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Introduction

With a growing body of research showing that early intervention can make a significant difference in the lives of youngsters, many states have embarked on numerous efforts to increase the number of children who get screened for developmental delays.

Their approaches vary, ranging from mandated screenings at kindergarten entry to outreach and training programs for pediatricians. 

Florida stakeholders have an opportunity to draw from the experiences of their counterparts in other states and apply best practices for the development of a comprehensive system of early childhood screenings in the Sunshine State.  
Purpose and Methodology

This report is a component of the FDDC’s Child Development Screening Initiative and is being provided to assist members of the Initiative Task Force in developing policies in Florida to achieve a comprehensive system for developmental screening of children aged zero to five.

The report provides a review of developmental screenings in other states with screening rates higher than those of Florida, including identification of lessons learned from those states.
States have various approaches to measuring their numbers of early childhood screenings.

For example, states are required by the federal government to report the number of developmental screenings provided to children under the Early Periodic Screening, Diagnostic, and Treatment (EPSDT) program, which is Medicaid's comprehensive and preventive child health program for children under the age of 21. These statistics apply only to children enrolled in Medicaid.

States are also federally required to show the number of screenings conducted for children enrolled in Part C early intervention programs for children ages birth to three, known in Florida as the Early Steps program. Each state sets its own eligibility requirements for Part C programs; therefore, comparisons across states are difficult. 

For purposes of state comparisons for childhood screening, we drew from the 2011 report, “Securing a Healthy Future: The Commonwealth Fund State Scorecard on Child Health System Performance.’’
The report ranks all 50 states based on the percentage of children ages ten months to five years who received a standardized developmental screening during a health care visit. The findings were based on 2007 data gathered from a parent questionnaire administered by National Survey of Children’s Health conducted by the Centers for Disease Control and Prevention’s National Center for Health Statistics (How, 2011).
The top five states listed in the report and their identified rates of screenings are:
  1.
North Carolina 
47.0%
  2.
Minnesota

41.6%

  3.
West Virginia

31.9%
  4.
New Mexico

29.6%
  5.
Tennessee

29.0%
38.
Florida

17.0%


National average
19.5%
This report also provides a snapshot of notable activities in California and New Hampshire, as well as efforts taken by states in the areas of early childhood education, child welfare and juvenile courts.
#1 North Carolina
Since 2000, a total of twenty-seven states have developed new policies for their Medicaid health care delivery systems as a result of the Assuring Better Child Health and Development (ABCD) Program. The ABCD program, which is financed by Commonwealth Fund and administered by National Academy of State Health Programs, assists states in creating better service delivery systems for early childhood services, particularly low-income children ages birth to three, and their families (National Academy for State Health Policies, About ABCD).

North Carolina was among the first states that participated in the ABCD program and has since become a [image: image1.jpg]


national model for its efforts to promote the use of early childhood screenings for both developmental delays and mental health across its health care systems.

North Carolina’s efforts consisted of two parts: the identification and integration of a standardized validated screening tool for use in primary care settings, and collaboration between state agencies and communities with identifying children at risk of developmental delays.  

Although its Medicaid health care delivery system is much different than that of Florida, North Carolina’s efforts warrant a closer look at how stakeholders engaged pediatricians as partners in childhood screening initiatives; how the success was replicated; and how those successes translated into Medicaid policies. 

Pediatric practices as pilots

A legislative study released in 1999 showed that between 8% and 13% of children ages birth to three could qualify and benefit from early intervention services; however, only 2.6% of them were served. Furthermore, only 15.3% of children enrolled in the Medicaid program were being screened for developmental deficits and delays (Klein & McCarthy, 2009). 
Researchers found that pediatricians in North Carolina generally had little incentive to provide screenings. Many were accustomed to the Denver Developmental Screening Tool but it was untenable in primary care settings (Earls & Hay, 2006).

As part of the ABCD program, pediatric and family practices were recruited for the participation in a pilot project and were asked to reach consensus on a screening process. They initially selected the Ages and Stages Questionnaire (ASQ) due to its involvement of parents, ease of use in an office setting and ability to identify at-risk infants and toddlers. 
Physician practices measured quarterly progress in the rates of screenings. Over time, the practices were able to fine-tune office procedures and create efficiencies as they became more comfortable with the screening process. Those procedures – such as creating an office workflow, identifying community supports, and staff training – became key project components that were replicated in other pediatric offices. 

