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About This Project
In 1998, Children Now,

Kaiser Permanente and the

I Am Your Child public aware-

ness campaign are convening

health plan leaders to discuss

their industry's investment in

early childhood development

services. Over the next several

years, Children Now will

work with these and other managed care organizations

to fulfill this plan and mark their progress.

In addition, Children Now will work with the commu-

nity of health insurance purchasers (purchasing groups,

government and individuals) to build a demand for qual-

ity early childhood development services and with

researchers to create and implement consumer and

employer accountability tools.

This report was independently commissioned by Kaiser

Permanente. Additional support for the project was pro-

vided by The Atlas Family Foundation, The California

Endowment (match for The Atlas Family Foundation), and

The Commonwealth Fund. A future report will address

adolescent health.

Managed Care
and Early
Childhood

Development
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Our nation is poised to take action for young children.

Neuroscientists tell us that children's experiences
and environment have a profound influence on
their brain development. Surveys show that families
want information, support and guidance about how
to nurture their children during their first three
years. And when this support is provided appropri-
ately, children and families can flourish.

Yet our society lacks a single point of entry
through which families with infants and toddlers
can access the services they need. An infant has no
equivalent to public school, the century-old insti-
tution that brings together children, families and
their communities.

Where are families with the youngest
children to go?
One infrastructure that existsand is becoming
near-universal for childrenis the health care sys-
tem: not only is it the first institution that families
encounter with their newborns, but for most, it is
also their only source of regular contact dedicated
to promoting child and family well-being.
Increasingly, that infrastructure is a managed care
organization.'

Families with young children already expect their
managed care organization to provide access to
services related to their child's physical well-being.
But health care encompasses more than treating
disease. Promoting children's health also includes
addressing their emotional, cognitive and social
development. All four are intertwined and require
focused attention.

The unique characteristics of managed care organi-
zationsincluding the links they create among
health professionals and institutions and their fiscal
incentive to focus on preventive caremake them
particularly well-suited to meeting the needs of
families for child development services and guid-
ance. This report, with strategies derived from these
characteristics, can help health plans create their
own early childhood plan of action.

We are poised to take action for young children.
Managed care organizations are critical to our
nation's success.

Children Now © June 1998 pi
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0 ur understanding of the human brain
has come far in just a few decades. Not
too long ago, scientists conceptualized
the newborn brain as relatively inac-

tive, with a gradual but steady increase in complex-
ity as the child approached adulthood. Genetic
endowment overshadowed the importance of the
environment in determining the child's future abil-
ities and character.2'3

But, recently, the consensus on early childhood
development has shifted. While researchers still

agree that children are born with a certain genetic
make-up, they now almost universally believe that
the newborn brain is remarkably flexible. A child's
experiences and environment interact with his
genetic endowment as he develops socially, emo-
tionally, cognitively and physically. His genes may
open doors, but his daily experiences enable him to
walk across each threshold.'

Children's families have a tremendous impact on
those critical daily experiences. However, in two
recent surveys, families with young children
expressed a need for more parenting support, guid-
ance and services:

o Only 44 percent of first-time parents say they
feel very confident about caring for their baby
at the outset.'

o Slightly over 40 percent of mothers and 30
percent of fathers report experiencing one or
more depressive symptoms when their child is
very young.'

o About two-thirds of new parents do not
attend a class or discussion about parenting.'

o Less than half of parents say that they know
what signs to watch for with their child's
emotional, social or intellectual development.'

o Sixty percent of parents report that they
would be extremely or very interested in
receiving more information about brain
development.'

The unique oppohan5ties
managed care
Where can families get this information? One
answer is their child's health care provider.' The
American Academy of Pediatrics schedule of well-
baby visits recommends 10 visits before the age of
three," giving clinicians frequent opportunities to
assess child and family well-being and to help fam-
ilies nurture their child during each developmental
transition.'

Increasingly, children receive their health care

through managed care organizations." Seventy-
seven percent of Americans and their dependents
who have employer-based insurance are enrolled in
a managed care plan.'4"5 Forty percent of all
Medicaid enrollees receive coverage through a man-
aged care plan, a four-fold increase in five years.'

In 1995, Children Now was commissioned by
Kaiser Permanente, the nation's largest nonprofit
managed care organization, to investigate strategies
for enhancing health care services for children.This
report is about children from birth to age three; a
future report will highlight the unique needs of
adolescents.

Right Time, Right Place: Managed Care and Early Childhood Development



How to use this report
This report features two critical goals toward creat-
ing an effective system for delivering early child-
hood development services: (1) create an early
childhood development infrastructure and
(2) provide a seamless system of early child-
hood development services. We have com-
piled thirteen strategies that can help health
plans reach these goals. We also propose a
process for health plans to use when assess-
ing and building their early childhood sys-
tems, one that emphasizes the inclusion of
health plan members in decision-making.

Each managed care plan will develop its
own priorities among these (and perhaps
other) potential components of early child-
hood systems. The businesses and purchas-
ing groups that contract with plans may
have the ability to influence these decisions
by negotiating for changes in the health
plan's structure, administrative practices and
benefits package.

The top leaders of managed care organiza-
tions will set the stage for the success of the
efforts to reach the two goals by, for exam-
ple, encouraging innovation, promoting
internal discussions about child develop-
ment interventions and offering financial
support for innovative programs. o

Goals and Strategies
Goal 1: Create An Early Childhood Development
Infrastructure
Strategies:

© Incorporate developmental specialists into pediatric
primary care settings

Include family advocates in the well-child care team

Offer universal, voluntary home visiting for families
with newborns

Offer group well-child visits

Use questionnaires prior to a child's visit to identify
parenting concerns

Provide temperament assessment and follow-up
services

Provide access to child development support through a
telephone system

Goal 2: Provide A Seamless System Of Early Childhood
Development Services

Strategies:
Begin parenting education in the prenatal period

Ensure scheduling of the first well-child visit prior to
hospital discharge and follow-up as needed

Encourage all health care providers and administrative
staff to promote key child development messages

Link community and social supports to pediatric
primary care

Establish a system for referral follow-up

El Coordinate with state and community health services

Implementation: Establish An Early Childhood
Development Monitoring System

Children Now © June 1998
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The new science
Close to 400 years ago, Galileo modified an exist-
ing instrumenta weak, maritime telescopeand
pointed it upwards, towards the sky. What he saw
dramatically changed not only the field of astrono-
my, but also the way we think about ourselves and
our world.

We are experiencing another shift in one of our
most basic beliefs. Scientists recently refocused two
of the 20th century's instrumentsthe MRI and
the PET scanfrom the brains of adults to those of
our youngest children. Again, we must grapple not
only with new science, but also with its implica-
tions for our society and our values.

Our understanding of the human brain has come
very far in just a few decades. Not too long ago, sci-
entists conceptualized the newborn brain as rela-
tively inactive, with a gradual but steady increase in
complexity as the child approached adulthood.
Genetic endowment overshadowed the importance
of the environment for determining the child's
future abilities and character:"'"

But, recently, the consensus on early childhood
development has shifted. While researchers still

agree that children are born with a certain genetic
make-up, they now almost universally believe that
the newborn brain is remarkably flexible. A child's
experiences and environment interact with his
genetic endowment as he develops socially, emo-
tionally, cognitively and physically. His genes may
open doors, but his daily experiences enable him to
walk across each threshold.

As babies mature, they
undergo a series of
developmental "prime
times." These periods
are optimal for the ini-
tiation of key mile-
stones, such as language
acquisition or the
development of certain
social competencies.
Do these "windows"
ever fully and firmly
close? Scientists are still

unclear: while we
know that some toxins
can irreversibly damage
children's ability to
reach their full developmental potential," the long-
term effect of other environmental factors is still

unknown. Research and practical experience indi-
cate that the windows do shut at least part -way. For
example, learning a new language as an adult or
even a teenager is certainly more difficult than as a
young child.

Can children benefit
from services after
age three?

The answer is firmly yes.
Research demonstrates that
intervening in the lives of
children, teenagers and even
adults can make a positive dif-
ference if the intervention is
appropriately designed and
implemented. While managed
care organizations should cap-
italize on all opportunities for
prevention, no child's disabili-
ty, developmental delay or
mental health problem should
be left untreated because he is
considered "too old."

In addition, scientists tell us that the physical com-
position of a child's brain reflects repeated experi-
ences. Synapses formed between neurons (brain
cells) will either grow stronger if used repeatedly or
will wither if understimulated. The patterns of
childhood experienceswhether adults sing or

Right Time, Right Place: Managed Care and Early:,C4-, dhood Development
1



shout; if they read books to children or spend little
time with themcontribute to the physical struc-
ture of children's brains and, thus, how they later
interpret, react to and live in their world.

The process of brain development is shaped by
children's experiences, both positive and negative.
Families, the constant caregivers in children's lives,
can offer love and nurturing that strengthen chil-
dren's ability to cope with the negative conse-
quences of future stress.2° Nearly all new mothers
and fathers want to provide their baby with every-
thing she needs. As pediatrician T. Berry Brazelton
writes, the most important question to families
with young children is, "How will I get to be the
parent that I long to be?" 21

Families may not realize the importance of the
everyday aspects of caregiving. "Parentese," the
sing-song, high-pitched tone
when we talk to babies, is
easier for young children to
understand and contributes
to their language develop-
ment.22 Reading aloud not
only promotes language
development, but also pro-
vides families with quiet time
for interaction. Soothing a
child's cries teaches her to
trust her family to meet her
needs.This affectionate bond,
called attachment, is essential
to all aspects of children's
well-being.'

so many of us use

One source of stress for young children is the lack
of a "goodness of fit" between them and their care-
givers. Goodness of fit refers to the quality of the
match between children's behavior and tempera-
ment and family expectations. The family may, for
example, unknowingly disrupt the child's activity
patterns by overstimulating him. Or, the family may
mistakenly believe that they risk spoiling their
infant if they respond quickly to his cries. In the
extreme, these types of situations can increase a
child's stress level and potentially lead to failure to
thrive and other developmental problems."

What is child
development?

Child development is the
complex process by which
a child growsphysically,
emotionally, socially and
cognitivelywith each
domain highly interdepen-
dent. While the course of
development follows a gen-
eral sequence, each child's
developmental path is a
unique reflection of his or
her genetics, temperament
and caregiving environment.

Brain development is also affected by negative
experiences. For young children, stress can have
serious consequences. Research has shown that
stress increases the level of the hormone cortisol,
which has the ability to undermine neurological
development."

I I 12 Children Now © June 1998 9
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Another source of stress for young children is vio-
lence. Early evidence suggests that preschoolers,
given their age-appropriate concerns with safety
and their reliance on adults for stability, are particu-
larly vulnerable to the effects of witnessing vio-
lence." Children as young as 20 months have shown

signs of post-traumatic stress disorder after witness-
ing real-life violence" and watching violence on TV
has been linked to aggressive behavior in toddlers."

Given these realities, it is no surprise that families
with young children want parenting support, guid-

ance and services. But where can families get
this information? One answer is their child's
health care provider.' The American
Academy of Pediatrics schedule of well-baby
visits recommends 10 visits before the age of
three." At one health maintenance organiza-
tion, families with young children average
more than seven encounters with the health
system per year;3' this number would be
higher for families with children with special
health care needs. Thus, clinicians have fre-
quent opportunities to assess child and fami-
ly well-being and help families nurture their
child during each developmental transition.32

Key factors influencing children's well-being
The health and well-being of children's families and communi-
ties profoundly affect the course of children's development. For
many children, their environment can hinder this process:

Families are living under tremendous economic stress.
One in four American children under age three is growing
up in poverty." One-third of families with incomes less
than $40,000 a year report they have some trouble paying
for basic supplies such as food, diapers, clothes or shoes for
their child.'

Many families with young children also experience isola-
tion. Fewer live near their extended family what used to
be a common support network."

Too often, young children experience violence firsthand.
One in three abused children is under age one" and the
fourth leading cause of death for children ages one to four
is homicide."

Environmental hazards can be especially harmful for
young children, whose normal exploratory behavior puts
them at heightened risk for toxic exposure." Exposure to
lead," air pollution' and pesticides" can have profound
effects on young children's respiratory, immune and
reproductive systems.

The health and well-being of children's families has
a strong impact on children's own health and well-being.
Depressed mothers may have difficulty bonding with
their newborns and children whose mother or both par-
ents are defined as "problem drinkers" have an increased
risk of serious injury.42,43

Moreover, seeking pediatric care carries no
stigma. Medical professionals have earned
society's respect and it is almost universally
acknowledged that good parenting includes
regular visits to a health care provider.

In turn, health care providers can establish
child development services as an appropriate
component of pediatric care. Just as pediatric
providers monitor children's physical
growth, they (or their colleagues) can work
with families to assess children's emotional,
social and cognitive development and secure
necessary services. With advice, support and
services from their health care providers,
families can learn to create a home environ-
ment that will nurture that growth and help
ensure a positive future for their children.

MI Right Time, Right Place: Managed Cafe and Early Childhood Development
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The unique opportunities for
managed cave
In 1995, Children Now was commissioned by
Kaiser Permanente, the nation's largest nonprofit
managed care organization, to investigate strategies
for enhancing health care services for children.This
report is about children from birth to age three; a
future report will highlight the unique needs of
adolescents.Among the vast number of critical chil-
dren's health issues, this report focuses exclusively
on child development and the role that managed
care organizations are especially qualified to play in
supporting the development of young children.

