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How a society treats its
youngest children and how it
helps families .. are

signposts to the future. Many
of these signposts in the
United States are

troubling. Indeed, the
Carnegie Corporation report,
Starting Points, deemed the
situation facing young children
and their families a

"quiet crisis." It called for
concerted effort from all
parts of this society to build a
deeper commitment to its
youngest children

Jane Knitzer &
Stephen Page, 1996

Map and Track:
State Initiatives for Young
Children and Families
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s the result of advances in the scientific

and clinical study of the brain, body, and

behavior, much is known about how to

promote healthy physical and emotional

development in young children.

Healthy development from birth through infancy
and early childhood requires a healthy body and a
healthy mind. Safe and secure family relationships
are essential, as are opportunities in the home and
community to understand how to be physically
healthy, how to learn, how to get along with people,
and how to become a well-functioning person who
can manage emotions while pursuing worthwhile
goals.

The Child Health and Development Institute of
Connecticut was interested in how to build on this
knowledge to ensure the well being of each and every
child in Connecticut. We enlisted two faculty mem-
bers at the University of Connecticut Health Center,
Julian Ford a clinical psychologist, and Marilyn
Sanders a pediatrician, to address the following
essential question: What are the resources, services,
and supports that must be in place in order to enable
all children to achieve their potential for healthy
development and freedom from illness? This report
is the result of their work and has been prepared in
order to create a framework for constructive answers
to this question for the State of Connecticut.

The authors received valuable consultation and
interviewed a number of knowledgeable care givers,
health care providers, program administrators,
researchers, advocates, and policy makers in
Connecticut. Their many contributions are gratefully
acknowledged. We particularly want to acknowledge
the contributions of a core group of primary
consultants: Jane Bourns, L.C.S.W.; Eve Colson, M.D.;
Paul Dworkin, M.D.; Walter Gilliam, Ph.D.;

Mary Alice Lee, Ph.D.; and Carl Valentine.

We also would like to express our gratitude for a
generous grant from the Children’s Fund of
Connecticut that provided support for this effort.

We hope that the information and recommendations
in this report will serve as a foundation for discussion
about and action towards building a comprehensive
support system—one that can both provide quality
preventive services to all Connecticut’s children and
families and be responsive to the special needs of
those who are most vulnerable.

Judith C. Meyers, Ph.D.

President and Executive Director
Child Health and Development Institute of Connecticut
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Executive Summary

he years from birth to kindergarten are

a time of both rich opportunity and sig-

nificant vulnerability. Healthy develop-

ment in early childhood provides the

foundation for each person’s wellbeing
and their ability later in life to contribute to the
community. During the first five years, children’s
bodies and brains grow faster than at any other time.
Good health and development in early childhood
depend upon primary health care such as well baby
care and immunizations, on safe and stimulating
family and social environments, and on a secure and
caring attachment to primary care givers. It is also
essential that problems be identified and interven-
tions implemented early on in the home, the pedi-
atric clinic, and the preschool or child care setting—
both for children who are developmentally, behav-
iorally, or medically impaired, and for those who are
“at risk" for health or developmental problems.

This report examines early child health care in
Connecticut by addressing the following questions:

[1 What are the most pressing health problems for
Connecticut’s young children and their families?

[1 What are Connecticut’s existing resources for early
childhood health care?

[0 What are the limitations of Connecticut services
for early childhood health and development?

[1 How can Connecticut achieve a system of care for
early childhood health and development?

Next, you will find a brief overview of the key points
and highlights of each chapter of the report.

Chapter 1

THE HEALTH NEEDS OF
CONNECTICUT’S YOUNG CHILDREN
AND THEIR FAMILIES

Key Physical Health Problems in Early
Childhood

[ Infant mortality among African American infants
is more than double the rate found among White,
non-Hispanic infants. Connecticut ranks 26th in
the United States in infant mortality.

[l Preterm birth/low birth weight are more than
twice as likely among African American babies as
among White babies. Connecticut ranks 21st in
the United States in low birth weight births.

(1 Dental problems are seen in 67% of low-income
preschoolers on their first dental visit. African
American and Hispanic children are twice as likely
as non-Hispanic Whites to have cavities.

(1 Poor nutrition causes anemia and obesity for many
young children in Connecticut.

[ Asthma affects more than 10% of all children who
are insured by Health care for UninSured Kids
and Youth (HUSKY). African American and
Hispanic children are more likely to have asthma
than White, non-Hispanic children.

[1 Lead poisoning is epidemic among low-income
urban young children in Connecticut.

[0 Unintentional injuries are the fourth leading cause
of death and the cause of 4% of all hospital admis-
sions in Connecticut among infants, as well as a
serious problem for all young children.



Key Combined Physical and Behavioral
Health Problems in Early Childhood

[ Child abuse/neglect and domestic violence cause
severe physical harm and lasting problems with
depression/anxiety each year for thousands of
children from all walks of life in Connecticut.

[J Drug exposure due to parental use of cigarettes,
alcohol, cocaine, opiates or marijuana in pregnancy
negatively affects the development of thousands of
Connecticut children each year, with children in
low-income families at highest risk.

[J Life threatening problems with sleep, feeding or
coping with stress occur in 2% of babies and
infants.

Key Behavioral Health Problems in
Early Childhood

[1 Attention Deficit Hyperactivity Disorder (ADHD)
affects as many as one child in 17 by age 5.
Providing appropriate medication for ADHD
without overprescribing remains a dilemma.

[ Other disruptive behavior disorders affect as many
as one child in 20 by age 5. In 1999-2000, the State
Department of Education reported 458 disciplinary
actions involving kindergarten children.

[] Depression, anxiety and attachment disorders
affect as many as one child in 20 by age 5.

[ Autism affects one young child in 200 and is more
chronic and costly if treatment is delayed.

Chapter 2

EXISTING RESOURCES TO PROMOTE
EARLY CHILDHOOD HEALTH AND
DEVELOPMENT

Characteristics of a Comprehensive
System for Early Child Health Care

Successfully promoting young children’s health and
development requires that federal and state legisla-
tion, regulations, and programmatic initiatives encour-
age the development of a cost effective and socially
responsible system of health care. Such a system of
care must possess the capacity and coordination nec-
essary to ensure ready access to high quality
services—including both those services needed by all
families and children and those for families and
children with special needs.

Promising Models for the Promotion of
Young Children’s Health and Development

A comprehensive system supporting the healthy
development of young children must have programs
and services designed to achieve several goals:

[1 To ensure healthy births and babies

(1 To provide a medical home for high quality
pediatric health care from birth to 5 years

(1 To provide family support and education for
parents and other care givers

[1 To ensure early identification and treatment for
infants and young children with developmental or
behavioral/mental health concerns

(1 To link child care or preschool services to the
health care system

Young children and their families in Connecticut
have a range of income and educational levels, ethnic
origins, physical and behavioral health care problems
and perceptions of service needs—all of which factor
into determining the supports necessary for a child
to thrive. Along with an infrastructure of universally
available supports and services intended for all chil-
dren and their families, there must also be services
and interventions for those with special needs based



upon the physical or mental health of the child or
parents, environmental challenges or other risk
factors. With the guidance of our consultants, we
selected a sample of programs in Connecticut with an
established track record in meeting these goals, and
we interviewed and obtained supporting documenta-
tion from representatives of each program.

Estimating the Public Sector Financial
Resources for Early Childhood Health
Services

Connecticut has many of the resources needed for an
early childhood health care system with the capacity
to provide accessible, well-coordinated, and high-
quality services. While not the subject of this report,
financial resources from the private sector should be
considered in the development of an early childhood
health care system, both from for-profit sources such
as private health insurance and from nonprofit
sources such as foundations or charitable organiza-
tions. In the focal area for this report, the public
sector, the Connecticut Children’s Budget for fiscal
year 1999 describes an estimated total of $600 million
that was allocated to state programs for services that
directly or indirectly affect children from birth to 5
years old and their families. Because funding for
most children’s programs was not detailed by age
cohort, we developed this estimate based on the
proportion of services in each program that likely
went to children 0-5 years old and their families.

Chapter 3

LIMITATIONS OF CONNECTICUT’S
SERVICES FOR EARLY CHILDHOOD
HEALTH AND DEVELOPMENT

Capacity is limited by fiscal (funding
and reimbursement), work force, and
program issues:

[ State government funds for early childhood
services are fragmented by categorical
boundaries.

[ Medicaid and private insurance reimbursement
often is inadequate or entirely lacking for critical
early childhood health care services, both for
direct care and "indirect" consultation services.

[1 Model national programs have sites in only a
minority of Connecticut communities.

(] There are critical shortages of early childhood
behavioral health care services and providers, and
no overall system of behavioral health care exists
for young children and their families.

Coordination of early childhood health
care/developmental services is limited in
several ways:

[ Prevention services for high risk families and
children are not well coordinated. For example:

(a) many women with high risk births or infants
do not receive highly specialized neonatal or
behavioral health care;

(b) many children who display behavioral or
emotional problems in child care, preschool, or
pediatric settings do not receive behavioral
health services, and their care givers and
families often do not receive support or
counseling services.

(1 Many children fall through the cracks when no
longer eligible for services. For example:

(a) children who are ineligible for the next
program in a sequence due to different eligibility
criteria (such as transitioning from Birth to
Three into Pre-Kindergarten Special Education);



(b) children whose families are not informed of
alternative eligiblity, such as from HUSKY A
to HUSKY B.

[ Despite notable positive exceptions, statewide
partnerships among early childhood health
care, child care, and school readiness programs
are endorsed in principle but not achieved in
practice.

Access is limited for thousands of
Connecticut’s youngest children and
families:

[1 Health care for UninSured Kids and Youth
(HUSKY) does not enroll thousands of eligible
children, and many parents of HUSKY children
have no health insurance. Key special popula-
tions such as 18-25 year olds and documented
and undocumented immigrants often cannot
get health insurance.

[J Although Infoline provides a single point of
access for information and referrals, children
and families often miss needed services because
there is no single point of entry for early
childhood health care.

