for targeted research in thisarea. The Second National Health and Nutrition
Examination Survey (NHANES 1) data indicate that low-income children (ages 6 monthsto
10 years) have a greater prevalence of low height for age; however, these children are not
more likely to be overweight than children from middle-class families (Yip, Scanlon, &
Trowbridge, 1993). Other data suggest that |ow-income school-age children and adolescents
included in the CDC’ s Pediatric Nutrition Surveillance System (PNSS) have a greater
prevalence of obesity than their counterparts in the middle-class population (Yip et al., 1993).
Childhood obesity may aso be linked to ethnic background. PNSS data show that [ow-
income Hispanic children exhibit a consistently higher weight-for-height status than
comparable children in the White, African American, and Asian ethnic groups (Yip et al.,
1993). A study of U.S.-born low-income Hmong children showed evidence of early obesity,
especialy among 3- and 4-year-old children (Himes, Story, Czaplinski, & Dahlberg-Luby,
1992).

Marian Zeitlin (1991) has identified factors associated with above-average physical
growth in impoverished environments. Children with healthy growth patterns (“ positive
deviants’) receive more high-quality foods, physical interaction, affection and praise, and
verbal and environmental stimulation. Physical growth was found to predict cognitive
development, health, and socia adjustment. Feeding practices related to growth included
permitting the child to control the length of feeding, not displacing appetite by giving frequent
sweets, introduction to a variety of foods, and encouragement of eating without a power
struggle. Many of these characteristics are found in the Head Start nutrition objectives.

In arecent report on self-evaluation and improvement in Head Start nutritional
services, Wardle and Winegarner (1992) found that an assessment of nutrition practicesin
Head Start programs identified a number of deficiencies, including high levels of sugar, sdlt,
fat, and refined grains in program-provided foods; modeling of poor nutritional behavior by
staff; lack of a classroom nutritional component; and lack of nutrition education for parents.
A variety of plans, programs, and activities were initiated to bring the program into
compliance with the Head Start nutrition objectives.

1.3.4 Mental Health

E-10



Regarding the mental health of the Nation’s children, it is estimated that 12 to 15%
suffer from one or more mental disorders severe enough to require treatment (Office of
Technology Assessment, 1986). The number of children who receive mental health carein a
given year hasincreased significantly since 1980, but the Office of Technology Assessment
estimates that up to 70% of the children and adolescents in need of psychiatric treatment are
not receiving such care. Left untreated, mental and emotional disorders can lead to impaired
socia functioning, adaptation, and productivity. Disruptive behavior disorders (for example,
attention deficit hyperactivity disorder, conduct disorder) are the most frequent forms of
childhood mental illness. However, over 5% of al school-age children suffer from depression,
anxiety disorder, or serious learning disabilities. Comorbid disorders that pose threats to both
physical and mental health aso are common among children.

Low-income children are believed to 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,” and epidemiologic studies indicate an association between organic brain dysfunction
and psychiatric disorder in children (Hertzig, 1992, p. 25). Adams & Hardy (1989) found that
delaysin growth and development were reported for 4% of al children and that rates of such
disorders were higher in families with incomes under $10,000 per year (7%). Learning
disabilities are reported in 2% of children aged 3 to 5 years, but in 4% of children from low-
income families.

Based on findings from alongitudina study by Werner and Smith (1989) of children
born on Kauai, Hawaii, perinatal complications “are not consistently related to later mental
and psychological development . . . . Adverse medica conditions and adverse socidl
conditions act synergistically to worsen the fate of children who are doubly exposed”

(Hertzig, 1992, p. 27). Economic stress, social alienation, homelessness, parental substance
abuse, parental mental disorders, child abuse and neglect, and community violence are al risk
factors that can lead to family disorganization and emotional and mental disorders among
children. Recent studies of homeless children, for example, have found that preschool shelter
children have significantly higher rates of behavioral and emotional symptoms when compared
with children of similar backgrounds who live in homes (Hertzig, 1992).

A child with one or more risk factors may develop without problems, but each
additional factor increases the likelihood of a menta disorder (Public Health Service, 1991).
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In the Kauai study, two out of three children who were at risk because of poverty, perinatal
stress, poor parental skills, or troubled family environments devel oped subsequent behavior,
learning, or mental health problems. Studies of resilient children (the 1 out of 3 who were
also at risk for developing emotional or mental disorders, but who went on to develop healthy,
competent, and caring personalities) indicated that there are ways to reduce the effects of
these risk factors and protect vulnerable children (Werner & Smith, 1989).

