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How to Alter Children’s Outcomes

Children’s Development



Presenter
Presentation Notes
So are children in the US healthy and ready to learn?  Let’s first distinguish between being ready for school and being ready to learn.  Children are born ready to learn.  What they learn and how well they learn it depends in large part on their experiences.



This chart, with which I’m sure many of you are familiar, shows two important concepts.

Children’s development is a trajectory – lifelong paths are established early and are self-reinforcing

The way the trajectory gets changed, for better or worse is through the presence of protective factors that move development in a more optimal direction, and risk factors that reduce children’s developmental achievement.



In a simple way, what we do in public health is try to increase the protective factors and reduce the risk factors.


EARLY READING PERFORMANCE: Kindergarten
through 1st grade, by mother’s education: 1998-2000
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US Department of Education, National Center for Education Statistics, The condition of education 2003,
NCES 2003-067, Washington, DC: US Government Printing Office, 2003



Conseguences of Early Childhood
Developmental Problems

_ow self-esteem, poor self-image
Poor relationship formation

Poor academic success

Conduct problems

Truancy and school drop-out
Uneducated workforce
Unemployment

Poor quality parenting skills




Preventable or Mutable
Conditions

Attachment disorders
Developmental delays
Behavior problems
Conduct disorders
Affective Disorders
ADHD
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Presentation Notes
Both the fields of public health and primary medical care tend to focus on prevention, early identification and early intervention.



Determine risk -a role of primary care



The field of prevention has now developed to the point that reduction of risk, prevention of onset, and early intervention are realistic possibilities. (Surgeon General's Report, 1999)



Title V and public health emphasize prevention as well as having responsibility to assure access to a full spectrum of services.

The system needs some guidance. 	



The system for delivering mental health services to children and their families is complex, sometimes to the point of inscrutability -- a patchwork of providers, interventions, and payers. 





Most children in need of mental health services (70-80%) do not get them.




Public Education Expenditures:
Primary & Secondary in the U.S.

Average Annual Per Pupill $8,482

Special Education Per Pupill $12,500

Emotional Disorder $14,200
Mental Retardation $15,000
Autism $18,800

GAO-05-220



Children Who Are at Greatest Risk

Families who are poor

Parents with mental iliness

Parents who use or abuse substances
Incarcerated parents

Abused, neglected or abandoned

Homeless

Severe emotional trauma

Aversive, unpredictable or unresponsive parenting

Undiagnosed learning problem
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What are these risk factors?

Poverty is the single most powerful predictor of poor health outcomes, whether those outcomes measure physical or mental health.

[To this list of risk factors I would add those circumstances that contribute to health disparities including discrimination and disenfranchisement.  Lack of connectedness.  Occurs to the poor, to minorities, to women, to adolescents, etc.]


Kindergartners With Behavioral
Self-Control Most of the Time
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Socioemotional Adjustment
to Kindergarten

The more time spent in non-maternal
child care through age 4 1/2, the more
behavior problems were manifest in
kKindergarten

The best predictor of child development
outcomes Is maternal sensitivity and
supportive parent-child relationships

NICHD Early Child Care Research Network. Child Development,
2003;74:976-1005



Trends In Children’s
Psychosocial Problems

Clinician-identifiec
problems increasec

psychosocial
from 6.8% to

18.7% for all pediatric visits
between 1979 and 1996.

Kelleher et al, 2000
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Presentation Notes
Study of pediatric visits among children ages 4-15 years old.  Increases in all categories of problems except for mental retardation.  Attentional problems showed the greatest absolute increase (1.4% to 9.,2%) and emotional problems showed the greatest relative increase (.2% to 3.6%)


Parents’ Misconceptions

62% believe babies do not take in or react to the
world around them until 2 months

55% say a baby must be at least 3 months to
sense their parent’s mood

Almost 40% believe a 12-month-old’s behavior
can be based on revenge

51% expect a 15-month-old to share



Childcare Workers Prepared to Meet Social-
Emotional Needs of Children and Families

%
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52
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28
20 ] 14
4 3
0
Very prepared Prepared Somewhat Not prepared Not at all
prepared prepared

Unmet Needs Project, lllinois 2002
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Presentation Notes
42% of Illinois child care programs surveyed had asked a family to withdraw their child due to social/emotional concerns.  The most frequent reason for biting.  Other reasons included hitting, aggression and being harmful to others.