[] Disproportionate levels of early childhood
health problems for African American and
Hispanic children suggest a need to identify
unique barriers to their access to early
childhood health care.

[J Managed care may compromise access to men-
tal health services by failing to adequately cover
medically necessary services such as parental
support and home- or community-based mental
health services for young children.

[1 Many programs restrict access with eligibility cri-
teria that admit only severely impaired children
or only certain children (such as firstborns),
leading to particularly troubling barriers to
developmental and health care services for
children with emerging developmental or
behavioral health concerns.

The quality of early childhood health
care and developmental services has
several limitations:

[1 Most young children are not assessed to
determine whether they require specialized
diagnostic or treatment services.

[ The linkage to health care services by programs
delivering child care and family support services
is not closely monitored and is likely to be
delivered with variable quality even under the
best of circumstances.

[] Racial and ethnic disparities in young children’s
health pose a special challenge for all early
childhood service providers to develop and
implement culturally competent approaches to
meeting the needs of African American and
Hispanic children and families.

Chapter 4

MAKING YOUNG CHILDREN COUNT:
FUTURE DIRECTIONS FOR EARLY
CHILDHOOD HEALTH AND
DEVELOPMENT

Ensuring the healthy development of every young
child in Connecticut is a key social responsibility
and a sound economic investment. Existing
resources require enhancement and expansion in
carefully targeted areas in order to provide cost-
effective remedies for the system’s significant limi-
tations. We conclude the report with recommen-
dations designed to provide a framework for a
comprehensive and innovative system of services
and supports to protect and enhance the health
and development of young children and their
families. Our goal is to address the key priorities
voiced by families, children’s advocates, and early
childhood service providers.



Provide support and education to all
parents of young children

Most parents receive little training or guidance
beyond the informal support they may get from
their families and neighbors. Therefore, every
expectant parent or parent of a child 0-5 years old
should receive ongoing information, mentoring and
peer support related to child development, family
health and safety, effective parenting and early
childhood services.

Make the medical home a basis
for early childhood health care

Every child should have a medical home and receive
thorough, regular pediatric checkups to identify and
prevent or treat acute or chronic health problems.

A medical home is a multidisciplinary pediatric care
team, available to the child and family on a regular
basis over the child’s entire childhood, with a primary
health care professional who knows the child and fam-
ily well enough to provide personalized guidance. For
many young children and families, having an ongoing
dependable relationship with a primary health care
professional is sufficient to address their health needs
in a timely and effective manner. Young children and
families who experience serious emerging or chronic
health problems also need this primary provider to
coordinate an individualized "wrap around" program
of services provided by a team of specialists. In this
case, the medical home extends beyond primary
pediatric medical and dental health care to include
the coordination of relevant socioemotional,
developmental, educational, and family support
services.

Expand access to and capacity of services
for at-risk young children and families

Every parent and child at risk for developmental
disability, behavioral health problems, or abuse or
neglect should be identified and helped to develop
an individualized family services plan including early
intervention services by early childhood specialists.
The type, duration and intensity of services, and the
specific provider(s) and setting(s) should be deter-
mined on an individualized basis without a priori
limitations on cost, providers, and duration.

Ensure culturally competent responses to
racial/ethnic disparities in young children’s
health

All pediatric physical and behavioral health care,
developmental, educational, and child care providers
should be trained and have continuing education
and consultation to ensure that their services are
culturally competent in addressing the barriers to
access and the disparities in young children’s health
affecting families from diverse racial and cultural
backgrounds.
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Chapter 1

xciting recent research demonstrates that

the first five years of every child’s life are

a critical period of physical and behav-

ioral development that lays a foundation

for lifelong health and social adjustment.
Small changes in a young child’s health or environ-
ment can make an enormous and lasting difference.
Therefore, it is essential—and highly cost-effective—
to identify and address the health needs of young
children, both to prevent major problems for the
individual and to promote positive social contribu-
tions by an entire next generation. In this chapter
we will offer a brief overview of the opportunities
and challenges of early childhood development and
identify several priority needs for the health of
Connecticut’s young children.

The Developing Young Child

Since brain and body development begin before
birth, babies born to healthy mothers and healthy
families have reduced risks of serious immediate
health problems such as prematurity, low birth
weight, and drug exposure. For babies born with
compromised health, specialized newborn care is
essential- including both technical interventions and
attention to the individual development of the infant
and the emotional relationship and attachment
between the infant and primary family care givers.

In the first year, babies’ bodies and brains grow faster
than at any other time. Even more important,
infants are developing neurological connections that
serve as the essential foundation for all future learn-
ing- learning which happens primarily through
positive interactions with primary care givers. The
body and brain, character and personality, take
shape in the first year. Healthy development in
infancy depends upon:

[] preventive pediatric health care such as well child
care and immunizations;

O risk reduction to make the infant’s immediate
physical environment safe;

[] establishment of secure attachments to primary
care givers.

The Health Needs of Connecticut’s
Young Children and Their Families

Establishing these positive conditions requires
attention, effort, and resources such as transporta-
tion, money for house maintenance, and stress-free
time for the care giver[s] to share with their
child[ren]. Many families need support to give this
attention and to have access to the necessary
resources.

From the first to third year, body and brain develop-
ment continue at a rapid pace. Toddlers grow by
leaps and bounds, learning how to reach out and
begin to shape the world around them. Continued
healthy development depends upon having family,
physical and oral health care and child care
environments that promote good nutrition, healthy
physical activity, active learning, self esteem, social
skills and secure emotional attachments.

By the third birthday, children typically have devel-
oped a sense of identity and a style of interacting
with other people and the environment-—their core
"self" for the rest of their lives. Continued well-child
visits to the pediatric and oral health care providers
are essential to the early identification of health or
developmental problems. These health and develop-
mental concerns include the most tragically obvious
and severe conditions such as birth defects; the more
common problems such as learning impairments;
the effects of injuries or persistent illness; or behav-
ioral and emotional problems that are more difficult
for parents or child care providers to evaluate.

In the fourth and fifth years, the child’s health and
development increasingly are influenced by
environments outside the home and family.
Research demonstrates that, no matter how strong
the foundation, 4 and 5 year olds who are not
protected or helped to recover from persistent
physical problems or significant social stressors are
vulnerable to developing costly and debilitating
personal and family problems that can last a lifetime.



Young Children in Poverty*

For young children and families living in poverty,
access to preventive health and behavioral health
care may be limited as a result of not having basic
resources such as food, housing, and transportation.
These children and families often face the additional
stressor of living in environments that are not safe
from physical harm and psychological trauma.
Despite an unprecedented economic boom, one in
five young children in the United States lives in
poverty. In Connecticut, where the median income
of families with children exceeds the national aver-
age by $16,000/yearly, one in seven children under
age 5 lives in an impoverished family.

When children grow up in impoverished house-
holds, their health often suffers: only 69% of families
with incomes under $10,000 yearly rate the health of
their young children under 5 as "very good or excel-
lent." By contrast, in families earning over $35,000
yearly, almost 90% rated their young child’s health as
"very good or excellent." Across the United States,
infants from low-income families are more likely to
be born low birth weight and more likely to die
before their first birthday. Children from low-
income families get sick more often from infectious
diseases and are more likely to suffer serious chronic
medical conditions such as diabetes and asthma.
Indeed, asthma rates are increasing fastest among
low-income, urban minority children.

Poor families clearly need resources to preserve and
improve their young children’s health. Health
insurance is critical. Uninsured children are far
more likely to lack a regular provider, to delay seek-
ing health care and to use emergency room services
than are children with health insurance. Thousands
of Connecticut’s young children still are uninsured.
Because poor families moving off welfare are often
uninformed regarding their continued eligibility for
health insurance either through Medicaid or Child
Health Insurance Program (CHIP) funds, poor chil-
dren often lack health insurance.

The environmental and health problems facing
young children in poverty have serious implications
for their future. Longitudinal studies have followed
cohorts of low-income children from infancy to
young adulthood. Low-income children have lower
global intelligence quotients and verbal test scores in
the preschool period. Furthermore, the number of
years of early childhood poverty exacerbates these
income-related effects. Yet, only 50% of all eligible
children are enrolled in Head Start programs.

Poor children also have lower reading and mathe-
matics achievement test scores in elementary school
and are twice as likely to repeat a grade in school or
drop out of school prior to high school graduation.
Thus, not only health but also educational (and
ultimately, vocational and social) success is compro-
mised by poverty from an early age. Although the
focus of this report is the health of all young chil-
dren in Connecticut, children and families living in
poverty face particularly daunting obstacles to
achieving and protecting good health.

KEY PHYSICAL HEALTH PROBLEMS IN
EARLY CHILDHOOD

While young children from impoverished families
are at increased risk for serious health problems,
there are significant impediments to the optimal
physical and emotional development of all our
young children. Below, we have identified the key
physical and behavioral health problems that clinical
experience and research suggest are principal
threats to the health and development of
Connecticut’s youngest children.

[0 Infant Mortality 2

Connecticut ranks right in the middle of the 50
states (26th) in the United States in infant mortality
(death in the first year)—a standing that is not in
keeping with the state’s high overall income and
excellent network of services for prenatal and infant
health care. Data comparing racial and ethnic
groups show a major problem that may largely
explain this deficiency. In Connecticut, African



American infants have more than double the rate of
infant mortality of White, non-Hispanic infants (14.9
deaths/1000 live births vs. 6.4/1000). The increased
risk for early death in African American infants can
be attributed to two factors: increased rates of low
birth weight infants and an increased risk for death
due to sudden infant death syndrome (SIDS).

After the first month of life, SIDS is the primary
cause of infant death. While the overall SIDS rate
has fallen 38% nationally since the institution of the
"Back to Sleep" campaign, African American infants
continue to have a higher rate of SIDS compared to
other groups. National and local experience suggest
that African American infants are substantially less
likely to be placed in the protective back sleeping
position.