The results from alongitudina study of the Y psilanti Perry Preschool Project suggest
that high-quality preschool interventions can have lasting effects on a child’s resiliency and
ability to copein later life (Weikart, 1987). The study began in 1962, with 123 low-income
African American children who were identified as being at risk of failing in school. These
children, from a single school district in Y psilanti, Michigan, were randomly divided into an
experimental group, who attended a high-quality preschool program as 3-year-olds, and a
control group, who did not attend preschool. The preschool program focused on developing
each child’s ability to plan, carry out, and review learning activities and to develop a sense of
responsibility and independence. Socioeconomic, scholastic, employment, criminal activity
and other data on these children, now adultsin their early 30s, were collected annually at ages
3to 11, and at ages 14, 15, 19, and 28. Study results as of age 19 show positive outcomes
for those who attended the preschool program: fewer are classified as mentally retarded (15%
versus 35%), more have completed high school (67% versus 49%), more hold jobs (50%
versus 32%), more are satisfied with their work (42% versus 26%), fewer are arrested for
criminal acts (31% versus 51%) and fewer are on public assistance (18% versus 32%).
Although the focus of the Y psilanti Perry Preschool Project was educational, the positive
outcomes for participants suggest healthy mental devel opment, which enables the program
graduates to master a variety of life skills.

The Head Start program, through early intervention, can promote mental health and
resiliency. Head Start mental health professionas can observe and identify children with
atypical behaviors, aswell astrain Head Start staff to learn to identify these behaviors.
Referrals for diagnostic evaluations can screen out physical causes of atypical behavior and
assess family histories for multiple risk factors. After assessment and diagnosis, mental health
professionals can, when appropriate, develop strategies for Head Start staff to work with the
child (such as waysto help the overly shy or the overly aggressive child), work with the
parents, and make referrals to services drawing upon community resources (Head Start
Bureau, 1992).
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1.4 AccesstoHealth Care

Although much is known about how to improve the health of children and about how
to design programs that are appropriate for and accessible to low-income families, over 30
million Americans, many of them children, remain completely uninsured, and a smilar number
live in areas designated as medically underserved (Rosenbaum, 1992). Over 2,000
communities lack even minimal access to physicians.

One third of low-income children (and over 40% of children living in working families)
were uninsured in 1987 (Monheit & Cunningham, 1992). Nearly 20% of American children
report no contact with a physician in the past year, according to the National Center for
Health Statistics (Adams & Hardy, 1989). Low-income African American and Hispanic
children are less likely to receive preventive or acute health care than other children.
Moreover, children in families classified as “working poor” are, in some ways, at higher risk
for poor health care than are children in families who are eligible for Medicaid. Because of
the high cost of health care, many of the children of the working poor see a physician only
when their condition is so severe that it cannot be ignored. There are a significant number of
parents who lack a site for either regular preventive child health care or sick care and who
take their children to an emergency room or an urgent care center (Fowler, Simpson, &
Schoendorf, 1993). Data from a national survey indicated that, among children with asthma,
those from low-income families had 40% fewer doctor visits and 40% more hospitalizations
(Hafon & Newacheck, 1993).

1.4.1 Financial Barriers

Much has been written about the financial barriers to obtaining health care, particularly
their role as the driving force behind President Clinton’s proposed American Health Security
Act (White House Domestic Policy Council, 1993). Social policy enacted through medicare
and Medicaid has attempted to facilitate access to care for adults and children living at or
below the poverty line. These programs address health care financing, not health care service
delivery, and are aimed at breaking down the most formidable barrier to accessing health
services for low-income families (Hill, 1992).

Medicaid is a primary source of funding support for health services for Head Start
children. Approximately two thirds of the children enrolled in Head Start were eligible for
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Medicaid and received Early Periodic Screening, Diagnostic, and Treatment Program
(EPSDT) serviceslast year. Asdefined under the Omnibus Budget Reconciliation Act of
1989 (Public Law 101-239, sec. 6403), States must provide EPSDT services for Medicaid-
eligible individuals under the age of 21. These services include comprehensive health and
developmental assessments, laboratory tests, immunizations, and health education. In
addition, visual, dental, and hearing services must be provided. All services must be provided
at intervals which meet accepted medical and dental standards, or as necessary to diagnose
physical or menta illnesses. Under EPSDT, States provide the medical screenings necessary
for assessing the development of the child and further diagnosis and treatment for any
condition discovered during a screening, aslong as it is a Medicaid-covered service.