Doctors found that replacing their existing screening procedures with the use of a standardized tool and office protocol made the workflow more efficient – which in turn, increased the number of children who were screened during well-child visits.

In 2004, the project became a statewide Medicaid policy (Earls & Hays, 2006). Some additional policies inspired by the project:

· In 2003, the Division of Public Health directed local health departments to use standardized developmental screening tools in community nursing and well-child clinics. 
· The following year, the state’s Division of Medical Assistance (Medicaid) instituted a policy change with the state EPSDT (Health Check) program by requiring all medical practices to conduct screenings with a standardized tool at six, 12, 18, or 24 months and three, four and five years of age. 

· Physicians were advised to use specific billing codes for screenings on reimbursement claim forms (Earls & Hays, 2006).
· In 2005, a policy change in the state’s Medicaid program was instituted that required a developmental screen during well-child visits and visits without a screen would not be reimbursed (Klein & McCarthy, 2009).

Additional successes followed from 2004 to 2008. The number of screenings administered during Medicaid well-child visits increased by five times, from 48,075 to 232,229. Also, 80% of well-child visits included a developmental screen, compared to 15% in 2000. 

Follow-up research shows that in North Carolina, more than 90% of primary health practices (e.g., pediatric and family medicine) who serve Medicaid-eligible children have integrated developmental and behavioral screening into practice, according to a report “Shifting the Paradigm for Infant and Toddler Policy” by Zero To Three, a national non-profit organization that promotes the health and development of infants and toddlers (Zero to Three, 2008).
The pilot program has since been replicated in other regional networks within the state’s Medicaid Program (collectively known as Community Care of North Carolina). The networks pursue partnerships between physicians and other local stakeholders by making health care providers aware of easy-to-use screening tools and community resources. They also improved communication between health care providers and the agencies and organizations to which they refer chil​dren for services.
For example, one community care network hired an early intervention specialist to work directly with medical practices. Another one hired a local program coordinator under a partnership with another nonprofit organization.

A curriculum on the physician’s role in early intervention became available at the local level and was also made available to providers as part of a free continuing medical education. It was developed by the state chapter of the American Academy of Pediatrics, Academy of Family Physicians, early intervention program, public health, and parents. 
#2 Minnesota

Since 1977, Minnesota laws require developmental screenings for all children ages three to four prior to kindergarten entry. This is primarily the reason why Minnesota has one of the nation’s highest screening rates for children. More than 60,000 children are screened each year, and about a third of them exhibit symptoms that warrant further evaluations in the form of a health check up or early intervention services (D. Peterson, personal communication, June 28, 2011).
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School systems are required to administer the screenings, which cost $3.5 million annually statewide, and many of them offer additional health checkups and oral health exams (D. Peterson, personal communication, June 28, 2011).

With growing concerns about the adequacy of screening instruments and the lack of collaboration between screening providers, stakeholders from the state departments of Education, Health, Human Services and the University of Minnesota, Irving B. Harris Center for Infant and Toddler Development created the Interagency Developmental Screening Task Force in 2004. 

The Task Force evaluated each instrument based on its purpose, domains, validity, reliability, sensitivity and specificity.  The group also considered the use of each test among different cultural and ethnic groups and considered practical applications such as cost, time, and qualifications required of testing administrators.  
The Task Force initially recommended twelve instruments:

Ages & Stages Questionnaire (ASQ) 

Child Development Review Parent Questionnaire (CDR-PQ) 

Infant Development Inventory (IDI) 

Parents’ Evaluation of Developmental Status (PEDS) 
Battelle Developmental Inventory: 2nd Edition (BDI-2)
Bayley Scales of Infant and Toddler Development: 3rd Edition (Bayley-III)
Brigance Screens 
Developmental Indicators for Assessment of Learning – 3rd Ed. (DIAL-3) 

Early Screening Inventory – Revised (ESI-R)
Early Screening Profiles
FirstSTEP Preschool Screening Tool 

Minneapolis Preschool Screening Instrument - Revised (MPSI-R)
Ages & Stages Questionnaire: Social--Emotional (ASQ:SE) 

Brief Infant Toddler Social Emotional Assessment (BITSEA) 

Pediatric Symptom Checklist (PSC) 

While the Departments of Health and Education can mandate which tests are used within their agencies, the same authority does not extend to other programs such as Medicaid/EPSDT or Head Start, which also provide screenings (D. Peterson, personal communication, June 28, 2011).