[ Preterm Birth/Low Birth Weight

Rates of preterm birth (less than 37 completed
weeks of gestation) and low birth weight (under 5
Ibs. 8 0z) and very low birth weight (less than 3 Ibs.
5 0z) are important measures of infant health.
Connecticut ranks near the middle (21st) among all
states in the United States in the percentage of low
birth weight babies. In 1998, 10.1% of all
Connecticut births were preterm; 7.8% were low
birth weight, and 1.7% were very low birth weight.

Here too, as with infant mortality, significant dispari-
ties exist among Connecticut’s racial and ethnic
groups. While only 6.5% of births to White, non-
Hispanic women were preterm, 13.2% of births to
African Americans, and 9.7% of births to Hispanic
women were preterm. African American women
had more than triple the rates of White women for
very low birth weight infants (3.9% African
American vs. 1.2% White women). These racial dis-
crepancies are particularly stark for teen pregnan-
cies. Seventy-three percent (73%) of all low birth
weight infants with mothers under 18 years old were
born to African American and Hispanic mothers.

Despite improvements in survival of preterm and
low birth weight infants, these children continue to
have increased risks of delays in language, poor
development of social/behavioral skills, poor motor
skills, hearing and vision problems and poor school

performance. Very low birth weight infants are at
particular risk for long-term developmental prob-
lems, and recent research suggests that on average
their brains are physically smaller than those of
infants born at term.

[0 Dental Problems *

The incidence of tooth and gum decay increases in
relationship with decreasing socioeconomic status.
African American and Hispanic children have twice
the rates of dental cavities as White children. A 1991
Connecticut study of children under 5 years old who
presented to an inner city community health center
revealed that 67% of these preschoolers had cavities
on their first dental visit.

[ Nutrition Problems ®

The prevalence of obesity among low-income
children in the United States from 0-6 years old
increased from 8.5% in 1983 to 10.2% in 1995.
These increases were most significant among urban
children, boys and Hispanic children. In
Connecticut, the Women Infants and Children
Program (WIC) data for 2000 revealed that as many
as one in 20 (5.4%) of all infants 0-12 months and as
many as one in 6.5 (15.2%) children 1.5 years were
obese.

A recent review of 264 patient charts from three
primary care centers in Hartford, Connecticut
serving predominately low-income children revealed
43.9% of 18-36 month old children were anemic
using WIC criteria. Two-thirds of the mothers were
Hispanic, and 27% of mothers were under 19 years
old. These rates are dramatically higher than in the
general Connecticut WIC population in which 9.2%
of children 1 to 5 years old were anemic.

[ Asthma ®

According to the Centers for Disease Control,
asthma is the most common chronic illness affecting
children. In 1998-1999, the Children’s Health
Council studied the prevalence of asthma in chil-
dren who were enrolled in Medicaid Managed Care.
Rates were highest among children under 5 years
old. According to Children’s Health Council data
for children under 1 year old, 19.7% of Hispanic,

10



14.8% of African American and 11.3% of White
infants received a diagnosis of asthma. For all chil-
dren under 15 years old, asthma rates were highest
for children living in the predominantly poor and
African American or Hispanic populations in
Bridgeport and Hartford.

[] Lead Poisoning ’

Lead poisoning is a major public health problem in
the United States, particularly affecting children
living in older, poorly maintained houses. Evidence
suggests than even modestly elevated lead levels result
in learning and behavioral problems that interfere
with education. In 1999, 3.4% of all Connecticut
children under 6 years old who were screened had
elevated blood lead levels. The ill effects of poverty
and racial disparities again are clear: children living
in poor urban settings are as much as four times
more likely than other children in Connecticut to
experience lead poisoning (5.3% in Hartford, 9.7%
in New Haven and 11.6% in Bridgeport).

[ Unintentional Injuries 8

For Connecticut infants under 1 year old, unintention-
al injuries, which excludes injuries due to child abuse,
are the fourth leading cause of death and the cause
of 4% of all hospital admissions. The Connecticut
Injury Prevention Center reports that from 1990-
1997, hot object scaldings, falls and poisonings
accounted for about 70% of the unintentional
injuries requiring hospitalization in 0-4 year old
children.

KEY COMBINED PHYSICAL AND
BEHAVIORAL HEALTH PROBLEMS IN
EARLY CHILDHOOQOD

[1 Child Abuse/Neglect and Domestic Violence °

Neglected and abused children are at risk for central
nervous system or head/face injuries, malnutrition,
failure to thrive, sexually transmitted diseases, frac-
tures, burns, immunodeficiency and exposure to
environmental toxins. In addition to the physical
effects, abused children are at risk for a range of

neurologically-based problems: poor impulse con-
trol, aggression, diminished attention, and language
acquisition delays; attachment and self-regulatory
disorders in infancy; chronic medical illness; and
profound socioemotional problems. The impact of
abuse is felt into adolescence, with depression, suici-
dality, delinquency, and substance abuse. More than
50% of all children experience violent victimization
at least once, and by the most conservative estimate
(child abuse reports confirmed by official child pro-
tective services agencies) one million children are
known to experience child abuse in the United
States each year. In 1998, our youngest children

(0 to 3 years old) had a significantly increased victim-
ization rate, 14.8/1000, compared, to the overall
childhood victimization rate of 12.9/1000. Infants
and young children are at dramatically increased risk
for child fatality due to abuse and neglect. Over
three quarters (77.5%) of all fatal injuries due to
abuse and neglect were in children under 5 years
old. Children less than 1 year old accounted for
37.9% of all fatalities due to abuse or neglect.

Child neglect is more prevalent than child abuse.
Nationally almost 2 in 3 cases of documented mal-
treatment are primarily due to neglect, and in
Connecticut as many as 4 in 5 cases confirmed by
the Department of Children and Families are prima-
rily due to severe neglect that causes harm or serious
endangerment. From July 1, 1999 to June 30, 2000,
the Connecticut Department of Children and
Families investigated 28,387 reports of abuse or neg-
lect and confirmed the abuse or neglect of 14,003
children. According to the National Child Abuse and
Neglect Data System Reports for 1998, almost 40%
of all confirmed cases of abuse/neglect in
Connecticut were younger than 5 years old. These
confirmed reports in young children are more than
twice the expected rate compared to the overall pro-
portion of young children among all Connecticut’s
children. This may be only the tip of the iceberg
because abuse often goes unreported, and neglect is
often invisible even to others close to a child.



Nationally, 10-15% of all women of childbearing age

and their children are exposed to domestic violence-

between 2-4 million women and 3-10 million chil-
dren each year. As many as one in three children
exposed to either domestic violence or child abuse
experiences both adversities. Children exposed to
either domestic violence or physical/sexual abuse
are at high risk for immediate or delayed physical
and behavioral health problems that require costly
treatment and can lead to long-lasting disruption
and failure in school, work, and relationships.

[J Infant and Family Exposure to Addictive
Substances such as Cigarettes, Alcohol, Cocaine
and Opiates *

One in ten (9.7%) 1997 Connecticut births were to
mothers who smoked during pregnancy. Although
there is probably substantial underreporting of
alcohol use during pregnancy, 1.1% of all children in
1997 were born to mothers who acknowledged drink-
ing during their pregnancies. At Yale-New Haven
Hospital, a 1994 survey revealed that 25% of pregnant
women utilizing the clinic smoked during pregnancy,
and 15% used alcohol. A Hartford Hospital anony-
mous drug screening survey showed that 1% of
women with private physicians, and 12% of women
using the hospital clinic had positive toxicology
screens for cocaine or marijuana at delivery.

[ Regulatory Disorders *

Babies, infants, and toddlers may develop severe or
persistent problems with feeding, sleeping or other
regulatory functions that can lead to lasting frailty or
severe physical or behavioral health problems.
Recent research indicates that as many as 2% of
infants have such serious, potentially life-threatening,
difficulties in the development of self-regulatory
capacities. The result can be both persistent health
problems as the child grows into a toddler and
severe difficulties for the child and care giver in
establishing the secure attachment that is essential
for child health and growth.

KEY BEHAVIORAL HEALTH
PROBLEMS IN EARLY CHILDHOOD

On average, 10% of 2-5 year old children from
general community samples have a clinically
significant behavioral disorder—only slightly less
than among older children or teens (13-15%).
Serious behavioral health problems in young chil-
dren may differ substantially from those of older
youths and adults because the rapid developmental
changes in infancy and early childhood often result
in a particularly close connection among physical,
behavioral, and social/relational problems. For this
reason, the Zero to Three project of the National
Center for Clinical Infant Programs has developed a
classification system for "mental health and develop-
mental disorders of infancy and early childhood"
which mirrors the concerns voiced by many of the
child care, preschool, and pediatric health providers
with whom we spoke in compiling this report*.

[ Attention Deficit Hyperactivity
Disorder (ADHD) *

Attention deficit hyperactivity disorder (ADHD) is
the most commonly diagnosed and treated child
behavioral health problem. ADHD is very difficult to
diagnose accurately before school age because young
children’s behavior is in flux. It is often not clear if
their problems of excess excitability and distractibility
are truly lasting and severe. ADHD is likely to be at
least partly genetic in origin. When properly diag-
nosed, ADHD often is found to follow from the
mother’s or child’s exposure to unhealthy environ-
mental conditions such as lead exposure and ciga-
rette smoking. Unlike other disruptive behavior dis-
orders, ADHD is not linked to violence, abuse, or
neglect experienced by the child. ADHD is consid-
ered present only if a child has persistent problems
with hyperactivity, impulse control, and distractibility
in two or more life settings (e.g., home, child care,
playground) which cause clinically significant impair-
ment in social, academic, or other activities. Parents,
physicians, teachers and other providers want to
detect and treat ADHD appropriately because it can
be the beginning of problems that can grow into
aggression and delinquency or depression and 12



anxiety. However, since the long term physical and
psychological effects of the stimulant medications
used to treat ADHD are unknown, parents and
providers are understandably concerned that the
diagnosis "ADHD" may be overused and overtreated.

