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This book is devoted to primary care issues in the early detection, prevention, care coordination and 
intervention for families whose children have suspected developmental or behavioral problems (the 
latter also meaning mental health or social-emotional issues). We focus on the practical concerns 
facing physicians and nurses in private practice or public health, address their needs for brief, accurate 
techniques, and explain how these actually save time. We cover how to train others (or self-train) on 
WKH�PDQ\�LVVXHV�RI�HDUO\�LGHQWLȴFDWLRQ��H[SODLQ�UHVXOWV�WR�IDPLOLHV��SURYLGH�GHYHORSPHQWDO�SURPRWLRQ��
KRZ�WR�ȴQG�DQG�FROODERUDWH�ZLWK�UHIHUUDO�UHVRXUFHV��DQG�KRZ�WR�LPSOHPHQW�DOO�WKHVH�WDVNV�LQ�D�ZD\�WKDW�
LV�HɟFLHQW��HIIHFWLYH�DQG�GR�DEOH�LQ�SULPDU\�FDUH��7KH�EDVLFV�RI�FKLOG�GHYHORSPHQW�DQG�GHYHORSPHQWDO�
GLVDELOLWLHV�DUH�GHȴQHG�IRU�QXUVLQJ�DQG�PHGLFDO�VWXGHQWV��UHVLGHQWV��DQG�RWKHU�WUDLQHHV�

We emphasize evidence-based methods of early detection, and hold that the process of screening and 
surveillance can and should rely on the same sets of tools.1 For this reason, we often refer to the process 
as “screening/surveillance.” Most providers, when exposed to options among tools, choose screens that 
rely on information from parents.2�6XFK�WRROV�DUH�PRUH�HɟFLHQW��DUH�DV�DFFXUDWH�DV�KDQGV�RQ�PHDVXUHV��
and are decidedly more useful in busy clinics. So we promulgate in this book screening/surveillance tests 
that parents can usually complete on their own. 

Clinicians tend to think of early detection in binary terms—should this child be referred or not? But a 
broader view is crucial. Early detection and intervention are preventive services of three different types:

Primary Prevention—meaning that we spot harbingers of problems not yet manifest, and so 
address “the handwriting on the wall,” by intervening with issues likely to cause problems in the 
future;

Secondary Prevention—meaning we quickly spot mild delays, intervene, and restore children to 
developmental-behavioral health where possible;

Tertiary Prevention—meaning we promptly treat those with manifest problems, and in so doing,  
SUHYHQW�FKLOGUHQȇV�DQG�IDPLOLHVȇ�GLɟFXOWLHV�IURP�SUROLIHUDWLQJ�LQ�HYHQ�PRUH�SUREOHPDWLF�ZD\V��

All this means that early detection is anything but binary. Rather, the measures we use must help us 
parse children who are: 

(a) Typically developing and lacking psychosocial or biological risk factors—meaning we can reassure 
these families that their children are doing well and that parents are parenting well;

(b) Typically developing, lacking risk factors but whose parents need our advice and our vigilant 
monitoring of how well our advice worked, so that we can quickly decide when more help is 
needed; 

(c) Typically developing or mildly delayed but with risk factors—meaning we must often marshal 
services other than specialized programs for children with disabilities in order to prevent future 
problems or further declines;

(d) Substantially delayed, with or without biological or psychosocial risk factors, and thus in need of 
specialized interventions.

So rather than think in simple terms, such as whether to refer/not refer to special services, instead we 
must think about gathering “the big picture”—using different types of evidence to more carefully decide 
what children and families need. The range of decisions we make requires a thoughtful recognition that 
early intervention is more than just special needs services. Early intervention includes:

(a) our efforts in primary care to carefully promote development and behavior;
(b) parent-training programs (when we recognize our brief advice is ineffective);
(c) community services such as Head Start, Early Head Start and quality daycare; 
(d) mental health and social work services for families;
(e) specialized services provided by the Individuals with Disabilities Education Act (IDEA) for 

children with disabilities and private therapies. 

INTRODUCTION

PDF Editor
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This book also covers developmental promotion in primary care, information about the wide range of 
services available to our families, and how IDEA works (including terms you’ll need to know). Needless 
to say, we view early detection and intervention as a collaboration among medical and non-medical 
providers, i.e., clinicians are not alone in this process. Health care is the fundamental starting point in 
early detection, but working effectively with interventionists is essential for doing the best we can for 
children with disabilities, those with risk factors who are not yet delayed, and for helping parents do 
their best at promoting their children’s development. 

