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ABSTRACT

The final report of the llealth Start evaluation of the second year

. program is presented in three separate documents. This paper presents an
overview of The Urban Institute's evaluatlon of the Health Start program
and addresses the research questions posed by the Office of Child
Development for the evaluators. The questions provided the evaluation
framework and covered two broad areas: health service coordination and
health service delivery. This paper ends with major conclusions about
the Health Start program and recommendations for possible adoption in
Head Start and other programs,

Health Start: Final Report of the FEvaluation of the Second Year
Program (U.I. Paper 964-6) is available on request from The Urban
Institute, It includes a more detoiled description and analysis of the
Health Start program and extensive data on the approximately 10,000
children entrolled. The Urban Institute Analysis Plan for the Second
Program Year (U.I. Working Paper 964-2) is also available on request
from The Institute. '
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I. OVERVIEW OF THE REPORT

A; Ihe Evaluation

This report represents the results of tﬁe two year evaluation of
the Health Start program.l At the beginning of each program year, the
Office of Child Deéelopment (OCD) posed a set of research questions to be
addressed by the evaluators. 1In the first program year (1971-72), The
Urban Institute developed a reporting system and monitored the Health
Start projects in order to collect data for responding to the OCD. questions
about project performance. |

Because project approaches and characteristics varied greatly, the
evaluators could not say definitively what first year factors had related
to project success. They did identify several promising appro;ches to
test In a more structured program. The two major evaluatioﬁtrecommenda~
tions for the second year (1972-73) Health Start program weve: -to
strengthen federal program management and to design the program'to yield
more useful information. Even though .. national Health Start director was
appointed to manage the program, the second year program lacked a program
design which would aliow systemmatic testing of various approvaches to

providing health services to economically disadvantaged preschool children.

1. The Urban Institute papers and reports prepared as a part of the
Health Start evaluation are: Joe N. Nay. et al., Health Start: Interim
Analysis and Report, January 3, 1972; Nancy Perlman, Health Start: Profiles

of Selected Projeccts; April 1972; Leona M. Vogt and Joseph S. Wholey,
Health Start: Final Rrport of the Evaluation of the First Year Program,
September 1972; Garth N. Buchanan and Leona M. Vogt, Health Start Analysis
Plan for the Second Program Year, August 1972; Leona M. Vogt, et al.,
Health Start: Year Two Interim Status Report, December 1972; and Jean
Lawlor and Katryna J. Regan, Health Start Profiles - Year Two, May 1973.




The 1972-73 evaluation effort included the same basic elements but
involved more extensive data collection and analysis, The evaluators
rqﬁined the original project reporting system so that it could capture
more precise data on the prevalence of the health problems among the chil-
dren enrolled, the factors relating to project success.ensuring that chil-
dven received needed health services, and the feasibility of interagency
coordination of health services. Health Start failed as a "demonstration"
because of the nature of the program--no design, no expectations stated,
no problems defined. Yet the program did produce data which aided in
determining the health care needs of econowically disadvantaged cﬁildren
from birth to six years of age, the availability of health care resources,
the féasibility of interagency health service coordination and cdst esti-
mates of a health care approach like Health‘Starc. As an opcraéional program,
Health Start did meet its goal of providing heélth services to 20,000

children over a two year period.

B. The Program
1. What Was Planned?

Health Start was launched by the Office of Child Develo?ment in
March 1971 to develop a variety of approaches to generate hcglth servicés
(where they existud) for economically disadvantaged preschooi children and
to purchase them (where aud when they were not available as "free" services).
Héalth Start projects were o pro?ide preventive as well as curative health
caré and health education t» the children enrolled in the program. Health
Start was based on the health component in Head Start and, even though the
battery of tests and health services were essentially the same as those

required for Mead Start projects, the age group to be served included



children from birth to six rather than children of preschool age (three
to six) as in lead Start. The program was funded at approximately

$1 million each year and operated at 29 projects in the first year and
30 projects in the éecond year. The national enrollment goal for each
year was 10,000 children.

Each local project was to have a full-time or part-time "health
coordinator," preferably a nurse or someone with a health related back-
ground. Health Start projects were to carry out the following national
objectives: coordination (utilization) of HEW and other existing health
resoucces, provision of health care to children enrolled, and development
of new techniques to deliver that health care. Each Health Start child
was to receive a minimum regimen of health services: 1immunizations (if
needed), tuberculin and blood tests, urinalysis, hearing, vision, physical
and dental screening, treatment of all health problems detected, and
health education. (Projects could include--for some or all of the children-~
additional tests for such conditions as sickle cell anemia, lead poisoning,
strep throat.) Beside ensuring that each child received all needed health
cave during the program year, Health Start projects were expected to make
arrangements for continuing health care for as many children as possible.

As a part of the demonstration effort, HEW national and reglonal office
staffs vere expected, especially in the second year, to participate in inter-
agency efforts to use health services available through fedérally—sponsored
health care programs to Health Start children. The two largest health care
resources available for economically disadvantaged preschool children--
Title XIX Medipaid‘and Title V Maternal and Child Health--were expected to
be used in the Health Start program along with other federally sponsored

programs,



2. What Happened?

Table 1 presents sunmary data on the characteristics of the 1972-~73
Health Start progr&m, aﬁd where possible; comparison data on the 1971-72
program.

a. Funding Levels of Projects

In 1971, OCD funded 28 llealth Start brojects with grants ranging

from $20,000 to $75,000. In addition, one existing summer_Head Siart was
allowed to convert to lealth Start .(funded at $251,000). In 1972, OCD
funded 30 projectsl-—ZO of which were 1971 projects--with about the same
range of grant size: §$15,000 to $252,000. The median project grant in
1971 was $32,500; in 1972, $38,897, The per child funding levels across
projects varied widely and were fairly uniformly distributed from $22 to
- $300 a child in 1971 and from $22 to $322 a child in 1972, The median per
child funding level was $133 in 1971 and $146 in 1972.

b. Cost of the Program

If every enrolled child received all required tests and screen- |

ving aﬁd all treatment found to be needed, the minimum average per child cost
would have been apnruximately $120,2 $40 of which would have.been paid
through the Health Start grant. Because not all children were tested
or given needed treatment, the actual per child cost of the health
component was $38, of which OCD paid $24. However, votal costs and OCD
expenditures for health services varied greatly--not only across projects
but within projects also. Costs depended on the age of the children, the
number and types of health pr;blems that the projects detected, and the

health resources avallable in the community.