EPSDT services can be obtained from qualified, participating Medicaid providers.
Qualifications can vary from state to state. Head Start Health Coordinators or other staff
members provide families with outreach and referral services to physicians, clinics, hospitals,
community health centers, rehabilitation centers, or other qualified practitioners. These
practitioners or providers are reimbursed directly through Medicaid (ACF, 1991). Follow-up
treatment for health conditions identified through an EPSDT screening must be provided as
long as the service is covered under Medicaid. Unfortunately, not all health care providers are
accessible through Medicaid. By 1989, only 77% of private pediatricians were treating any
Medicaid beneficiaries, and 39.4% placed strict limits on the numbers of Medicaid-insured
children they would take into their practices (Y udkowsky, Cartland, & Flint, 1990).

However, even when financia barriers are lifted, parents of Head Start children face a
number of significant nonfinancial barriers to obtaining health care: geographical, legd,
institutional, personal, linguistic, and cultural. Even families enrolled in the Medicaid system
have difficulty keeping screening appointments which will be paid for by Medicaid, due to lack
of transportation or lack of convenient appointment times, and they may have trouble
obtaining treatment following a screening due to limited provider participation in Medicaid
(Barger, 1993). It has been noted that “ children, adolescents and women . . . . are especially
vulnerable to these barriers regardless of ability to purchase care at prevailing market prices’
(Klerman, 1992, p. 171).

1.4.2 Legal Barriers
Legal barriers to accessing health care can arise through unanticipated side effects of
legidation which directs programs such as Medicaid and the Special Supplemental Food
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Program for Women, Infants, and Children (WIC). For example, systemic requirements, such
as completing forms, keeping appointments, and frequent recertification for the programs,
may make it difficult for people to access or stay enrolled in such programs (Zigler et al.,
1994). In other cases, where the primary intent of the law isto regulate matters unrelated to
child health care, there may be unanticipated secondary impacts on access to health care for
children. For example, the interpretation of some State laws on abuse and neglect that require
substance-abusing pregnant women to be reported to child protective agencies, and the
application to pregnant women of criminal laws regarding the distribution of drugs to minors
may cause some women to avoid prenatal care (Larson, 1991). Laws which pressure an
unmarried woman to reveal the identity of the infant’s father are intended to help meet child
support enforcement guidelines, but may actually keep the mother out of the health care
system. In addition, undocumented mothers may avoid treatment for themselves or their
children for fear of deportation (Klerman, 1992).

1.4.3 Geographic Barriers

Studies have shown that there is a disproportionate distribution of providers
throughout the Nation: metropolitan areas and high-income areas have a high distribution of
providers, especially those in private practice, while rural areas face a combination of the
scarcity of providers and long distances between those which are available (Klerman, 1992).
Children living in rura and low-income areas must have transportation to access health care
providers, posing problems for parents without cars or access to public transportation. In
addition to impacting access to routine care, the distance between providers and children in
rura or low-income areas can cause delays in securing emergency medical care quickly,
potentially worsening the consequences of illness or injury.

Certain residential situations, such as homelessness or the lack of a permanent
residence (for example, living doubled-up with other families or in welfare hotels) can
contribute to the problem of accessing care. Many shelters are located in nonresidential areas,
and shelter residents are afraid to leave for safety reasons.

Although studies of caries prevalence, baby bottle tooth decay, and oral health among
Head Start children have found differences related to ethnicity, these studies point to
economic status and rural location as stronger predictors of poor denta health than ethnicity
or cultural factors. For example, although Native American children had a higher prevalence
of baby bottle tooth decay than Whites, Hispanics, and African Americans, the study
concluded that the prevalence for al groups among rural children was more than double that
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among children with an urban residence (Barnes et a., 1992). Likewise, a study of Head Start
children in Alaska suggests that although Alaska Native children in the study had higher dental
disease rates than Head Start children in the continental United States, the differences could
again be attributed more to rural location, cost, and access to care than to cultural factors
(Jones et al., 1992). Accessto fluoridated water is another residential factor cited to explain
differences in caries prevalence in Head Start children of diverse ethnic groups (Louie,
Brunelle, Maggiore, & Beck, 1990).

1.4.4 Indgtitutional Barriers

Institutional barriers may be defined as the policies, practices, and attitudes of service
delivery organizations which block access to care (Klerman, 1992). These barriers can
include health care provider palicies, for example, provider policies based on the financial
status of the individual, or provider refusal to either accept Medicaid or to

adopt a diding-fee schedule. Nonfinancial policies may limit access in managed care
programs, such as preferred provider organizations and health maintenance organizations.
These programs can limit or deny pediatrician referrals to subspeciaists (Cartland &

Y udkowsky, 1992), and they cover fewer services, such as prescriptions or mental health
services for children with chronic illnesses, than are available under traditional health care
plans (Horwitz & Stein, 1990). Further, managed care providers may be unaware of the
service benefits to which children under Medicaid are entitled (Rosenbaum et al., 1988).
Finally, a parent’ s switch to a preferred provider organization or a health maintenance
organization may break down established health care relationships which are not easily
replaced (Klerman, 1992). Often, the preferred provider or health maintenance organization
requires the patient to be extremely proactive and knowledgeable about the system in order to
successfully obtain the needed services.