For trainees—medical and nursing school students, pediatric and family practice residents, to those 
in developmental-behavioral or neurodevelopmental fellowship programs, and their preceptors—we 
devote space to explaining the nature of child development and its various domains. We lean heavily on 
the work of Lev Vygotsky to explain how children progress, i.e., via positive, joyful interactions between 
parent and child. To aid preceptors, we devote a chapter to training young professionals wherein the 
focus is on “over-training,” i.e., learning to administer measures hands-on (instead of via parent-report) 
in order to make the constructs of child development meaningful and real, and to aid trainees in learning 
to manage children and families during testing—a skill that generalizes to medical care. Included is a 
detailed table of milestones helpful for training. Given our evidence-based bent, we include a pre-/post-
test that can be used to measure learning. 

Several chapters focus on unique populations and how to work with them effectively. There is a chapter 
on working with families with various cultural backgrounds (e.g., Latinos, American Indians, Asians, 
and Middle Easterners), how these families view child development, and implications for early detection 
and intervention. We also cover the issues of school-age children and present an algorithm for triaging 
their needs. The unique challenges of premature children and those in foster care are addressed with a 
IRFXV�RQ�HɟFLHQW�EXW�WKRURXJK�PHDVXUHPHQW�DQG�IROORZ�XS��$QRWKHU�FKDSWHU�LV�GHYRWHG�WR�SV\FKRVRFLDO�
risk and what to do about it. Within, we focus heavily on language development because it is the best 
indicator of various types of problems and the best predictor of future success in school.

2WKHUZLVH�� \RX�ZRQȇW� ȴQG�PXFK� LQ� WKLV� WH[W� RQ� WKH� VSHFLȴFV� RI� YDULRXV� GLVDELOLWLHV�� 7KHUH� DUH�PDQ\�
valuable books on these topics, described in the resource sections of relevant chapters. Our rationale for 
QRW�IRFXVLQJ�RQ�VSHFLȴF�FRQGLWLRQV�LV�WKDW�LQ�SULPDU\�FDUH�ZH�DUH�UHDVRQLQJ�IURP�WKH�LQIRUPDWLRQ�ZHȇYH�
gathered to come to a basic, non-diagnostic conclusion: a probability of a problem, its probable causes, 
DQG�KRZ�WR�VHOHFW�RSWLPDO�LQWHUYHQWLRQV��5DUHO\�GR�ZH�QHHG�WR�DUULYH�DW�D�GHȴQLWLYH�GLVDELOLW\�GLDJQRVLV��
H[FHSW�DW�WLPHV��IRU�VSHFLȴF�KHDOWK�UHODWHG�FRQGLWLRQV��%XW�HYHQ�WKHQ��PDQ\�KHDOWK�GLDJQRVHV��MXVW�OLNH�
developmental-behavioral diagnoses, require help from medical subspecialists and/or non-medical 
professionals. This approach may feel like the antithesis of what we learned in medical training but 
given that “development develops and developmental problems do too” it often takes a long time, lots of 
LQIRUPDWLRQ�JDWKHULQJ��DQG�PDQ\�ȊH\HV�RQ�WKH�SUL]Hȋ�WR�ȴJXUH�RXW�WKH�H[DFW�W\SH�RI�SUREOHP��

Back at the ranch that is primary care, our questions are more basic and in many ways more profound 
because we are “where the children are.” It is our duty to assist families with needs, but this challenging 
MRE�EHJLQV�E\�OHDUQLQJ�WR�UHFRJQL]H�WKH�OLNHOLKRRG�RI�SUREOHPV��KRZHYHU�YDJXHO\�GHȴQHG�WKHVH�PD\�EH��
And so our questions are broader than just a diagnosis. Does evidence suggest we need to refer? If so, 
where should we refer? If not, what kind of developmental-behavioral promotion is likely to be most 
effective? Are there other ways to best help families do the best for their children? We must gather a 
range of information and synthesize it in functional ways, i.e., how best to help. If all this smacks of 
+HJHOȇV�WKHRU\�RI�GLDOHFWLFDO�PDWHULDOLVP�DQG�.DQWȇV�V\QWKHVLV�RI�FRQFHSWXDO�XQLȴFDWLRQ�DQG�LQWHJUDWLRQ��
well, that’s where we learned this too! 

Okay, off our high horse! Meanwhile, research issues in early detection are many, and we cover these in 
a chapter devoted to test psychometry, optimal methods for studying existing measures, how to develop 
new items for research protocols, and how to translate existing measures into other languages and 
cultures. We also highlight directions for future research focused on the many issues in early detection 
and intervention in need of further study. 