1. Beside the converted Head Start, two additional projects were
funded with regional Head Start monies.

2. The actual per child project grant expenditures range from $38 to
$286. ’ '



TABLE 1

SUMMARY DATA FOR HEALTH START PROGRAM

I. PROJECT CHARACTERISTICS 1971~72 1972-73

A. Grant Size

1. Total Program $1,205,200 $1,376,183 .
2. Median $32,500 $38,897
3. Range $20,000-251,000 $15,000-252,000

B. Per Child Project Expenditures
Planned Actual Planned Actual
1. Median Project $133 $120 $§154 $97
2. Range $22-320 $22-243 $38-286 $38-286

C. Community Served

1. Urban 10 7
2. Rural 16 17
3. Urban and Rural 3 6
29 projects 30 projects
ﬁ:ji) D. Grantee Type
f”“d 1. Community Action Agency 24 24
_ 2. School Systenm -3 3
\a‘:) 3. Health Agencies 2 2
N 4- Othel' (4"C) —_— . __!..
‘ ‘ ' 29 projects - 30 projects
f.a.u
e E. Project and Coordingstor Experience
Q:'} --1972 only
- s
A 1. Projects Funded 1971 and 1972 - 15
e (Same coordinator both years)
{.1‘3 2. Projects funded 1971 and 1972 - 5
(New coordinator 1972)
3. Projects Funded 1972 Only ‘ - 10
1I. CHILDREN'S CHARACTERISTICS Z %
A. Ethnic Groups Served
1. Black 27 34
2. Vhite 48 39
3. Mexican-American 18 21
4, Puerto Rican : 2 3
5. American Indian . 2 ‘ 2
o . 6. Other 2 1




TABLE 1 (Continued)

1971-72 1972--73
. B, Migrants 8 19
C. Health Care in 12 Months Prior
. to Health Start
1. Medical Care
a. Crisis care only - 21
b. Some preventive care ~ 16
c. No care - 39
d. Unknown - 24
2. Dental Care in 12 Moiiths
Prior’ to Health Start
a. Some dental care - 4
b. No dental care - 50
c. Too young - 28
d. Unknown e - 18
3. Immunization Status
a. Up~to-date on entering program - .19
b. Completed during Health Start - 35
¢. Incomplete or unknown - 46
4, Medicaid Eligibildey
a. Enrolled before Health Start! 29 32
b. Enrolled during liealth Start. 1
c. Eligible, not enrolled - 10
- d. Not eligible .- 42
e. Unknown 71 15
5. Percent of Enrolled Tested
a. Blood 72 55
b. Tuberculin 64 56
¢. Urinalysis 71 63
d. Vision 60 64
e. Hearing 58 59
f. Dental 62% 48x%
g, Medical 77 74

*  Twenty-two percent of the children enrolled in 1971-72 were considered
too young for a dental examination and, therefore, were not tested.

*%  Twenty-oné percent in 1972-73 were '"too young" for dental exam.




TABLE 1 (Continued)

1971-72 1972-73
2 %
6. Percent of Those Tested Who
Had Abnormal Test Results
a. Blood 7 Aarl2
b. Tuberculin 1 .3
¢, Urinalysis - 3
d. Vision 6 6
e. Hearing 6 4
f‘ Dental 44 52
g. Medical 2¢ 27

7. Major Medical Problems Detected (% of tested)

a. Nutritional deficilency - 5
b. Acute upper respiratory disease = 4
c¢. Disease or infections of the ear - 3
d. Skin disorders - 3
e. Various types of hernias - 2

Table 2 presents cost estimates and projections for case finding,
detection and treatment program for preschool children. These figures are
‘based primarily on Health Start data. The data include an averagé unit cost
of Health Start services, the percent of the total services pgid for by sonc
other agency or individual ("coordinateqd"), and the detection rates for each
screening test. These data are presented for three groups of children: from
birth to three years of age, from three to six years of age, and from birth
to six, The data are displayed in this manner to show Health Start results
as well as cost projections which could be used for programs serving partic-
ular age groups, for exawple, Head Start. The evaluators fecl strongly that
health delivery cost estimates (for an approach as used in llealth Start)

should include personnel and other costs because more than direct payment

for health care is involved in the program.
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While Table 2 may be useful to budget planners (for example, in making
budget requests to Congress or in planning the health component of local
_projects), it is important to emphagize the variability of total costs and
costs to OCD acrosshnealth Start projects. Table 2 and Figure 1 demonstrate
the range of costs across and within projects.
Using Health Start cost and incidence data the evaluators estimate
that 1f all required tests and screens are given to a groﬁp of 100-200
children (from birth to six years of age) and all needed treatment is
completed, it would cost an estimated $270 a child.1 If the same overall
amount of donated services were received as in Health Start; the cost of
serving the same age group would be $113 a Ehild. (If only children over
threé years old were served, the total cost of providing them with Health
Start-like services would be $219 a child and$129 a child with "coordination.")
¢, Project and Community Charactetistics
As in the first year program, over half (17) of the 1972-73
Health Start projects were located in rural areas, some covering many
counties or sections of a state. Seven projects were locatéd in urban
areas, and scven covered both cities and their serounding rﬁral areas.,
Predictably, projects in urban areas most often hid more extensive health
resources existing in their communities. Relative to other Health Start
cormunities nine projects were determined to have many community health

resources, and nine were determined to have few available health resources.