[] Disruptive Behavior Disorders *

There is a serious and growing concern about tod-
dlers and preschool children who exhibit persistent
and severe problems with impulsive, aggressive, and
oppositional-defiant behavior. The Surgeon
General’s 1999 report on the state of mental health
in the United States notes that the prevalence of
clinically-significant disruptive behavior in young
children may be as high as 6%. These children are
at high risk for developing subsequent severe and
lasting conduct disorders leading to legal problems,
incarceration and violence. In preschool children,
boys are more likely than girls to exhibit severe
aggression, defiance, or impulsivity. Young children
with disruptive behavior may be subject to discipli-
nary actions as early as in kindergarten. The State
Department of Education reported 458 formal disci-
plinary actions involving kindergartners in the 1999-
2000 school year. Many early childhood programs
simply will not enroll, or will quickly dis-enroll,
children whom they consider unmanageable, creat-
ing ongoing difficulties for both the child and family.

[1 Depression, Anxiety, and Attachment Disorders *

Each year, as many as 5% of young children will
become severely depressed, overwhelmed by fear
and anxiety, or unable to bond with their parent(s).
Young children suffering from intense fears or
depression tend to exhibit very different symptoms
than adolescents or adults. For example, young
children may complain of physical aches and pains,
seem withdrawn or extremely angry, or have specific
phobias, rather than voicing the classic adult symp-
toms of worry, panic, or hopelessness. The
symptoms of anxiety or depression in young children
instead often take the form of persistent problems
with irritability, fussiness, withdrawal, confusion, or
unexplained bodily aches and pains.

In some cases, the result is a "Reactive Attachment
Disorder" in which the child cannot seem to form a
loving and trusting relationship with parents or care
givers. Severe attachment problems take the form of
debilitating apathy, dependency, ambivalence, or
confusion in relation to primary care givers. These
problems interfere significantly not only with the
primary bond to a care giver but also with a child’s
ability to play and work well with peers and adults
outside the home.

Children younger than 5 rarely commit suicide, but
those with severe and persistent anxiety, depression,
or attachment problems often think of or even wish
for death. Untreated early anxiety, depression or
attachment disorders place a child at risk for more
severe depression, anxiety, fears, disruptive behavior,
and suicidality later in childhood, as a teenager, and
into adulthood.

[ Autism

A small but nevertheless substantial number of
young children-about 1 in 200—experience pro-
found problems with mental disorganization which
severely impair their ability to develop mentally,
emotionally, socially, or educationally. Autism is
perhaps the best known severe behaviorally-based
developmental impairment of childhood. While
each autistic child is different, they all have a pro-
found detachment from other people that leads
them to seem to be completely in another world and
responsive only to the most basic rewards and direc-
tions. Intensive behavior management programs at
home and school, initiated by 3 years of age, may
enable some autistic children to become at least
partially self-sufficient as teens and adults.
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Chapter 2

uccessfully promoting young children’s

health and development requires that fed-

eral and state legislation, regulations, and

programmatic initiatives encourage the

development of a cost effective and socially
responsible system of health care that links families,
child care providers, and preschool or school readi-
ness providers with pediatric, mental health, family
support, and child development services. Such a
system of care must possess the capacity and
coordination necessary to ensure ready access to
high quality services* —including both those services
needed by all families and children and those for
families and children with special needs.

To ensure system capacity, there must be an ade-
quate funding base and an effective model for
allocation of funding; an infrastructure of high-quality
programs and services; and a pool of well-trained,
well-compensated, and available providers with
special expertise in delivering and evaluating
services for early childhood and family health and
development.

System coordination requires providers and services
to work together to ensure that age-specific care
addressing physical, behavioral, and developmental
needs is provided to each child and family in all rele-
vant settings. All children need a consistent primary
care provider to deliver and coordinate services and
supports. However, in addition to the primary care
provider, children with complex medical, behavioral

or developmental needs may benefit from a multidis-

ciplinary team that provides personal support as well
as assistance in coordinating the many necessary
community-based services and programs.

Access to supports and services requires program or
provider eligibility requirements that cast a suffi-
ciently wide net to make services actually available to
children and families. Access also depends upon
locating supports and services in places that are
acceptable to and practical for children and families
(e.g., in the natural environment as well as in clinics
or hospitals; near public transportation lines). Even
when supports and services are available nearby, the

Existing Resources to Promote Early
Childhood Health and Development

manner in which clients are treated by providers,
staff, and peers can radically diminish or enhance
the child’s or family’s willingness and ability to
participate.

Additionally, young children and families who have
or are at risk for serious health and development
problems often face particular difficulty accessing
critical specialized services. Low-income, non-English
speaking, and other socially disadvantaged children
and families face particularly daunting barriers to
accessing health care and related services and sup-
ports. For such disenfranchised groups, services
must be carefully designed and delivered to ensure
that they are culturally competent.

Health insurance is a major factor which can
enhance or limit access to crucial physical and
mental health supports and services for all young
children and their families—and especially for
children with severe medical, behavioral, or develop-
mental problems who may need particularly costly or
scarce services in order to avert or mitigate crises.

Determinants of quality include whether services
address the needs expressed by families and service
providers in a manner that is timely, knowledgeable,
culturally competent, gender sensitive, and effective.
Ideally, services are provided in and integrated with
the ongoing activities of the multiple settings in
which children and families conduct their lives—
including the home, community, child care settings
and/or structured alternative settings. Finally,
health services and supports must ensure families
and children are fully engaged as active and trusting
participants by providing continuous care and
"helping alliances" in the context of personal rela-
tionships with peers and with service providers.

In the rest of Chapter 2 we highlight key resources

in Connecticut that are particularly relevant to

building and enhancing a comprehensive system of

services and supports for healthy early childhood

development. The following survey is not meant to

be an exhaustive cataloguing of all potentially

available supports and programs. Our goal is to pro-

vide a picture of Connecticut’s capacity to provide 14



young children and their families with accessible and
high quality services with good coordination. In
Chapter 3, we will discuss the problems that need to
be addressed in order to overcome shortfalls in
service capacity, barriers to access, and gaps in the
quality and coordination of services for young
children and their families.

PROMISING MODELS TO SUPPORT
YOUNG CHILDREN’S HEALTH AND
DEVELOPMENT

A comprehensive system supporting the healthy
development of young children must have programs
and services designed to achieve several goals:

[ To ensure healthy births and babies

[J To provide a medical home for high quality
pediatric health care from birth to kindergarten

[ To provide family support and education for
parents and other care givers

[] To ensure the early identification and treatment of
infants and young children with developmental or
behavioral/mental health concerns

(1 To link child care or preschool services to the
health care system

Young children and their families in Connecticut
have a range of income and educational levels, eth-
nic origins, physical and behavioral health care prob-
lems, and perceptions of service needs—all of which
factor into determining the level of supports neces-
sary for a child to thrive. Along with an infrastruc-
ture of universally available supports and services
intended for all children and their families, there
must also be services and interventions for those
with special needs, based upon the physical or men-
tal health of the child or parents, environmental
challenges or other risk factors. With the guidance
of our consultants, we selected a sample of programs
in Connecticut with an established track record in
meeting these goals, and we interviewed and
obtained supporting documentation from represen-
tatives of each program.

Ensuring healthy births and babies

Women of childbearing age need to be healthy and
to have resources to help them ensure a healthy start
in life for any children they may have or for whom
they care. In Connecticut, as in most states, there is
no systematic approach to assuring that all women of
child-bearing age receive either health care services
per se or information that will enable them to be
healthy and seek health care. In particular, women
who are very young, have cultural or language barri-
ers, lack health insurance or have serious behavioral
health risk factors may require special supports, serv-
ices and programs to support healthy births. Listed
below are examples of Connecticut programs that
address the needs of women at risk for poor preg-
nancy outcomes or infants requiring specialized serv-
ices at the time of the birth.

Connecticut’s Healthy Start program, administered
by the Department of Social Services (DSS), has
been available in 23 sites where low-income pregnant
women and their families are offered access to trans-
portation, care coordination, home visits, and spe-
cialized group services. In the fall of 2000, the
Department of Social Services began a transforma-
tion of Healthy Start into the Connecticut
Community Health Care Initiative. Each site is now
required to offer a set of key services that focus on
insurance enrollment, prenatal support and out-
reach to eligible parents and young children
through health care providers, schools, employers,
and community groups and organizations.

The development of modern newborn intensive care
units (NICUs) has resulted in dramatic decreases in
infant mortality in the past 40 years. While survival
has improved with advanced technology, preterm
and low birth weight infants continue to have
increased risks for major developmental problems
including cerebral palsy, mental retardation, blind-
ness and deafness, as well as learning disabilities and
attentional problems. There are a number of new-
born intensive care units throughout Connecticut
where specialized personnel and state-of-the-art tech-
nology are available to support the sickest newborn
infants. In addition, the Newborn Individualized



Developmental Care and Assessment Program (NID-
CAP) at the University of Connecticut Health Center
is an evidence-based model for structuring the
physical and social environment of the NICU to
support and nurture both the individual infant’s and
family’s needs. Trained observers gather and use
information in collaboration with the care giving
team to modify the environment to meet the needs
of each high-risk infant and family.

Connecticut also has several promising local initia-
tives designed to provide prenatal care and intensive
psychosocial assistance for impoverished women in
urban areas. For example, the Maternal and Infant
Outreach Program (MIOP) of the City of Hartford
and the Maternal and Newborn Outreach Support
Services (MANOS) of New Haven provide community-
based outreach workers who bring women into pre-
natal care, make extensive home visits in

pregnancy, and provide assistance in coordinating
health care and in accessing the transportation,
housing, food or other basic services that every
woman needs in order to be healthy.

Providing a medical home for high quality
pediatric health care

Good pediatric care for young children involves
regular well-child physical and oral health checkups
to identify and prevent potential problems in health
or development, and timely care for children experi-
encing illness or mental health or developmental dif-
ficulties. Ideally, this care is provided via a "medical
home." A medical home is a primary pediatric
health care provider or a multidisciplinary health
care team that the child and family come to know
and trust. For children whose families have private
health insurance, the medical home usually is pro-
vided by a pediatrician, family practitioner, nurse
practitioner or physician’s assistant in a private prac-
tice.