Another institutional factor affecting access by Head Start children is health care
marketing, which has been heavily focused on prenatal care rather than on children’s health
issues. Thus, parents who were inundated with information and options before the child was
born may lose access to information on health care needs as their child grows (Hill, 1992).

1.4.5 Provider Practices
Barriers can arise as aresult of the way in which health care organizations or practices
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conduct business because of the impact this has on the way parents interact with the health
care system. Office scheduling procedures often make it difficult for parentsto set up timely
appointments, especially at times convenient for working parents or parents who must arrange
child care for other children. There may aso be alag between the day the appointment is
made and the day a child can be seen. Practices which do not accommodate to parents who
have poor reading skills or who do not speak or read English are not encouraging these
parents to make appointments with a health care provider. Studies on the inappropriate use of
emergency room services have documented these provider practices as some of the reasons
people forgo regular health care options (Klerman, 1992).

In addition, private practitioners may be unwilling to accept Medicaid patients for a
number of reasons: low fees; administrative and billing complexities of the Medicaid system;
and problems with the Medicaid recipients themselves (Hill, 1992). Rural states “have more
restrictive Aid to Families with Dependent Children (AFDC) programs and are less likely to
adopt Medicaid eligibility and service options,” effectively reducing the pool of private
providers available to participate in those areas (Rice, 1989).

1.4.6 Cultural Barriers

Cultura factors may impede access to hedlth care for Head Start children by
interacting with socioeconomic and other variables, athough the evidence for this is mixed.
One recent study focused on barriers which impeded health care access among Hispanics,
specifically Mexican Americans (Estrada, Trevino, & Ray, 1990). The study used data from
the Hispanic Health and Nutrition Examination Survey (HHANES), a survey conducted
nationwide by the National Center for Health Statistics between 1982 and 1984. Study results
showed that one third of the sample encountered barriers to obtaining health care, and that
73% of this group reported that the barriers actually prevented them from obtaining care.
Reported barriers to care included (in rank order): cost of health care, long wait at the
doctor’s office, long wait between making an appointment and being seen, inconvenient office
hours, and loss of income caused by being away from work for a doctor’ s appointment. With
the exception of the cost of health care, which was again ranked first, the barriers which
actually prevented respondents from obtaining care differed in rank of importance: needing
childcare to attend the appointment, needing transportation, not knowing where to go, and
losing income by being away from work. Few respondentsin this study actually reported that
cultural and linguistic barriers, such as lack of Hispanic or Spanish-speaking staff or
encounters with disrespectful staff, were encountered when obtaining health care (Estrada et
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a., 1990); however, such cultural barriers for Hispanics were noted in reviews by Hayes-
Bautista (1979, 1992).

Since children are dependent upon adults to make and keep medica appointments for
them, it can be assumed that al barriers encountered by adults will affect the health care of
their families. Recent findings showed that uninsured African American and Hispanic children
were more likely to live in single-parent households at poverty level and were less likely to get
regular or frequent medical care as compared with uninsured white children (Cornelius, 1993).
African American and Hispanic children were twice as likely to be rated in “fair or poor”
health by their parents as were White children. Even among families with insurance, higher
percentages of White children experienced routine visits for medical and dental care than did
African American and Hispanic children in the study. This study reaffirmed that minorities are
more likely to be impacted by barriersto health care access caused by financia status and lack
of insurance than are other groups (Cornelius, 1993).