1, This figure includes all health care delivery costs, personnel,
transportation, etc. Few Health Start children have medical problems
requiring trcatment, and medical treatment for serious (and costly) care
can usually be provided through other agency resources such as the
Crippled Children's program.
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In both program years, community action agencies administered and
operated most of the programs. Twenty of the 1971-72 projects continued
to operate in the second year. Nurses served a majority of the projects
as coordinators: 21.in the first year and 23 in the second. Of the 31
health coordinators in the 1972-73 program, 15 were veterans of the first
year program. Eleven health coordinators in 1972-73 worked less than a
full year or part-time on Health Start, t

d. Charabteristics of the Health Start Children
The Health Start guidelines permitted enrollment of”children

from birth to six years of age. Seventy-eight percent of the children
in the 1971-77, program were over threec years old, and 63 percent were
over fhree in 1972-73. More white children enrolled than any other group;
however, they were a smaller proportion of the tofal in the second year
program: (48 percent in 1971-72, 39 percent in 1972-73). Blacke comprised
the next largest group--27 percent in 1971-72, 34 percent in 1972-73. In
the two program years Mexican-American children constituted 18 and 21 per-
cent respectively, Puerto Ricans constituted 2 and 3 percent, _and American-
Indians were a consistent 2 percent. In the second year, 19 fercent of the
children were migrant, more than double the numﬁer (8 percent) in the first
year.

Less than half of the liealth Start children in the 1972-73 program
are known to have received health care in the 12 months previous to enroll-
ment in lealth Start. Of the children old enough to need dental care,
4 percent were known:to have received dental care in the previous year.
Thirty~five percent of the children had medical care in the previous year,
and 16 percent had some preventive care. Thirty-seven percent had no

medical care in the previous year., The medical care history for the rest
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of the children was reported as unknowm or was not reported,
Data on this age and this economic group (poverty level) indicate
that having previods care does not alleviate the need for future care:
Data on dental problems for this age group (primarily those children over
three years old), indicate that, even if care were given, Health Starters
would still need additional restorative work within the yeaf. Health
Start data showed that 52 percent of those examined needed some type of
dental treatment for dental health problems detected‘.1 In the medical
area, children with previous care still required some type of treatment.
In fact, children having crisis care (but no preventive care) in the previous
year were found to need medical treatment twice as often than children known
to have had no care; those having prevenﬁive care also needed care more
often than children who had not received medical care iﬁ the previous year.
In 1971-72, 29 percent of the children were enrolled inkthe_Medicaid
program, while in 1972-~73 32 percent were enrolled in Medicaid.2 Projects
gave three reasons for Health Start children's not being eligible for Title
XIX Eenefits: the cnildren did not meet the state Medicaid ;equirements,
the families refused to participate in the program, or local enrollment

procedures discouraged families from attempting to enroll.

1. Data on dental treatment do not include fluoride application and
prophylaxis, but do include such things as restoration, repair and extrac-
tions of teeth, »

2. .Forty~two percent of the 1972-73 Health Start children were not

eligible for Medicaid benefits primarily because of family income or employ~
ment status.
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e, Project Performance Data1
Health Start projects in 1971-72 enrolled 10,010 children,
slightly over the target number. In 1972-73, the total program enrollment
reached 9,835. Eighty-one percent of the children entered the 1972-73
Health Start program needing immunizations; 35 percent of those were
brought up to date by liealth Start, leaving slightly under half (46 percent)
with unknown or incomplete immunization statﬁs.

The first and second year programs-differed little on three performance
measurés: percent of children receiving medical, vision, and hearing screen-
ing. _Each year approximately three-fourths of the Health Start children
recelved a medical screening or examination while 60 percent received
dental exams in the first year and 48 percent in the second year. Of those
children examine., 24 percent were found to nced medical treatment in 1971-72
and 27 percent in.1972-73. Need for dental cére rose too~--from 44 percent
in the first year to 52 percent in the second. In general, the reported
incidence data for the two years were similar,

Forty-five percent of the children in the first year Health Start
received health education. In the second year (possibly due to increased
guideline emphasis on health education), 55 percent of the children and
63 percent of thelr parents had some health education encounters. However,
projects varied greatly in the degree and manner in which health ééucation
was delivered. With the exception of eight projects, health education was

given on a casual, sporadic basis.

1. See the Appendix for more detailed description of results of the
screening and treatment component.
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First year projects did not systematically report data on assurance

- of future health care for llealth Start children. Future care data for one-
fourth of the 1972-73 children is not known. Surprisingly, only 1 percent
were known to have no possible future care at all, i.e., no assurance that
medical and dental providers will take them and no way to pay for any type
of care. Fourteen percent of the children were assured of payment for
future medical and dental treatment, because they were enrolled in Medicaid
and resided in states that provided (at that time)l reimbursement for both
medical and dental care. Of the 46 percent of the children who were assured
of future medical and dental services, a slightly higher percentage of the
parents indicated to the project staffs that they would use Health Start
dentists and physicians rather than the providers they used for their

children before Health Start.2

1. Some states have either recently implemented or are in the process
of implementing, the Medicald Early Periodic Screening, Detection and
Treatment (EPSDT) regulation. An increased number of Medicaid children now
could be covered for dental care. }

2. Twenty-clght percent of the parents indicated they would use the
same medical services as used in Health Start and 26 percent said they
would use medical services available to them before Health Start. A higher
proportion of parents indicated they would use Health Start dentists (31
percent) than would usc dentists used by the family before Health Start
(21 percent).
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II. RESULTS OF THE EVALUATION

A, - OCD Research Questions
At the beginning of each Health Start year, OCD posed research questions
about Health. Start for the evaluators to answer. In each program year, the
Institute devélqped evaluation instruments to collect data in order to answer
the questions., The two major groups of questions for the 1972-73 evaluation

were the following:

(1) How can health services for low-incoste children best be
coordinated? How feasible is coordination of federal,
- state.and local resources to meet the children's needs
for detection, treatment, entry into an on~going health
care system, and health education?