Regardless, the result was a better aligned system among schools, Head Start providers and the Medicaid program, as well as health care providers. It served to reassure parents that their children are getting screened by high quality, validated instruments, regardless of their settings. The list of recommended tools is posted on various state department websites for review by parents and health care providers (Minnesota Department of Health, 2007).
According to Debbykay Peterson of the Department of Education Early Learning Services, Minnesota continues to face a number of challenges in its system of developmental screenings. School systems, health care providers and social service agencies in Minnesota face challenges reaching out to non-English speaking families. The diversity of Minnesota’s population is underscored by the fact that 144 different languages are spoken in that state. 

Screening tools are not widely available in multiple languages such as Haitian or Creole.
According to Peterson, Minnesota has enlisted the help of tribal and community leaders to film videos in their native language stressing the importance of the testing. The state has also reached out to interpreters, including family members, for assistance with the screenings. 

Tracking the status of child screenings is often difficulty when different agencies are involved. The Minnesota Department of Education collects data through its own information systems, such as screening documentation and referrals for follow-up educational or health care services. Other programs, however, lack access due to privacy and technology barriers. 

#3 West Virginia

West Virginia has approximately 122,000 children under the age of six, and roughly half are considered at risk. It is a largely rural community with unique socio-economic dynamics that place infants at a higher than average risk of having developmental delays. The state has the nation’s highest level of pregnant women who smoke, and high rates of divorce, domestic violence and poverty (Imagine West Virginia, 2010; Kent, Price, Springer, Spratt, Shepherd & Al, 2009). 

West Virginia’s screening rate of 31.9% percent is the culmination of many years of work on that state’s comprehensive system for early childhood development under strong leadership from both the public and private sectors. West Virginia’s efforts date back to the establishment of its Children’s Cabinet in 1990 (Imagine West Virginia).
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In 2002, the West Virginia Legislature mandated a partnership between its education and human services departments with the goal of developing a universal prekindergarten program for four-year-olds by 2012. The mandate brought about the Partners Implementing an Early Child Care & Education System (PIECES), a group of stakeholders from state government, child care, Head Start, prekindergarten providers, teachers’ union, higher education officials, parents, advocacy groups and lawmakers (West Virginia Office of Maternal, Child & Family Health, 2010).
West Virginia made many changes over time. For example, it expanded child care subsidies to low-income families; initiated a Head Start Collaboration project; and created a program of quality standards for early child care and education professional development. Most notably, West Virginia expanded health care coverage under Medicaid and the Children’s Health Insurance Program (CHIP) to 300% percent of the federal poverty level. This was the result of public/private partnership between the WV Healthy Kids Coalition, primary care centers, Family Resource Networks, state government, and private and public funds.  As a result, more than 93% of children in West Virginia have health care coverage, and the state is considered a national leader in this area (West Virginia Office of Maternal, Child & Family Health, 2010; 2011).
Its CHIP program embraces the model of well-child visits recommended by the American Academy of Pediatrics (AAP), which includes screenings for developmental delays. Under the state’s EPSDT Program, children are screened/re-screened according to periodicity tables established by AAP’s Bright Futures program; medical problems identified by examination are treated/referred; and children receive transportation assistance and help with appointment scheduling. In 2009, 97% of Medicaid-enrolled children under the age of one received at least one initial or periodic screening (West Virginia Office of Maternal, Child & Family Health, 2011).

Mandatory screenings

In 2008, West Virginia unveiled Kids First, an initiative champion by former Gov. Joe Manchin to assure that every child entering kindergarten in 2008 received a well-child visit within one year of entry. Beginning with the 2008-09 school year, all children enrolling in kindergarten received this wellness exam (Kids First).  

Gov. Manchin requested that the American Academy of Pediatrics and the American Academy of Family Physicians screen children -- regardless of their insurance coverage -- using a uniform tool similar to those used for EPSDT. The tool in use today, Kids First’s Healthcheck, is a comprehensive screening that includes hearing, speech, language, and growth and development. Children are screened in their medical home. For those who lacked a medical home or insurance coverage, screenings are available at schools using physicians from the community. Each county has an assigned screening director, and information for parents is available on the state’s Kids First website (Kids First).