Preschool Teachers Expelling or Suspending
At Least One Child in Past Year (N=119)

50 % - Expelled

40 U 39.3 %
-

Percent of 30 % -

Preschool Suspended
Teachers 20 % - 14.7 %

10 % -

0 %
Preschool

Gilliam and Shahar, Infants and Young
Children, 2004
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Prekindergarten expulsion and suspension: rates and predictors in one state.  Walter S Gilliam and Golan Shahar, Yale University, Infants and Young Children, November 10, 2004


Children Expelled or Suspended from
Preschool and K-12 in Past Year

B Expelled @ Suspended
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Gilliam and Shahar, Infants and Young Children, 2004
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Prekindergarten expulsion and suspension: rates and predictors in one state.  Walter S Gilliam and Golan Shahar, Yale University, Infants and Young Children, November 10, 2004


Percent Of Children Who Saw A Pediatric

Clinician In Past Year
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Developmental Services
IN Primary Care

Educate parents

Assess families and children for
risks and problems

Intervene with children and parents

Coordinate care, refer and follow-up
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Expectations of child health care providers are relatively explicit and achievable.

Anticipatory guidance for all families based on their experience and circumstances

 Screening for risk factors and also look for assets or protective factors

In a structured, sequential and standardized way screen children for early evidence of developmental problems including physical, cognitive, emotional and social disorders.  -- Current national emphasis

 When risk factors are identified parents need to be helped to reduce these.  When strengths are present they need to be reinforced.  When problems are identified, treatment needs to be initiated.

 When the treatment is more than can be offered by the primary care provider, children and families need to be helped to access other services in the community, and the primary care provider needs to provide some ongoing monitoring, oversight, and care coordination for the child’s care.


Outcomes of Well Child Care — Age 5
Emotional, social and cognitive development

No unrecognized or untreated
developmental delays: (emotional, social,
cognitive, communication)

No unrecognized maternal depression,
family violence, or family substance use

Parents read reqgularly to the child

Parents knowledgeable and skilled to
anticipate and meet child’s developmental
needs
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Presentation Notes
For example, well child might be expected to promote satisfaction (parental self-confidence and child self-esteem); should be strengths based (resilience) and promote strengths not only try to remedy deficiencies; should encourage avoidance of risky behaviors and adoptions of health and wellness promoting behaviors; and should promote optimal development in educational, physical, and social skills. 


Outcomes of Well Child Care — Age 5
Emotional, social and cognitive development

Child has good self-esteem

Parents linked to all appropriate community
services

No undetected early warning signs of child
abuse or neglect

Parents feel valued and supported as their
child’s primary caregiver
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Presentation Notes
For example, well child might be expected to promote satisfaction (parental self-confidence and child self-esteem); should be strengths based (resilience) and promote strengths not only try to remedy deficiencies; should encourage avoidance of risky behaviors and adoptions of health and wellness promoting behaviors; and should promote optimal development in educational, physical, and social skills. 


Age at ldentification of Handicapping Conditions
(25th-75t Percentile)

Learning Disabilities

Emotional Problems

Speech

Mental Retardation

Hearing

General Medical

Cerebral Palsy

Down Syndrome

0 2 i 6 8
Age (yrs)

Modified from Palfrey J. et al, J.Peds. 1987; 111:651-9
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Of course, some of these problems are difficult to identify early in life, yet most can.  And if the problems themselves can’t be identified, identifying children at risk for these problems is often possible.

I’ve drawn a line at age four, since that is when “school readiness” is often assessed.

Almost no emotional problems and a good portion of mental retardation are not identified prior to that time, yet we have the ability to recognize them during children’s early years.


Pediatrician Recognition of Developmental
and Behavioral Problems
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Lavigne et al.
Pediatrics
1993;91(3):649-55
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It is not surprising then that the identification of behavior problems is also problematic.


Developmental Surveillance/Assessment

Parent Concerns Parent Concerns Assessment

Developmental Screening Developmental history
Developmental screening test

Psychosocial Risk Screening Psychosocial history

Psychosocial risk assessment
Stress management interview
Home environment screening

Behavior Concerns Child behavioral assessment
Temperament assessment

Regalado & Halfon, The
Commonwealth Fund, 2002



Children 0-5 Whose Parents Reported One or More
Concerns About Learning, Development or Behavior

%
60 -

40 -

20 A

47 %

0
37 % 34 %

29 %

High Mean Utah Low

National Survey of Child Health, 2005



Children 0-5 Whose Parents Were Asked About
Concerns About Learning, Development or
Behavior

60 - 56 %

46 %

90 -
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High Utah Mean Low

National Survey of Child Health, 2005



Options for Early Detection
Developmental Surveillance
“...a flexible, continuous process in which

knowledgeable professionals perform skilled
observations of children during child healthcare.”

Components

— Eliciting/attending to parents’ concerns

— Obtaining a relevant developmental history
— Skillfully observing children’s development

» Professionally administered tool as aid to
monitoring

— Sharing opinions with other professionals



Percent Pediatricians

Developmental Screening of Young
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AAP Periodic Survey #53, 2002
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Screening for developmental problems is an essential role for child health providers, yet here also they are not doing particularly well.