All children and families benefit from having a med-
ical home. However, a medical home is particularly
important for children with complex acute or chron-
ic health or developmental concerns. Young chil-
dren or families with special needs depend upon

having access to health care that is high quality and
well-coordinated across a variety of services that
often are complicated, time-consuming, challenging,
and expensive. When these services are developed
on an individualized basis with careful coordination
by the primary provider and the multidisciplinary
team of specialists, they can provide a timely,
sensitive, and cost-effective support net for the child
and family — in effect, they "wrap around" the child
and family like a protective shield. For example,
children who are insured by HUSKY A or HUSKY B
are often seen by multiple providers whom they do
not have the opportunity to know and come to trust,
or in emergency rooms for acute illness when no
other health care is accessible. These families need
help in finding, affording, and keeping a medical
home. There is no program in Connecticut that sys-
tematically links young children who are at risk for
physical, oral health, developmental or behavioral
health difficulties to an appropriate medical home.

For infants whose families struggle with behavioral
health problems such as addiction, alternative inten-
sive strategies may be required. These families need
support for getting their infant to see the pediatric
clinician and for providing healthy parenting for
their child while managing the stress of their own
lives and working toward their own recovery.
Specialized programs exist in local sites to provide a
medical home for both the parent(s) and child, such
as the Connecticut Children’s Medical Center’s
Primary care, Resilience enhancement, Optimal
development (PROKidsPlus) program and the Yale
Child Study Center’s Coordinated Intervention for
Women and Infants (CIWI) program. Both programs
provide intensive outreach services to mothers and
families in order to keep them connected with a
pediatric clinician. In addition, PROKidsPlus
actually provides the medical home by providing
pediatric care at its main site for every enrolled child
from birth through the rest of childhood.

All health care professionals and families may benefit

from guidance about what pediatric services are most

beneficial, and how to know if additional or alterna-

tive services or supports are needed. The Healthy 16
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Steps and Bright Futures programs are national
models for guiding child health care professionals in
providing thorough, timely, and culturally- and
developmentally-competent well-child care. Both
programs provide evidence-based guidelines and
education materials for distribution to families. The
Healthy Steps curriculum is available in Spanish as
well as in English.

Providing family support and education
for parents and other care givers

Babies, infants, and young children spend most of
their time in home and child care or preschool set-
tings. All parents can benefit from information
about child development and about the practical
steps they can take to foster their young child’s
healthy development in the first five years of life.
Providers of child care and preschool services may
have specialized education or training (although
many do not), but they often ask for assistance to
help them deal with the highly individualized needs
of each child for whom they care.

Connecticut offers many family support programs.
Parents as Teachers (PAT), a local affiliate of a
prominent national program, offers parents a multi-
media curriculum, Born to Learn™, which describes
brain development and early childhood behavior.
The curriculum is adaptable to the needs of diverse
families and is widely used in Head Start and Early
Head Start programs. PAT provides other education
and support services at convenient sites (such as com-
munity centers, family resource centers, and schools)
in many Connecticut communities. PAT also supports
healthy births by providing a prenatal curriculum for
families desiring additional information about nor-
mal pregnancy, fetal development and childbearing.
Bright Beginnings is available at Yale-New Haven
Hospital to provide peer support for young mothers
having their first or second child. The First Steps
and Nurturing programs are also available in
identified sites throughout the state to provide peer
mentoring for first time parents (First Steps) or
community-based group sessions to facilitate parent-
ing skills (Nurturing).

Family Resource Centers (FRC) have been estab-
lished in 60 Connecticut schools with State
Department of Education funding. Several FRCs
partner with School Readiness sites. FRCs provide
parent training classes and support groups, adult
learning and literacy classes, and child care provider
education classes and materials. Connecticut and
Kentucky are the only two states to mandate and
fund a statewide networks of FRCs, based on the
Schools for the 21st Century? (21C) model for continu-
ous comprehensive services for child and family
health from birth to age 12. Connecticut also drew
upon the model for comprehensive universal early
childhood services developed in France, as the result
of a 1997 colloquium co-sponsored by the
Connecticut Commission on Children, the Children’s
Health Council, and the French-American
Foundation®.

Socially isolated, young, impoverished or mentally ill
or retarded parents need a safety net of accessible
services. Several Connecticut programs offer model
services to parents and families needing intensive,
individualized family support and education.
Healthy Families Connecticut, with its 16
Connecticut-based sites, is part of the national
Healthy Families America network which targets fami-
lies at high risk for child abuse and/or neglect.
Healthy Families is a voluntary home visitation
program delivered by trained paraprofessionals for
mothers having their first child who experience
psychosocial stressors (such as single parenting,
unemployment, poor education, or social isolation).
Home visitors provide ongoing practical and
emotional support, case management, linkage to
services, and education about parenting, family
relationships, and child development.

Teen parents are another at risk group for whom
specialized services and supports can make the differ-
ence between a healthy or troubled child. Teen preg-
nancy prevention programs are offered in many
Connecticut sites, but few also provide health care,
parenting education and supportive services for teens
who become pregnant or are new parents. The Polly
T. McCabe Center and the Elizabeth Celotto Child



Care Center of Wilbur Cross High School, both
located in the New Haven Public Schools, stress the
opportunity for prevention of early repeat childbear-
ing through interventions shortly before and after a
teen mother delivers a baby. By providing on-site
child care for infants and toddlers of these teen
parents, the Celotto Center offers the opportunity
for mentoring and modeling of parenting skills,
developmental support and disciplinary alternatives
appropriate for young children.

Ensuring early identification and
treatment for infants and young children
with developmental or behavioral/mental
health concerns

Early identification in the first years of life is a well-
demonstrated strategy for optimizing healthy physical
and emotional development and preventing tragic
and costly physical, behavioral, and developmental
crises. The recent increase in young children in
child care and educational settings who show signs of
severe disruptive behavior has heightened awareness
of the importance of early identification of young
children with serious behavioral problems.
Identifying these problems may help avert a cycle of
child care expulsions, school-based disciplinary
actions, and serious problems with aggression,
delinquency and school failure in adolescence—
problems which can lead to a lifelong pattern of
failure, depression, illness, violence, unemployment,
crime, or addiction. Connecticut has several promis-
ing early identification programs or services.

The Birth to Three program, funded and adminis-
tered by Connecticut’s Department of Mental
Retardation, is charged with strengthening "the
capacity of Connecticut’s families to meet the devel-
opmental and health-related needs of their infants
and toddlers who have delays or disabilities." This
federally subsidized extension of educational services
to children under 3 years old calls for the creation of
early intervention services on a statewide, coordinat-
ed, multidisciplinary, interagency basis for develop-
mentally disabled infants and children. About 6000
Connecticut children under 3 years old are served

annually by the 38 program sites. Families or health
care providers can request that any child under 3
years old receive an evaluation to determine if s/he is
eligible for Birth to Three services, by contacting the
"211" Birth to Three Infoline of the United Way of
Connecticut. Only children with severe developmen-
tal delays or disabilities are eligible for Birth to Three.

Pre-Kindergarten Special Education in every
Connecticut school district serves children ages 3 to 5
years old who have been evaluated by an educational
specialist and found to be in need of an
Individualized Education Plan (IEP). Currently, 7000
Connecticut children, many of whom had been
enrolled in the Birth to Three Program, receive Pre-
Kindergarten Special Education services. Part-day
child care and classroom activities are provided, as
well as referrals to and funds to pay for the costs of
occupational therapy, physical therapy, mental health
treatment and individual classroom aides.

Connecticut’s 26 Child Guidance Clinics provide out-
patient mental health services for young children
who have a diagnosable "serious emotional distur-
bance" that interferes with or limits the child’s func-
tion in family, school, or community activities. Child
Guidance Clinics provide mental health assessment
and treatment for several thousand Connecticut chil-
dren and families each year. Note however, that
although one child in six in Connecticut is under 5
years old, fewer than one in twenty child guidance
clinic visits are from children 0 to 5 years old. Very
few child guidance clinics have any professional staff
with specialized expertise in the treatment of behav-
ioral problems in children under the age of 5. This
capacity limitation (see Chapter 3) is paralleled by an
acute shortage of such specialists in almost all com-
munity agencies or private practice groups that offer
child mental health services.

The ChildServ program, of the City of Hartford, is a
resource accessed by the primary health care
provider for young children with developmental or
behavioral/mental health concerns who are not
eligible for Birth to Three. ChildServ’s trained staff,
based at the United Way Children’s Health Infoline
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(CHIL), work with families to address each identified
need of the child. The most common requests are
for parenting education and/or support programs,
management of behavioral issues in very young chil-
dren, and enrollment in appropriate pre-school pro-
grams. If child or family needs are unclear, ChildServ
contacts the Child Development Program of the
Hartford Health Department for a home-based
assessment of the child’s and family’s individualized
needs.

Child FIRST (Family Interagency Resource Support
and Training) is a recent and developing initiative of
the Greater Bridgeport community. This multidisci-
plinary, interagency team develops family-focused
integrative services with a focus on the multi-risk
family whose needs require collaborative problem
solving by professionals from health care, behavioral
health care, family support and child care programs.
In addition to taking referrals from health care
providers, Child FIRST has had many requests from
child care providers for consultation in working with
children who have significant behavioral problems.

Linking child care or preschool
services to health care

Most young children spend time in child care set-
tings including both formal and informal child care
or preschool programs. Young children’s health is
best promoted if child care and preschool providers
are organized to support healthy and safe
development and if providers are aware of resources
relevant to children in their care.

At present in Connecticut there are no systematic
links between child care or preschool programs and
pediatric physical or behavioral health services
except those provided by two programs for low-
income children or children living in low-income
school districts. These programs serve children who
have special needs as a result of living in families and
communities challenged by poverty, low educational
levels, language barriers, chronic physical or mental
health problems, or other stressors. As noted in
Chapter 1, children and families living in poverty
face many obstacles to getting access to high quality

child care or preschool programs, and these pro-
grams often provide linkage for the child and family
to other health care and developmental services.