In 2008, a nonprofit think tank led by a board of business, education, military and industry leaders commissioned a study with Marshall University Center for Business and Economic Research to focus on early childhood initiatives for the birth-to-three population. One of the key recommendations was increasing resources for home visiting programs. The Center’s 2009 report showed that while West Virginia’s universal prekindergarten and mandatory screenings serve the four- to five-year-old populations well, there are missed opportunities for children ages birth to three. Furthermore, there has been no evaluation of the four different programs that are responsible for child screenings, according to the report (Imagine West Virginia, 2010; Kent et al., 2009).

#4 New Mexico
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Shortly after New Mexico’s governor created the Children’s Cabinet by executive order in 2003, stakeholders formed a steering committee to develop policy recommendations for ensuring that no child reaches kindergarten with an undetected developmental condition. 

The committee held three forums in 2005-2006 to gather information from stakeholders, and a critical recommendation was the identification and treatment of developmental delays.

At the time, studies showed that only 12% of infants in New Mexico received the recommended number of well child visits (three), and there was little information on whether they received developmental observations or screenings.  In New Mexico, 48.3 % of births are to adults age 24 or younger. During stakeholder forums, many young parents reported that they received either no information or too much information on child development. Parenting education materials on child development were often not accessible, inconsistent or outdated (Early Childhood Action Network, 2006). 
In its effort to improve child screenings, New Mexico joined 19 other states in the 2007-2008 ABCD Screening Academy, which offered states technical assistance on integrating standardized screening tools into preventive health care visits and making Medicaid policy changes to support physician efforts. 

As a result, New Mexico created the Developmental Screening Initiative (DSI), which is largely based on the North Carolina physician training model (F. Malik, personal communication).

Some of the early successes include:

· Revising reimbursement policies so providers can bill the 96110 code when a validated screening tool is administered.  

· Proposing to the New Mexico Legislature that structured developmental screening be required under EPSDT. 
· Investigating the possibility of purchasing state access to Ages and Stages Questionnaire (ASQ) in both English and Spanish for use by all EPSDT providers. 
· Designing a poster series targeting primary care providers and others that promotes standardized developmental screenings. 
· Spreading DSI to eight additional communities through the use of grant proposals. 
DSI is housed within the University of New Mexico’s Center for Development and Disability and had early support from the university’s Department of Pediatrics. This was a key element of DSI’s success, according to program director Fauzia Malik. 

DSI has been adapted over time to reflect the unique needs of New Mexico. Like Florida, it is a very diverse state. Nearly half of New Mexico’s residents are Hispanic and another 9% are American Indian (Alderman, 2009). The state has struggled to get tribal leaders to approve screening efforts. Even so, new training sites have started this year, mainly from the Indian Health Service, according to Malik. 
Other successes, according to Malik:

· DSI was successful in making training part of the re-certification requirements for physicians. 
· DSI has also focused much of its training efforts on nurse practitioners and physician assistants due to the large number of family physicians who are nearing retirement. 

· Training sessions are often offered through remote telecommunications (telehealth) because New Mexico’s sparse population makes travel more difficult. New Mexico’s DSI now includes training for non-medical professionals, specifically, Head Start providers.

Statistics from 2010 show that within in a nine-month period, the percentage of children who received developmental screenings increased from 23 percent to 90 percent. And all physicians stopped using their own developmental checklists and replaced them with validated screening tools (F. Malik, personal communication). 
#5 Tennessee

In 1998, a class action lawsuit was filed against the state’s Medicaid program (TennCare) alleging that children were not getting the proper well-child visits and EPSDT program services.

As part of a consent decree, the state agreed to make sure 80% of eligible children received EPSDT services. The state also agreed to conduct outreach efforts, advertise health care service and ensure that enough physicians were available to treat children (Wadhwani, 2011).
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As a result, the TennCare awarded a grant to the Tennessee chapter of the American Academy of Pediatrics (TNAAP) to institute a training program for its members about the importance of well-child visits. During the course of this training, program coordinators recognized that developmental and behavioral screenings were neither being conducted nor documented. Consequently, TNAAP received additional grant funding to develop and administer a training program in this area (D. Usry, personal communication, June 20, 2011). 

The result was a free training program for pediatric practices called Screening Tools And Referral Training, or START. According to TNAAP’s website, the purpose of START is to increase early identification and referral of children with developmental delays or behavioral problems using standardized screening tools; better understand referral resources in the community; and to learn about better documentation of services, coding and payment.
Debra Usry, TNAAP’s coordinator of training programs noted that for the effort to be successful, physicians had to be convinced that incorporating these screenings were worthwhile to add to a well-child check. To that end, TNAAP presented the START program to its members as a recommendation, not a mandate.