Other chapters concentrate on national and international models for optimal early detection and 
intervention, and describe initiatives in North America and world-wide. Included are projects in 
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xiiiIntroduction

developed nations such as Australia and Iceland, where there is an enormous infrastructure for 
promoting children’s development. But we also cover efforts in countries with numerous economic 
and environmental challenges, such as Haiti, where parents and providers, despite earthquakes, 
homelessness, cholera, and limited access to safe drinking water, are still vitally interested in children’s 
development and well-being. These initiatives serve as invaluable examples of approaches that could be 
adapted in North America—given our own extremes of wealth and poverty. 

We conclude with two chapters on advocacy, including a personal perspective (from a professional whose 
experiences span Federal, State, and local lobbying, along with grass-roots initiatives to coordinate care 
and improve early detection). At the end, we summarize our thoughts and recommendations in a chapter 
called, “Flying Off Into Sunny Skies.” 

Best viewed as a “how-to” manual, this text is sprinkled with case examples to vividly illustrate the issues 
at hand and how to resolve them. We used pseudonyms and stock photography when talking about 
children and families, except when parents prefer to speak for themselves. We’ve tried to make this book 
DV�MDUJRQ�IUHH�DV�SRVVLEOH��DQG�VR�ZH�RIWHQ�ZULWH�LQ�WKH�ȴUVW�RU�VHFRQG�SHUVRQ�LQ�KRSHV�WKDW�WKLV�ERRN�IHHOV�
like a conversation with you. 

Please note that this book comes with a website, www.pedstest.com/TheBook wherein we house, chapter 
by chapter, downloadable materials useful for training and implementation. These documents are 
designed to be adapted as needed. Included on the site are live links to referral services, resources for 
life-long learning and training, templates for referral letters, well-child visit forms that remind us of 
WKH�HVVHQWLDOV�RI�VFUHHQLQJ�VXUYHLOODQFH��LPSOHPHQWDWLRQ�ZRUN�VKHHWV��HWF��/LQNV�WR�VSHFLȴF�GRFXPHQWV�
housed on the website are shown in each chapter. 

Finally, because all of us (and this book) are “works in progress,” please contact us through the site via 
www.pedstest.com/ContactUs wherein you can send us suggestions...and hopefully praise too! 

 
Frances Page Glascoe 
Kevin P. Marks 
Jennifer K. Poon 
Michelle M. Macias
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2 Identifying and Addressing Developmental - Behavioral Problems

CHAPTER HIGHLIGHTS

In thIs chapter we address: 
ȏ� 7KH�HFRQRPLF�DQG�VRFLDO�EHQHȴWV�RI�HDUO\�LQWHUYHQWLRQ��ZKHWKHU�WKURXJK�VHUYLFHV�IRU�FKLOGUHQ�ZLWK�
VSHFLDO�QHHGV��RU�WKURXJK�SURJUDPV�VXFK�DV�+HDG�6WDUW�WKDW�IRFXV�RQ�FKLOGUHQ�ZLWK�SV\FKRVRFLDO�ULVN�
factors;

ȏ� )HGHUDO�SROLF\�RQ�VHUYLFHV�IRU�FKLOGUHQ�ZLWK�GHOD\V�DQG�GLVDELOLWLHV��LQFOXGLQJ�HOLJLELOLW\�UHTXLUHPHQWV�

ȏ� 7HUPV��DQG�DEEUHYLDWLRQV��\RX�QHHG�IRU�XQGHUVWDQGLQJ�IHGHUDOO\�PDQGDWHG�LQWHUYHQWLRQ�VHUYLFHV�

ȏ� 7HUPV�\RX�QHHG� WR�NQRZ�IRU�ZRUNLQJ�ZLWK�HDUO\�GHWHFWLRQ�DQG�$PHULFDQ�$FDGHP\�RI�3HGLDWULFV�
policy;

ȏ� 3URJUDPV�GHDOLQJ�ZLWK�FKLOGUHQ�ZKR�GRQȇW�TXDOLI\�IRU�VSHFLDO�QHHGV�VHUYLFHV�EXW�VWLOO�KDYH�SUREOHPV�
in need of intervention;