Managed care will likely continue to grow in
prominence as the mechanism for the delivery and
financing of health care services." Seventy-seven
percent of Americans and their dependents who
have employer-based insurance are enrolled in a
managed care plan." Forty percent of all Medicaid
enrollees receive coverage through a managed care
plan, a four-fold increase in five years. "

Surveys of n OW parents show
need fon. support
One survey by The Commonwealth Fund
asked more than 2000 parents of children
under three years old about their experi-
ences and feelings about their new baby.
ZERO TO THREE polled more than
1000 parents about their knowledge of
child development and how it informs
their parenting practices. Highlights from
the surveys include:

o Only 44 percent of first-time parents
say they feel very confident about
caring for their newborn baby. '

o Just over 40 percent of mothers and
30 percent of fathers report experi-
encing one or more depressive
symptoms when their child is very
young."

o About two-thirds of parents do not
attend a class or discussion about
parenting."

o Less than half of parents say that they
know what signs to watch for with
their child's emotional, social or
intellectual development 5"

o Sixty percent of parents report that
they would be extremely or very
interested in receiving more infor-
mation about brain development.'

Children Now © June 1998
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While "managed care" serves as a catch-all term,
most managed care organizations (MCOs) share
certain features that could enhance their ability to
implement the child development strategies pro-
posed in this report:

As integrated delivery systems, MCOs
bring together a range of health care profes-
sionals and services, potentially enhancing the
degree of coordination and continuity in the
delivery of care.

Their financial structures are an incentive to
promote preventive services, a critical pre-
cursor to the delivery of optimal child devel-
opment services.

Their contracts specify a set benefits pack-
age, facilitating a comparison between man-
aged care plans regarding the early childhood
and other services that they provide.

They rely on maintaining a membership
base, creating an incentive for being respon-
sive to members' concerns and including
members in policy decision making.

They are an early and regular source of
support for families and thus have the ability
to monitor and support families in their par-
enting role.

They can support quality improvement
activities, and are thus equipped to analyze
and implement the best ways to enhance ser-
vices for young children and their families.

Other featuressuch as the financial pressure to see
more patients at lower costscan challenge
attempts to embark on innovative early childhood
development strategies. Managed care organizations
can set policies to counter these negative incentives
and enhance the capability of clinicians to offer an
array of child development services.

How to use this report
This report features two critical goals for creating
a comprehensive early childhood system:

create an early childhood development infra-

structure, which includes the appropriate per-
sonnel and services in the benefits package, and

provide a seamless system of early childhood
development services that facilitates links with-
in the managed care organization as well as
between'the MCO and the community.

We have compiled thirteen strategies that can help
health plans reach these goals." We also propose an
implementation process for health plans to use
when assessing and building their early childhood
systems, one that emphasizes the inclusion of health
plan members in decision-making.

Each managed care plan will develop its own pri-
orities among these (and perhaps other) potential
components of early childhood systems. A plan's
success in these efforts depends in large part on the
priorities of its administrative and medical leaders.
In addition, the businesses and purchasing groups
that contract with plans may have the ability to
influence these decisions by negotiating for changes
in the health plan's structure, administrative prac-
tices and benefits package.

The interventions presented in this report include
only some of the promising practices in place in
health care settings. As such, Children Now intends
each strategy to serve not as a ready-made program,
but as a catalyst that can lead to the creation of other
programs that may have greater effectiveness within
a particular community. Children Now hopes that
health plans, businesses, state governments and con-
sumers will use this report to create and fulfill their
unique vision of early childhood services. When
possible, we have provided research results and cost-
effectiveness data (under the heading "Benefits &
the bottom line") to help these efforts.

1 5
Right Time, Right Place: Managed Care and. L rly Childhood Development



0
Create Ai/fEarly Childhood Development Infrastructure

0
Managed care organizations differ from tradi-

tional insurance, in part, by integrating a wide

array of personnel and services. With the

growing recognition of the importance of

early childhood development, MCOs may find

that creating a well-defined early childhood

development infrastructurewith specialized
personnel and serviceshelps them better
meet the parenting- needs of their members.

The design of a health system's child develop-

ment infrastructure must allow for the differ-

ences among families and among health care

providers. Some families may seek a pediatri-

cian to address their child development ques-

tions, while others may feel most comfortable

articulating their parenting concerns to a peer

family advocate. Likewise, some pediatricians

have the interest, time and resources to dis-

cuss child development, whereas others

would prefer to rely on child development

specialists to address behavioral and parent-

ing questions.

When establishing (or building upon) an early

childhood infrastructure, health plans should

also consider the cultural norms of the fami-

lies being served. Interpreters and bilingual

health professionals are valuable additions to

health plan staffs. In addition, health plans

can help address cultural issues by encourag-

ing a partnership between health care

providers and families in the development,

maintenance and evaluation of health care

services. The final section of the report pro-

vides a model for family involvement.

Strategy U Incorporate develop -
mental specialists into pediatric
primary care settings
Health care systems may present structural barriers
which prevent both families and pediatric primary
care providers from fully discussing child develop-
ment issues during well-child or sick visits.

Families may not raise their developmental con-
cerns because they believe that their provider is too
busy or unlikely to be responsive. Indeed, the aver-
age pediatric primary care provider spends less than
15 minutes with each patient' and some studies
indicate that some may be unable, unwilling or
unaware of the need to address developmental
concerns in-depth."

Other families may not realize that their child is
exhibiting early signs of a future developmental
problem. They may notice, for example, that their
child is very quiet or easily distracted, but not iden-
tify this behavior as significant. Likewise, some
pediatric primary care providers have not been
trained to assess developmental problems in their
earliest, pre-acute stages." Opportunities for inter-
vention may be missed if the health plan is not
structured to address developmental concerns at
their earliest manifestations.

One solution is to enhance the managed care plan's
provider network by including a professional on the
pediatric team who is trained to identify and eval-
uate developmental and behavioral concerns in
very young children. Developmental specialists can
provide such care and help families develop parent-
ing strategies that meet the unique needs of their
child. (Other pediatric teams may choose to
include, or already include, a pediatric nurse practi-
tioner or pediatrician with specialty training in
child development. These professionals, if their
schedule permits, can serve a similar function to a
developmental specialist.)

i6 Children Now © June 1998



0 Strategies in practice: Asking the Tight questions

At a meeting with all the pediatric clinicians at a Kaiser
Permanente clinic in the Central East Division,
Developmental Specialist Claire Lerner mentioned that

since she had come to the practice, several three- and four-

year-old children had been referred to her with fairly seri-

ous communication disorders and delays. Accounts from

families about their children's development suggested that

early indicators of difficulty had been apparent even before

age two, when pediatricians typically become vigilant about

potential delays or problems in language development.

In the hope of identifying these problems earlier, Claire

suggested that at the 15-month visit, pediatricians ask
parents how their child lets them know what he or she
wants. "By this age, a child should be engaged in complex

gesturing, using facial expressions, vocalizations or words

to communicate their intentions, desires and needs," Claire

explained. "If a child has not developed these skills yet,

this would be a good time to refer the family to me for a

consultation."

An hour after this meeting, one of the pediatricians
knocked on Claire's door and said, "I have a 15-month-

old, Mark, in my office. I just asked "The Question." It

turns out that he is communicating only by gnmting and

his parents don't know what he wants most of the time.

Would you see them?"

(th

The doctor brought the family to Claire's office and intro-

duced Claire to Mark and his parents, Carol and Tom.

Claire first asked them about their concerns, which cen-

tered around sleep problems and his fussy eating habits.

When Claire asked about communication, Carol and Tom

reported that Mark used only one or two words and ges-

tured very little. He also had trouble following their direc-

tions and seemed to be "in his own world." In order to

understand what the parents ware experiencing, Claire
engaged the whole family in play. Although Mark grew

more socially responsive over time, it was clear that lie had

serious developmental challenges in the areas of relating

and communicating.

Claire assisted the family in quickly identifying and
enrolling Mark in a community-based therapy program.

She also helped the parents develop a home program they

could do with Mark and continued to meet with them to

supplement the county services. During this time, Claire

kept Mark's pediatrician up-to-date, when she checked in

with the family about Mark's development during his
well-child and sick visits. Mark responded very well to

these integrated efforts and showed significant improve-

ment within the first two months.

A few months later, Carol said she had been impressed

that her pediatrician had asked the right question at the

right time, enabling Mark to be connected to the services

he needed right away She was also extremely grateful that

a developmental specialist was there to help them under-

stand Mark's complex challenges. Without that support,

Carol knew that she and her husband would have felt
overwhelmed and confused and perhaps been less effec-

tive in helping their son.

The pediatrician was also grateful to have this new tool,

which took so little time to integrate into her exam, as well

as a specialist on-site to respond quickly and appropriate-

ly to such a need. Together, they had a profound, beneficial

impact on this child and family.'`

-7
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In order to be effective, the developmental special-
ist's role must be acknowledged as an integral com-
ponent of pediatric care. One way to achieve this
goal is for primary care providers to introduce the
topic of child development and behavior during
the health visit, thereby communicating that emo-
tional, social and cognitive development are as
important to monitor and address as physical

growth: Then, the primary care provider can intro-
duce the family to the developmental specialist and
either continue to participate in the discussion or
leave the family and developmental specialist on
their own.

If further consultation with the developmental spe-
cialist is warranted, the child and family can partic-
ipate in a developmental assessment that not only
evaluates the child's developmental status, but also
serves to help families understand their child's
unique strengths and challenges. As appropriate, the
developmental specialist works with families to cre-
ate appropriate home-based interventions, sched-
ules additional appointments and makes referrals to
more intensive services. A strong relationship
between the developmental specialist and the fam-
ily is key to ensuring that these referrals are effec-
tive. It is also vital for the developmental specialist
and the pediatric primary care provider to stay in
close communication about each family.

A Model: ZERO TO THREE
Kaiser Permanente ((Central [East)
Joint Project
A Kaiser Permanente pediatric clinic in

Washington, DC participated in a pilot program
with ZERO TO THREE: National Center for
Infants, Toddlers, and Families in which a child
development specialist was integrated into the clin-
ical team.57 She had a highly flexible schedule that
allowed her to participate in well-child examina-
tions for infants and toddlers, offer follow-up

appointments as needed, and accompany some
families to community-based referrals. In addition,
ZERO TO THREE provided the developmental
specialist with ongoing access to training and clini-
cal supervision, based on the needs and characteris-
tics of the patient population."

Ev, eneffi e bottom line

Out of a sample of 52 families who consult-
ed with the developmental specialist and
who returned surveys, 63 percent said they
learned something new about their child's
behavior and how to handle it.

El Sixty-nine percent reported learning some-
thing about their child's growth and devel-
opment that they didn't know.

Seventy-three percent said that the time
with the developmental specialist had
enabled them to better help their child

L=1 Health care provider satisfaction with the
developmental specialist was high. As report-
ed by a Kaiser Permanente pediatrician
involved with the project,"The develop-
mental specialist provides immeasurable
good will and a necessary service for Kaiser
through her ability to delve into areas and
problems the providers don't have the time
for, may not know how to handle, and
would almost certainly refer out."'"

For practices interested in providing
enhanced developmental services, a develop-
mental specialist will cost less than that of a
pediatrician and, thus, can be an effective use
of limited resources.

s
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Strategy Onciude famigy advo-
cates in the we00-chlid care team
Health care serviceswhether managed care or
notcan be confusing for families with young
children. Families have to master a vast array of
information about pediatric services at the same
time that they are enmeshed in the exhilarating and
emotionally draining process of learning how to
care for their newborn. If a family is coping with
additional stress, that confusion can become over-
whelming.

One solution is to include a family advocate as part
of the well-child care team. Family advocates typi-
cally live in the neighborhood served by the health
care facility and are comfortable navigating the
health care system. Perhaps their own child receives
care at that site.

The role of family advocates can vary. As part
of a broad-based family-centered care initiative,

Fig

Montefiore Medical Center in Bronx, New York
has hired three Family Advocates to support fami-
lies with hospitalized children and is in the process
of expanding the Family Advocate program to its
clinics.All three Advocates have a child who is cur-
rently receiving or once received care from
Montefiore.The Advocates help families work with
health professionals and access services they need.

Pediatricians, nurses, health educators and other
health care providers can benefit from the presence
of family advocates. Since family advocates work
with a variety of patients, they can present clinicians
with a broad-based evaluation of the health care
system. They will know if families frequently are
confused about a certain aspect of the system (lab-
oratory services, for example) or what logistical
barriers contribute to missed appointments. Their
informal relationship with families, as well as their
own experience, enable them to become reposito-
ries of family perspectives on the health plan.

In some health care settings, it may be beneficial if
family advocates share an ethnic or socio-econom-
ic background with the membership of the man-
aged care organizationespecially if it is different
from the majority of the health care providers. In
these circumstances, the family advocate plays the
additional role of enhancing the cultural compe-
tence of the health care services. Certainly, only
some health plan members would serve as effective
(or would even want to be) family advocates. Like
all health plan personnel, they must be carefully
selected and trained. In addition, given the degree
of responsibility and the importance of a long-term
commitment, family advocates should not be con-
sidered volunteers, but rather receive an appropriate
stipend.