By 2006, the program had reached 145 doctors, 163 staff and 22 other participants from 60 physician practices, according to information from the Tennessee Early Intervention System (TEIS). In a follow up evaluation, of the 30 doctors who responded:

• 93% reported using the recommended standardized tools. 

• 48% reported increased identification and referrals. 

• 59% reported increased patient satisfaction. 

• 76% reported reimbursement by most payers. 

Usry notes there are challenges, such as a lack of knowledge about screening tools and a lack of referrals for follow-up services for children. Also, many private insurance plans won’t pay for the screenings. Because buy-in from the right stakeholders is vital to this type of endeavor, TNAAP reached out to family physicians as well. 

Initially, the program was introduced to physicians in individual practices and through continuing medical education credits. Recognizing that physician assistants and nurse practitioners administer the screenings in pediatric practices, TNAAP has successfully convinced medical schools to include this as a component of their programs. TNAPP is focusing next on education programs for nurse practitioners (D. Usry, personal communication, June 20, 2011).

TNAAP developed a list of recommended instruments that are easy to administer in an office setting, including ASQ, the Modified Checklist of Autism in Toddlers (M-CHAT) and Parents Evaluation of Developmental Status (PEDS). A full list can be obtained at: http://www.tnaap.org/DevBehScreening/screeningtools.htm.

START incorporates the recommended schedule of screenings promoted by the American Academy of Pediatrics’ Bright Start Program.

Although TennCare no longer provides grant funding, it has been picked up by the state’s Part C program (TEIS) with a focus on training nurses in community health departments.

The organization meets regularly with TennCare officials. “You have to get the right people at the table,’’ Usry said.

Other notable factors likely contributed to the above-average percentage of children in Tennessee who received developmental screenings: 

· A community outreach/call center was established for TENNderCare, Tennessee’s Medicaid program for 0 -21 year olds. It has been successful in educating parents about the importance of preventive health care, leading to a direct increase in the number of EPSDT screenings (Byrum). 

· In 2005, Gov. Phil Bredesen created the Office of Children’s Care Coordination to focus on the delivery of health care services to children, including the coordination of services offered by the state departments dealing with welfare, human services, mental health and developmental disabilities. The office’s initial efforts included an evaluation of the state’s Part C program with the end goal of developing a more efficient system that serves additional children.

California

California has 37 million residents spread over a large geographic region. The population is diverse and poses a linguistic barrier to health and social services, and there are disparities and inequities in support services and resources among communities. A 2008 Power Point presentation from the California Department of Public Health outlines many of the challenges facing this very large and diverse state:  
· The childhood delivery system is based on several uncoordinated, separately funded programs across multiple government agencies. Program quality was being compromised.
· The bureaucracy and size of the individual programs added to the challenge of creating a coordinated system.
· Federal regulations, policies and mandates create barriers to a coordinated system of care. Each program has different requirements in terms of eligibility, age, definitions and confidentiality.
· Services are often provided in “silos” in which agencies/organizations don’t always agree upon common terms that describe children at risk.

· Lack of funding.
· Many physicians are confused about which screening tools to use.
· Providers don’t want to give parents bad news and adopt a “wait and see” approach.
· Physicians who conduct screenings found it difficult to communicate with other agencies due to confidentiality issues.
· Most managed care plans don’t reimburse for screenings.
In 2007, stakeholders created the California Statewide Screening Collaborative, which included 15 representatives from the state’s Medicaid program (Medi-Cal), mental health organizations, community providers, the American Academy of Pediatrics, alcohol and drug programs, private insurance and others. 
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The Collaborative’s goals were to improve coordination among state agencies and programs involved in early identification; to promote the use of standardized screening tools, effective protocols; and to identify screening resources and funding and follow-up supports that promote healthy early childhood development, school readiness, positive parent-child relationships, and access to services (California Statewide Screening Collaborative Fact Sheet).
In 2009, the Collaborative launched the California Screening Initiative, which provides a number of new tools for developmental screenings, as well as resources and supports for providers who work with young children. The cornerstone of the Initiative was the development of a website (www.first5ecmh.org) that features:
· A tool kit to help providers communicate with each other if they have concerns about a particular child’s development

· A chart for medical primary care providers to determine the best screening tools for use in their practice
· A step-by-step chart that guides providers in determining when follow-up care is needed. 