- (2) VWhat are some innovative ways to provide health detection,
treatment, entry into an on-going progrem and education
that could be adopted by summer and full-year Head Start
prograirs? What neswr ways-to provide these services are
relatively inexpeusive, work well and offer promisc of
reproducibility? What examples of experimental approaches
developad by Health Start can be recommended for wider .
adoption in child yprogrems? -

These questjons vere folleved by a series of sub-questions, some of

which dealt with project perforrance in mneeting the prograﬁ goals,

(1) Is a service coordination approach feasible in delivering
services for children? This effort will evaluate the use of

Title XIX and other resources, including (but not limited to)
such questions as the following: .

(a) In vhat ways were services coordinated in areas with many and
few resources {as defined by 0OCD)?




(b)
{c)

(d)

(e)

(2)

(3)

(a)

(b)

(¢)

(d)

(%)

(5)

17 ¢ K

How was this coordination brought about?

What wvas the anticipated and actual support obtained through
coordination? How wuch vas requived in dircet pavments to
provide vhnt service to how many children? Under what cire
cumstances tag service coordination nost effective? What
approaches worked best in aress with many and few resources?

What resources exlstod in arcag to bte scrved? What new agree«
ments were reached?

Were there any "trade~of{fs" in providing service through
llealth Start that meant reduction in number of children
reached or level of care ordinar  provided by cooperating
agencies?

Could the existing agencios absorb the extra load (Mealth
Start) or were Health Start children ocrved in lieu
other possible recipicuts?

dow effectively did the projects mect the lealth Start goals,
including: )
Number of children registered for specific activitics
initiated by the progranm.

Rumber of children served, type of health problem idcntifiod
and treatment provided.

The success of the health education component,

o How was health education provided -to children, parents
and staff? ‘ -

o Vhat was the content of the health cducation program?

o What did staff, parents and children lecarn about health?

o How was the health education knovledge put to use?

The succnrss of the entry-into-an-ongoing delivery system
omponent: howv many children entered into an ongoing
prcvantion/txeatmcnt health delivery system as a vesult

of Health Start?

How ave Health Start projcct results related to community
characteristics? to chavacteristics of pre-existing
medical services? to project characteristics?

What innovative approaches to health du _very have been
developed that could be used by summer or full-year Head
Starts?
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Becauge of the program design, the extent to which the evalu;tion could
yleld information to answer the impact questions was limited. Health Stavt
was not designed to test systematically various approaches to delivefy of
health care through‘use of project models. Therefore, because of the uany
community, project and health service variables at work, only tentative
. conclusions could be reached about the factdrs affecting project success

in reaching the program goals, If in the second year of llealth Start or in
a renewed third year OCD had tested particular hypotheses and imposed some
structured design on the Health Start projects, therec might have been greater

informational benefits .from the progran.

B. 'Evaluatién Approach
The Urban Institute developed an analysis planl based on the questions

posed by OCD and on the Health Start guidelines. A set of data collection

instruments were developed by The Urban Institute to measure the degree to

which the program goals vere accowcpliched. The health coordinators were

trained in the use of these reporting feras, and constant cﬁecks were made

bthroughout the year to ensure that the forms were being completed properly.

Also, because most of the forms were designed to assist the coordinators

in managing theilr projects as well as to report hecalth services given, most
. of the data collected were of use to the project--a fact which increased

the reliability of the data. Table 3 presents a description of the major

data sources used by the evaluators.

1. See Garth N. Buchanan and Leona M. Vogt, Health Start Analysis
Plan For Second Program Year, Working Paper 964-2, The Urban Institute,
Washington, D.C., August 16, 1972,
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TABLE

3

SUMMARY OF HAJOR'DMA SOURCES

Hajour Data
Source lsed

Content

Reporting Mode

Comtient 8

1971-712 ttealth
Start Data and

Data, rescarch findings,
results on two years

Six vreports between
January 1972 and

See page 1 for
ltsting of titles

Planning Format

avaflabiliey, access-
tbility and use of
varfous HEW and other
health resources

Urban Institute of Health Start May 1973
papers and 1cports
on Health Start
evaluation
HEW and 0CD Health Start and EPSDT - =
Docuncntg , . |euidelines and natfonal
and repional office .
correspondence .
Health Start Project report on Data Quality of data

collected during
site visits and
in June 1973

varied greatly
from project to
project

Compendium of
HEW Resources

Prepared by U.1, staff
to determine the HEW
health resources avail-
able for children 0-6
years of age

This document was
based on the NEW
Secretary's Child
Health Task Force,
the U.S§. Budget,
& HEW intervievs

Health Start

Project Profliles

List of HFW resources
potentially avaflable
at each project loca-
tion

Prepared os follow
up to Compendium of
HEW Rescurces

Realth Start

Expendfture Form

Detailed breakdown of
project expenditures
snd zomount of health
resources coordinated

Subaitted by pro-
Jects to the Urban
Institute {n Cctober
1972 and June 1973

Quality of data
varfed consideradly.
Yew projects re-
ports included the
dollar value of coor-
dinated resources

Health Start

Report

Quarterly Health

Per child data on back-
ground, health services,
Medfcaid eligibility and
future care arrangeients|

Submitted quarterly
by projects to the
Urban Institute

Quality of data good.
Primary data source
for health services
delivered by prograa|

Health Start

Format

Ficld Collection

Petailed data on plan-
ning and operation of

Health Start projects.
Alego dncluded interviews
with cooperating and non
coopersting MEW agencies

Collected during two
day site visits by
U. b, staff, con
ducted eariy ia
p!’(‘lg ram year

HEW National and
Regienal Interviews

Extent of activitics to
assist projects in coor~
dination of tesources
and constraints to
coordinators