Right Time, Right Place: Managed Care and Early Childhood Development
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111 A Model: Pediatric Pathways to
Success at oston Medical Center
The Pediatric Pathways to Success program, found-
ed in 1994 by pediatrician Barry Zuckerman, MD
and early childhood specialist Margot Kaplan-
Sanoff, EdD, provided enhanced pediatric care to
at-risk families at Boston Medical Center. (The
Pathways program was the model for Healthy Steps
and is now known by that name.) Each Pathways
team included a Family Advocate, who played a
critical role in seeking to increase families' use of
preventive and primary care services. The Family
Advocates had flexible schedules which allowed
them to travel with families to WIC offices, hous-
ing programs and other services, providing peer
support and education. By "bridg[ingl the gap
between medical practice, social services, commu-
nity programs and family needs,' the Family
Advocates helped to build families' relationship
with their primary care site. (See page 34 for more
information on Pathways.)

Nearly all Pathways families had health insurance
through Medicaid managed care, which paid a cap-
itated rate for each child. Knowing that the
Pathways program reduced emergency room visits
and other costs enabled the Pathways program to
pay for the Family Advocates out of the capitated
rate. Other providers affiliated with the Pathways
program (such as behavioral health specialists and
attorneys) were funded through private and federal
grants.

E. enefi bottom Bine

In a year-long study, Pathways infants
made only 1.47 Emergency Room vis-
its, compared to 5.34 visits by infants in
the comparison group, and these visits
were found to warrant "immediate
attention." 62 Correspondingly, Pathways
infants made significantly more sick vis-
its than their non-Pathways peers,
demonstrating a more appropriate use of
the health care system.'

Non-Pathways infants were hospitalized
more often and for longer periods.
Initial analysis of medical charts indicat-
ed that non-Pathways infants were hos-
pitalized more often for preventable
conditions. The hospitalization costs for
the non-Pathways infants were 50 per-
cent higher than the Pathways infants."

In the first eighteen months of the pro-
gram, only 2.2 percent of Pathways fam-
ilies dropped out of pediatric care, com-
pared to approximately 45 percent for
families in other pediatric care.

Nearly 90 percent of Pathways families
were up-to-date on their immuniza-
tions, compared to 45 percent of Boston
children."

Evaluators have concluded that the
Pathways program paid for itself, while
improving the health status of partici-
pants."

20
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Strategy Offer universal,
voluntary home visiting for families
with newborns
"All young families could benefit from some good
help with a new baby."" This opinion from the U.S.
Advisory Board on Child Abuse and Neglect but-
tresses its recommendation for universal, voluntary
home visiting as a strategy not only for reducing
child maltreatment, but also to support all families
with young children.

Home visiting programs have received considerable
attention from policymakers and researchers alike.A
number of states have legislated home visits if
mothers and infants are discharged from the hospi-
tal within 24-48 hours of the child's birth, and some
health plans have offered postpartum health visits
for years. The evidence supporting home visiting is
mixed, in part because home visiting programs vary
dramatically as to their purpose, the populations
they target and the expertise and training of the
providers who conduct the visit.

Home visiting as an effective intervention attracted
significant attention based on a study conducted by
David L. Olds, Harriet Kitzman and their col-
leagues in Elmira, NewYork in 1986.7"This research
indicated that long-term home visiting by a nurse
reduced the rates of subsequent pregnancy, reduced
rates of health care encounters in which injuries
were reported and increased labor force participa-
tion, among other findings. A follow-up study

found continuing benefits fifteen years later." Since
that time, the same researchers have reported on a
replication of the home visiting program within a
predominantly African American community.
Here, too, they demonstrated impressive results:
nurse-visited children spent fewer days in the hos-
pital for injuries and ingestions, their mothers held
fewer beliefs associated with child abuse and
neglect and their mothers attempted breastfeeding
more frequently "

Home visiting enables health care providers to
understand the child's family and environment in
ways that an office visit cannot possibly address.The
home visitors can promote child development and
family functioning by identifying and acting on
"teachable moments." At the same time, home vis-
itors must recognize that all families are different
and that there is rarely one right way to approach a
parenting concern.

Home visitors must also have the means for sharing
their observations and experiences with the other
pertinent members of the managed care plan's net-
work. The pediatric primary care provider is one
important contact, but (depending on the referral
policies of the managed care organization) the
home visitor might identify a family's need for
access to lactation consultants, health educators,
adult health care or other providers.

Home visiting can effectively establish trust
between families and health plansa critical step to
ensuring good communication in the years ahead.
By traveling to the family, the home visitor confirms
that the family is the primary source of care for the
child and that the health plan's role is to support that
relationship." It is no surprise that newborn home
visiting has been found to increase patient satisfac-
tion. In one survey, 67 percent of families who used
a home visiting service found it useful.'
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A Model: Kaiser Permanente
(Derwer/Bouilder Area) Perinatal]
Home Care Program
The Kaiser Permanente (Denver/Boulder Area)
Perinatal Home Care Program provides an

advanced practice nurse home visitor to pregnant
and parenting families who have been referred by
their clinician. Categories for referral include both
low- and high-risk groups. Most low-risk families
receive one or two visits, but more intensive ser-
vices are available if ongoing needs are detected.
Ninety percent of all deliveries in the
Denver/Boulder Area receive a home visit. The
home visitors include 12 nurse practitioners and
certified nurse midwives; a licensed professional
counselor who works with teens; an office manager
and program director. In 1997, the program served
7,751 clients and provided 12,750 home visits.

(obeli e bottom Bine

More than 98 percent of participants rate
the Kaiser Permanente Denver/Boulder
Area Perinatal Home Care Program
either "good" or "excellent." 75

Pediatricians, neonatologists and perina-
tologists highly value the program for its
case management, monitoring and assess-
ment services. Each home visitor tends
to work within the same geographic area
and thus with physicians associated with
the same Kaiser Permanente clinic. This
specialization, combined with the
longevity of nurses with the program,
facilitates the development of personal
relationships, trust and communication
between the home visitors and physicians.

The home visitors are knowledgeable
about community resources and make
social service referrals as needed.

The size of the program and the
advanced training of the nursing staff
allow the home visitors to respond
quickly to acute cases and provide high
level care.

After a home visiting case is "closed,"
the chart is combined with the patient's
regular medical chart. The home visiting
program is looking forward to full
implementation of Kaiser Permanente's
electronic medical records, which will
faCilitate record sharing further.75

Children Now © June 1998



0

Create An E'arly, Childhood Development Infrastructure

Strategy U Offew wow vve00-chiOd
visits
Families learn parenting skills differently. Some may
feel most comfortable and learn the most about
their child's health and development in a typical,
one-on-one appointment with a pediatrician or a
pediatric nurse. But others may thrive in a cooper-
ative setting, learning best by observing, listening to
and sharing ideas with other families, in addition to
a clinician. For these families, group well-child vis-
its, which have been in use for at least 25 years,"
can maximize the value of time with health profes-
sionals. Likewise, some clinicians may feel that they
can help children and their families most effective-
ly by meeting with them in a group setting.

In a typical group visit, about six families with chil-
dren of the same age share a one-hour appoint-
ment. Perhaps the clinician will ask families about
their experiences with an age-appropriate develop-
mental challenge, such as how they cope with their
two-year-olds' temper tantrums or how they feel
about their one-year-olds' growing independence.
Each child also receives immunizations and a basic
physical examination.

Group visits take advantage of family-to-family
communication and support. Just the experience of
watching other young children can enlighten an
anxious family: they can discover that every child
and every family is unique and that no single
"right" answer to complex parenting questions
exists.

A Model: Dv. Lucy Osborn's Seat
Lake City pvactice
For 18 years, Dr. Lucy Osborn was a pediatrician
in group practice in Salt Lake City, Utah. Of all of
her patients with newborns, 90 percent opted to
participate in a group visit format. [See the story
on page 21.]

F:1enefi bottom Dine

® In a study of group visits, families and pedia-
tricians discussed nearly four times as many
important parenting issues, as identified by
the American Academy of Pediatrics, than
during individual visits."

O Group visits maximize capitated dollars, since
the charge is the same as for individual visits,
but families spend more time with the pedia-
trician.'

O Participants in group visits were 1.8 times less
likely to seek advice between visitswith no
adverse health effects for their children.'

® In one study, 90 percent of families partici-
pating in group visits kept all of their check-
ups, compared to 72 percent of those seen in
individual visits.'

Eight out of 11 groups in one study showed
their high satisfaction by asking to continue
the group visit process after the study was
completed.'

® Group visits may not be appropriate for all
health care settings. Researchers found at one
clinic that high-risk families using group vis-
its kept significantly fewer of their scheduled
appointments than those with individual vis-
its (although, with make-up appointments,
the overall number of kept visits was the
same)." In addition, sonic clinics may not
have enough space for group visits. In all
cases, health plans should keep group visits
voluntary and continue to offer individual
well-child visits.
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Strategies in practice: "We're heaDthy

From the moment her obstetrician said something might

be wrong with her pregnancy, Rosemary Brennan Curtin

couldn't stop worrying. Her son's normal birth didn't

allay her fears. She still found herself measuring him

against other babies, trying to assess if he was "behind."

She was driving herself crazy, she admits, even though

her son, who quickly became known as Ace, was fine.

At Ace's two week visit, his pediatrician, Dr. Lucy
Osborn, asked Rosemary if she would like to join a well-

child group being formed at her Salt Lake City practice.

The group of five to eight families would meet according

to the American Academy of Pediatrics' well-child visit

schedule. The sessions would last one hour plus about 10

minutes for a physical exam. Rosemary leapt at the
opportunity.

"I know that part of the reason the experience was so pos-

itive was that Lucy is such a great pediatrician,"
Rosemary says. "But, I think that all first-time parents
(and sometimes second-time parents) would appreciate

group visits. I had the opportunity to ask all of my ques-

tions and talk with other parents about safety, child devel-

opment, nutrition, sleeping problems and most important-

ly personal parenting experiences. Everyone had a parent-

ing strategy to share, a common concern that generated a

wealth of information. I became more informed, and there-

fore more confident in my ability to take care of my son.

With the pre-scheduling, I always knew when the visit

was going to be and Lucy's office sent me reminders a

week before in case I forgot. Best of all, the group devel-

oped real friendships, giving us freedom to ask the hard

questions all parents must deal with."

What does Rosemary feel is the best aspect of group vis-

its? "Constantly being reassured that Ace and I are
healthy and normal!"

and normall!"

For Dr. Lucy Osborn, the key to well-child visits is the

new relationship between families and their primary care

provider. "Families see me as a resource for parenting infor-

mation, not just what to do if their baby has a cold. I can

also emphasize to families how to use the health care sys-

tem appropriatelywhat should happen during a well-
child visit, when to use urgent care, and when to go to the

emergency room. By spending an hour together, I am able

to learn more about each family's strengths and the areas

in which they may need extra supportand they are able

to get to know and trust me, too." 84
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Strategy U Use questionnaives
prim. to a chilld's visit to identify
paventing concerns85
Between well-child visits, families may face a vari-
ety of parenting challenges and may amass numer-
ous questions and concerns about their child's
development. Even if they have access to their pedi-
atric primary care provider and other child devel-
opment specialists over the telephone, the face-to-
face benefits of a well-child visit make that time the
most valuable. But much needs to happen during
the visit: the child must be weighed and measured;
age-appropriate screenings and immunizations
must be administered; and timely guidance offered.

One strategy for maximizing the efficiency of a
visit is to ask families to fill out a questionnaire
about their developmental concerns prior to the
well-child visit. There are a number of benefits to
using questionnaires:

o Questionnaires set the tone that it is "all
right" to raise behavioral issues, such as disci-
pline. Families may otherwise self-censor for
fear that their questions will label them as bad
or incompetent parents.

o They can help families articulate their priori-
ties and, assuming the pediatric clinician is
responsive, help pediatric providers understand
the unique concerns of each patient's family.
Numerous authors have proposed an agenda
for each well-child visit." However, the stan-
dard topics may not include issues of pressing
concern to a particular family." By enabling
families to help set the agenda for the visit,
questionnaires help create a partnership
between health professionals and families."

o Questionnaires can raise important issues
about adult health that affect children's health.
Physical and mental illness can affect a family's
responsiveness to their young child's behav-
ioral cues. Studies have shown, for example,

that children of mothers who are depressed or
anxious have poorer health status, if the
maternal condition is untreated." However, it
is important for clinicians to accept that some
families may not feel comfortable discussing
their own physical or mental healthand that
this reluctance to participate does not neces-
sarily indicate a family in crisis.

In order to be effective, questionnaires must reflect
the characteristics of the patient population. For
example, for low-literacy or non-English-speaking
families, English language questionnaires will have
little value. Pediatric providers will need to be sen-
sitive to individual families' language capabilities,
either by providing questionnaires in the family's
primary language, offering assistance in filling out
questionnaires or not using them in some circum-
stances.

Pediatric providers can develop their .own ques-
tionnaires or use existing resources. For example,
Kaiser Permanente has developed, as part of its
"Bright Systems"' project, age-appropriate ques-
tionnaires for use by pediatricians and adolescent
providers. The questionnaire seeks to elicit infor-
mation about families' knowledge of and behavior
regarding important health and safety issues, such as
how to prevent lead poisoning. There is also room
in the questionnaire for families to raise other issues
that they want to discuss.

RightTime,RightPlace:ManagedCareandEarlyhood Development



A Model: Heaithy Steps for Yoau

Children at Humana (Kansas City)
Healthy Steps for Young Children is a national
program of enhanced pediatric care. The compre-
hensive array of services includes "Linkletters" that
are sent to families two weeks before scheduled
visits and include (among other sections) ques-
tionsfor families about their child's behavior and
development. Healthy Steps Specialist Carol
Dietzschold says that the questionnaires are "a
good centralizing point for discussions about child
development." She emphasizes that the question-
naire is a useful tool that is used "in the context of
the personal relationship between the providers
and the families and that trusting relationship is
essential to the success of Healthy Steps."91

Researchers from Johns Hopkins University are
conducting the formal evaluation of Healthy
Steps; initial data will be available in late 1998.