The website was developed with a grant from the U.S. Department of Health & Human Services Early Childhood Comprehensive Systems Initiative and by the First 5 Association of California with an endowment (Developmental Screenings for California’s Kids). 
It is an example of how various stakeholders within a group such as the Collaborative can pool their resources to achieve a common goal. In California, stakeholders “cobbled together pockets of money” to fund initiatives sought by the Collaborative, said Janet Hill, a health program specialist for the California Department of Public Health, who oversaw most of California’s efforts.

“It took everyone coming together to make that happen,” she said. 

Building blocks

A number of projects contributed to the development of the Collaborative (California Statewide Screening Collaborative Fact Sheet):

ABCD Program -- California received funding to participate in two phases of the ABCD Program. The ABCD I project staff helped California evaluate, from state and local levels, its delivery of mental health, and the ABCD Screening Academy promoted developmental screening and treatment in primary care settings. In the most recent project, they compiled a spreadsheet of Medicaid services and populations receiving those services; they developed a flowchart showing how primary care physicians should refer children to outside sources.

ABCD Screening Academy stakeholders convened an early childhood summit in December 2008 to develop a shared vision and an action plan for identification and early intervention to promote healthy childhood development. 

Special Needs Project – A group called First 5 California (also known as the California Children and Families Commission, which funds critical programs in 58 counties) made a five-year investment to improve school readiness, early screening, coordination of services, and inclusion of young children with special needs in 10 local demonstration sites across the state. Since then, 17 counties have implemented early childhood screening tools with results varying from county to county. San Diego’s Healthy Development Services provides free developmental checkups for children aged birth through five. 
Early Childhood Mental Health Project – A separate group called the First 5 Association of California coordinated a strategic planning project that focused on identifying barriers to and solutions for the delivery and funding of mental health services for young children and their families.

Results

California accomplished the following through its multiple efforts (National Academy for State Health Policies; California Statewide Screening Collaborative Fact Sheet):

· They agreed on screening tools, specifically Ages and Stages Questionnaire (ASQ): Parents’ Evaluation of Developmental Status (PEDS); and PEDS_DM, Developmental Milestones. They developed an ASQ calculator that assists providers in deciding which screening tool to use based on the age of the child.
· They promoted the use of these screening tools during well-child visits provided by primary care providers who serve as medical homes (a model recommended by the American Academy of Pediatrics).
· They developed a consent form for parents to allow the use, disclosure, and/or release of their child's personal and health information among agencies and organizations to assist in the screening and referral process.
· They made specific recommendations to the Child Health and Disability Prevention Program (California’s CHIP program): send a letter encouraging providers to use the screening tool and how to bill for it; follow American Academy of Pediatrics health assessment guidelines, algorithms and visit frequencies; and screen all children, not only those with a recognized risk.
· They developed a developmental screening website and a web-based screening toolkit for health care professionals, early care and education providers in communities. 
· They negotiated publisher discounts on commonly used screening tools for providers.
· They partnered with agencies and health care providers to clarify policies in the state Medicaid program (Medi-Cal) and other health insurance to facilitate the providers’ ability to perform and be reimbursed for screenings in a timely manner.

· They helped Medi-Cal and other health insurance reimbursement programs and procedures access funds to increase the number of developmental screenings conducted by health care providers.

· They coordinated with the American Academy of Pediatrics chapters throughout California for outreach and education about developmental screening resources and the benefits of early identification.
· Stakeholders collaborated on developmental screening trainings for health care professionals, social service workers, and early care and education providers. 
· The Collaborative continues to meet quarterly to discuss system improvements.

New Hampshire

New Hampshire is best known for its Watch Me Grow program, a multi-agency collaboration of child screening activities. 

The state’s efforts started with a 2005 “environmental scan” of the state’s early childhood health and development programs, which revealed a number of concerns, service gaps and challenges (New Hampshire Department of Health and Human Services, 2006):
· Many parents lack access to Medicaid and/or affordable insurance, making them less likely to seek out appropriate preventive care.

· There is difficulty serving refugee and non English-speaking populations due in part to the lack of translated materials and language appropriate services, especially in the mental health service sector. 
· There are limited numbers of pediatricians in community health agencies. There is a perception that pediatricians do not understand developmental health issues, and early supports and services. 

· Physicians lack time or resources to make appropriate referrals for families; there is limited communication between physicians and school districts.