Personal interviews
with nine national
and 51 regional
staff wembers

Fxtensive process ]
data used to classify
projects &L communi-
ties «nd identify
problens and promis-
ing approaches
Number of reglonal
interviews varied.
The number depended
on the extent of
Health Start activiey
In the reglon i

n Medicaid

Telephone Burvey

Reasons for Health Start
children not being en-
rolled in Medfcaid and
project activities In
relation to EFSUT

Conducted
December 1972

Telephone Survey
jon liealth Education

Questions related to
project content and
approach

Conducted in
Spring 1973

Planned U.1., parent
survey dropped %

nn Coordination
Activities

Queatfonnaire for
lealth Coordinators

Information on contacts
ard tesults of <owordina-
tion cfforts

‘Ple Charis"

l -

Allocation of project
stal{ time by activity

Completed by
cocrdinators at
follov-up coordina-
tors’ confetrences

Not all projects
sutmitted the
questionnaire

Completed by
ceordinators at
follew-up coordina-
tors® confercnces

Yot all projects
submitted the
quest {tonnaire

*See Appendix B of U,I. Paper 964-6 for discussion of

methodological problems related to the parent suryey,



C. Answers to OCD Research Questions
1. Coordination of Resources

The major OCD questions about cooxrdination of resources dealt with
best approaches to, and feasibility of, service coordination. HEW agéncies
and Health Start projects expended various amounts of effort negotiating
for health carec services and funding. But ghe only true measures of the
'feasibility of coordinating health resources are the number of projects
reporting use of HEW and other resources, fér example, the number of
services paid by other agencies_aud the value of the services used.

Therefore, the OCD questioné and their sub-questions have been trans-
lated into measurable ferms in order to answer them more precisely. Each
ques;ion will be stated, then followed by as definitlve an answer as
possible, given the quality of the relevant Health Start data.,

Question: How many projects reported using otﬁer resources

for detection of health problems? for treatment.
of children? for health education?

Projects varied greatly in the amount of scrcening services that they
sccured at no cost to Health Start. Of the 26 projects reﬁorting coordina~
tion data (out of a total of 30 Health Start projects), 20 projects received
some coordinated services for detection of health problems. Three of the
projects reporting no use of outside resources contracted for a year's
health care for the children enrolled and paid for all care excepg immuni-
zations,

Projects reported but often did not submit precise estimates of value

for two types of donated services--trcatment of health problems and health



cducation. Twenty projects reported using other resources for treatment
of ﬁealth Start children--primarily for medical care. Few projects
reported using otheg resources for health education or staff instruction.

Question: What percent of edch.type of screening and

treatment service was paid by an agency other
than Health Start?

Figure 2 shows that a high percentagé of the tests given were
provided through some other public agency or private resource. Because
the services weré not of equal value.1 the total reported value of the
coordinated services that can be estimated &as not high.2 Three of the
more expensive services--medical screening, dentallscreening and dental
treatment--were usually pald by Health Start‘funds. Although precise cost

data were not avallable, most of the costly medical treatments, like heart

surgery, were financed by other agéncies.

1. See Chapter VII of U,I, Paper 964-6 for a detailed description
of estimated costs of health services. The estimated average cost, for
example, of a blood test ($2.50) is low relative to the estimated value
of a dental exam ($11.50).

2. For every OCD grant dollar, Health Start projects generated
20 cents.
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1

Question: Were particular programs--like Title XIX - Medicaid

and Title V - Maternal and Child Health--used by

llealth Start proj2cts?
Only two projects had children who were ineligible for or not enrolled
“in the Medicaid program, The rest'of the projects théoretically could have
used Medicaid to pay for some of the health services; howeQer; only {9 of
the 30 projects reported that Medicaid paild for any of the Health Startx
health services. One reason for this limited use Qas that most stgtes had'
not implemented Ehe Medicaid Early Periodic Screening, Diagnosis, and
Treatment (EPSDT) regulations early enough in the Health Start year. 4
Therefore, most services for which providers couuld be reimbursed involved
follow-up treatment.

Eighteen projects made early efforts to reach an agreement with the
state Medicaid agency over use of EPSDT; yet no Health Start projects
negotiated early agreements. Over the course of the year, all except niné
projects discussed EPSDT with state Medicald agencles. Two projects
reported using EPSDT for a limited number of health services, and one
Health Start project staff secured an EPSDT provider number from a state
Medicald agency.

The Maternal and Child Health program (MCH) used most extensively

was the State Formula Grant program‘,1

which provided immunizations, hearing,
vision and some dental screening, training workshops and nutrition counseling.
Of the 19 projects using the Maternal and Child Health program, oné had to
negotiate for use of MCHl State Formula Grant services, while the others

already had access to the MCH services because of previous arrangements With,,

the local Head Start project or because the services were Yeadily available.

1, Title V maternal and child health serviées, a program of matching
grants to states, ’



Not as many projects used the Crippled Children's program as used the
MCH state fofmula grant resources (13); yet more projects reported having
access to Crippled Children's services (whether they used them or not) than
services provided through MCH. The other major federally funded MCH programs
--project grants for Children.and Youth, Special Dental Projécts for Children,
and Maternity and Infant Care--rarely were used by lealth Start projects

primarily because they were not located in the same geographic areas.

Question: Were HEM and other agenclies used by Health Start
able to absorb the additional patient load without
excluding other individuals?

Data from the local HEW agency interviews did not reveal that the
added case load resulting from Health Start had detrimental effects--in
termé of reducing the number of patjents served or éhe range of the services
offered. Several local public health departments reported being under-
staffed and, thercfore, could not offer more than immunization clinics.
Projecte reported that state Crippled Children's agencies were short of
funds which limited their services. Because most public health agencies
take patients on a "first-come'" basis, few agency personnel could predict
what the impacé of llealth Start would be on their agency service.

Of the seven projects that used Community Mental Health Centers, three
paid fées for services given to the Health Start children. Because of their
own funding problems; these agencies seldom offered free services to Health
Start children. In other words, llealth Start grant resources were

"coordinated" (used by these agencies).