Head Start enrolls 7000 children in Connecticut at
25 sites serving 3-5 year olds and 7 sites serving 0-3
year olds. Home visitation for parent and family
support and education is provided as needed in all
Head Start programs and is a focus of the Early
Head Start sites serving infants and toddlers. Head
Start provides preschool, health and nutrition, and
social services for children as well as educational and
support services for parents in classroom settings
and in some instances by home visits. Head Start
programs are required to provide services to
promote child and family health (such as health
education classes). They also are required to have a
medical and a mental health consultant who can
evaluate children and families to assist them in
addressing health problems and link them to health
care services.

School Readiness programs have been established in
16 "priority" (low-income) school districts and at one
or more "priority” schools in 30 other school dis-
tricts. This "school-community partnership” was
implemented to ensure that economically impover-
ished children receive the health, social, and learn-
ing resources needed for kindergarten preparation.
In 1999-2000, 6900 children were enrolled in School
Readiness sites funded by State Department of
Education and administered by the mayor or school
superintendent in the local municipality. Each
program’s curriculum and services include class-
room-based child care, parent involvement activities,
and education and information for parents about
child learning, development, health and health care
services. Good nutrition has been a particular focus
of program development and performance monitor-
ing in the School Readiness state system during the
past year, and mental health is planned as a priority
focus in the next year.



CONNECTICUT’S PUBLIC SECTOR
FINANCIAL RESOURCES

Connecticut has many of the resources needed for
an early childhood health care system with the
capacity to provide accessible, well-coordinated, and
high-quality services. While not the subject of this
report, financial resources from the private sector
should be considered in the development of an early
childhood health care system, both from for-profit
sources such as private health insurance and from
nonprofit sources such as foundations or charitable
organizations. In the focal area for this report, the
public sector, the Connecticut Children’s Budget for
fiscal years 1996-1999 provides a snapshot of poten-
tial fiscal resources for early childhood services and
programs. In the public sector, in fiscal year 1999,
an estimated total of $600 million was allocated to
state programs for services to 0 to 5 year old children
or their families. Because funding for most
children’s programs is not detailed by age cohort,
we developed estimates of the proportion of services
in each program that likely went to children 0-5
years old and their families. ( See Appendix for
detail of estimates)

Two-thirds ($434 million) of the annual public
sector funds for early childhood programs are allo-
cated to the Department of Social Services to sup-
port safety-net services such as HUSKY A and B
insurance, Temporary Assistance to Needy Families
(TANF) and child care subsidies. The Department
of Children and Families receives approximately
$102 million annually to support child protective,
foster care, adoption, residential, and mental health
services. The Departments of Education, Mental
Retardation and Public Health receive smaller but
still substantial amounts of funding to support early
childhood education, early intervention and infra-
structure support/immunization-related services,
respectively.
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Chapter 3

Limitations of Connecticut’s
Services for Early Childhood Health

and Developmenit

ublic policy concerning the health of

young children and their families is a mir-

ror that reflects two key features of a socie-

ty. On the one hand, the "better angels of

our nature" move us toward the commit-
ment to provide every child a healthy start in the
crucial first years of life. On the other hand, there
are financial and political pressures that tempt us to
compromise or even renounce those values. Most of
the tens of millions of dollars in federal and state
funds spent on programs relevant to young chil-
dren’s health are allocated to safety net services that,
while extremely important, can not address the full
range of children’s needs. Connecticut (like most
states) allocates less than $50 per child per year for
comprehensive early childhood programs:. This may
seem at odds with the estimated $600 million allocat-
ed yearly by the State for services to young children
or their families, and indeed the sharp contrast
poses an important question: Where are funds
going for young children and their families, if not to
comprehensive programs? The answer is that most
of the funds go to programs other than comprehen-
sive initiatives like Birth to Three, Head Start, or
School Readiness. These other programs often pro-
vide substantial benefits for young children and their
families, but they are limited in their impact precise-
ly because they are not part of a well-coordinated
comprehensive program that addresses more than a
limited set of health and development goals.

Strong commitments to promoting child and family
health and development have been made over the
past several decades. Federal legislation has author-
ized innovative initiatives such as Head Start, Healthy
Start, Child Abuse Prevention, the Children’s Health
Insurance Program, and the Individuals with
Disabilities Education Act (IDEA). Some states
mandate comprehensive early childhood health and
development programs — but Connecticut is not
among this group. Nationally and in Connecticut,
early childhood programs have been only partially
funded, leaving large gaps in services and thousands
of young children in poor health and many others
developmentally unready to enter kindergarten

As a result, nationally as well as in Connecticut, there
is no true system of care for the health and develop-
ment of young children and support of their
families’. Many constituencies, including families,
advocates, and providers, vie to set the agenda for
early childhood health care services. Nearly every
level of government and sector of society has a stake
in improving early childhood health and develop-
ment, but the responsibilities and resources are so
fragmented that no single entity can bring everyone
together to get it all done. Further, although most
would agree that a partnership among all the players
is required to create and sustain a system that works,
there is no consensus on an approach to providing
early childhood health and development services?.

The fragmentation of early childhood services is a
major problem for our nation and our state:

... Early childhood services ... lack a shared
vision or sustained public commitment. ... Several
factors have caused this, [including] crisis-oriented
public policy ... and sporadic government
intervention ... Without a cohesive public policy
for children, a large number of federally funded
and uncoordinated categorical programs (72 by
last count) arose to address children’s needs. ...
The result has been unconnected programs with
few controls, few mechanisms for organization,
and little coordination. ... Dedicated practitioners
are forced to compete with their colleagues for
resources, causing a continual struggle not only
for new programs but among them.

Kagan, Goffin, Golub and Pritchard (1995)

Toward Systemic Reform: Service Integration for Young
Children and Their Families

Next, we describe Connecticut’s current limitations
in the capacity, coordination, accessibility, and quality
of services and programs to promote the health and
development of young children and their families.
See Table 3.1 for a summary of Connecticut’s current
limitations.



THE CAPACITY TO PROVIDE EARLY
CHILDHOOD HEALTH CARE SERVICES
AND SUPPORTS IS LIMITED BY
FUNDING, REIMBURSEMENT, WORK
FORCE, AND PROGRAM ISSUES:

Categorical funding requirements

State government funds for early childhood services
are fragmented by categorical boundaries. The esti-
mated $600 million in government funding allocated
in the state budget for programs relevant to early
childhood health and development is distributed
across almost 50 categorical programs in five state
agencies (Department of Social Services, Department
of Children and Families, Department of Education,
Department of Mental Retardation and Department of
Public Health).

Inadequate insurance reimbursement

Medicaid and private insurance reimbursement
often is inadequate or entirely lacking for early child-
hood direct patient care and consultation services.
Pediatric professionals, the primary providers of
early childhood health care, receive reimbursement
sufficient only to cover the direct costs of providing
very brief well child visits. Reimbursements do not
begin to cover the costs of more intensive develop-
mental "surveillance” or care coordination
mandated by the federal Medicaid standards for
Early and Periodic Screening, Diagnosis, and
Treatment of children’s health (EPSDT) or
recommended by Bright Futures and Healthy Steps®.

The reimbursement gap is even more striking for
children with behavioral issues*. Behavioral health
services for children aged 0 to 5 years old require a
qualitatively different approach from care for adults,
adolescents, or even older children. In most cases,
parents or primary care givers are integrally
involved, with a focus on developing safe, intellectu-
ally stimulating, and emotionally secure environ-
ments. Yet, reimbursement is at best minimal and
usually nonexistent for family participation or for
services to be delivered in home or child care set-
tings with appropriate coordination and consultation

to the "natural care givers." As noted below, this lack
of reimbursement is particularly acute for children
on Medicaid Managed Care whose parents often
cannot access non-emergency mental health services
because so few mental health providers accept
Medicaid Managed Care insurance®.

Lack of broad availability of
promising programs

Even model national programs such as Head Start,
School Readiness, Family Resource Centers, Parents as
Teachers, or Healthy Families have sites in very few
Connecticut communities®. Only 20-33% of
Connecticut’s 169 cities and towns have any one of
these programs. Very few have more than one of
them. Only a handful of communities have a
collaborative infrastructure that combines several
programs within the framework of a multidisciplinary
team serving the full spectrum of young children.

Critical shortages of early childhood
mental health care services

Despite extensive evidence of the benefits of
specialized behavioral health prevention and
treatment services for young children, specialized
early childhood mental health services are almost
nonexistent in Connecticut?.

The Department of Children and Families, in collab-
oration with the Department of Social Services is
undertaking a major overhaul of the publicly-funded
behavioral health care services for children and fam-
ilies. The program, based on the national model of
local systems of care?, is called Connecticut
Community KidCare. The initiative seeks to make
behavioral health services available in the local com-
munity to all children with behavioral health disor-
ders who either are insured by the HUSKY program
or are eligible through the Department of Children
and Families’ voluntary services program. However,
the services being developed are designed largely for
school age children and adolescents. A complemen-
tary system of care for toddlers and preschool chil-
dren will be necessary because of the highly special-
ized nature of behavioral health care for these
younger children and their families*.
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Moreover, services for parents’ behavioral health
needs are not provided in most programs or settings
except by referral, with some positive exceptions in
which staff are trained to assist parents and children
in a seamless fashion. For example, local programs
such as PROkids and CIWI, and statewide initiatives
such as the joint DCF-DMHAS (Department of
Mental Health and Addiction Services) enhance-
ment of Project SAFE (Substance Abusing Families
Engagement) train their professional and peer staff
to help parents in recovering from their own behav-
ioral health problems while providing them with
parenting and child development education and
support. The need for services that assist the parent
in dealing with behavioral health problems within
the trusted framework of child-centered services is
illustrated by a finding from the most recent Healthy
Families Connecticut program evaluation. They
found that children of chemically dependent parents
did more poorly than other children despite
receiving excellent home visitation, family support,
and substance abuse referral services®.