· Respondents said there is difficulty serving children with specific special needs.
· There is a perception that agencies, particularly state agencies, tend to work in “silos”, and many acknowledged that this was due to work overload, stringent policies, and limited funding.

· Agencies do not always operate as a team, and can be spread out in regional areas, making it difficult to develop professional relationships, build trust, and work towards common goals. 
· The political climate can be described as “self-serving” and not supportive of children’s services, and agencies can be territorial or possessive of clients.

· Coordination of services is not always easy, even when located within a multi-service agency due to lack of funding, limited awareness of the scope of services provided, rules and bureaucracy.

· Data systems are not shared by agencies, which is further complicated by confidentiality issues. 
Actions taken

This comprehensive analysis resulted in Watch Me Grow, a three-community pilot program for developmental screenings, referrals, resources and supports for children ages birth to six. The first phase of Watch Me Grow began in 2009 with the establishment of community-based Family Resource Centers in each of the three pilot communities. Each center served as an administrative hub for training local providers to educate families about their child’s development and provide the Ages and Stages Questionnaire (ASQ) to assess development. The New Hampshire Department of Health and Human Services, Division for Children, Youth, and Families administers the screening system. Children in need of further assessment are then referred to the Family Centered Early Supports and Services program, New Hampshire’s IDEA Part C program, for full evaluation and intervention services (Zero to Three, 2011). 
According to program guidelines, the screenings are voluntary; families are not obligated to participate; and services are provided with the recognition that the parent knows the child best. Services are provided without cost to the family (New Hampshire Department of Health and Human Services, 2010). 
Other beneficial elements developed over time as part of Watch Me Grow (Zero to Three, 2011):
· Data tracking was developed for screenings and assessments, as well as for network of screening providers in the communities.
· Child welfare became part of the network to ensure that all children in their caseloads are screened. 

· The screening system helped New Hampshire address the requirements under the Child Abuse and Prevention Treatment Act (CAPTA) that all children with founded cases of abuse and neglect receive developmental screenings. 
· The state’s Special Medical Services program, which is the Title V Program for Children with Special Health Care Needs, collaborated with the New Hampshire Pediatric Society and hosted two statewide forums on universal developmental screening in 2009 and 2010. 
Other notable programs – Child Care
Currently, more than 60 percent of children under the age of 5 are in some type of non-parental child care, and that care is predominantly provided by family, friends and neighbors (FFN).

With new researching linking child outcomes to the quality of various early childhood settings, there has been increased focus by state and federal policymakers on the quality across all settings including FFN care. For example, some states are now offering additional supports and training for FFN caregivers (Susman-Stillman & Banghart, 2011).
Illinois created a new model of support for home-based child care through the Community Connections project, which links families, home-based child care providers, and center-based pre-kindergarten programs in the care and education of preschool-age children. Four days a week, children enrolled in licensed or license-exempt home-based care are transported to a state pre-kindergarten program for half-day sessions.  The pre-K teacher visits the home-based provider and children about twice a month to coordinate the curriculum, bring new resources, and discuss children’s progress.

Parents and providers also attend monthly meetings and other events at the center, which also serves as a lending library. The goal is program alignment and communication across all settings.

Further research on FFN quality on children’s development is clearly needed. Susman-Stillman & Banghart states: “Little is known about the circumstances under which children in FFN care fare at least as well as children in other care settings, and how FFN providers support children’s emerging capacities and promote school readiness skills.” 

Preschool

Thirty-one states have screening and referral requirements for their pre-kindergarten programs, but Florida is not among them. Florida requires that children participating in programs in licensed child care facilities or public schools must have evidence of vision, hearing, and immunization/general physical health screenings (Barnett, Epstein, Carolan, Fitzgerald, Ackerman & Friedman, 2010).

Some examples of requirements in other states, according to the report:

· Georgia’s Pre-K programs are required to ask parents if their child has received his/her developmental health screening and if not, they must provide a referral and appropriate follow-up. Children who are eligible for Medicaid or PeachCare, Georgia’s State Children’s Health Insurance Program (SCHIP), are required to have a 4-year-old developmental Screening.

· Many states list developmental delays as criteria for enrollment into a pre-school program. For example, children are eligible to enroll in the Kansas At-Risk Four-Year-Old Children Preschool Program if they meet one of eight risk factors, including the presence of a developmental delay based upon validated assessment.