2. Project Performance in Meeting the Health Start Goals

Question: Did the projects enroll the number of children
they planned to enroll?

Health Start projects identified in their proposals the number of
children they intended to enroll., Most of the projects (20) reached
90 percent (or greater) of their enrollment target. Four projects enrolled
less than 50 percent of the number of children they planned to serve, and
three enrolled substantially more than planned. The size of projects
ranged from 88 to 864 children,with the median project having 280 children,

Question: What percent of the children had their immunizations
broug.it up to date by Health Start?

Nineteen percent of the children entered Health Start Qith thelir
immugizations up tc date. An additional 35 percent were on schedule at
the end of the pfogram.year. Fsrty—six percent needed additional immuni-
éagions or had unknown status. Two projects "completed" less than 10 percent
of 1he chidren, and one project provided all the needed immunizations for

over 90 percent of the children enrolled. .

uestion: What percent of the children were tested and -
vhat types of health problems were identified?

The average enrolled child received 4.4 of the seven required tests
| an¢?0.8 optional tests. Nine percent of the Health Start children received
no required tests, and 20 percent received all seven. Forty percent
received no optional tests and 20 percent received at least two optional
tests., Seventy-four percent of the children across all projects got a
medical exam and 61 percent of the children considered old enough for
dental screening received a dental exam.

Table 4 reveals that the percent of those tested who necded treatment

was to an extent dependent on the age of the child. Data are presented for

-
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the total Health Start population and for children over and under three
years of age.

The most common health prob;em among Health Start children was dental
discase: half of fhe children receiving dental exams nceded some type of
restorative work. Almost all of these children were over thfeg years of
age. Twenty-seven percent of the children réceiving a medical exam were
found to need medical treatment.

The five most common medical problems detected in Health Start children
were: (1) nutritional deficiencies (5 percent of tested), (2) acute upper
respiratory diseases (4 percent), (3) ear diseases or infections (3 percent),
(4) skiﬁ disorders (3 percent) and (5) various types of hernias (2 percent).
Recént data on a sample of Head Start children1 indicate that Head Start
children share similar types of medical problems (i1f one considers the
results of all screening tests). Of the five most frequently occurring
problems reported for Head Start children (skin, vision, speech, tonsils
and adenoids, and malnutrition) all but one (tonsils and adenoids) were the
same ag the most frequent problems in Health.Start. . .

A wide variation existed across projects on the percent of children

found to need some type of health care., For example, four projects found

less than 5 percent of the children receiving a medical exam needing treat-

ment, while five projects found more than 50 percent of the children tested
needing medical treatment. A wider variation existed in the dental area.
Of the children receiving dental exams, two projects found dental disease
(needing care) in less than 10 percent of the children and five projécts

found dental problems in more than 95 percent of the children.

1. Data are for llead Start children in one OCD region and represent
children in four states (Arkansas, New Mexico, Oklahoma and Texas). Source:
Summary Data for Phase II of the Head Start Health Planning Assessment Report,
(prepared by the Region VI Health Liaison Specialist for reporting to the
American Academy of Pediatrics). ‘



Question: What percent of the children tested and found
to need treatment actually completed treatment?

As with other project characteristics, Health Start projects varied
greatly in completing treatment for the health problems detected. Data
show that two préjects completed no treatment, whilé another. completed
treatment for all the problems found. Approximately 80 percent of the
children needing dental treatment completed it before leaving Healgh Start.
Fifty-three percent of the children who were tested and needed medical
tféatment completed their medical work and an additional 21 percent with
medical problems requiring continuing care had arrangements made for on-
going care or surveillance.1

- Question: How was health education provided to children,
parents and staff? What was the content of the
health education program? What did staff, parents
and children learn about health? How was the
health education knowledge put to use?

Some health education was given in the homes, some in day care centers,
some at evening sessions, and a great deal of what was called "health educa-
tion" was given to the children and parents on the way to a physician's
officé, or while in the waiting room. One project set up nohformal health
education encounters, while another project reported having encounters for
98 percent of its parents and children. Over all, 55 percent of the chil-
dren and 64 percent of the parents received some form of health education
instruction. The average number of encounters across all projects was 1.3
for children and 1.6 for parents. One project held an average,of over five

health education sessions for both parents and children. Fight coordinators

developed promising health education programs, however, the other 22 projects

1. The Appendix describes for each test the final treatment sta f
the children tested needing treatment.



invested little time in developing their components and consequently
little health education took place.

‘Few projeccts reported planning extensive training sessions for staff.
One regionaljoffice‘conducteq, as in the first year Health Start program,
a dental workshop for the Health Start staffs in the region.. Other projects
reported staffs were trained by state agency bersonnel in such areas as
nutrition. Several Health Start staffs benefited from local Head Start
training programs.

Almost all projects covered‘such basic tépics as toothbrushing, some
tailored specific instruction to locai health needs, and -about half included
consumer health eduqation for parents. No conclusions could be reached
abo&t what staff, parents and children learned from the health education
component. Because of the small amount of structured health education
given Health Start children and their parents, the Institute's plan io
conduct a éurvey of the Health Start parents near the end of the 197./-73
program to determine the impact of health education on children was dropped.

Question: How many children entered an on~going prevention/

treatment health delivery system as the result of
" Health Start? How will their future care be funded?

For‘future care, lHealth Start linked 28 percent of the children to
the same medical services used during the program year and 31 percent to
the same dental services. For remaining children it was either not known
or it is expected that they will continue to use the sources used prior
to Health Start.

Medicaid would provide funds for the medical care of 20 percent of
the Health Start children and for the dental care of 16 percent. Somg
other Health starters planned to utilize migrant funds, health insurance,

.or other sources. Funds for future medical care were either unreported,
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not known, or non-existent for 70 percent of the Health Start children,
and funds for future dental care were either unreported, nut known, or
non-cxistent for 77 percent of the children.