“Tis Better to Screen than Not”

Correctly Not Identified

Identified With Without
Screening Screening

Children with
Developmental
Disabilities

Children with
Mental Health
Problems



Presenter
Presentation Notes
DD correctly identified – Squires et al, 1996, JDBP, 17:420-427

MH correctly identified (Sturner, 1991, JDBP, 12:51-64

DD not identified (Palfrey et al. J Peds. 1994:111:651-655

MH not identified (Lavigne et al.  Pediatrics. 1993;91:649-655)


Structured Screening Protocol
(Mock-up)

2wk [2mo |4 mo |6 mo |9 mo 12 15 18 2yr | 3yr | 4yr
mo mo mo

Psycho-
Social
Maternal
Depression
Screen

Parent’s
Concerns
Develop’l

Screen




Developmental Survelillance
(Marian Earls, MD)

Standard As Indicated Standard As Indicated

ZATLEN Psychosocial IRNBE Psychosocial MCHAT

2 mo Maternal
Depression

kN ASQ/PEDS ASQ SE, TABS
or BITSEA

4 mo Psychosocial 24 Mo | WANSIOJI SIS ASQ SE,
TABS,
BITSEA,
Eyberg,
MCHAT

6 Mo ASQ/PEDS  ASQ SE 36 mo | ANS{@JI-=IB]S

9 mo Psychosocial AN ASQ/PEDS ASQ SE, PSC

VNN ASQ/PEDS ASQ SE, 60 mo WANSIOJIZISBIS ASQ SE, PSC



Success Increasing Developmental
Screening at Guilford Child Health
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Pelletier and Abrams, The Commonwealth Fund, 2003.
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There is good evidence that the quality of developmental care for young children can be improved.  For example, child health clinics in North Carolina introduced a simple, paper-and-pencil screening questionnaire to identify children who might have a developmental disorder.  Within 18 months, their rate of screening, (and rate of identification of effected children) increased dramatically.  At baseline they were using a cumbersome screening instrument, and were reaching only 5% of their patients.  By introducing the simpler and more brief questionnaire, which is an equally good technique, they reached nearly 2/3 of their patients.



This approach and other similar, simple, efficient models and tools for developmental care can be introduced into child health care practices.  To enable this to happen and to facilitate the adoption of these new approaches our program has adopted a series of complementary strategies.






North Carolina ABCD: Referrals for Additional
Developmental Services

Percent of children referred for additional services during screening
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Pelletier and Abrams, Commonwealth Fund, December 2003.



Percentage of Infants and Toddlers Receiving
Early Intervention Services Iin States

%
10 -

H Mean
Utah
H High

All Children Excluding Children At Risk

US DE/OSEP, 12/1/2003



Services for Children <31 Months with or at
Risk for Developmental Disabilities

(N=3338)
c;oncem Diagnosis | Referral  IFSP
0 2 4 12 14 16

Child’s Age (months)

Bailey et al, Pediatrics
2004;113:887-896
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Follow-back study of children participating in Part C programs



1st concern reported by parents at 7.4 months

Diagnosis made at 8.8 months

Referral for Early Intervention services at 14 months

Individual Family Service Plan developed at 15.7 months



Bailey DB Jr., Hebbeler K, Scarborough A, Spiker D, Mallik S.  First Experiences with Early Intervention: A National Perspective.  Pediatrics, 2004; 113(4):887-896


Noting a child’s development is
different than promoting a

child’s development
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Dx & Rx:  Physicians typically put a name on a patient’s problems, i.e., diagnose, and then initiate treatment to either cure the problem or prevent its further development.  This process is call tertiary prevention or treatment.



Sometimes physicians will identify a problem about which  the child or parent was not already aware.  This is done by screening in some form, ranging from asking a series of questions verbally or using some pre-existing list of questions, or by examining the child.  When a problem is identified in this way, often it is a concern elicited from the parents, and a treatment is initiated the process is called secondary prevention.



Sometimes physicians will screen not to identify a problem, but to identify factors that place a child at risk for developing a problem.  When a risk factor is identified an intervention is recommended that will remove or reduce the risk factor, often through educating the parents to modify the child’s physical or social-emotional environment.  This is called primary prevention.



Sometimes, because they are familiar with the usual course of children’s and families’ development and with a particular child and family, physicians will anticipate potential developmental changes and adaptations  the family will have to make, and provides guidance in advance of those events.  This is also primary prevention.