· Some states have increased teaching standards. The Missouri Preschool Program requires teachers to have a bachelor’s degree, as well as a specialization in early childhood. As of the 2008-2009 school year, assistant teachers in both public and nonpublic settings are required to have a Child Development Associate credential, as well as experience working in a program with young children and their families. Beginning in 2009, programs are required to provide developmental screening to all enrollees.

 Welfare

In 2008, Pennsylvania’s Office of Children, Youth and Families implemented a policy that requires developmental and socio-economic screenings for all children age three and under who are referred to child welfare services through the use of ASQ and ASQ-SE.

The state issued the following guidelines, according to the University of Pittsburgh Child Welfare Training Program (University of Pittsburgh Child Welfare Training Program, 2011):

· All children under the age of three who are victims of a substantiated report of child abuse are screened until they turn five.

· If initial or follow-up screening results indicate a qualifying score, then a referral to early intervention is required.

· All children under the age of three who are placed in a residential treatment facility which specializes in serving children with developmental delays, disabilities, or other serious health conditions will be screened.
· All children under the age of three who are homeless and whose family is receiving county children and youth services will be screened.
· Additional screening procedures are also outlined for substantiated cases where the initial screening did not mandate a referral for early intervention services.

Cities in several states (Fort Bend County, Texas; Hattiesburg, Miss.; and Des Moines, Iowa) are participating in a pilot program developed and overseen by the national nonprofit organization Zero To Three. In the Court Teams for Maltreated Infants and Toddlers Project, a judge is partnering with a child development specialist to create a team of child welfare and health professionals, child advocates and community leaders who provide services to abused and neglected infants and toddlers (Zero to Three).
The Court Teams approach seeks to ensure that these children are both monitored closely and receiving the services they need. The Court Teams project is based on a model developed by Judge Cindy Lederman and psychologist Dr. Joy Osofsky in the Miami-Dade Juvenile Court. Babies and toddlers are screened for developmental delays and chronic health problems as soon as they come to the court’s notice. According to Zero to Three, “A major lesson emerging from the work in Miami-Dade is that Juvenile and Family Court Judges, who are responsible for the safety of the children in their courts, can be powerful agents of change. They are uniquely positioned to improve the well-being of infants and toddlers in the child welfare system and to ensure that they are receiving the resources and supports they need to address their special needs.”
Findings

Florida stakeholders have an opportunity to learn from counterparts in other parts of the country who have invested much time, effort and resources in developing a comprehensive system of childhood screenings. Below are some observations from the states reviewed in this report.

1. Involvement by pediatricians is vital for the development of a comprehensive system of child screenings.

The Tennessee chapter of the American Academy of Pediatrics’ START program is an example of how physicians can be an influential voice in the development of a statewide screening program. Now, future doctors are being trained on this program in medical school. 

Commitment from TNAAP leadership was essential in making this a success.

2. Moving toward a system of child screenings is a multi-year endeavor.

California’s efforts began in 2000 and continue eleven years later, with regular meetings of a task force that reviews screening initiatives. The long-term approach created an opportunity for California to integrate screenings for both mental and physical health, while creating strategic partnerships on the local level to carry out them out.
3. States with comprehensive screening programs promote their efforts on multiple state agency websites.

West Virginia’s screening initiative for kindergarteners has its own landing page, making it easy for families to access online. California stakeholders pitched in and shared the cost of developed a website for parents and providers. 
4. Successful child screening programs start with collaboration, commitment and consensus from ALL stakeholders.

California and New Mexico are examples of successful collaboration from a variety of groups. Any move toward a comprehensive system of screenings must have support from stakeholders across all systems, public and private. Each state department, university, child advocacy group, etc. can play a role in the successful development of a child screening system without creating turf wars or power struggles.  

5. States that lead the nation in child screenings have strong leadership from the top echelons of government.

Most states have a Children’s Cabinet that drives policy decisions regarding early childhood systems in their state, including screenings for developmental delays. West Virginia is an excellent example of how a top leader – such as a governor – can use the influence of his or her office to make the public and private sectors reach a consensus.

6. States where high numbers of children are screened have a health care delivery system within their Medicaid program that includes a medical home model.

North Carolina is the most notable example, with its Community Care Networks.  Under a medical home model, physicians play the lead role in coordinating patient care, referring patients to specialists, and tracking progress and outcomes. All these activities are vital to the continuum of early intervention services needed for a comprehensive screening program for infants and toddlers. 
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