ȏ� &RPPRQ�TXHVWLRQV�DERXW�SROLF\�DQG�HDUO\�GHWHFWLRQ�UDLVHG�E\�SULPDU\�FDUH�SURYLGHUV�

INTRODUCTION
2XU� JRDOV�� ZKHWKHU� ZH� DUH� SDUHQWV� RU� SURIHVVLRQDOV�� DUH� WR� SUHYHQW�� GHWHFW�� DQG� LQWHUYHQH� ZLWK�
GHYHORSPHQWDO�EHKDYLRUDO� SUREOHPV� DV� HDUO\� DV� SRVVLEOH�� )RU� FKLOGUHQ� ZLWK� VHYHUH� DQG� OLIH�ORQJ�
GLVDELOLWLHV��DV�ZHOO�DV�ZLWK�WKRVH�ZKRVH�GHYHORSPHQW�LV�OLNHO\�WR�EH�GHUDLOHG�E\�SV\FKRVRFLDO�ULVN�IDFWRUV�
�VXFK�DV� OLPLWHG�SDUHQWDO� HGXFDWLRQ��SUREOHPDWLF�SDUHQWLQJ� VNLOOV�� SDUHQWDO�GHSUHVVLRQ��SRYHUW\�� HWF����
LQWHUYHQWLRQ�KHOSV�DQG�KHOSV�HQRUPRXVO\��,Q�SURYLGLQJ�LQWHUYHQWLRQ��ZH�IDFLOLWDWH�FKLOGUHQȇV�VXFFHVV�LQ�
OLIH��ZKHWKHU�DFDGHPLF�RU�YRFDWLRQDO��,I�ZH�FDQ�KHOS�FKLOGUHQ�GR�ZHOO�LQ�VRPHWKLQJ��DOWKRXJK�IDFLOLWDWLQJ�
PDVWHU\�RI�VFKRRO�VNLOOV�LV�LQYDOXDEOH���WKH\�DUH�IDU�PRUH�OLNHO\�WR�FLUFXPYHQW�KHDOWK�ULVNV��VXFK�DV�VPRNLQJ�
DQG�GUXJ�DEXVH���JUDGXDWH�IURP�KLJK�VFKRRO�DQG�KROG�MREV��DQG�OHVV�OLNHO\�WR�HQJDJH�LQ�WHHQ�SUHJQDQF\�
DQG�FULPLQDO�EHKDYLRU�RU�WDNH�VWHSV�WRZDUG�VXLFLGH��

7KHUH�LV�D�VWURQJ�FRQVHQVXV�DPRQJ�UHVHDUFKHUV�ZKR�VWXG\�KLJK�TXDOLW\�HDUO\�FKLOGKRRG�LQWHUYHQWLRQ��RI�
ZKLFK�WKHUH�DUH�PDQ\�GLIIHUHQW�NLQGV�RI�VHUYLFHV���WKDW�WKHVH�SURJUDPV�KDYH�VXEVWDQWLDO�SD\RIIV��(DUO\�
GHWHFWLRQ�DQG�LQWHUYHQWLRQ�FRQIHU�QRW�RQO\�HQRUPRXV�VRFLDO�EHQHȴWV�EXW�DOVR�VDYH�WD[�SD\HUV�HQRUPRXV�
DPRXQWV�RI�PRQH\��)RU�HYHU\����ZH�VSHQG�RQ�HDUO\�LQWHUYHQWLRQ��ZH�VDYH�EHWZHHQ��������$EHFHGDULDQ�
VWXG\��WR���������3HUU\�SUHVFKRRO�VWXG\���ZHOO�DERYH�WKH�����UDWLR�QHHGHG�WR�MXVWLI\�VXFK�SURJUDPV�� If 
HYHU\�ORZ�LQFRPH����WR���\HDU�ROG�FKLOG�LQ�WKH�86$��DERXW�����RI�WKH�8�6��SRSXODWLRQ�LV�FODVVLȴHG�DV�ORZ�
LQFRPH��UHFHLYHG�WZR�\HDUV�RI�D�TXDOLW\�HDUO\�FKLOG�GHYHORSPHQW�SURJUDP��WKLV�ȆLQYHVWPHQWȇ�LV�SUHGLFWHG�
WR� JHQHUDWH� D� ����DQQXDO� UHWXUQ� UDWH� LQ� FRVW� VDYLQJV� WR� VRFLHW\�� Early child development programs 
SURYLGH�HFRQRPLF�EHQHȴWV�WR�VRFLHW\�E\�GHFUHDVLQJ�HOHPHQWDU\�VFKRRO�UHPHGLDWLRQ�UDWHV��IUHTXHQF\�RI�
KLJK�VFKRRO�GURS�RXW�� WREDFFR�XVH��DOFRKRO�DQG�GUXJ�DEXVH�� WHHQDJH�SUHJQDQF\�DQG�FULPLQDOLW\��(DUO\�
FKLOGKRRG�GHYHORSPHQW� SURJUDPV�SURYLGH� HFRQRPLF� EHQHȴWV� E\�GHFUHDVLQJ� WKH� FKDQFH� RI� FKLOGKRRG�
DEXVH� DQG� QHJOHFW� �DQG� WKHUHIRUH�� WKH� QXPEHU� RI� FKLOGUHQ� LQ� IRVWHU� FDUH��� 2YHU� WLPH�� VXFK� EHQHȴWV�
WUDQVODWH�LQWR�OHVV�SRYHUW\��OHVV�ZHOIDUH�GHSHQGHQF\��D�PRUH�HGXFDWHG�ZRUN�IRUFH��D�KLJKHU�QDWLRQDO�JURVV�
GRPHVWLF�SURGXFW�DQG�D�PRUH�VWDEOH�8�6��HFRQRP\��

(YHQ�HFRQRPLVWV�ZKR�DUH� VNHSWLFDO�DERXW�JRYHUQPHQW�SURJUDPV�PDNH�DQ�H[FHSWLRQ� IRU�KLJK�TXDOLW\�
HDUO\� FKLOGKRRG� VHUYLFHV�� :HOO�UHVSHFWHG� HFRQRPLF� DQDO\VWV� OLNH� 5ROQLFN� DQG� *UXQHZDOG� FRQFOXGHG�
WKDW�Ȋ)XWXUH�SURSRVHG�HFRQRPLF�GHYHORSPHQW�VKRXOG�KDYH�HDUO\�FKLOGKRRG�GHYHORSPHQW�DW�WKH�WRS�ȋ��� 
$�SXEOLFO\�ȴQDQFHG��FRPSUHKHQVLYH�HDUO\�FKLOGKRRG�GHYHORSPHQW�SURJUDP�IRU�DOO�FKLOGUHQ�IURP�ORZ�
LQFRPH�IDPLOLHV��H�J���+HDG�6WDUW�ZLWKRXW�D�ZDLWLQJ�OLVW��ZRXOG�FRVW�ELOOLRQV�RI�GROODUV�DQQXDOO\��EXW�ZRXOG�
FUHDWH�PXFK�ODUJHU�EXGJHW�VDYLQJV�RYHU�WLPH��%\�DERXW�WKH����\HDU�PDUN��WKH�QHW�HIIHFW�RQ�EXGJHWV�IRU�
DOO�OHYHOV�RI�JRYHUQPHQW�FRPELQHG�ZRXOG�KDYH�D�SRVLWLYH�UHWXUQ�RQ�LQYHVWPHQWV��:LWKLQ����\HDUV��LI�D�
QDWLRQZLGH�SURJUDP�ZHUH�VWDUWHG�QH[W�\HDU��WKH�EXGJHW�EHQHȴWV�ZRXOG�H[FHHG�FRVWV�E\�����ELOOLRQ��LQ�
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Why Early Detection is CrucialChapter 1 3

�����GROODUV���%\�������WKH�QHW�EXGJHW�VDYLQJV�ZRXOG�UHDFK�����ELOOLRQ��

,Q�DGGLWLRQ�WR�+HDG�6WDUW�DQG�(DUO\�+HDG�6WDUW��$PHULFD�LV�IRUWXQDWH�WR�KDYH�HQDFWHG��LQ�������ZKDW�LV�QRZ�
NQRZQ�DV�WKH�,QGLYLGXDOV�ZLWK�'LVDELOLWLHV�(GXFDWLRQ�$FW��,'($���,'($�JXDUDQWHHV�D�IUHH�DQG�DSSURSULDWH�
HGXFDWLRQ�IRU�FKLOGUHQ�ZLWK�GLVDELOLWLHV�VWDUWLQJ�DW�ELUWK�XQWLO�DJH�����,'($�LV�GLYLGHG�LQWR�WZR�DJH�JURXSV��
3DUW�&�DGGUHVVLQJ�VHUYLFHV�IRU�FKLOGUHQ�ELUWK�WR���\HDUV�RI�DJH�DQG�LV�FRPPRQO\�UHIHUUHG�WR��ZLWK�FDSLWDO�
OHWWHUV�WR�GLVWLQJXLVK�LW�IURP�RWKHU�W\SHV�RI�LQWHUYHQWLRQ�VXFK�DV�+HDG�6WDUW���DV�(DUO\�,QWHUYHQWLRQ��(,���
DQG�3DUW�%�FRYHULQJ�VHUYLFHV�IRU�FKLOGUHQ���WR����\HDUV�RI�DJH��ZKLFK�LV�FRPPRQO\�UHIHUUHG�WR�DV�VSHFLDO�
HGXFDWLRQ��DQG�LQ�JHQHUDO�LQYROYHV�SXEOLF�VFKRROV��

2YHUDOO��,'($�HQVXUHV�WKDW�FKLOGUHQ�ZLWK�GLVDELOLWLHV�DUH�JXDUDQWHHG�D�IUHH��DSSURSULDWH��SXEOLF�HGXFDWLRQ��
MXVW� DV� IRU� FKLOGUHQ�ZLWKRXW�GLVDELOLWLHV�� 7KH� HGXFDWLRQ�RI� FKLOGUHQ�ZLWK� VSHFLDO� QHHGV� LV� GHVLJQHG� WR�
DGGUHVV�WKHLU�XQLTXH�OHDUQLQJ�UHTXLUHPHQWV�ZKLOH�SUHSDULQJ�WKHP�IRU�IXUWKHU�HGXFDWLRQ��HPSOR\PHQW�
and independent living. 