1.4.7 Personal Factors

Parents' relevant beliefs about and attitudes toward health care and disease prevention
can directly impact accessto care for their children. A comparative study of birth outcome
data among ethnic groups in California shows that Hispanic infants are less likely than White
or African American infants to experience low birth weight, neonatal mortality, or infant
mortality (Hayes-Bautista, 1992). The author attributes these positive results to a“ cultural
vitality” among Hispanic women, whose low rate of health risk behaviors (drinking, smoking,
and drug use) and family structure combine to offset disadvantages in income, education, and
access to the health care system (Hayes-Bautista, 1992). Another study of low-income
African American and Hispanic women found significant differences in health behaviors and
beliefs among the two groups (Sanders-Phillips, 1990). Hispanic women in the study
exhibited more healthy lifestyle behaviors than did their African American counterparts, with
the differences being explained by differing levels of severa persona factors, including
knowledge, attitudes, and beliefs about health promotion. African American women were
more likely to report that race and God impacted their health and that they had little influence
on their own health status. Hispanic women reported more appropriate amounts of sleep and
limited alcohol and tobacco consumption. However, they aso reported that God could
impact their hedlth “alot.” The attitudes of the women in this study would directly impact
their children’s access to health care, as both groups reported that the mother was the primary
decisionmaker about health matters in the family (Sanders-Phillips, 1990).
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Personal barriers to obtaining health care may include psychological problems related
to drug use by parents or to racial or ethnic factors. Personal drug use is characterized by a
lack of control over daily and future activities, fear of discovery, lack of motivation, and
reordering of priorities, al of which reduce the likelihood of a child receiving routine health
care and screenings (Klerman, 1992). Cultural factors discussed above, as well as other racial
and ethnic factors, such as language barriers, conflicts among groups, and assimilation into the
community, may interact with personal characteristics to inhibit parents from seeking care for
their children (Riley et a., 1993). Other problems arise when a parent is unable to determine
the correct officeto call, for instance, where child health services may be listed under
“pediatrics’ or other technical terms the parent does not understand. If a parent only has
access to a pay telephone, going through multiple numbers to make one appointment may be
costly and lead to frustration.

Personal barriers encountered by adults impact on Head Start children, because the
latter are dependent on adults for medical care except where they have access to school-based
health programs. These personal barriers interact with other barriers to health care discussed
above. For example, adults experiencing the effects of drug addiction will likely have greater
difficulty navigating the financial and institutional barriers of the health care system to gain
access and care for their children.

1.4.8 Head Start System

It iscritical that each Head Start Health Coordinator and Health Services Advisory
Committee be cognizant of the nonfinancial barriersin the local community. The Health
Coordinator must be able to navigate the local system and facilitate access to care for Head
Start families. The Health Services Advisory Committee should facilitate this process by
opening communication with hospitals and clinics, as well as other community resources to
link parents with child care, transportation, and other bridges to health care in their
community. The Committee can lend organizational weight to the Health Coordinator in
breaking down barriers to access. However, the success of the Head Start systemin
facilitating access to health care will be highly dependent on the willingness of the Head Start
staff, the community, and the parents to overcome the challenges they face in obtaining proper
health care. Theinterplay between Head Start proponents and community agencies will vary
from center to center.

Additionally, the availability of adequate funding to recruit and retain qualified health
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service professionals remains a critical variable in the success of the Head Start system (Zigler
& Muenchow, 1992). Head Start grantees have reported that the presence of aHealth
Coordinator in the program whose credentials are recognized by the local medical community
greatly facilitates access to services for children and their families (Brush et al., 1993).

1.5 PreviousHealth Evaluations of Head Start

A study conducted by Abt Associates from 1979 to 1983 and reported in 1984
(Fosburg, 1984) included the random assignment of children to Head Start experimental and
control groups, afull-scale physical examination of children, staff and parent interviews, and
record reviews. In 1985, the Head Start Synthesis Project released a report containing an
analysis and synthesis of 210 reports of research on the effects of local Head Start programs
(McKey et d., 1985). Of those, 34 dealt with health or health services. No primary data
collection was completed for that report, which involved the collection of over 1,600
documents related to Head Start. Three additional reports were released in 1993. The Office
of the HHS Inspector Genera (OIG) completed a study involving interviews with Head Start
staff in 80 programs and reviews of over 3,100 child health records, which was published in
May 1993 (OIG, 1993). A prepublication version of a study by Zigler, Piotrkowski, and
Callins adso was made available in May 1993 (Zigler et al., 1994). Thisreport isasummary of
available data on health services in Head Start and employs data from the 1991-92 Program
Information Reports (PIRs) and the On-site Program Review Instruments (OSPRIs) available
from 1991 and 1992. Finally, in June 1993, Pelavin Associates, Inc. prepared a report entitled
Indices of Head Start Program Quality for the Head Start Bureau (Brush et al., 1993). That
report described analyses of the PIRs from 1988 through 1992, the OSPRIs from 1,044
programs submitted since 1991, and the Head Start Cost (HSCOST) datafor 1,037 of the
1,341 potential grantees.

1.5.1 Effectsof Head Start Health Services (Fosburg, 1984)

In 1977, Abt Associates Inc. was commissioned to conduct an evaluation of the Head
Start Health Component. This study used alongitudina experimental design that involved the
random assignment of children to either a Head Start or non-Head Start group. Conducted in
four sites across the country, the study addressed the following questions:

. What is the health status of children before they enter the Head Start program?
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. What medical, dental, and nutritional health services do they receive from Head
Start?