E. enef5

O

Oa it I- bottom 05ne

The questionnaire provides health care providers
with observations about the child's typical, every-
day behavior to supplement their observations
during well-child visits. This additional informa-
tion can be crucial for providers who only see
the child for a short time in a setting unfamiliar
to the child.

a The questionnaire is presented to families in
conjunction with information about common,
age-appropriate child development advice and
information, helping to reinforce the educational
messages offered by the health care provider.

One study found that families who did not fill
out a questionnaire only discussed 30 percent of
their concerns with their pediatrician. This num-
ber rose to 43 percent for the families who filled
out the questionnaire, but did not show it to the
doctor and 53 percent for those who both filled
out and shared their responses with the pediatri-
cian. Importantly, none of the participating pedi-
atricians found the questionnaire burdensome
and none increased the amount of time spent
with patients as a result of its use.'
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Strategy U Provide temperament
assessment and foillovv-up services
"Temperament" refers to the innate way in which
each individual consistently approaches his or her
world. Most temperament traits appear in early
infancy; almost all are quite apparent by three or
four years of age:

o Some children are active or intense; others are
quiet.

o Some are quite sensitive to noise, touch or
temperature and react strongly to slight envi-
ronmental changes; others are unaffected.

o Some get easily frustrated and give up easily;
others are quite persistent.

o Some adapt quickly to novelty, change or
intrusions; others take more time.93

A particular temperament is neither good nor bad,
but families who misunderstand their child's tem-
perament may become frustrated by their child's
behavior. A toddler with low tolerance for change
may meet new foods with protracted temper
tantrums; an aggressive child who has just become
mobile may be at high risk for running into the
street.

Recognizing temperament is a crucial first step as
families seek to nurture their child's unique devel-
opmental path. But families also need to learn how
to interpret the abstract concepts of temperament
"sensitivity," "assertiveness," etc.in terms of day to
day behavior. In a study conducted at Kaiser

Permanente (see page 25), families who received
temperament counseling scheduled fewer discre-
tionary (i.e. with a pediatric primary care provider)
visits when their child was about a year old than
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families who were not counseled. From discussions
with the families, the authors hypothesize that the
children whose families received counseling did not
have fewer behavioral problems, but rather their
families anticipated their child's frustrating behavior
and felt more confident in their parenting role. As
the authors write, "Parents who receive anticipato-
ry guidance may not gain a magic solution but may
gain more perspective, more patience and a greater
sense of competence. By helping parents develop
more realistic expectations, anticipatory guidance
may also help prevent some normal temperament-
related behavioral issues from becoming behavioral
problems." '

A Model: The Preventive Ounce
Temperament Program: Kaiser
Permanente (Santa Rosa) and Cigna
HeafthCarre of Arizona (Phoenix)
impOementations
In Kaiser Permanente's Santa Rosa, California clin-
ic, from 1986 through 1989, just over 300 children
and their families participated in a temperament
counseling study. All participants completed a ques-
tionnaire regarding their four-month-old child's
temperament, the results of which were placed in
the child's medical chart. The experimental group
received the results by mail, along with tailored
anticipatory guidance. (Later implementations of
the program included the availability of a tempera-
ment counselor." Some clinics now use an on-line
version of the temperament assessment question-
naire.")

Cigna HealthCare ofArizona's Phoenix clinics have
used the Preventive Ounce's program for about ten
years. More than 1200 children have participated in
this program."'

E:i enefi e bottom Dine

o In families who received counseling, "more
active" children scheduled the same number
of visits as their "less active" peers, whereas
the "more active" children in the control
group saw their doctor more often than their
"less active" (and also uncounseled) peers.97

o The greatest decrease in the number of visits
occurred when the children were just about a
year oldthe age when most children
become mobile and verbal, causing many
temperament-related issues to come to the
fore."

o In another study of the Temperament
Program, two-thirds of participating pediatri-
cians believed that it helped families and
improved their pediatric practice and many
families cited the Temperament Program as a
positive factor in keeping their health plan
membership.'

o One implementation of the Temperament
Program cost approximately $5 per child to
administer. If the program were expanded to
the clinic's entire early childhood population,
10,000 children (the expected pool of partic-
ipants) would have 15,000 fewer office vis-
itsa theoretical savings of $630,000 per
year. As the authors state, these savings may
not appear in daily practice; however, the
reduced number of visits will increase accessi-
bility of medical providers.''
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Strategy Provide access to chiOd
deve0opment support through a
tellephone system
During optimal well-child visits, families ask and
receive answers to their child development ques-
tions. The frequent schedule of well-child visits
ensures that families will have this opportunity at
least 10 times in their child's first three years.
However, questions and challenges about children's
development may arise at any time.

One strategy to fill these gaps between visits is to
provide families access to a "warm line" (called that
to distinguish the service from crisis-oriented "hot
lines"). A warm line is a telephone advice service
that provides families with access to child develop-
ment specialists. Given the range in children's tem-
peraments and what is considered "typical" behav-
ior, it is not surprising that 87 percent of families
who have access to ongoing telephone support find
it very useful.'"'

For some families, the telephone's anonymity
makes it easier to use. They may be embarrassed to
ask questions about parenting issues or afraid that
clinicians will misinterpret their questions as a sign
that they are bad caregivers. Receiving advice over
the telephone may feel non-confrontational and
safe. However, other families may not feel comfort-
able discussing parenting questions with a stranger
and need ready access to their primary care
provider.

In the examples highlighted below, each telephone
warm line had the advantage of being affiliated
with a hospital; this affiliation gave the warm line a
prestige that encouraged callers to trust the advice
given.A managed care organization would have the
same prestige.

A Model: Parent Viilairmiine
Parent Warm line, sponsored by Children's Hospitals
and Clinics in Minneapolis, provides a call-back
service to families about non-clinical, non-emer-
gency child development and behavioral issues.The
Warm line is staffed by volunteers who have a back-
ground in child development and is managed by a
part-time coordinator. The volunteers receive an
intensive training course, the costs of which are
absorbed by the hospital. In 1995, the service
responded to 2,300 calls from 125 zip codes. The
average call length was 19 minutes."

enel5
O

Ot11F- bottom 05ne

50 percent ofWarmline callers report that
they have no other helpful resources for
parenting education.

93 percent of callers surveyed agreed that
Warm line helped them better understand
their situation and 73 percent reported
that their situation improved as a result of
their call with the Warm line.

80 percent of callers surveyed reported that
the Warmline helped relieve their stress.
(The remaining 20 percent felt neutral
about their stress level; no one reported
that the Warmline increased their stress)"

A similar Warmline service run by Cedars-
Sinai Medical Center in Los Angeles,
California asks long-distance callers to pay
for the cost of the call (which can last up
to 45 minutes).104
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it7idiej4leamless System of Early Childhood
everophientiSlervicesr` 0
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The rapid pace of development from birth to
age three brings both excitement and chal-
lenges to families. As their children learn to
walk, for example, families need new informa-

tion about safety and may be ambivalent
about this sign of independence; families with

toddlers often wonder when to begin toilet
training. Other families may worry if important

developmental milestones, such as communi-

cation, seem especially difficult for their child.

By offering a seamless system of child devel-

opment services, managed care organizations

can help families cope with these transitions
and identify appropriate, newly tailored ser-
vices and parenting support. A truly seamless

system will facilitate transitions not only
between services within the managed care
organization (from obstetrics to pediatrics, for

example), but also between the plan and com-

munity-based programs.

Research documents the influence of parental

health on child health and well-being, making

the link between pediatric and adult health
services one of the most valuable for plans to

strengthen. For example, children of depressed

mothers themselves acted more depressed
(with lower affect and energy), even when
with nondepressed adults.'°6 Children whose

mothers or both parents are defined as "prob-

lem drinkers" have an increased risk of serious

injury.'

A recent study of high-risk families also docu-

ments the importance of children's communi-

ties on their well-being. Researthers found
that the amount of "social capital"defined in

the study as church affiliation, perception of
personal social support and support within the

neighborhoodwas strongly correlated with
the well-being of pre-schoolers." Thus, man-

aged care organizations, as they seek to pre-

vent poor health outcomes, have a stake in
helping families find support in their commu-

nities. Although they should not be expected

to "fix" the social problems that plague chil-
dren and families, health plans can become
part of larger community health efforts by
increasing the effectiveness and efficiency of

these referrals.

Strategy Begin parenting educa-
tion in the prenatal period"
Families do not wait until the birth of their child to
make important parenting decisions. How they
were brought up and their peers' parenting experi-
ence all influence their parenting attitudes and
practices. Health professionals can help families rec-
ognize their predispositions, decide which they feel
are right and think carefully about those they want
to unlearn.

A prenatal visit with a pediatric clinician can raise
the pressing parenting issues that warrant early
attention. Families can ask about newborn behav-
ior and discuss concerns about nutrition, sleep,
safety and other issues. Providers, as they learn
more about each family, can make referrals to the
range of professional and peer support services that
are available through the health plan's network and
in the community. Above all, the prenatal visit can
help lay the foundation for this important, long-
term relationship.

Children Now © June 1998
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One important health issue often decided prenatal-
ly is whether a mother will breastfeed or formula
feed her infant."' Both obstetric and pediatric
providers can help families understand the benefits
of breastfeeding and overcome obstacles to its

practice.

Another important emphasis of the prenatal visit is
helping fathers to recognize their importance to
their child's development."' The pediatric primary
care provider can help integrate fathers into discus-
sions about their childtheir hopes, expectations
and fears about what their child will be like and
what role they would like to play in their child's life.

Finally, prenatal pediatric information may help
families prepare to navigate the health care system
once their baby is born. In one randomized, con-
trolled study of inner city families, women who
participated in a prenatal pediatric visit took their
children to the emergency room 50 percent less
than their control group peers."'

0 A Model: HealthPartners group
prenatal class
The Minnesota-based HMO HealthPartners offers
first-time parents a prenatal group visit with a pedi-
atric primary care provider and a pediatric nurse,
usually scheduled between 28. and 30 weeks into
the pregnancy. The obstetrician serves as the link to
the program. Between two and eight families attend
the group visit, which lasts about one and a half
hours. Topics covered include infant feeding issues,
as well as the benefits of breast feeding; what to
expect during the hospital stay; circumcision; jaun-
dice and other neonatal/postnatal conditions; child
safety; and the well-child and immunization sched-
ules. The pediatrician and nurse team also take this
opportunity to introduce expectant parents to the
office staff, including providers, phone nurses and
receptionists, and give a summary of their pediatric
experience and areas of interest. 13

enefl e bottom line

o The group visit format is an effective use
of the providers' time, since most families
ask the same basic questions. Families are
encouraged to schedule individual
appointments if they have questions or
concerns that were not addressed during
the group visit or if they feel uncomfort-
able with the group visit format due to
privacy or other concerns.

® The group class serves as a clearinghouse
for directing families to other specialized
services, such as HealthPartners' outpa-
tient breastfeeding clinic, and to classes
about topics including breastfeeding,
infant massage and returning to work.

o The group class provides families with the
opportunity to get to know a pediatric
primary care provider, whom they can
then choose as their provider. When fami-
lies have such a good understanding of
their provider's perspectives and style, the
chance of their satisfaction with the
providerand thus the chances for conti-
nuity in the relationshipincreases.
(Families can also choose any other avail-
able provider in the HealthPartners net-
work based on word-of-mouth, in-person
consultation or assistance from the health
plan.)

O Although HealthPartners has not con-
ducted a formal evaluation of the pro-
gram, family satisfaction survey results are
consistently high and health care
providers feel that it is a good investment.

".:%.
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Strategy U Ensure scheduOing of
the {Horst vve00-chirld visit prior to
hospitall discharge and fo011ovv-up
as needed
Health care is al habit. Research has shown that
missing one well-child appointment increases the
risk for future missed appointments."' With the
rapid course of early childhood development, and
the important physical health services that occur
during this time (such as immunizations), missed
visits lead to a delay in timely preventive care. In
one study of families with commercial health insur-
ance, 10 percent failed to schedule their first well-
child visit and 16 percent failed to keep their first
well-child visit. 15

The numbers are worse for at-risk populations. In
the study cited above, 13 percent of families with
Medicaid or no health insurance failed to schedule
their first well-child appointment and 39 percent
failed to keep it. In another study, only 38 percent
of children from birth to 23 months had received
the full number of well-child visits recommended
by the American Academy of Pediatrics."' A third
study found that 27 percent of low-income infants
did not receive their first well-child visit in the
appropriate time frame."'

Researchers have found that some populations are
at increased risk for not scheduling or attending
their first well-child visit:

o Low-income families with more than one
child, which presumably makes child care
arrangements necessary; "8

o Low-income families without telephones,
which makes scheduling and rescheduling
appointments difficult; "9

o Families in which the mother has a high
school education or less, is a teenager or does
not remember her introduction to the con-
cept of well-baby care; 12" and

o Families who have not met the child's pedi-
atric primary care provider (in this study, a
pediatrician) prior to the child's birth.'