,Q�DGGLWLRQ��WKH�$PHULFDQV�ZLWK�'LVDELOLWLHV�$FW��$'$��QRZ�DPPHQGHG�WR�$'$$$��DQG�6HFWLRQ�����RI�WKH�
5HKDELOLWDWLRQ�$FW�JXDUDQWHHV�ȊULJKW�WR�DFFHVV�ȋ�$'$�DQG�6HFWLRQ�����DUH�UHVSRQVLEOH�IRU�VHUYLFHV�VXFK�
DV�ZKHHO�FKDLU� UDPSV�� WDSH�UHFRUGHG�DQG� ODUJH�SULQW�ERRNV� IRU�FKLOGUHQ�ZLWK�YLVXDO� LPSDLUPHQW�DQG�
UHDGLQJ�GLVDELOLWLHV��DQG�EHKDYLRU�PDQDJHPHQW�SURJUDPV�LQ�UHJXODU�HGXFDWLRQ�FODVVURRPV��H�J���WR�KHOS�
FKLOGUHQ�ZLWK�DWWHQWLRQ�GHȴFLW�GLVRUGHU�VXFFHHG�DW�JUDGH�OHYHO���

%HORZ� LV� D� JORVVDU\�RI� WHUPV� LQ� HDUO\�GHWHFWLRQ�� LQWHUYHQWLRQ�DQG� IHGHUDO�PDQGDWHV�� ,W� LV� GHVLJQHG� WR�
KHOS�\RX�JHW�IDPLOLDU�ZLWK�WKH�WHQHWV�RI�IHGHUDO�SROLF\�DQG�ZLWK�WKH�WHUPV�XVHG�WKURXJKRXW�WKLV�ERRN�WR�
describe the early detection and intervention process.

Table 1-1. Glossary of Terms in Detection, Intervention and Policy

Term/Abbreviation 'HȴQLWLRQ�'HVFULSWLRQ

IDEA
,QGLYLGXDOV�ZLWK�'LVDELOLWLHV�(GXFDWLRQ�$FW�LV�WKH�86�IHGHUDO�ODZ�PDQGDWLQJ�D�
IUHH�DQG�DSSURSULDWH�HGXFDWLRQ�IRU�FKLOGUHQ�ZLWK�GLVDELOLWLHV�IURP�ELUWK�WR����
\HDUV�RI�DJH��,'($�KDV�WZR�VXEPDQGDWHV��3DUW�%�DQG�3DUW�&��

Part B of IDEA 
(special education)

5HIHUV�WR�VHUYLFHV�IRU�FRQGLWLRQV�FRYHUHG�E\�,'($�IRU�FKLOGUHQ���\HDUV�WR����
\HDUV�RI�DJH�WKURXJK�WKH�SXEOLF�VFKRROV��DQG�LV�JHQHUDOO\�UHIHUUHG�WR�DV�VSHFLDO�
HGXFDWLRQ��

Part C of IDEA 
(EI or Early 
Intervention)

6HUYHV�FKLOGUHQ�IURP�ELUWK�WR���\HDUV�RI�DJH�DQG�LV�RIWHQ�UHIHUUHG�WR�DV�(DUO\�
,QWHUYHQWLRQ� �(,��� $V� ZLWK� 3DUW� %�� GLIIHUHQW� 6WDWHV� KDYH� VOLJKWO\� GLIIHUHQW�
HOLJLELOLW\� FULWHULD�� %XW�� QHYHUWKHOHVV�� DOO� ,'($� SURJUDPV� SURYLGH� IUHH�
HYDOXDWLRQV�WR�GHWHUPLQH�ZKHWKHU�D�FKLOG�TXDOLȴHV�

Individual Family 
Service Plan (IFSP)

$Q�,6)3�LV�FUHDWHG�ZLWKLQ�,'($�ELUWK�WR���SURJUDPV��DND�3DUW�&��WR�GHOLQHDWH�
VSHFLȴF�VHUYLFHV��JRDOV��REMHFWLYHV�DQG�WLPH�IUDPHV�IRU�FKLOGUHQȇV�DQG�IDPLOLHVȇ�
SURJUHVV��7KH�JRDO�RI�DQ�,)63�IRU�D�FKLOG�LV�WR�SURYLGH�VHUYLFHV��DOLJQHG�ZLWK�WKH�
goals of the family. 