Shortage of early childhood
mental health care specialists

In Connecticut, a number of accredited psychiatry
and pediatrics residency programs, psychology, social
work, counseling internship programs, and nursing
advanced practice programs and associated postdoc-
toral fellowships provide training in early childhood
development and physical and mental health.
However, very few professionals, not only in
Connecticut but also nationally, are trained as
specialists in early childhood mental health. There is
a significant need for these specialists in Connecticut.

COORDINATION OF CONNECTICUT’S
EARLY CHILDHOOD HEALTH CARE
SERVICES IS LIMITED IN SEVERAL WAYS,
INCLUDING:

Lack of cross programmatic coordination

Identification and service coordination for high risk
families and children is often haphazard or totally
lacking. Women with high risk pregnancies and
births needing specialized medical or behavioral
health care often do not receive any formal screen-
ing, evaluation, information and referrals or
ongoing care coordination to ensure that they actu-
ally receive the appropriate services’. Even the most
promising programs to support parenting and child
health do not have formal mechanisms for coordina-
tion with the many other programs from which their
clients receive related services. Even when a program
such as ChildServ is a basis for cross-program
coordination, providers of early intervention or
family support services often are unaware of this
resource.

Lack of continuity due to cross-program
differences in eligibility criteria

Many children fall through the cracks when no
longer eligible because of cross-program differences
in eligibility requirements. Even when programs are
set up in a sequence to help children transition
smoothly into the next set of services, differing
eligibility criteria leave many parents and children
with no next step. The seamless transition from
Early Head Start into Head Start is a positive
exception. The provisions for linking children aging
out of Birth to Three to Pre-Kindergarten Special
Education services is an example of an excellent
approach to coordination that nevertheless is limited
by capacity and access problems. Specifically, one
child in three who ages out of Birth to Three is not
eligible for Pre-Kindergarten Special Education
because the developmental disabilities that estab-
lished his/her eligibility for Birth to Three are
assessed as insufficient impediments to learning to
permit entry into Pre-Kindergarten Special
Education. While all programs attempt to help



parents find appropriate resources, there is no
guaranteed alternative to ensure that the child’s and
family’s needs continue to be met.

In addition, parents may not be informed of eligibili-
ty for critical programs such as insurance through
the HUSKY programs. For example, many children
who are ineligible for HUSKY A automatically qualify
for HUSKY B, but enrollment of these children into
HUSKY B often does not occur®.

Lack of statewide and local partnerships
among early childhood programs

Despite notable positive exceptions, statewide and
local partnerships among early childhood programs
typically are endorsed in principle but not achieved
in practice. For example, while Birth to Three and
Pre-Kindergarten Special Education are a positive
example of relatively seamless coordination of
services for children with severe learning and devel-
opmental disabilities, there is no systematic statewide
coordination of these programs with other vital
programs and resources such as the Healthy
Families, School Readiness, Family Resource
Centers, or Head Start programs.

In 1996, the Governor’s Collaboration for Young
Children brought together dozens of programs and
hundreds of parents and providers®. However, the
resultant recommendations for statewide and local
partnerships of early childhood services in eight
priority areas related to health have not been
realized. Partnerships have been attempted, but
often they have not been actively sustained. For
example, Healthy Families and Healthy Start created
a network linking many of their programs in co-
located sites, but these links continue only in a few
local sites and are uncertain in the future as a result
of substantial reorganization of Healthy Start. While
the positive efforts of these specific programs and by
the larger group of concerned citizens, parents, and
providers involved in the Governor’s Collaboration
are to be commended-- even the best efforts to
promote coordination face severe funding and
staffing limitations.

Table 3.1
Summary of Major Limitations in

Connecticut’s Services and Supports
for Early Childhood Health

Capacity Limitations

[J Categorical funding streams

[J Inadequate insurance coverage

[J Limited availability of promising programs

[J Critical shortages of early childhood behavioral health
specialists and no overall system of behavioral health care
for young children and their families

Coordination Limitations

[J Prevention services for high risk families and children are
not well coordinated.

(1 Eligibility differences across programs

[ Statewide cross-program partnerships are endorsed but
not achieved

Access Limitations

[0 Uninsured children and families

[ No single point of entry

[0 Racial/cultural barriers to access

[J Restrictive eligibility criteria

[J Insurance limitations restrict access to mental
health services.

Quality Limitations

(1 Most young children are never assessed to determine if
they need specialized services.

[ Child care and family support programs do not link children
to health care.

[ Early childhood services are challenged by the need to develop
and implement culturally competent approaches to care.
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ACCESS TO HEALTH CARE PROVIDERS
AND SERVICES IS LIMITED FOR
THOUSANDS OF CONNECTICUT’S
YOUNGEST CHILDREN AND FAMILIES:

Uninsured children and families

Although net enrollment in HUSKY has increased by

more than 15,000 children since July 1998, there
were still 90,000 uninsured children in Connecticut,
many of whom are qualified for HUSKY. Many
parents of HUSKY children also have no health
insurance. Key special populations often cannot get
health insurance, such as 18-25 year old parents (or
potential parents), and documented and undocu-
mented immigrants.

Lack of a single point of entry for early
childhood programs and services

Although Infoline provides a single point of access
for information and referrals, children often miss
needed services because there is no single point of
entry for early childhood health care. A notable
exception is the Hartford metropolitan area’s
ChildServ program, which provides a point of entry
to services for children who are experiencing
developmental, behavioral, family stress, or school
readiness problems and are ineligible for early
intervention or other categorical programs.

Racial and ethnic disparities in
early childhood health

African American and Hispanic children in
Connecticut experience a disproportionately high
risk of early childhood health problems. Scientific
and clinical evidence is needed to determine the
causes of these heightened risks, including the
degree to which they result from difficulties with
access to or quality of programs and services.

Access to mental health services
Mental health services for many young children

nationally and in Connecticut are delivered with pay-

ment provided by insurance that involves managed
care organizations (MCQOs)*. Managed care is

designed to reduce costs and provide the most
appropriate type and level of care to each patient.
This can be particularly problematic for children’s
mental health care, as described by experts from the
Yale Child Study Center:

Mental health coverage has been the type of health
care that is least well provided by MCOs. Young
children's mental health care is particularly
vulnerable to overcutting because it is relatively
expensive (additional parental support and
special education are often crucial for success),
but the patients are not yet old enough either to
vote themselves or by their behaviors to upset large
numbers of others who do vote.

John Schowalter and Albert J. Solnit (1995)
Managed Care and Children’s Psychiatric Services

Primary care physicians may fail to refer young
children who are in need of specialized mental
health services because they have not received the
training or do not have the time required to
appropriately screen and identify children with
behavioral health concerns. In addition, they may
not know of or be able to access early childhood
mental health specialists to whom they can turn for
guidance and information, and to whom they can
make referrals. Thus, access to mental health
services may be limited because primary care
physicians themselves do not have access to needed
knowledge and resources. Even when they do
identify and wish to refer a young child for mental
health services, these services may not be accessible
because insurance coverage may be insufficient to
enable the family to pay for the care. Even when
young children are insured, the limitations imposed
by insurers or managed care fiduciaries on coverage
for mental health services often are so severe as to
rule out necessary mental health care.



Restrictive eligibility criteria

Many programs have had to limit access to their
services by setting eligibility criteria that restrict entry
to severely impaired children (Birth to Three) or
at-risk parents (MIOP, MANQOS, PROKkids, or CIWI),

or to first-time parents (Healthy Families). Young chil-

dren and families with behavioral health problems
face particularly troubling barriers to accessing
specialized services. Many programs and insurers
exclude or severely restrict early childhood behavioral
health problems in their eligibility criteria. Moreover,
even when eligible, Connecticut families with behav-
iorally troubled young children often cannot get an
appointment with—or even find—a specialist in early
childhood behavioral care. While eligibility
restrictions are understandable in light of funding
limitations, they prevent many children and families
from accessing needed medical, behavioral, and
developmental services.

THE QUALITY OF EARLY CHILDHOOD
HEALTH CARE AND DEVELOPMENTAL
SERVICES HAS SEVERAL LIMITATIONS:

Failure to use specialized screening,
diagnostic, or treatment services.

In 1996, only 37% of all eligible children nationally
received EPSDT medical screening; 21% dental
screening; 15% vision screening, and 13% hearing
screening. Rates for children with private insurance
are comparably low®.

Health care providers rarely identify young children
with behavioral health problems, despite improve-
ments over the past 20 years with older childrené.
Connecticut’s EPSDT protocol simply does not
address behavioral health problems.

Lack of comprehensive monitoring and
support for early childhood programs

Even in programs with performance standards (such
as Head Start, School Readiness, Healthy Families, or
EPSDT), the linkages of child development and
family support services to health care are not closely
monitored or fully supported, and are delivered with
variable quality®. Basic health education, safety
precautions, good nutrition, and a stimulating social
and learning environment are achieved in many but
not all school readiness, child care, and family
support programs.

Racial and ethnic disparities

Racial and ethnic disparities in young children’s health
pose a special challenge for all early childhood service
providers to develop and implement culturally
competent approaches to meeting the needs of
African American and Hispanic children and families.
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Chapter 4

Making Young Children Count;
Future Directions for Early Childhood

Health and Development

nsuring the healthy development of every
young child in Connecticut is a social
responsibility and a sound economic
investment. Existing resources require
enhancement in carefully targeted areas
that will provide cost-effective remedies for the sys-
tem’s significant limitations. The goals for system
development should be to move the state toward a
comprehensive and innovative system of early
childhood health care services by addressing the
following key priorities voiced by child and family
advocates and early childhood service providers.
While we will not recommend specific policy or
regulatory changes, we note that the programmatic
changes necessary to achieve an early childhood
system of health care will require careful planning of
modifications in existing eligibility, funding, and
reimbursement criteria and mechanisms.