3. Relationship of Projent Résults to Community Characteristics

Question: How are Nealth Start project results related
to community characteristics? .

For the purpose of this analysis, Health Start projects were divided
into four grbups: urban, rural, mixed (urban and rural) and migrant.

As Filgure 3 indicated urban and mixed projects did better on most
measures with two exceptions: (1) urban projects gave more tests per
child, and (2) migrant projerts found the highest proportion of health
problems in the children tested. Urban and migrant projects completed
treatments for a smaller percent of those children needing treatment than
did the other projects. Three of the six urban projects completed less
than 50 percent of treatment needed while less than one~fourth of all
other projects completed less than 50 percent of needed treatmeﬁt.

In general, migrant children received fewer services than did other
Health Start children., Migrant projects had generally below.average
performance and tended to have low pér—child expenditures, Migrants were
much ‘less likely to be eligible for Medicaid and less 1ikely to have had
previous medical or dental care. They received fewer tests, even though
in two of the three migrant projects the average number of abnormal
conditions per test was very high. The reported future health care status

of migrants was conslderably worse than for other children.
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4. Relationship of Project Results to Pre~Existing Medical Services

Question: How are Health Start project results related
to pre-existing medical services?

The ameunt oflhealth'care resources available (as measured by the
numbef of physicians per thousand people in the community)lﬂdid not have
a detectable influence on project performance. The distributions of |
performance among projects with high, medium, and low amounts of health

resources in the community were not markedly different. However, it is

. »

of interest to ﬁote one anomalous situation: the taree projects with the
fewest completed treatments, both per enrolled.child and per treatment
needed, all were in communities with a high number of health resources,
whi%e on the other extreme, the project with the highest number of treat-
ments cowpleted per enrolled child had only one active physician in the
community. Thus, one con conclude that the presence of an abundance of
health resources does not guarantee good project performance, nor does a
paucity of resources inevitably lead to poor performance.

5. Relationship of Health Start Project Results to
Project Characteristics

Q:estion:. How are the Health Start project results related to
project characteristics?

Some project characteristics seemed to be related slightly to project
success:2 having no delays in project start-up, having experienced health
coordinators, being experienced Healéh Start projects, conducting multi-
phasic screening and doing relatively high number of staffsadministered

screenings.

1. Distribution of Physicians in U.S. 1971, American Medical
Association, Center for Research and Development, Chicago, 1972.

2. Project performance is measured by the amount of health services
given (including health education) and the extent to which future health
care arrangements were made.
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High project performance was strongly related to nurse-coordinators,

higher per child grant expenditures, high rates of staff time per child
enrolled, and relatively small numbers of children enrolled.1

6. What innovative (effecti§e) approaches to health

services delivery have been developed that could
be used by summer or full-year Head Starts?

Definitive guidelines for assuring effective approaches to health
service delivery could not be derived (with high confidence) because of
the program design. However, the evaluation produced data on cost estimates
for various components, prevalence of health problems, and availability
of services,as well as the effects of some project characteristics on
project performance. Thus, while tested models of innovative approaches
canngt be advanced; a sufficient data base has been developed and

presented2 to support OCD in planning health components for summer and.

full year Head Starts.

D, Major Conclusions and Reconmendat ions
1. Coordination of Resources
Health Start reinforced the hypotheses that it is difficult, if
not impossible, to change existing institutions (even temporarily) without
nandating or legislating change.
Health Start experience with "coordination' revealed that: (1) there
was no clear definition of the functiq?al mgaq}ng'of coordination or

apparent understanding of how it was to be accomplished, (2) there were

1, See Health Start: Final Report of the Evaluation of the Second
Year Propram by Leona M. Vogt, et at,, (Urban Institute Report 964-6).
Chapter VI presents detailed analysis of relationship of project approaches
and project performance.

2, 1bid.
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no incentives for HEW agencies to work together, and (3) there was no clear
understadning of the locus of responsibility for the effort, Therefore,

in only on instance, when HEW national and regional staffs worked

together and with & Health Start project coordinator, did any tangible
results occur (in terms of functional changes of agencies and programs).

" That one case involved the negotiation of a Medicaid Early Periodic
Screening, Diagnosis and Treatment (EPSDT) éontract between the state
Medicaid agency-and a Health Start agency. The rest of the activity termed
"céordinationf involved (1) some discussions and meetings of varicus HEW

- staffs and (2) some negotiations of Health Start projects with numerous
agencies (some fcderal; but primarily state and local) for specific health
services.

The results amounted to Health Start agreements with individual
agencies for particular types of service for all or some of the children,
or less frequently, a regimen of services for all the Health Start children,
Only in a few cases did agencies change the delivery or the amount of care
that they provided to other pre-school economically disadvangaged children.
Consequently, it seems that llealth Start projects were advocates for the
'Health Start children entrusted to them but not for the great numbers of
poor children in that same age group who need health care. Health Sta;t's
coordination efforts proved fal;acious the theory that there are vast
potential health resources for children waiting to be tapped.1

Because the ability to coordinate is somewhat dependent on.what exists

in the community, it is difficult to predict the feasibility of a local

Head Start successfully "coordinating" (using) health resources. However,

1. The one exception could be Medicaid's EPSDT program. However, it
could only benefit one~third of the Health Start population -~those eligible
for Medicaid benefits.
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Medicaid funds should be generally available to children eligible for
Title XIX benefits., Therefore, Head Start projects should use Medicaid
to the extent possible,

There are more implicafions than recommendations that emcrge froﬁ
this part of the analysis of the Healfh Start program., They are: (1)
It is difficult to change federal and health institutions. Changing
federal agency operations may require ;egislative action to reduce‘the
fragmented care now provided by HEW, ﬁﬁealth agencies, like federal agencies,
neced greater incentives and resources.to provide more comprehensive care
to a population. (2) Healthiagencies have a need for Health Start-like
services, Representatives of local health agencies indicated that Health
Start offered the possibility of providing them with needed services:
outreach, heélth educatioﬁ and transportation. (3) It is possible for
an agency like Health Start to have access to various existing. health
resources; however, negotiating for such services takes staff time and
project funds. The pay-off for such efforfs on'the short-run probably
does nﬁt Justify the cost of securing the agreements. With an on-going
progrﬁm like Head Start, the initial negotiations could prod;cé years of
care; therefore, such efforts could be cost-beneficial.