Health plans need to assess their own populations
for these risk factors and approach the development
of solutions accordingly. For example, plans with a
highly literate membership could use written
reminders for visits, but those that know that much
of their population is not literate or does not own
a telephone may have to make a significant invest-
ment to ensure that families make and keep
appointments, such as a home visitor program.
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A Model: Healthy Connections at
Children's Hospital] in Boston, MA
Healthy Connections is an infant mortality reduc-
tion program that draws from the Touchpoints phi-
losophy developed by pediatrician Dr. T. Berry
Brazelton. "Touchpoints" are predictable moments
in child development that can cause an increase in
family stress if unanticipated. By targeting these
transitions, health care providers can teach families
about their child's development and promote fam-
ily well-being.'"

Healthy Connections focuses on the Touchpoint of
birth. Potential participants (high-risk pregnant
women) are identified by prenatal clinics.A Healthy
Connections nurse meets mothers in the hospital at
the time of birth to assess family strengths and
needs, begins to provide parenting education (in
part through a low-literacy newborn care booklet)
and schedules the first well-child visit. Depending
on the new mother's length of stay in the hospital,
the Healthy Connections nurse will meet with her
from two to four times, helping to build the rela-

?t:!
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tionship between the mother and the nurse. The
nurse calls the family 48 hours after discharge to
check on their status. If the family misses a well-
child visit, a community liaison conducts a home
visit to re-establish the link between the family and
the health care system, as well as help the family
with any other social service needs.'"

Ensuring that the first well-child visit is scheduled
before hospital discharge is just one strategy used by
Healthy Connections to enhance the family-
provider link. By conducting the very first exami-
nation of the newborn in the presence of the fam-
ily, Healthy Connections draws in the new family
and assesses their strengths and challenges with car-
ing for their baby. Moreover, involving the family in
discussions about their child sets the tone for future
interactions: that the family's concerns and opinions
matter and that the health care providers will help
with all aspects of newborn development.

Benefi bottom line

The program documents a 44 percent
increase in the number of kept one-month
well-child visits and a 31 percent increase
for the two-month visit, compared to the
control group.124

Program participants use the emergency
room 75 percent less in the first month of
life than their control group peers.'"

Primary care providers report that families
are better prepared for the first well-child
visit.'26

Healthy Connections nurses have noted
positive effects of their focus on building
strong relationships between families and
the health care system, although only
anecdotal evidence is available.'"
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Strategy U Encourage all health
care providers and administrative
staff to promote key child develop-
ment messages
One element of a successful public health campaign
is creating a simple message and repeating it often.
Managed care organizations can complement exist-
ing efforts to promote healthy early childhood
development by involving all staff in the delivery of
key messages.

Part of what determines family satisfaction with
their health care provider is their relationship with
office staff. By encouraging staff to take an active
role in the delivery of health messages, families may
be more likely to view the system as "on their side."

Case study 1: Encourage families
to read to their young childreni28
Forty percent of American fourth graders read at a
"below basic" level,'" more than 20 percent of
adults perform at the lowest literacy level and an
additional 25 percent have marginal functional lit-
eracy.'" The problem is not limited to non-native
English speakers: in the lowest literacy group, only
one in four people is an immigrant who may just
be starting to learn English."

Health care providers have an important stake in
helping to improve children's reading ability. Older
children, teenagers and adults need to be able to
read appointment slips, prescription bottles and
educational brochures to take care of their own
health and that of their dependents. In a study of
health literacy, 42 percent of patients at two public
hospitals could not read and understand basic med-
ical instructions, such as the need to take a medi-
cine on an empty stomach.'"

Researchers agree that children's early literacy envi-
ronment is critical to their later reading success.'"
Enjoyable experiences with books help mitigate
the often frustrating task of learning to read.

Reading aloud familiarizes young children with
the cadence of language, an important, step in lan-
guage acquisition.

Reading can also have an important corollary ben-
efit for children's development by enhancing their
attachment to their family. The interaction that can
occur during reading aloud is just as important to
the child's well-being as the familiarization with
letters and words. Even if adults in the family are
beginning readers themselves, just using books as
the springboard for talking with toddlers ("Can
you point to the cat?") teaches them "pre-literacy"
skills that will help them in the quest to read. If the
important adults in their lives value books, so will
children.

Finally, reading is a possible replacement for exces-
sive television viewing. Researchers have demon-
strated that even young children are affected by the
violence that they see on TV.'" By reading with
their children, families model another source of
entertainment.

Families may need help in creating a positive liter-
acy environment for their children. Managed care
organizations can introduce families to this impor-
tant concept through programs such as the ones
described below. They can also direct families to
their local public library that may offer literacy ser-
vices for children and adults. As with all education-
al messages, hearing that reading is important from
multiple sources will enhance families' acceptance
and implementation of the recommendation.

34
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Two Models: leach Out and
Read & Reading Rx
The Reach Out and Read (ROR) program was
first implemented at Boston Medical Center. This
program uses volunteers to read to children as they
wait for pediatric appointments. Then, pediatric
providers "prescribe" reading during the visit and
give each family an age appropriate book. ROR has
been implemented in hundreds of sites, including
children's hospitals, health maintenance organiza-
tions and corporations; finding is secured through
grants and collaborations with local agencies.

A HealthPartners clinic in Minnesota is one of the
first implementation sites for Reading Rx, a litera-
cy promotion program developed by Dr. Hilary
Stecklein, a HealthPartners pediatrician. There are
four components to the program. First, health clin-
ics set aside a corner of the waiting room as a book
corner that has a rotating library of children's
books. Second, take-home brochures provide infor-
mation to families about the importance of reading,

how to read aloud to children and suggestions for
minimizing the amount of TV children watch.
Third, children can become members of Reading
Rx. The free membership includes reading-related
gifts (as funding permits) and small prizes from
public libraries and other community organiza-
tions. Fourth, health care providers and clinic staff
receive training about the importance of reading
and how to promote reading to families. Reading
Rx is a nonprofit organization funded by grants.

enefi e bottom Dine

A study of ROR found that mothers
who received books were four times
more likely to read to their children than
mothers from the same socio-economic
group who had not received any books.'"

Both Reading Rx and ROR are so
well-integrated that children and families
come to expect that books will play a
role in their check-ups. As one ROR
participant said, "Every time I brought
[my daughter] to the clinic, the doctor
gave us a book, so I figured he must
want me to do something with them."'"

Both programs use the time families sit
in waiting rooms to underscore the
importance of reading. In Reading Rx,
the clinic staff sign families up for pro-
gram membership and answer questions
about the book display. Reach Out and
Read incorporates volunteer readers to
promote the joy of reading.

ElRight Time, Right Place: Managed Care and Edt1)% Childhood Development



CI Case study 2:
Encourage breastfeeding
The benefits of breastfeeding to children, mothers
and society are firmly established. A recent study
concludes that breastfeeding is associated with
"small but detectable increases in child cognitive
ability and educational achievement," noting that
these increases could be measured by different indi-
cators of educational achievement into young
adulthood.'" Breastfeeding has also been linked to
reductions in otitis media (ear infections), sudden
infant death syndrome, allergies and asthma.'3' For
mothers, breastfeeding has been demonstrated to
lower the risk of ovarian cancer.13' The social ben-
efits encompass reductions in environmental waste
from formula packaging, saved money from less
parent absenteeism from work for their child's ill-
nesses as well as others.

Two of the national health goals articulated in
Healthy People 2000 are to increase initial breast-
feeding to 75 percent and breastfeeding at six
months to 50 percent.'" The United States has a
long way to go towards this goal: in 1995, only 59
percent of women were breastfeeding either exclu-
sively or in combination with formula use at the
time of hospital discharge and only 22 percent of
mothers were nursing at six months."'

A major barrier to breastfeeding success can be hos-
pital policies. Some health systems interrupt breast-
feeding or contradict messages about its importance
by providing families with free formula or coupons
for discounts, feeding the newborn formula, rather
than helping mothers learn to breastfeed, and fail-
ing to provide lactation information and support
both prenatally and in the postpartum period. To
counter these forces, the World Health
Organization initiated the global "Baby Friendly
Hospital Initiative" in 1992 that establishes ten cri-
teria that hospitals must adopt in order to be certi-
fied as "baby friendly." As of 1997, only eleven hos-
pitals in the United States had been certified.

'ta

A Model: Kaiser Permanenta
HospitalHonolluDu, Hawaii
Kaiser Permanente's Honolulu hospital became the
second hospital in the United States to be officially
designated as "baby friendly" as part of UNICEF's
and the World Health Organization's "Baby
Friendly Hospital Initiative" (BFHI). BFHI hospi-
tals are required to meet ten standards, including
having a written breast-feeding policy that is rou-
tinely communicated to all health care staff and
training all health care staff in the skills necessary to
implement this policy. As part of its BFHI, Kaiser
Permanente's Honolulu hospital established train-
ing programs and broad-based educational cam-
paigns for all staff.

eneli bottom Ulna

From February 1994 to March 1997,
breastfeeding at the time of mother-baby
discharge from the hospital rose from 56
to 91 percent.'"

The percent of mothers still breastfeeding
at six months increased from 25 percent
in 1995 to 44 percent in 1996.143

Hospital readmission of newborns less
than seven days old is decreasing: the rate
of readmission (total admissions/total
deliveries) for the first-quarter has
declined from 2.5 in 1995 to less than 1.5
in 1997.144
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Strategy ID Link community and
social supports to pediatric primary
care
All families need access to information, support and
services to help them nurture their children's devel-
opment. For some families, these needs may be
compounded by community and family stresses.
Homelessness, domestic violence and substance
abuse, for example, all powerfully influence chil-
dren's well-being and the ability of their families to
take care of them.

While health care systems cannot fully address these
societal problems, they can become a nexus of
information, support and services about family and
community health services. To do so effectively,
plans need to understand the social service needs of
their membership, uncover the gaps existing
between services and develop a plan for bridging
those gaps. Some plans may find that linking ser-
vices to pediatric care, as done at Boston Medical
Center, is the best means for ensuring that families
receive the support they need.

El A Model: ©sten Medical Center's
Pediatric Pathlivays to Success
As described on page 17 the Pediatric Pathways to
Success program (which served as the model for
Healthy Steps and is now known by that name) was
based on an ecological model of pediatric care that
recognizes the importance of family and communi-
ty well-being to children's health. The families
served by Boston Medical Center (BMC) have
wide-ranging needs. For example, of all deliveries at
BMC, 18 percent have been prenatally exposed to
drugs, 4 percent are discharged to homeless shelters
and 11 percent are born prematurely. '"

To help families address these issues, the Pathways
team included the clinician (pediatrician or nurse
practitioner) and Family Advocate, with a child
development specialist, attorney and substance
abuse counselor available as back-up. Together, the
team ensured that families had access to a range of
social services, including WIC and cash aid,

Medicaid, food pantries, housing and employment
assistance, legal advocacy, drug treatment, smoking
cessation programs and maternal health care.'"
Family Advocates played a lead role in this compo-
nent of Pathways by, for example, helping to facili-
tate the relationship with the social service program
or assisting families in applying for Medicaid or
WIC. If referral to a community-based program
was appropriate, the Family Advocates were able to
accompany families for their appointments.

enefi bottom line

See page 17 for a description of the bene-
fits of the Pathways program.

Right Time, Right Place: Managed Care and Early mod Development
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Strategy U EstabOish a system for
referrai foillow-up
In the course of addressing a child's developmental
needs, pediatric primary care providers may decide
to refer the family to another provider either with-
in the health plan or (depending on the health
plan's rules and outside contracts) to another
provider or program in the community. Unlike
physical health referrals, behavioral and mental
health referrals rely heavily on the clinician's ability
to prepare the family for the referral, since a child's
nonphysical developmental needs may be harder for
the family to identify and understand than a physi-
cal ailment.' The stigma against mental health care
may also, inhibit some families from pursuing a
referral.

Only providing families with the name and address
of a health care provider or program does little to
facilitate the success of the referral. Families may
experience multiple barriers when trying to fulfill a
referral for child development information, support
or services.They may not believe that the referral is
necessary or may feel ashamed for needing support.
Families may feel disconnected to the cultural con-
text of the new clinician or program. Their com-
plex schedules (multiple jobs, child care, elder care,
etc.) may create logistical problems and financing
may pose a hardship.

Managed care organizations should establish sys-
tems to enable pediatric providers to track the
results of referrals, particularly for children with
serious developmental delays or highly stressed
families. Both in-plan and out-of-plan referrals to
child development services should be tracked, if
believed necessary by the family or provider. If the
first referral was unsuccessful, the clinician can work
with the family to develop a more appropriate one
or find a more helpful community resource. Any
delay could cause a decrease in the family's motiva-
tion, support and resources for following through
with the referral.'"

A Model: [Early intervention foilow-
up provided by Harvard Vanguard
Medical Associates
Harvard Vanguard Medical Associates (a nonprofit,
multispeciality medical group) provides care primar-
ily to members of Harvard Pilgrim Health Care.
Harvard Vanguard's Developmental Consultation.
Service, in addition to providing clinical evaluation
and consultation to Harvard Vanguard's pediatric
clinicians, also monitors referrals made by the group
practice's clinicians to Early Intervention (El), a
joint federal and state program that provides ser-
vices to children from birth to age three who are
experiencing or are at risk of experiencing devel-
opmental delays."' The Harvard Vanguard Early
Intervention office matches notification of EI refer-
rals from pediatric clinicians with authorization
requests that providers submit to the health plan
and with progress reports from community pro-
grams. Through database tracking, the El office has
the capacity to track families who may "fall through
the cracks."150

enefn bottom Dine

Follow-up is systematic and thus assured: the cen-
tralized Et Office knows to step in if the paper-
work reflects a breakdown in the referral process.