Meeting the Needs of Our Families

4 out 5 parents desire for more
iInformation on child rearing

(Young et al Archiv Pediatr Adol Med 1998)

50% of parents have difficulty coping
with their child’s behavior i

50% of parents report their concerns
about child development are not
adequately addressed during WCC

(Bethell, Peck and Schor Pediatrics 2001)



Children (0-5) Read to Every Day
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National Survey of Child Health, 2005



Changing Parenting Behaviors

Healthy Steps outcomes

— Less maternal depression, continued
breastfeeding, more reading, more knowledge of
Infant development and recognition of appropriate
discipline (PrePare)

— Interact with toddlers in a more positive manner,
showing higher level of awareness and
understanding of the child’s needs and level of
maturity

— Avoided harsh disciplinary tactics, such as
yelling, threatening, slapping, or spanking
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PrePare Intervention:  3 home visits at 20, 27 and 34 weeks plus telephone coaching and in person follow-up as needed + five postnatal visits by 3 months of age (U of Washington/Group Health Cooperative)


Several of the risk factors for early
school problems appear to be related
to a child’s difficulties in establishing
and maintaining early, important
relationships with parents, peers and
teachers.



Parent Health Asked About by
Child’s Health Care Providers

-0- 70 %

60- 58 %
504 50 %

Percent

40-
30+

20+
104 8:5%

Domestic  Depression Alcohol or Social
Violence Drug Use Support

Bethell et al. Commonwealth Fund, Sept. 2002
Ericson et al, Pediatrics 2001
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Assessing parents health and well being is not a covered benefit of Medicaid.

Erickson et al, Pediatrics 2001; 108(1):89-102





Illinois has instituted separate payment for maternal depression screening billing the child’s Medicaid card.


Parental Risk Factors and Children’s
Aggressive Behavior

B Authoritarian = Insensitive m Maternal Depression
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Monographs of SRCD, 69(4), 2004
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From Monograph of the Society for Research in Child Development, Serial No. 278, Vol. 69, No. 4, 2004.  Trajectories of Physical Aggression from Toddlerhood to Middle Childhood.  NICHD Early Child Care Research Network, Willis F. Overton, Editor.  Followed children from 24 months to third grade.


Partnerships to Improve Quality of
Preventive Care

' n Good quality care
depends on the

existence of effective

systems of care that
Integrate the efforts of a

variety of professionals
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The complexity of modern medical care exceeds the capacity of individual clinicians

 the behavior of individual clinicians is strongly influenced by the systems in which they operate


Pediatrics and Public Health
Separated by a Common Mission

Primary care and local child public health:

Formal relationship 4%
Information relationship  58%

No relationship 38%

lowa Department of Public Health
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It’s extremely difficult to work together is you don’t know one another.  There is a bridge to cross.


Waiting for the phone to ring...

b




Use community based resources as
partners.

Early Intervention

Early Head Start

Maternal & Child Health/ Children
with Special Health Needs

Community Mental Health Centers



Improving the Quality of
Preventive Care

Form relationships locally with child and
family service providers

Agree upon desired child health
outcomes that people really care about

ldentify complementary or shared roles

Be patient but persistent in building
networks
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The first step, is to develop very local relationships.  State MCH meeting with the state chapter of the AAP or the AAFP is not going to be sufficient.  Local public health professionals need to meet with local child health care providers.  Call a meeting.  They won’t call you.  They hardly know you exist.



Shared mission can be identified.



Identify roles.  What can public health offer practices?

Assessment, Assurance & Policy

Provide data on  quality of preventive care

Education providers

Informing and care coordination

Be a convener


To Improve Developmental Services

Clarify agencies’ responsibilities

|dentify potential policy changes including
benefits and eligible providers

Assess and improve service coordination
and referrals across agencies and
systems

Clarify standards of care expected through
provider manuals and MCO contracts

Develop care guidelines and clinical
standards for developmental services
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Clarify agencies’ responsibilities for developmental services (Medicaid, Developmental Disabilities, Child Care, EI, Public Health)

Identify policy and system changes: tiered services; standard forms

Service coordination: EI and non-eligible EI

Clarify standards:  provider manuals and contracts

Recommend screening instruments

QI activities: PHDS; EQIO, Partnerships; Incentives

Education of providers: academic detailing by 3rd party or MCH

Identify referral resources

Expand services:  Illinois payment for maternal depression screening


To Improve Developmental Services

Recommend screening instruments

Implement program monitoring and
QI activities

Provide education to health care
providers

Expand services to include
assessment of family
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Clarify agencies’ responsibilities for developmental services (Medicaid, Developmental Disabilities, Child Care, EI, Public Health)

Identify policy and system changes: tiered services; standard forms

Service coordination: EI and non-eligible EI

Clarify standards:  provider manuals and contracts

Recommend screening instruments

QI activities: PHDS; EQIO, Partnerships; Incentives

Education of providers: academic detailing by 3rd party or MCH

Identify referral resources

Expand services:  Illinois payment for maternal depression screening


Websites for Reference

http://www.cdc.gov/ncbddd/child/
screen_provider.htm


http://www.dbpeds.org/
http://www.nashp.org/
http://www.cmwf.org/
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