. How do medical, dental, and nutritional services received by Head Start
children compare with those received by children in the non-Head Start group?

. What are the effects of Head Start health services on the health status of Head
Start children?

Although the methodology generally was sound, the researchers experienced serious
operational problems, including differential attrition in the experimental and comparison
groups. There were apparent diffusion effects, resulting in the comparison group receiving
health services they normally might not have obtained. The findings of this study indicated
that many children who enter the Head Start program have a number of remediable health
problems that may require professional health care. In this study, the children who entered
Head Start received many of the health services mandated by the Head Start Program
Performance Standards and were more likely than non-Head Start children to receive
preventive and remedial health services, including medical and dental examinations, nutrition,
speech evaluation, and vision screenings. The information collected included a broad battery
of data from physica examinations, nutritional observations, staff and parent interviews, and
health record reviews. The results from physical examinations of children did not reveal
significant differences between the experimental and comparison groups.

1.5.2 Head Start SynthesisProject (McKey et al., 1985)

In 1985, CSR, Inc., conducted a study that is known as the Head Start Synthesis
Project in areport officialy entitled Executive Summary: The Impact of Head Start on
Children, Families, and Communities (McKey et a., 1985). This project collected over
1,600 documents, both published and unpublished, that were subsequently analyzed and
synthesized. Over 200 reports of research on the effectiveness of local Head Start programs
also were reviewed. When possible, meta-analysis techniques were used to produce estimates
of Head Start’ s effects on children’ s cognitive development, socioemotiona development, and
health, as well as on the families of Head Start children and the communities in which these
programs operate. Meta-anaysis, a systematic quantitative technique for integrating research
findings, converts research findings into “effect sizes’ that compare the performances of two
groups (either atreatment and control group, or Head Start children before and after
enrollment in the program) (Collins, 1990; McKey et a., 1985).
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It was found that numerous studies of the success of Head Start have been conducted
under both private and public auspices. These studies range widely in focus, design, and
findings, and sample sizes vary from very few to severa thousand. Wide variation existsin
subjects family income, ethnicity, and level of parental education and employment status.
The magjority of these studies tended to focus on children’s cognitive performance. A few
longitudinal studies were conducted to examine the effects of the Head Start program over
time. A total of 34 research reports in the area of health care met the criteriafor inclusion.
As Gamble and Zigler (1989) noted, the project consists of two different kinds of reports.
Few of the reports involve comparison groups, and, therefore, most either describe
performance against a criterion such as the Head Start Program Performance Standards or
differences noted between a pretest and a posttest (or observation). The conclusions of the
Synthesis Project regarding the Health Component of the Head Start program included the
following:

. Head Start programs are providing arange of health services to children who
need them,
. Head Start participation appears to result in “meaningful improvement” in

children’s genera physical hedth;

. Head Start has a meaningful, positive impact on children’s motor coordination
and development, especially among children with physical handicaps and
developmental delays;

. Head Start children have higher protein, calorie, and essentia nutrient intake
than do non-Head Start children, but it is not clear that their home diets are
better than those of non-Head Start children:;

. According to two studies, Head Start children receive better dental care, have
fewer cavities, and practice better dental hygiene than do non-Head Start
children;

. Head Start programs generally meet or exceed the requirement that at least

10% of children be professionally diagnosed as handicapped; however, only a
small proportion of these children are severely disabled;

. There does not appear to be a significant difference in the health behavior
practices of Head Start parents as opposed to non-Head Start parents; and

. No useful studies have been conducted of the mental health outcomes of Head

E-22



Start participation on children or families.

The Head Start Synthesis Report noted that Head Start children had “alevel of health
comparable with more advantaged children” (McKey et a. 1985).

1.5.3 Evaluation of Performance Indicators (Ol G, 1993)

A more recent investigation of Head Start conducted by the OIG (1993) was based on
severa sources of information. First, atotal of 80 grantees were selected for the study. Only
programs receiving expansion funds were included. Next, program personnel were
interviewed (by telephone or on-site visit) according to structured discussion guides. In
addition to conducting interviews, the OIG staff reviewed records for over 3,100 children.
Finaly, the OIG identified 18 specific performance indicators reflecting, primarily, the Head
Start Program Performance Standards. Six of the performance indicators were related to
health services. The OIG found that the Program Information Report (PIR) data, which Head
Start programs compl ete each year, tended to depict compliance more generoudly than did the
on-site review, and that there were significant problems with record keeping and with
obtaining health screening and follow-up treatments for al children. The OIG reported that
only 43.5% of the Head Start children were “fully immunized as defined by ACY F guidelines’
(OIG, 1993). However, a number of factors, including incongruent methods of record
keeping and varying state-specific and age-specific immunization requirements, must be
considered when interpreting the OIG findings.