The EI office serves as the information link
between those who make referrals (including pedi-
atric clinicians, speech pathologists and community
child care providers) and the community programs
that provide services. Both sides of this "see-saw"
receive information from the EI office, facilitating
consistency and coordination of information.

Through the centralized El office, the group prac-
tice can help ensure that patients receive the ser-
vices prescribed by their health care providers.

38 Children Now June 1998 Pit



0

Rwvide_A Seamless System of Early Childhood Development Services

Strategy Coordinate with state
and community health services
In many communities, local or state government
programs or nonprofit agencies provide important
services to families with young children. Some, par-
ticularly those that have existed for many years, may
have advantages not yet developed in newer health
care organizations, such as effective outreach meth-
ods, culturally competent services and links to other
community resources. Moreover, long-standing
programs may have earned the trust of their neigh-
borhood, maximizing their effectiveness.

Managed care organizations can coordinate with
these programs, thereby enhancing services to fam-
ilies and avoiding resource duplication. In some
cases, coordination can simply take the role of pro-
viding members and health professionals with a
community resource list. In others, such as the
example below, coordination would be enhanced
by case management. In all cases, health plans will
need to determine which out-of-plan services they
will fully reimburse, partially subsidize or exclude
from the benefits package.

D A Model: OH eaOthSourceMestchester
Prepaid Health Services Plan and
Montefiore Medical Center's Safe
House Program
Lead poisoning in young children is a dangerous
result of developmentally appropriate behavior,
specifically a toddler's tendency to explore the
world by mouth. Ingesting lead can result in

depressed IQ scores, increased risk of dropping out
of high school and reading disabilities.''' Although
the incidence of lead poisoning has decreased due
to new laws and community education, nine per-
cent of children still have blood lead levels that
exceed the safety threshold.'" A 1998 GAO report
concludes that about 352,000 children probably
have high blood-lead levels but have not been
tested."

The HealthSource/Westchester Prepaid Health
Services Plan has developed a case management
program that both ensures that lead-poisoned chil-
dren and their families receive the follow-up ser-
vices they need and educates their network health
professionals about the importance of lead testing.
The case manager works with the Westchester
County Department of Health, Early Intervention
programs, the Committee for Preschool Special
Education and lead treatment programs. One of
these programs is Montefiore Medical Center's
Lead Poisoning Prevention Project. In addition to
lead treatment clinics, Montefiore offers the Safe
House Program, which provides families with an
alternate place to live while their housing is being
deleaded, family-support services and education
about important child health and safety issues.

Right Time, Right Place: Managed Care and Early Childhood Development
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enefi bottom Dine

o Montefiore has established two lead clin-
ics for children, depending on their
degree of lead poisoning. In the "low-lead
clinic," the focus is on detecting the
source of lead poisoning and providing
education about environmental, nutrition-
al and lead poisoning prevention issues.
The goal is to prevent further lead poi-
soning and thus the need for hospitaliza-
tion and other specialized services.The
same is true of the "high-lead clinic," with
the addition of more intensive medical
interventions, as indicated.'"

Montefiore repeatedly tests children's
blood-lead levels. Only once children
have had two normal readings three
months apart are they considered "gradu-
ates" from the program.'"

o HealthSource/ Westchester Prepaid
Health Services Plan uses phone calls and
outreach visits to follow up with families
who miss or do not schedule appoint-
ments with Montefiore.'

us The Plan supplements Montefiore's lead
treatment services with nurse home visit-
ing that includes a developmental assess-
ment and follow-up after hospitalization.'"

0 Strategies in practice:
Extending seamiessness
into the community

On October 9, 1997, the Minneapolis-based managed
care organization Health Partners brought together nearly

600 people for a town meeting that focused on how com-

munity members and institutions can enhance young chil-

dren's development.

Called SMART (Stimulate Minds at the Right Time),

the one-day event included speakers and participants from

Minnesota families, businesses, conimunity agencies, gov-

ernment offices, health and educational organizations and

others. As part of its effort to extend the reach of the con-

ference message and results, Health Partners worked with

Minnesota magazines to print the proceedings.

Participantswho may never have met with the managed

care organization beforeleft with concrete ideas and
inspiration for dedicating some portion of their work to

young children. Many have become involved with

Health Partners reading promotion programs (see page 32).

Others had experiences like Jeanne Vergeront, the past

Vice President for Educational Projects at the Minnesota

Children's Museum. "The Museum demonstrated its
commitment to early childhood issues by sending six
high-level staff members to participate in the conference.

Since that event, we've been conscious of making our
`Preschool Tuesday' programs developmentally appropri-

ate and based on important parenting messages. I've also

had the opportunity to share what I learned at the con-

ference with other children's museums that are working to

translate what we know about early childhood into pro-

grams fc)rfanfilies." 158 El
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Managed care organizations, as documented

in this report, have many opportunities to

support families in their parenting role. No

single strategy is the perfect strategy.

Rather, each managed care organization will

configure a unique set of early childhood ser-

vices, drawn perhaps from the menu provid-

ed in this report and possibly from other
sources as well, according to their popula-

tion and community.

Children Now has developed a template for

this process, called an "Early Childhood

Development Monitoring System." This tem-

plate includes three key components: creating

an Early Childhood Work Group with health

plan administrators, providers and families;

collecting important data; and reporting to

membership about progress and next steps.

Right Time, Right Place: Managed Care and Early Childhood
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Early Chills hood Work Group
The mission of the Early Childhood Work Group
would be to (1) assess the current array of child
development services; (2) create a plan of action for
integrating new policies and programs; and (3)
monitor its implementation. Work Group members
would include health care providers, plan adminis-
trators and several families with young children. A
sample plan of action is provided on page 41.

The inclusion of families in this Work Group is
critical for ensuring that the health plan services
both meet the needs of and are accessible to the
membership. In addition to families, Work Group
conveners should think broadly when considering
membership, given the nature of child development
services. Often, the delivery of these services
requires a cooperative environment: pediatric pri-
mary care providers may have to collaborate with
child development specialists; medical advice nurs-
es may have to refer callers to a parenting warm
line; administrative staff may have to integrate a
longer group well-child visit into the daily sched-
ule. Quality improvement efforts will benefit if
approached by an equally multidisciplinary team.

In addition, Work Group participants should draw
from the plan's highest ranks, both in terms of deci-
sion-making power and informal leadership qualities.

Once the Early Childhood Work Group has been
formed, it will need to articulate a common under-
standing of its mission. One step that might help
this process is to agree upon a set of managed care
values. Children Now's Birth to Three & Managed
Care Advisory Committee developed a sample set
listed on page 42. Given the particular importance
of communication for ensuring that these values are
realized, the Advisory Committee created a set of
communication principles. By enhancing commu-
nication among families, clinicans and administra-
tors, plans can help families make informed choices
and articulate their needs and expectations.

Development 411



Data collection
One recommended action for the Work Group is
to coordinate the collection of data about the need
for early childhood development services and the
effectiveness of existing programs. This information
will not only inform the Work Group as it develops
its action plan, but can also help purchasers of
health insurance mark the plan's progress.

For data on the need for services, health plans can
catalogue programs and survey members.They may
also consider calling upon others to help gather this
information. Businesses, for example, could survey
employees who have young children enrolled in the
managed care plan. Questions should address mem-
bers' knowledge, use and evaluation of parenting
resources offered by the health plan, as well as sug-
gestions for other useful services. Family involve-
ment in questionnaire design will enhance the use-
fulness of the survey by ensuring that questions will
be readily understood.

With these data, the Work Group can determine
which services are most wanted by members.
Health plans that can demonstrate their ability to
fulfill consumer requests will have a distinct com-
petitive advantage.

Outcomes data can help health plans select pro-
grams for implementation and refine existing pro-
grams. Some data are provided throughout this
report; over the next few years, as health plans
intensify their implementation of early childhood
development services, Children Now will continue
to distribute outcomes data to help build this body
of knowledge.

Using data to set health plan policies
Kaiser Permanente, the Centers for Disease Control
and Prevention, Emory University School of
Medicine and the University of Arizona Health
Sciences Center collaborated on a study about the
impact of adverse childhood experiences on adult
health.159 The research found a "strong and cumu-
lative" link between a child's experiences of abuse,
neglect or violence and that child's health risks
(such as smoking, alcoholism and obesity) later in
life. For example, adults with four or more adverse
childhood experiences were more than seven times
more likely to be alcoholics and ten times more
likely to use injected drugs than adults with no such
experiences. This data played a significant role in
Kaiser Permanente's decision to join the Healthy
Steps project, which provides enhanced pediatric
care during early childhood and strong parenting
support. As the authors of the study wrote, "If
[pediatric approaches like Healthy Steps] can be
replicated and implemented on a large scale, the
long-term benefits may include, somewhat unex-
pectedly, substantial improvements in overall adult
health."
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Reporting to membership
An Annual Report to the health plan's membership
and to purchasers can relay the successes and chal-
lenges to enhancing child development services.
The Annual Report would include the data that the
health plan collected (both internally and from par-
ticipating businesses), as well as a summary of the
strategies that have been implemented.

In addition, Children Now intends to function as
an information center for health plans that agree to
implement some or all of the strategies included in
this report. Through various information tools,
Children Now will share practical implementation
tips, as well as highlights of recent child develop-
ment research.The Work Group could serve as the
contact point for communicating with Children
Now about the steps taken by that particular health
plan and could serve as the dissemination point for
information amongst health plan providers, admin-
istrators, families and businesses.
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A model action plan for the Early Childhood Development \Work Group

® Adopt a set of managed care values and
communication principles as parameters
for the work of the Work Group. The models
developed by Children Now (located on page
42 of this report) may serve as a good starting.
point.

® Create an inventory of existing programs and
policies that address child development issues.
The Work Group can use this list not only to
identify services that are missing, but also to
demonstrate that child development services
are already an accepted part of the managed
care plan.

To supplement the inventory, conduct inter-
views with people drawn from the managed
care organization's membership, health care
providers and administrators from different
departments and facilities, as well as commu-
nity leaders, as to the potentially beneficial
services that may be lacking.

!Develop a plan of action for improving the
managed care plan's support to families
regarding their child's early development. Seek
early approval of this plan from the leadership
of the managed care plan. Every effort should
be made to coordinate new programs with
existing services to create a seamless system of
care. This report can serve as a starting point
for developing new programs.

Develop a budget for implementing the
action plan.

0 Develop a timeline for implementing one or
more child development services. Inform the
managed care plan's membership when the
new programs are available.

® Develop a process for assessing the quality
and cost effectiveness of the program, after the
initial implementation period. (See the

t,

description of the Data Collection compo-
nent on page 39.)

0 Inform managers when the new programs
should be incorporated into performance
evaluation of staff.

Consider incorporating the communica-
tion principles into all staffs performance
evaluations and ensure that a mechanism for
securing consumer input about staff members'
communication skills is established.

Work with Member Services to ensure that
the changes to the health plan's administration
and benefits are reflected in benefits package
language.

When appropriate, conduct another needs
assessment to continue the quality improve-
ment process.

involving families is critical for success
As a health plan develops and monitors its system of
early childhood services, ongoing involvement of health
plan families will help ensure that decisions reflect
members' needs and experiences. Montefiore Medical
Center in the Bronx has a multi-faceted family-centered
care initiative, which includes the Family Advocate pro-
gram (see page 16), the installation of a Family Learning
Place and the involvement of families in the develop-
ment of a new children's hospital. Participating families
will receive training in the process of hospital of design,
while hospital staff, architects and other consultants learn
about how to collaborate effectively with community
members."Family participation in the design of our new
children's hospital and our other family-centered care
activities is crucial in ensuring that we provide facilities
and programs that meet the needs of our children and
their families," says Gregory Burke, Vice President of
Planning at Montefiore Medical Center.
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Mode0 vallues and pitincipOes

CHM and farnigy heallth values
I> Family-centered. Managed care organiza-

tions will acknowledge and support the com-
mitment, expertise, responsibility and full par-
ticipation of families regarding all aspects of
(1) their children's care and (2) the decisions
that affect the whole membership of the man-
aged care organization.

I> Accessible and community-based.
Managed care organizations will enable fami-
lies to access services within the health plan
and the community through timely, culturally
competent mechanisms. Pediatric services may
serve as a route for identifying the health
needs of other family members.

I> Comprehensive, Coordinated &
Affordable. Managed care organizations will
recognize the diversity of children's needs and
offer families a coordinated, comprehensive set
of benefits at a reasonable cost.

t' Community-focused. Managed care orga-
nizations, in recognition that members' health
is affected by their community, will participate
in the development and maintenance of safe
and healthful environments for children and
families.

D Quality. Managed care organizations will
provide services that meet accepted quality
and safety standards and are delivered in
collaboration with families. Managed care
systems will provide leadership and include
families in efforts to develop pediatric quality
standards.

Communricatnon winciipOes
o Equal. All participants should feel that they

have an equal right to participate and an equal
responsibility to listen.

o Individualized. Communication should
begin with an assessment of all participants'
knowledge, attitudes and skills and then
accommodate the participants' unique
strengths, capacities and needs.

o Culturally competent. Communication
should accommodate family language and
cultural characteristics.

o Comprehensive. No limits should be placed
on the content of family-provider communi-
cation.

o Timely. Communication should occur in
anticipation of and in prompt response to
children's and families' needs.

o Interdisciplinary. Communication should
involve all appropriate participants, as deter-
mined by families and providers.

o Collaborative. Communication should help
build collaborations among families, the mul-
tiple service points within the health plan,
health plan administrators and the community.

o Continuous. Communication should occur
within the context of long-term relationships
between families and providers.

o Recorded. Key information should be
recorded and then made available to the
child's family (with assistance as needed in
understanding it) and to appropriate
providers.

o Confidential. All communication should
respect participants' ethical and legal rights to
confidentiality.
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This report demonstrates that managed care

organizations can support and enhance the
ability of families to nurture their young chil-
dren's development and suggests opportuni-
ties for plans to fulfill this role. Purchasers of

health insurance could use their influence to

encourage the inclusion of early childhood
development services in the plans that they
purchase.