For a program like Head Start, we make tiic following operational
recommendations:

¢ Regional Offices of Child Development (possibly the AAP Health
Liaison Specialists) should work with state agency staffs to secure EPSDT
agreements for several Head Starts. Securing an EPSDT provider number for
several projects could be ecasier than for a single (small) Head Start
project. If Head Starts cannot successfully negotiate agreements to secure

EPSDT provider numbers, then Head Starts should refer whenever possible



,;,gnutritional anemia 1s the difficulty in identifying the abnormal state
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‘Medicaid childr;n to local EPSDT providers in order to take advantage of
the Medicaid program and reduce the cost of their health components.

e Project staffs sh0uid'be urged sﬁzungly to refer Medicaid eligible
qpildrenwfor?entaliment to secure maximum Title XIX benefits.

¢ Projects should negotiate ear1§ in the program year ‘agreements
for health care to be contributed by other agencies in order to take
advantage of as many free services as possible.

2. lietecting Children Needing llealth Care

Health Start data show that the f0110wing tests should be given

first to find the children most likely to need health care especially if
' funds are limited.
a, Priorities in Screening
* o _Because blood tests are relatively i;éxﬁensiﬁe and seem .
to predict serious health problems they should be given first (along with

immunizations). Since hematocrits are more precise tests,; they should
be given instead of hemoglobin tests (if only one blood test is given).

¢ Because over 50 percent of the Health Start Phildren over
three years of age need dental treatment, dental screening could be elimin- |
ated. Instead, all children cohlﬁ be sent to the denéist for fluoride and
cufative treatment. (Because of the dramatic effects of fluoride oh tﬁe

dental heélth status, the least expensive types of preventive treatment

is fluoride.)

1. The disadvantage of using hemoglobin level as an approach to

 when the normal cannot be clearly defined., See C.A. Finch, M.D., “Criteria
~ for Fvaluation of the Status of Iron Nutrition," Extent and Meaning of Iron

” '  Defic1ency in the U S., National Academy of Sciences, Washington, D C. 1971.;"
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b. Priorities of Children to be Screcned
¢ Children who have hed recent medical care (especlally crisis
care). They tend to need medical treatment.
| ° Young children (under.three) who are small for their age.
They have twice the number of ailments as young children of uormal size.
¢ Children who have abnormal blood readings. lhey tend to have
serious medical conditions. |
' Children who are not exposed to fluoridated vater. They had
a substantially higher number of dental cariles repaired and extractions

Ig

(a measure of the incidents.of dental problems).
’3. Measurement'Problems in Screening Program
In six of the eight required tests, the variability among projects
in referral rates was more than one would expect to find due to the true
variability of health status among children.

Even though the Health Sto;t evaluation was not to include an assess-
ment of the quality of the care given in the prograuw, the variability
‘across projects inkcosts and in detection eud treatment rates points to a
need for further study to design a low cost/high yield heslth screening
progrsm for children.

4. Health Education

Health educatiomn, as in'the first year Health Start program, was
relatively unsophisticated and unorganized. With the exception of eight
projects, most Health Start projects delivered health education on an
informal, casual and sporadic basis, Projects varied on the emphasis given

"eto the topics required by the guidelines. Ten projects, either by design

:'ior 1ack of resources, limited their health education efforts primarily to




Because of the manner in which health education was delivered and
the methodological problems in deﬁermining the relationship of health
education and the health status of the children, no recomnendations can
be made about "besf approaches,"

5. Cost of Program

Data on Health Start cost and‘prévaleﬁce of health problems reveal
that 1f all required tests and screenings were given to a group of;100-200
children (ffom birth to six years of age) and all necded treatment were
completed, it would cost an estimated $200 a child. if the same overall
amount of donated services were received as in Health Start, the cost of
serving the same age group would be $113 a child. 1If only children over
thrée years old were served, the total cost of providing them with
Health Start-like services wéuld be $219 a child (5129 a child with
“coordination") .

Cost data similar to those presented in this report could be uéed in
the Head Start program not only for Congressional budget requests but also
in reviewing project proposals and bddgets. .If OCD required Head Start
grantees to préparé budget justifications for-estimated hecalth services
costs (includiﬁg those expected to be incurred by some other agency), lHead
Start projects probably would be more successful in planning and budgeting

for their health service components than were Health Start projects.

o e \’_:3)
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Health Start failed as a "demonstration" because of the nature of
the program--no design, no expectations stated, no problems defined,
Yet much was learned about the health care needs of poor children from
birth to six years.of age. The evaluation did yield enough data on
Projaect approaches so that program models can be developed theh may be

adopted in the Head Start program., As an operational program, Health

-

Start did provide health services to 20,000 children.
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This appendix presents an overview of th; health service component
of the Health Start.program. Each of the following figures shows the
amount of care the Health Start chilldren received for each tést. There
were several types of possible health servicgystatus:

1. Test status: tested, not tested or too young to be tested.

2. Diagnosis: tested needing treatment; tcsted not needing treat-
ment; or already under care for condition.

3, Treatment status!: Tested, treatment needed, not started; tested,

£:eatment needed, begunj; tested, treatment needed, under cére aﬁd can't
’comﬂlete within year; or tested, treatmentiﬁeéded,’and care completed.

Treatment can be provided either Sy the same agency/indiVidual who
did the scfeening ("not referred") or by a different agency/individual
- than did the screehing ("referred").

The data source for this appendix 1s the Health Start Quarterly

Health Report, June 1973.
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