With regard to the OI G results on the six health program indicators, deviations
between the PIR information and the OI G record reviews were reported for the percentages
of children that could be characterized as follows: those receiving medical screens; those with
medical needs that received follow-up; those receiving dental screens; those with dental needs
who received the needed treatment; and those who were fully immunized. The specific
deviations were as follows:

. Ninety-two percent of the children received some medical screening versus
97% as reported on the PIRs, but only 52% received a complete medical
screening (including growth, speech, and immunization);

. Seventy-six percent of the children had their medical needs completely met

(and an additional 6% had their needs partially met) versus the 97% reported
on the PIRs;
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. Eighty-five percent of the children received a dental screening versus 95% as
reported on the PIRS;

. Sixty-seven percent of the children had their dental needs completely met (and
an additional 7% had their needs partially met) versus 95% reported on the
PIRs; and

. Forty-four percent of the children were immunized up to the standard of

ACYF s published guidance versus 88% as reported on the PIRs. The major
reason for the discrepancy was conflict between ACY F s guidance to grantees
on what constitutes complete immunization and the definition specified for the
PIR form. If the PIR requirements were applied, then the OIG review would
have found that 84% of the children were fully immunized.

Because of limitationsin the OIG study methodology, there is aneed for careful
interpretation of these findings. Although the OIG report suggests problemsin Head Start
record keeping, conclusions on program compliance are presented as if the records were
consistently maintained and as if requirements were standard for every child around the
country. For example, the OIG findings of deficiencies in immunization compliance do not
appear to consider the various requirements of States, the ages of children at their first
immunization, and inconsistencies between the Head Start requirements and the PIR form
itself. A related problem arises with the use of the family needs assessment data. The use of
the Head Start Model Family Needs Assessment packet is suggested but not required; many
centers use scaled-down versions of the assessment tool or assessment tools of their own
creation. Therefore, as with immunizations, data are not available from areliable or consistent
Source across centers.

1.5.4 Health Servicesin Head Start (Zigler et al., 1994)

A study by Zigler et a. (1994) contained a discussion of the historical context for
Head Start health services, reviewed previous studies, and addressed the question of whether
Head Start health services meet the Head Start Program Performance Standards. The study
used two principal sources of information. The first source was the PIR, completed by all
Head Start programs in June of each year; and the second was the Self-Assessment Validation
Instrument or, in its more recent version, the OSPRI. Data from fiscal years 1991 and 1992
summarized the mgjor areas of noncompliance with the Performance Standards that resulted
from on-site multidisciplinary team visits using the OSPRI (or Self-Assessment Validation
Instrument). The study found that:
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. Ninety-one percent of Head Start children received complete nutritional

screenings;
. Ninety-eight percent of children in Head Start were medically screened;
. Ninety-five percent of children received dental exams,

. Thirteen percent of children enrolled in Head Start had been diagnosed as
having a disability (including mental retardation, health impairments, visual
handicaps, hearing impairments, emotional disturbance, speech and language
impairments, orthopedic handicaps, and learning disabilities);

. Almost 90% of Head Start children were fully immunized, and an additional
8% were up-to-date on their immunizations (these data were not seriously
inconsistent with those reported by the OIG [discussed above));

. Two percent of children enrolled in Head Start were referred for mental health
treatment, with 77% of those referred receiving treatment; and

. Sixty-three percent of total actual Head Start enrollment in 1991 to 1992 were
Medicaid-eligible, and 42% of the Head Start children received medical
services at low or no cost to Head Start.

In addition, the Zigler paper described the results of a small-scale research project.
Hale, Seitz, and Zigler (1990) examined the medical records of approximately 40 children
enrolled in Head Start, 18 low-income children on a Head Start waiting list, and 20 children in
anursery school serving middle-class families. These groups of children were compared with
regard to health screenings and dental examinations, and their medical records were examined
for immunizations and pediatric checkups since birth. Findings were consistent with earlier
studies. During the time they were in Head Start, the Head Start children were more likely
than the waiting-list children to receive dental examinations (95% versus 39%) and age-
appropriate health screenings. The Head Start children were significantly more likely than the
waiting-list children to be screened for lead, Hematocrit, tuberculin, blood pressure, hearing,
and vision. Thus, it appears that, for these low-income children, the forma Head Start health
services delivery system made an important difference in their access to preventive care
(Zigler et a., 1994).