Children Now, in authoring this report, intend-

ed the strategies to be practical. Each is illus-

trated by real-life applications and most are
buttressed by evidence. The final recommen-

dation outlines a process for health plans and

families to develop and implement an action
plan.

Four themes are woven throughout this
report. First, early childhood development is

critical to later development. The period from
birth to age three presents a'series of opportu-

nities for promoting appropriate social, cogni-

tive, emotional as well as physical growth. The

two goals in this reportto create an early
childhood development infrastructure and to
provide a seamless system of early childhood

development servicescan help managed
care plans organize their approach to this
critical topic.

Second, families can play an essential role not

only in nurturing their own child's develop-
ment, but also in helping a managed care plan

create an environment that supports all fami-
lies. At the same time, families' involvement

enhances their satisfaction with the health
plan and sense of responsibility for their
health care.

0

Right Time, Right Place

Third, good communication among health
plans, health care providers, communities and

families is key to promoting the healthy devel-

opment of children. Health care systems can
be confusing and intimidating or they can be
places of empowerment and trust.
Communication is a critical factor differentiat-
ing the two.

Finally, the integration of child development
services, the involvement of families and the

establishment of good communication require

commitment from leaders. Individual health
care providers and individual families cannot

influence the system if the system rebuffs
innovation. Leadership, in setting priorities,
should focus on early childhood development.

Children Now looks forward to providing
health plans, the purchasing community and

families with additional information as they
work together to enhance early childhood
development services.
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Program CoMacts and Other Resources

For more information about the
programs highlighted in this report,
you are welcome to contact the
following experts:

Developmental Specialist
Linda Eggbeer, MEd
Senior Associate
ZERO TO THREE
734 15th Street, NW
Suite 1000
Washington, DC 20005-1013
(202) 638-1144
www.zerotothree.org

Claire Lerner, LCSW
Developmental Specialist
ZERO TO THREE

Family Advocate
Margot Kaplan-Sanoff, EdD
Co-Director, Healthy Steps
Maternity Building, Room 500
Boston Medical Center
1 Boston Medical Center Place
Boston, MA 02118
(617) 534-4767

Randi Kohn, MHA
Director, Program Development
Montefiore Medical Center
111 East 210th Street
Bronx, NY 10467
(718) 920-6080

Home Visiting
Carol Grunfeld, MS, RN, NP
Director
Kaiser Permanente
Perinatal Home Care Department
10350 East Dakota Avenue
Denver, CO 80231-1314
(303) 344-7979

Group Well-Child Visits
Lucy Osborn, MID
University of Utah
Health Sciences Center
50 North Medical Drive
Salt Lake City, UT 84132
(801) 581-6264

Healthy Steps
Kathryn Taaffe Mc Learn, PhD
Assistant Vice President
The Commonwealth Fund
One East 75th Street
New York, NY 10021-2692
(212) 535-0400
www.healthysteps.org

Temperament Counseling
James Cameron, PhD
Executive Director
The Preventive Ounce
354 63rd Street
Oakland, CA 94618
(510) 658-8359
www.preventiveoz.org

Warm Line
Linnea Grey
Children's Hospital and Clinics
Parent Warmline
2525 Chicago Avenue South
Minneapolis, MN 55404
(612) 813-6356

Helen Reid
Clinical Coordinator
Early Childhood Center
Cedar Sinai Hospital
8700 Beverly Blvd., Room 4310
Los Angeles, CA 90048
Early Childhood Center
Cedars-Sinai Medical Center
(310) 855-3573

Prenatal Parenting Education
Teresa Kovarik, MID
Health Partners
2500 Como Avenue
St. Paul, MN 55108

Healthy Connections
Constance Keefer, MD
Child Development Unit
Children's Hospital
300 Longwood Avenue
Boston, MA 02115
(617) 355-6948

.

Early Reading
Hilary Stecklein, MD
CEO & President
Reading Rx
PO Box 26085
Shoreview, MN 55126-0085
(612) 490-7694

Pat Cowan, RN
Reach Out And Read
Boston Medical Center
1 Boston Medical Center Place
South Block High Rise, 5th Floor
Boston, MA 02118
(617) 534-7553

Breastfeeding
Melodee Deutsch, RNC, MS,
MPH, CPHQ
Nurse Executive for Maternal
& Child Services
Kaiser Permanente Hospital
3288 Moanalua Road
Honolulu, 1-11 96819
(808) 834-9520

Town Meeting
Patti Hague
Director, Community Relations
HealthPartners
8100 34th Avenue South
PO Box 1309
Minneapolis, MN 55440-1309
(612) 883-7771

Coordinating Referrals
Dan Olsten
Developmental Consultation
Services & Early Intervention
Harvard Vanguard Medical
Associates
Somerville Center
40 Holland Street
Somerville, MA 02144-2705
(617) 629-6312

On-site Social Supports
see Family Advocate
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Program Contacts and Other Resources (continued)

Lead Poisoning Prevention
Isabella Clemente
Montefiore Medical Center
Lead Poisoning Prevention Project
111 East 210th Street
Bronx, NY 10467
(718) 547-2789

These organizations, and many
others not listed here, can also serve
as resources regarding early childhood
development services in managed care
organizations:

American Academy of Pediatrics
141 Northwest Point Blvd.
PO Box 927
Elk Grove Village, IL 60009-0927
(847) 228-5005
www.aap.org

American Association of Health
Plans
1129 20th Street, NW
Suite 600
Washington, DC 20036
(202) 778-3200
www.aahp.com

Association of Maternal and Child
Health Programs
1220 19th Street, NW
Suite 801
Washington, DC 20036
(202) 775-0436
www.amchp1.org

Bright Futures
National Center for Education in
Maternal and Child Health
2000 15th Street, North
Suite 701
Arlington, CA 22201-2617
(703) 524-7802
www.brightfutures.org

Center for Healthier Children,
Families and Communities
UCLA School of Public Health
10833 Le Conte Ave.
Los Angeles, CA 90095-1772
(310) 206-1898

Children's Defense Fund
25 E Street, NW
Washington, DC 20001
(202) 628-8787
www.cdf.org

Children's Environmental
Health Network
5900 Hollis Street, Suite E
Emeryville, CA 94608
(510) 450-3818
www.cehn.org

City MatCH
University of Nebraska
Medical Center
600 South 42nd Street
PO Box 982170
Omaha, NE 68198-2170
(402) 559-8323
www.citymatch.org

Families & Work Institute
330 Seventh Avenue
New York, NY 10001
(212) 465-2044
www.familiesandwork.org

Families USA
1334 G Street, NW
Washington, DC 20005
(202) 737-6340
www.familiesusa.org

Family Voices
PO Box 769
Algodones, NM 87001
(505) 867-2368
www.familyvoices.org

(
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I Am Your Child Campaign
1010 Wisconsin Avenue, NW
Suite 800
Washington, DC 20007
(202) 338-4385
www.iamyourchild.org

Institute for Family-Centered Care
7900 Wisconsin Avenue, Suite 405
Bethesda, MD 20814
(301) 652-0281
www.familycenteredcare.org

National Health Law Program
2639 South La Cienega Blvd.
Los Angeles, CA 90034
(310) 204-6010
www.healthlaw.org
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ReseaErch methodogogy

The strategies presented in this report are by no
means the only approaches to delivering early
childhood services, and we would welcome infor-
mation about other promising programs.

Children Now developed this report using the
following research methods:

o a literature search;

o interviews with health care professionals and
plan administrators at Kaiser Permanente and
other health care systems;

o interviews with health care advocates and
families; and

o consultation with Children Now's Birth to
Three & Managed Care Advisory Committee.

Research on early childhood programs is itself in
its infancy. Children Now hopes that managed care
organizations will invest in research to help identify
the most effective approaches for promoting
healthy early childhood development.
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mitment any parent, health plan or the nation can make. Children Notv's
compelling report on the special health care needs of children from birth to
three and the unique contributions health plans can make during these early
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value of their product for purchasers by providing quality, comprehensive and
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"It is widely recognized that health providers need to address the multi-
faceted nature of children's development as an integral part of assuring child
health. Children Notv's report takes this message form rhetoric to action. It
makes a compelling case for viewing the health care system as the pivotal
institution for linking children and families to essential services prior to
school entry and offers managed care organizations a wealth of strategies for
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doubt that children, families, and communities will benefit enormously in
both the short and long-term."
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"This report defines managed care's significant potential for promoting the

optimal development of young children. By following these recommendations,

managed care plans can help rebuild the public's confidence in their commit-
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Our nation is poised to take action for young children.

Neuroscientists tell us that children's expe-

riences and environment have a profound

influence on their brain development.

Surveys show that families want informa-

tion, support and guidance about how to

nurture their children during their first

three years. And when this support is pro-

vided appropriately, children and families

can flourish.

Yet our society lacks a single point of entry

through which families with infants and

toddlers can access the services they need.

An infant has no equivalent to public

school, the century-old institution that

brings together children, families and their

communities.

Where are families with the
youngest children to go?

One infrastructure that existsand is

becoming near-universal for childrenis

the health care system: not only is it the

first institution that families encounter with

their newborns, but for most, it is also their

only source of regulartact dedicated to

promoting child and family well-being.

Increasingly, that infrastructure is a man-

aged care organization.'

Families with young children already

expect their managed care organization to

provide access to services related to their

child's physical well-being. But health care

encompasses more than treating disease.

Promoting children's health also includes

addressing their emotional, cognitive and

social development. All four are intertwined

and require focused attention.

The unique characteristics of managed care

organizationsincluding the links they

create among health professionals and insti-

tutions and their fiscal incentive to focus

on preventive caremake them particular-

ly well-suited to meeting the needs of fam-

ilies for child development services and

guidance. This report, with strategies

derived from these characteristics, can help

health plans create their own early child-

hood plan of action.

We are poised to take action for young chil-

dren. Managed care organizations are critical

to our nation's success.

Managed care
organizations are
critical to our
nation's success.



A Critical Time for Families

0 ur understanding of the human
brain has come far in just a few
decades. Not too long ago, scientists
conceptualized the newborn brain

as relatively inactive, with a gradual but
steady increase in complexity as the child
approached adulthood. Genetic endow-
ment overshadowed the importance of the
environment for determining the child's
future abilities and character.23

A child's genes
may open doors,

but his daily
experiences

enable him to
walk across each

threshold.

But, recently, the consensus on early child-
hood development has shifted. While
researchers still agree that children are born
with a certain genetic make-up, they now
almost universally believe that the newborn
brain is remarkably flexible. A child's expe-
riences and environment interact with his
genetic endowment as he develops socially,
emotionally, cognitively and physically. His
genes may open doors, but his daily expe-
riences enable him to walk across each
threshold.'

Families, the constant caregivers in chil-
dren's lives, can offer love and nurturing
that strengthen children's ability to cope
with the negative consequences of future
stress.' But many families today live under
extraordinary pressures. One in four
American children under age three is
growing up in poverty, a 30 percent
increase in twenty years.6 Many families

5 13

with young children also experience isola-
tion, living far away from extended fami-
lywhat used to be a common support
network.' Environmental hazards can be
especially harmful for young children,
whose normal exploratory behavior puts
them at heightened risk for toxic exposure.'
Smoking, depression and other aspects of
adult health can also seriously affect the
health and well-being of young children."

Given these conditions, it is no wonder
that families with young children express a
clear need for support and guidance:

Only 44 percent of first-time parents say
they feel very confident about caring for
their newborn baby."

Less than half of parents say that they
know what signs to watch for with their
child's emotional, social or intellectual
development.'
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oSixty percent of parents report that they
would be extremely or very interested
in receiving more information about
brain development.'

The unique opportunities
of managed care
Who can provide families with support and
guidance about these issues?

The American Academy of Pediatrics'
schedule of well-baby visits calls for 10
check-ups before the age of three." Thus,
clinicians have frequent opportunities to
assess child and family well-being and help
families nurture their children during each
developmental transition.15

Increasingly, pediatric care is provided
through managed care organizations
(MC0s).1617 Certain features of MCOs
such as being integrated delivery systems,
focusing on prevention and promoting
quality improvement effortscan enhance
their ability to implement early childhood
development services, such as those pro-
posed in this report.

About this report
This report identifies two critical goals
towards creating an effective system for
delivering early childhood development
services in a managed care setting:

© create an early childhood develop-
ment infrastructure, which includes
the appropriate personnel and services in
the benefits package, and

a provide a seamless system of early
childhood development services that
facilitates links within the managed care
organization as well as between the
managed care organization and the
community.

We have compiled thirteen strategies that
can help health plans reach these goals. We
also propose an implementation process for
health plans as they assess and build their
early childhood development systems, one
that emphasizes the inclusion of health plan
members in decision-making.

The top leaders of managed care organiza-
tions can strengthen their early childhood
development systems by encouraging
innovation, promoting internal discussions
about child development interventions and
offering financial support for innovative
programs.

Families with
young children
express a clear
need for support
and guidance.



Nearly three in
four families who

had access to a
developmental
specialist said

they knew more
about helping

their child learn.