PROVIDE UNIVERSAL PARENTING
SUPPORT AND EDUCATION

Every adolescent and adult of childbearing age and
every parent in a birthing hospital or with a child
aged 0-5 years should receive ongoing information,
mentoring, and peer support related to child devel-
opment, family health and safety, effective parenting
and health-related early childhood services. This
goal can be achieved if existing programs and
services are enhanced to create a system that
provides four types of essential services or supports
for families with young children.

1. Hospital-based outreach for prospective and new
parents providing peer mentoring, support,
education, information and referrals.

2. Parent education in all medical office/clinics
based on materials and curricula such as provided
by Healthy Steps or Bright Futures.

3. A network of Parent Child Centers in every
community which would:

a. Link existing family development services such

as Family Resource Centers, schools, and
community libraries.

b. Provide a consistent parent education curricu-
lum based on materials and curricula from
such programs as PAT, Healthy Families, or the
Nurturing Program.

c. Provide home visitation to support child and
family behavioral and physical health.

4. A school- and community-based public education
and coalition-building campaign based on national
initiatives such as I Am Your Child, The National
Safe Kids Campaign, or Prevent Child Abuse
America’.

PROVIDE EVERY CHILD WITH A
MEDICAL HOME FOR EARLY
CHILDHOOD HEALTH CARE

Every child should have a medical home and receive
thorough, regular checkups to identify and prevent
or treat acute or chronic health problems. A medical
home is a multidisciplinary pediatric care team,
regularly available to the child and parents over the
child’s entire childhood, with a primary health care
professional who knows the child and family well
enough to provide personalized guidance.

This goal can be achieved if the following resources
are developed and coordinated:

1. Every birthing hospital should assure the linkage
of every newborn to a primary health care
provider and the enrollment of every eligible
family in HUSKY or private health insurance.

Peer support and mentoring (see above) by well
trained and supervised parent aides or educators
is a low-cost but potentially high-yield approach to
ensuring this linkage while providing timely family
support and assistance with parenting and child
development.

2. Reimbursement rates for physical, developmental
and behavioral/mental health services through
both private insurance and HUSKY should be set
at a level sufficient to permit and encourage
health care providers to fulfill the surveillance,
diagnosis, and treatment standards established by
EPSDT, Bright Futures, or Healthy Steps.



3. Health care providers for young children should have
a reliable and efficient mechanism for ensuring their
patients receive timely and affordable access to other
services needed for truly comprehensive, continuous,
and coordinated care.

ENHANCE THE CAPACITY TO PROVIDE
ACCESS TO COORDINATED HIGH QUALITY
SERVICES FOR AT-RISK YOUNG CHILDREN
AND FAMILIES

Every child at risk for developmental disability,
behavioral health problems, or abuse or neglect should
be identified and a family service plan should be
developed. The specific types and intensity of services,
and the specific provider(s) and setting(s) should be
individualized.

This can be done for all disabled or at-risk young
children if existing programs are extended by:

1. Developing eligibility criteria for early intervention
services that include all high-risk young children with
a clinically-significant developmental or behavioral
condition.

2. Developing a statewide network of local child develop-
ment evaluators to assess and offer transitional case
management for families concerned about their
young child’s physical, learning, behavioral, or family
risk factors. These evaluators should work closely with
the above noted hospital-based linkage and support
programs, pediatric health care providers, information
and referral systems, and community-based multidisci-
plinary parent-child centers.

3. Developing a complementary statewide network of
behavioral health services combining community- and
milieu-based services using the Systems of Care model,
which would address both prevention and treatment
of emotional disturbance for children 0-5 years old.

4. Expanding HUSKY and private insurer reimbursement
criteria and rates to achieve adequate coverage for
specialized behavioral and physical health consultation
services as indicated to primary health care providers,
child care, preschool, and early intervention providers
and agencies, as well as to parents and other care
givers in home and community settings.

ENSURE CULTURALLY COMPETENT
RESPONSES TO RACIAL AND ETHNIC
DISPARITIES IN YOUNG CHILDREN’S
HEALTH

All physical and behavioral health care, developmental,
educational, and child care providers should be trained
and have ongoing consultation to ensure that they are
culturally competent in promoting child and family
health and in addressing barriers to access and
disparities in health faced by young children and families
of diverse racial and cultural backgrounds.

Careful scientific study and ongoing dialogue with
families is needed in order to understand the sources of
racial or cultural disparities in young children’s health,
and to refine services accordingly.
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Appendices

Programming for Young Children by Chronological/Developmental Period

Program Goal Prenatal Perinatal/Newborn Infant Toddler Preschool
(1-17 months) (1.5-2.9 yrs) (3.0-4.9 yrs)
Ensuring Low income Low income women Low income women
healthy women Community Health Community Health
births and Community Health Care Initiative Care Initiative
babies Care Initiative Critically ill newborns Critically ill newborns
Impoverished NIDCAP NIDCAP
urban women Impoverished Impoverished
MIOP/MANOS urban women urban women
MIOP/MANQS MIOP/MANOS
Providing a Curricular guidelines Curricular guidelines Curricular guidelines Curricular guidelines
medical home Healthy Steps/ Healthy Steps/ Healthy Steps/ Bright Futures
Bright Futures Bright Futures Bright Futures Chemically dependent
Chemically dependent Chemically dependent Chemically dependent women and their
women and their women and their women and their children
infants infants children PROKIids/CIWI
PROKids/CIWI PROKids/CIWI PROKids/CIWI
Providing Prenatal General parenting General parenting General parenting General parenting
family curriculum education and support education and support education and support | education and support
support and Parents as Teachers PAT, Bright Beginnings, PAT, Bright Beginnings, PAT, Nurturing, FRC PAT, Nurturing, FRC
education (PAT) First Steps, Nurturing, First Steps, Nurturing, Women at risk for Women at risk for
Teens Family Resource Center Family Resource Center abuse and neglect abuse and neglect
Polly McCabe (FRC) (FRC) Healthy Families Healthy Families
Women at risk Women at risk Teens
for abuse and neglect for abuse and neglect Wilbur Cross
Healthy Families Healthy Families
Teens Teens
Polly McCabe/Wilbur Cross | Polly McCabe/Wilbur Cross
Ensuring early Significant risk for Significant Significant Significant
identification severe disabilities developmental delays developmental delays | developmental delays
and Birth to Three Birth to Three Birth to Three affecting learning
treatment of Chemically dependent Serious emotional Serious emotional PreK Special Ed
children women and their infants disturbance disturbance Serious emotional
at-risk for PROKids Child Guidance Child Guidance disturbance
developmental Infants at risk for Children at risk for Child Guidance
and behavioral developmental or developmental or Children at risk for
problems behavioral problems behavioral problems developmental or
ChildServ/Child FIRST ChildServ/Child FIRST behavioral problems
Chemically dependent Chemically dependent ChildServ/Child FIRST
women and their women and their Chemically dependent
infants children women and their
PROKids PROKids children
PROKids
Linking Child care Child care Pre School
child care Early Head Start Early Head Start Head Start

and preschool
to health care

School Readiness




Estimates of Public Sector Funds Allocated for Health-Related Services
for Children Aged 0-5 Years Old, based on the Revised Appropriations

in 1998-1999 by the State of Connecticut
Source: Connecticut Children’s Budget Fiscal Years 1996-1999.
Office of Fiscal Analysis, Connecticut General Assembly, February 1999, pp. 8-15

Department of Social Services

Department of Education

State Children’s Health Initiative** $813,000 Early Childhood Program $19,780,000
Day Care Projects $496,000 Head Start $5,100,000
HUSKY Program** $4,814,000 Family Resource Centers $6,033,000
Medicaid™** $198,310,000 Young Parents Program $259,000
Temporary Assistance to Families** $ 5,256,000 Extended School Hours and
Temporary Assistance to Support Program*** $750,000
Families ~-TANF** $42,584,000 Early Reading Success $19,800,000
Maternal and Infant Health Services $2,865,000 SDE Total: $51,722,000
School Readiness $7,597,000
F\ZAOSDETtguttCTEFGH’S 82000000 Department of Public Health
e. \cal ~-enter - — Young Parents Program $201,000
Child Care Services $169,742,000 - Health $112000
DSS Total: $434,477,000 regnancy Healthline ’
Children’s Health Initiatives** $354,000
Department of Children & Families gerAViligss*fOY Children Affected $138000
Personal Expenses (Staffing)** $50,365,000 y ’
Children's Trust Fund $2.870,000 Community Health Centers** $689,000
Substance Abuse Screening** $537,000 Immunization Services $3,897,000
Grants for Psychiatric Clinics Childhood Lead Poisoning $336,000
for Children $1,070.000 Genetic Diseases Programs $691,000
Day Treatment Centers - -
for Childrent*** $556,000 Infant Mortality Action Plan $254,000
Treatment and Prevention Newborn Screening/Laboratory
of Child Abusg**** $520,000 Testing $847,000
Community Emergency Services** $259,000 Day Care Licensing $1,210,000
Community Preventive Services* $1,279,000 DPH Total: $8,729,000
Family Violence Services** $119,000
Health and Community Sgrvices* $576,000 Department of Mental Retardation
No Nexus Special Education $819,000 Personal Services +* $756,000
Substance Abuse Treatment** $781,000 ol | - $12.390.000
Family Preservation Services** $1,999,000 ary ntervention —
Child Welfare Support Services* $844,000 Family Support* $478,000
Board and Care DMR Total: $13,624,000
(Adoption, Foster, Residential)*** $39,145,000
DCF Total: $101,739,000

Unless otherwise stated, all estimations assume 100% of allocation provides for services for children 0-5 years old or
their families. Categories followed by asterisk(s) include funds for children older than 5 years old, and the proportion of
these funds that are allocated for services to children 0-5 years old has been estimated based upon agency or program
descriptions of services, as follows:

* Estimate for children 0-5 years old or their families represents 50% of total state allocation

** Estimate for children 0-5 years old or their families represents 33% of total state allocation
*** Estimate for children 0-5 years old or their families represents 25% of total state allocation
**** Estimate for children 0-5 years old or their families represents 10% of total state allocation
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