Zigler et a. (1994) concluded that, despite complex issues affecting the Head Start
Health Component, the overall set of findings from the studies confirmed that children
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enrolled in Head Start experience far better access to health care, especially preventive
services, than do children living in poverty who are not enrolled. Furthermore, Head Start
assesses and meets the health needs of children to a much greater extent than State-funded
preschool programs for disadvantaged children (Bell & Jones, 1993; Zigler et a., 1994).

1.5.5 Indicesof Head Start Program Quality (Brush et al., 1993)

In arecently published study, Brush et a. (1993) examined quality in Head Start
comprehensive services, using three resident Head Start databases (PIR, OSPRI, and
HSCOST). The study found that most grantees deliver extensive services and meet nearly all
the Performance Standards for each component. 1n accordance with the 1992 PIR, the study
found that:

Ninety percent of children are eligible for Medicaid;

. Grantees completed medical screening on an average of 91% of enrolled
children;

. Medical treatment was given to a mean of 97% of children who needed it;

. Ninety-six percent of children served by a grantee were up to date in their

immunizations at the end of the year;

. Grantees completed dental screening on an average of 90% of enrolled
children;

. Dental treatment was given to a mean of 96% of children who required it;

. Seventy-eight percent of grantees enrolled at least 10% of children with
disabilities; and

. Grantees were able to provide specia servicesto 97% of children with
disabilities.

According to OSPRI results from 1991 to 1993, most grantees were meeting the
medical and dental requirements for a high percentage of enrolled children (80% or more), but
50 to 150 grantees were unable to match that performance each year. The number of grantees
not obtaining screenings and services for 80% of their children appeared to be increasing and
was relatively higher for dental screenings. Further, grantees with larger enrollments (over
1,000) appeared to have particular difficulty in arranging dental services as needed for their
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children. On other measures (for example, the total number of items out of compliance for
health services and mental health services), an enrollment between 400 and 1,000 was related
to the “best” performance. Finaly, amore highly educated Health Coordinator was
associated with optimal program performance in meeting health standards.

1.5.6 Limitationsof the Data

With regard to the latter three studies, caution is necessary in the interpretation of the
findings and conclusions. The PIR is a self-report measure, and as such is subject to the
problems inherent in this form of data collection. Thereisonly aminima amount of
verification of the PIR data by the Head Start Bureau, through on-site monitoring visits
conducted once every 3 years (although inconsistencies within reports are investigated).
Therefore, there is no assurance that respondents completing the PIR form accurately
understand all of the requirements for, and the intent of, particular questions. It isalso
possible for grantees to deflate or inflate their responses to improve their apparent compliance
with the Head Start Program Performance Standards. The OSPRI is also a self-report
assessment, which is supplemented once every 3 years by an administrative site visit. Because
of the Head Start program’s minimal amount of verification and control over grantee
reporting, the data from these instruments may be useful for program descriptions, but should
be interpreted cautiously for program eval uation purposes.

1.6 Summary

Across all studies concerned with the Head Start Health Component, a large body of
evidence has been compiled that suggests that the great majority of Head Start children
receive screenings, medical services, and dental services asrequired. There are, however,
severa concerns about implementation of the Health Component. First, a subset of grantees
are experiencing significant difficulties in completely addressing the health needs of their
children adequately. Second, problems with the organization, completeness, and accuracy of
the record keeping and reporting of health data have been reported. Nevertheless, thereis
little information about severa issues that would help interpret data about the actual delivery
of health services. These issues include the following:

. Detailed information about barriers encountered by programsin the
implementation of the health program requirements;
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. The degree to which each barrier contributes to a reduced ability to deliver the
appropriate range of health services,

. The degree to which confusion about the content and intent of the Head Start
Program Performance Standards and their accompanying guidance contribute
to difficulties in delivering and documenting the delivery of health services; and

. The degree to which the accuracy of record keeping contributes to apparent
difficulties in meeting established standards.

Few studies have developed databases consisting of primary data sources. The most
recent studies (Brush et al., 1993; OIG, 1993; Zigler et al., 1994) used existing records or
computer files as basic information sources. Although each study indicated some level of
deviation from the program requirements, the OIG review (1993) identified a greater
frequency of discrepancies in the health records than either the PIR or OSPRI (although the
OIG report did not, apparently, compare their record review findings with the PIR data
submitted by the grantees involved in the study, but rather projected their weighted data to the
universe of Head Start grantees and the data reported by ACY F for the year prior to the data
collection). There may be severa possible explanations for such discrepancies (for example,
the OIG sampled only programs undergoing expansion, or the reported difficulty in locating
on-site records may have contributed to the observed differences), but there is little doubt that
additional on-site investigation of health services procedures and records are helpful in further
understanding and defining the nature of the problems involved and in identifying the barriers
that are most difficult for grantees to overcome.
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