Create An Early Childhood
Development Infrastructure

anaged care organizations differ
from traditional health insurance,
in part, by integrating a wide
array of personnel and services.

With the growing recognition of the
importance of early childhood develop-
ment, plans may find that creating a well-
defined early childhood development infra-
structurewith specialized personnel and
serviceshelps them better meet the par-
enting needs of their members.

Strategy 0 Incorporate developmental
specialists into pediatric primary care settings

By adding a child development specialist to
the well-child care team, managed care
organizations signal their belief that devel-
opmental and behavioral well-being are as
important as physical health. The organiza-
tion ZERO TO THREE found that nearly
three in four families who had access to a
developmental specialist said they knew
more about helping their child learn) The
availability of the child development spe-
cialist also helped to increase pediatricians'
satisfaction.

Strategy 0 Include family advocates
as part of the well-child care team

Following their child's birth, families must
master a vast array of information about
pediatric services. One solution is to pro-
vide access to a family advocate, a commu-
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nity member who is comfortable navigat-
ing the health care system. An evaluation of
Pediatric Pathways to Success at Boston
Medical Center indicates that infants with
access to an expanded pediatric team,
including a family advocate, had fewer hos-
pitalizations and emergency room visits and
kept more of their well-child visits.'

Strategy 0 Offer universal, voluntary
home visiting for families with newborns

Home visiting enables health care providers
to tailor important child development mes-
sages to reflect a child's family and environ-
ment in ways that an office visit cannot.
By traveling to the family, the home visitor
confirms that the family is the primary
source of care for the child and that the
health plan's role is to support that relation-
ship." In one survey, 67 percent of fami-
lies who used a home visiting service
found it useful.21

Strategy 0 Offer group well-child visits

Group well-child visits offer an efficient
means for providing families with young
children timely, prevention-oriented infor-
mation in a cooperative setting. With
roughly six families sharing a one-hour
appointment, families have time to discuss
their concerns, experiences and frustrations
in depth and pediatric clinicians can learn
more about their patients. In one study of



group visits, families and pediatricians dis-
cussed nearly four times as many parenting
issues than during individual visits."

Strategy Use questionnaires prior to

a child's visit to identify parenting concerns

Families, knowing that much needs to hap-
pen during a well-child visit, may not feel
comfortable raising child development
issues. By inviting families to fill out a child
development questionnaire, clinicians open
the agenda for the visit and create a part-
nership between themselves and families."
One study found that families who showed
their completed questionnaire to their
pediatrician discussed nearly twice as many
of their concerns during their visit than
other families."

Strategy 0 Provide temperament
assessment and follow-up services

Families who misunderstand their chil-
dren's temperament may become frustrated
by their behavior. Temperament assessments
and counseling can help families interpret
their child's behavior and prepare for each
developmental stage. In one study, families
who received temperament information
scheduled fewer visits with their primary
care provider. Researchers attribute this dif-
ference not to the relative "easiness" of
some children, but rather to the counseled
parents' knowledge of how to cope with
challenging behavior."

1 on

Strategy Provide access to child

development support through a telephone

system

Even though families with young children
can expect to make numerous visits to
their pediatric provider for well-child and
sick visits, questions and challenges about
children's development may arise at any
time. Access to a non-crisis child develop-
ment "warm line" can help fill the gaps
between visits. Over 90 percent of callers
to a warm line sponsored by Children's
Health Care in Minnesota agreed that it
helped them better understand their situa-
tion and 73 percent reported that their sit-
uation improved as a result of their call
with the warm line."

In one study of
groan visits,
families and
pediatricians
discussed nearly
four times as
many parenting
issues than

wring
individual visits.



Goal 2: Provide A Seamless System
of Early Childhood Development Services

With each new phase in their chil-
dren's development, families face
new parenting challenges and may
benefit from newly tailored parent-

ing support. Managed care organizations
can help families make these transitions
between services within the health plan
(from obstetrics to pediatrics, for example)
and to services offered in the community.

Strategy 0 Begin parenting education

in the prenatal period

During a prenatal visit with a pediatric
clinician, families can receive important
guidance about early childhood develop-
ment and learn about the range of pedi-
atric services available within the plan and
in the community. In one study of inner
city families, women who
participated in a prenatal
pediatric visit took their
children to the emergency
room 50 percent less than
their control group peers."

Women who participated in
a prenatal pediatric visit

took their children to the
emergency room 50 percent

less than their control
group peers.

61

Strategy 0 Ensure scheduling of the
first well-child visit prior to hospital dis-

charge and follow-up as needed

Health care is a habit: missing one well-
child appointment increases the risk for
future missed appointments." Enabling
families to schedule their first well-child
visit before hospital discharge is one crucial
step in promoting good habits; some health
plans may need to add a follow-up system.
The Boston Healthy Connections pro-
gram, which prompts families to follow the
well-child visit schedule through telephone
calls and home visits, dramatically increased
the number of kept appointments and
reduced emergency room visits in the first
month of life by 75 percent."

111111ftiol-r_AM



Strategy Encourage all health care

providers and administrative staff to promote

key child development messages

Managed care organizations can comple-
ment existing efforts to promote healthy
early childhood development by involving
all staff in the delivery of key messages. For
example, Reach Out and Read, in which
pediatric clinicians discuss reading and dis-
tribute children's books, documents success
in increasing the number of families who
read aloud to their children." Also, breast-
feeding rates at the time of mother-baby
hospital discharge rose from 56 to 91 per-
cent through one comprehensive support
program.'

Strategye Link community and

social supports to pediatric primary care

Homelessness, domestic violence, substance
abuse and other family and community
health issues can powerfully influence chil-
dren's well-being and their families' ability
to take care of them. Linking social services
to pediatric primary care, by providing on-
site access to social workers, attorneys and
advocates and by facilitating community
referrals, is one way for health plans to help
families address these critical issues."

Strategy Establish a system for

referral follow-up

In the course of addressing a child's devel-
opmental needs, pediatric primary care
providers may decide to refer the family to
another provider either within the health
plan or (depending on the health plan's
rules and outside contracts) to another
provider or program in the community.
However, fan-lilies may experience multiple
barriers when trying to fulfill a referral for
child development information, support or
services. By tracking referrals, one health
plan reports that it can help prevent fami-
lies from "falling through the cracks?'"

Strategy e Coordinate with state and
community health services

By promoting coordination with commu-
nity-based services, managed care organiza-
tions not only ensure that families have
access to the programs they need, but they
also avoid duplicating existing resources
found in the government, nonprofit and
private sectors. For example, preventing and
treating lead poisoning in children requires
a multifaceted approach, including health
departments, clinics, housing authorities and
advocacy services. Managed care plans have
successfully served as case managers, ensur-
ing that families receive the full-scope of
services for their lead-poisoned children.'

Breastfeeding rates
at the time of moth-
er-baby hos ital dis-
charge rose from 56
to 91 percent
through one compre-
hensive support pro-
gram.



Implementation: Establish An Early Childhood
Development Monitoring System

anaged care organizations have
many opportunities to support
families in their parenting role.
No single strategy is the perfect

strategy. Rather, managed care organiza-
tions will need to embark on a process to
develop an appropriate set of early child-
hood services, drawn perhaps from the
menu provided in this report and possibly
from other sources as well.

Children Now has developed a road map
for this process, called an "Early Childhood
Development Monitoring System."This
template includes three key components:
creating an Early Childhood Work Group
with health plan administrators, providers
and families; collecting important data; and
reporting to membership about progress
and next steps.
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ChiOdhood Work Group
The mission of the Early Childhood Work
Group would be to (1) assess the current
array of child development services; (2)
create a plan of action for integrating new
policies and programs; and (3) monitor its
implementation. Work Group members
would include health care providers, top
plan administrators and leaders and several
families with young children.

Data colliection
One recommended action for the Early
Childhood Work Group is to decide which
data measures should be collected. There
are two broad types of data that health
plans might find useful: data documenting
the services families have and those they
need and data documenting the effects of
particular services. Both types of informa-
tion are critical as the health plan establish-
es their early childhood plan of action and
documents their progress to businesses and
consumers.

Reporting to membership
The Early Childhood Work Group should
submit an Annual Report to the health
plan's membership (consumers and pur-
chasers) that summarizes the health, plan's.

progress in enhancing its child develop-
ment services. The Annual Report would
include the data that the health plan col-
lected, as well as a summary of the strate-
gies that have been implemented.

Onvoiving famines us critical] for success
As a health plan develops and monitors its system of early
childhood services, ongoing involvement of health plan
families will help ensure that decisions reflect members'
needs and experiences. Montefiore Medical Center in the
Bronx has a multi-faceted family-centered care initiative,
which includes the Family Advocate program (see page 4),
the installatiOn of a Family Learning Place and the involve-
ment of families in the development of a new children's
hospital. Participating families will receive training in the
process of hospital design, while hospital staff, architects and
other consultants learn about how to collaborate effective-
ly with community members. "Family participation in the
design of our new children's hospital and our other family-
centered care activities is crucial in ensuring that we pro-
vide facilities and programs that meet the needs of our chil-
dren and their families," says Gregory Burke,Vice President
of Planning at Montefiore Medical Center.
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anaged care organizations

are uniquely positioned to

serve as the gateway to

information and services that foster

young children's development. This

report documents promising strategies

that plans could undertake and suggests

a process for monitoring and improving

services within each plan.

Our infants and toddlers deserve a health

care system that actively promotes healthy

early childhood development. Health

plans, the purchasing community and

families each have a critical role to play

in ensuring that one is built.
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"The importance of children's brain develop-

ment during the first thrc;.e years can no
longer be ignored. The health care industry, as
Children Now proposes, must play an active
role in ensuring that parents have the infor-
mation they need."

El Rob Reiner, Chairman & Founder,
I Am Your Child, public awareness campaignEndorsing

Organizations
Association of Maternal
and Child Health Programs
Children's Defense Fund
CityMatCH
Families USA

Family Voices

National Health Law
Program
New England SERVE

The Reiner Foundation
ZERO TO THREE

"Children Now has issued a worthy
challenge to health plans to enhance the
value of their product for purchasers by

providing quality, comprehensive and cost-
effective early childhood development ser-

vices."

D3 Mary Jane England, MD, President, Washington
Business Group on Health, Past President,

American Psychiatric Association

"Investing in the early development of
children is the most important commit-
ment any parent, health plan or the
nation can make. Children. Now's com-

pelling report on the special health care needs
of children from birth to three and the unique
contributions health plans can make during
these early years will focus the attention of
parents and managed care leaders nationwide
and help advance the ongoing work of the
health plan community in this area. We are
proud to collaborate with Children Now on
this important initiative."

to Karen Ignagni, MBA, President and CEO, American
Association of Health Plans

"It is widely recognized that health providers
need to address the multi faceted nature of
children's development as an integral part of
assuring child health. Children Now's report
takes this message form rhetoric to action. It
makes a compelling case for viewing the
health care system as the pivotal institution

for linking children and families to essential
services prior to school entry and offers man-
aged care organizations a wealth of strate-
gies for assuming this role. If health
providers step up this challenge, there is no
doubt that children, families, and communi-
ties will benefit enormously in both the
short and long-term."

ca Deborah Phillips, PhD, Director,
Board on Children, Youth, and Families

Institute of Medicine & National Research Council

"This report defines managed care's *significant

potential for promoting the optimal develop-
ment of young children. By following these
recommendations, managed care plans can

help rebuild the public's confidence in their

commitment to providing high-quality ser-
vices for all of their members."

o Ron Pollack, Executive Director,
Families USA



Currently celebrating its tenth anniversary,
Children Now is a nonpartisan, independent
voice for America's children, working to
translate the nation's commitment to
children and families into action. Children
Now's mission is to improve conditions for
all children with particular attention to the
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expertise and up-to-date information on
the status of children, Children Now has a
distinguished record of achievement in
promoting solutions to problems facing
America's children. A hallmark of the
organization is the broad partnerships its
programs forge with parents, community
leaders, lawmakers, businesses and the
media. Children Now is a .national organi-
zation with special depth in California.
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Louise Henry Bryson
Cobh! Television

William Coblentz
Coblentz, Patch, DnIfy & Bass, LLR Senior Partner

Anita L. DeFrantz
Amateur Athletic Foundation., President

Jane Gardner
Foote, Cone 6- 13e/ding, Evecutive Vice President

Allan K. Jonas
Jonas & Associates, Ouiner

Donald'Kenuedy
Stanford University President Emeritus, Bing Prof of
Environmental Science & 11S-CESP

Michael Klein
Modnins Guitars, Chairman & CEO
Theodore R. Mitchell
Thej. Pau/ Getty Thtst, Vice President for Education

and Stratqic Initiatives

Hon. Cruz Reynoso
UCLA, School of Late, Professor

Lois Salisbury
Children Note, President

James Steyer
JP Kids, Chairman & CEO
Kaye Theimer
Psychologist

Michael Tollin
Marquee / Robbins, Partner

Reed V. Tuckson, M.D.
American Medical Association, Vice President
Prokssiottal Standards
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Oakland
1212 Broadway
5th Floor
Oakland, CA 94612
tel (510) 763-2444
fax (510) 763-1974
children@childrennoworg

New York
355 Lexington Avenue
11th Floor
New York, NY 10017
tel (212) 682-1896
fax (212) 682-3222
children@inch.com

1-800-CHILD-44
www.childrennow.org

Los Angeles
2001 South Barrington Avenue
Suite 100
Los Angeles, CA 90025
tel (310) 268-2444
fax (310) 268-1994
cnla@earthlink.net
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