Individual 
Education Program 
(IEP)

,QGLYLGXDO�(GXFDWLRQ�3URJUDP�LV�XVHG�LQ�,'($�SURJUDPV�IRU�FKLOGUHQ���\HDUV��
WR� ��� \HDUV� �DND� 3DUW� %� RU� VSHFLDO� HGXFDWLRQ�� WR� GHOLQHDWH� VSHFLȴF� VHUYLFHV��
JRDOV�� REMHFWLYHV�� DQG� WLPH� IUDPHV� IRU�GHWHUPLQLQJ� FKLOGȇV� SURJUHVV��$Q� ,(3�
GLIIHUV�IURP�DQ�,)63�LQ�WKDW�LW�IRFXVHV�RQO\�RQ�WKH�FKLOGȇV�QHHGV��QRW�WKH�IDPLO\ȇV�
QHHGV��DOWKRXJK�IDPLOLHV�KDYH�LQSXW�LQWR�JRDO�VHWWLQJ�YLD�WKH�PXOWLGLVFLSOLQDU\�
PHHWLQJ�ZKHUH�WKH�,(3�LV�FUHDWHG�DQG�DSSURYHG�E\�DOO��
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�� ,GHQWLI\LQJ�DQG�$GGUHVVLQJ�'HYHORSPHQWDO���%HKDYLRUDO�3UREOHPV

Least Restrictive 
Environment (LRE)

Maintaining children in the Least Restrictive Environment is the goal of IDEA 
SURJUDPV�ZKLFK� VWULYH� WR�NHHS� FKLOGUHQ�ZLWK� VSHFLDO�QHHGV� LQWHJUDWHG�ZLWK�
W\SLFDOO\�GHYHORSLQJ�FKLOGUHQ�DV�PXFK�DV�SRVVLEOH��

Early Intervention  
(EI)

(,��ZKHQ�FDSLWDOL]HG��PHDQV�VHUYLFHV�XQGHU�,'($�3DUW�&��EXW�ZKHQ�DSSHDULQJ�
ZLWKRXW� FDSLWDOL]DWLRQ� UHIHUV� WR� DQ\� VHUYLFH� GHVLJQHG� WR� SURPRWH� KHDOWK\�
GHYHORSPHQW�DQG�EHKDYLRU�IRU�FKLOGUHQ�ZKR�GR�QRW�TXDOLI\�IRU�,'($�SURJUDPV�
�H�J���+HDG�6WDUW��(DUO\�+HDG�6WDUW��7ULSOH�3��3RVLWLYH�3DUHQWLQJ�3URJUDP��HWF���

ADAAA/Section 504

$PHULFDQV�ZLWK�'LVDELOLWLHV�$FW�$PHQGPHQWV�$FW� �$'$$$��DQG�6HFWLRQ�����
RI� WKH� 5HKDELOLWDWLRQ� $FW�� HQVXUH� ULJKW� WR� DFFHVV� �H�J��� ZKHHOFKDLU� UDPSV��
ODUJH�SULQW�ERRNV�IRU�VWXGHQWV�ZLWK�ORZ�YLVLRQ��EHKDYLRU�PRGLȴFDWLRQ�LQ�WKH�
FODVVURRP�IRU�VWXGHQWV�ZLWK�$'+'��

Medical Risk 
Factors and 
Conditions

0DQ\� VWDWHV� HQVXUH� HOLJLELOLW\� IRU� ,'($� VHUYLFHV� RQ� WKH� EDVLV� RI� KHDOWK� DQG�
ELRORJLFDO� FRQGLWLRQV� �H�J��� H[WUHPHO\� ORZ� ELUWK� ZHLJKW�� JHQHWLF� FRQGLWLRQV�
DVVRFLDWHG�ZLWK�D�KLJK�SUREDELOLW\�RI�D�GHYHORSPHQWDO�GHOD\��LQ�XWHUR�H[SRVXUH�
WR� D� WHUDWRJHQLF� VXEVWDQFH�� D� VLJQLȴFDQW� KHDOWK� RU� SK\VLFDO� LPSDLUPHQW��
WUDXPDWLF�EUDLQ�LQMXU\��HWF���

Psychosocial Risk 
Factors

7KHVH�DUH�LVVXHV�VRPHWLPHV�DVVRFLDWHG�ZLWK�GHYHORSPHQWDO�GHOD\�EXW�RWKHUZLVH�
DUH� KDUELQJHUV� RI� GHOD\V� LQ� WKH� IXWXUH�� 3V\FKRVRFLDO� ULVN� IDFWRUV� LQFOXGH�
SDUHQWV�ZKR� KDYH� QRW� JUDGXDWHG� IURP� KLJK� VFKRRO�� VLQJOH� RU� WHHQ� SDUHQWV��
SDUHQWV� ZLWK� PHQWDO� KHDOWK� SUREOHPV� �LQFOXGLQJ� GHSUHVVLRQ� DQG� DQ[LHW\���
KRXVLQJ�IRRG�RU� HPSOR\PHQW� LQVWDELOLW\�� SDUHQWV� ZKR� GRQȇW� VSHDN� (QJOLVK��
ODFN�VRFLDO�VXSSRUW��DQG�PRVW�VLJQLȴFDQWO\��SDUHQWV�ZKR�ODFN�VNLOOV�LQ�SRVLWLYH�
SDUHQW�FKLOG�LQWHUDFWLRQV�DQG�ZKR�PD\�QRW�SURPRWH�GHYHORSPHQW�HIIHFWLYHO\��
&KLOGUHQ�ZLWK�ULVN�IDFWRUV�DUH�QRW�OLNHO\�WR�TXDOLI\�IRU�,'($�VHUYLFHV�EXW�VWLOO�
need other forms of intervention.

Developmental-
Behavioral 
Protective Factors 
or Resilience

Protective factors are positive parent-child interactions that enhance 
GHYHORSPHQW�VXFK�DV�IUHTXHQW�ERRN�VKDULQJ��SDUHQW�FKLOG�FRQYHUVDWLRQV��YRFDO�
SOD\��HWF�

Development

5HIHUV� WR� DOO� DVSHFWV� RI� FKLOGUHQȇV� OHDUQLQJ� DFURVV� DOO� GRPDLQV�� LQFOXGLQJ�
UHFHSWLYH�DQG�H[SUHVVLYH�ODQJXDJH��ȴQH�DQG�JURVV�PRWRU��FRJQLWLYH��DGDSWLYH�
VHOI�KHOS�� 7KH� WHUP� ȊGHYHORSPHQWȋ� LV� DOVR� LQFOXVLYH� RI� EHKDYLRU�� VRFLDO�
HPRWLRQDO� DQG�PHQWDO� KHDOWK� GRPDLQV�� $W� WLPHV�� WKH� WHUP� ȊGHYHORSPHQWDO�
EHKDYLRUDOȋ� LV�XVHG�PHUHO\� WR� HPSKDVL]H� WKDW�GHYHORSPHQW� LQFOXGHV� VRFLDO�
HPRWLRQDO��EHKDYLRU�DQG�PHQWDO�KHDOWK�

Developmental-
Behavioral 
Screening and 
Surveillance

6FUHHQLQJ� LV� WKH� XVH� RI� DFFXUDWH�� YDOLGDWHG� WHVWV� WR� LQGLFDWH� WKH� SUREDEOH�
SUHVHQFH� RU� DEVHQFH� RI� GLɟFXOWLHV�� 6XUYHLOODQFH� LV� D� ȵH[LEOH�� ORQJLWXGLQDO��
FRQWLQXRXV�DQG�FXPXODWLYH�SURFHVV�ZKHUHE\�NQRZOHGJHDEOH�SURYLGHUV�GHWHFW�
DQG� DGGUHVV� FXUUHQW� SUREOHPV�� DV�ZHOO� DV� SUHGLFWRUV� RI� SRWHQWLDO� SUREOHPV�
QRW�\HW�PDQLIHVW��$FFXUDWH�VXUYHLOODQFH�GHSHQGV�RQ�VFUHHQLQJ�WHVWV�DQG�RWKHU�
YDOLGDWHG�PHDVXUHV�WR�HQVXUH�HYLGHQWLDU\�VXSSRUW�IRU�GHFLVLRQV��7KLV�PHDQV�
WKDW�WKH�VDPH�PHDVXUHV�FDQ�DQG�VKRXOG�EH�XVHG�RYHU�WLPH�IRU�ERWK�ORQJLWXGLQDO�
VXUYHLOODQFH� DQG� IRU� LPPHGLDWH� GHFLVLRQ�PDNLQJ� YLD� WKH� UHVXOWV� RI� VFUHHQV��
SK\VLFDO�H[DP�ȴQGLQJV��HWF�

Table 1.1. Cont'd

table continues...
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Developmental-
Behavioral 
Promotion

'HYHORSPHQWDO�EHKDYLRUDO� SURPRWLRQ� PHDQV� DGGUHVVLQJ� SDUHQWVȇ� FRQFHUQV�
�H�J��� DERXW� GLVFLSOLQDU\� PHWKRGV�� DQG� DFWLYHO\� WHDFKLQJ� SDUHQWV� VNLOOV�
DVVRFLDWHG�ZLWK� W\SLFDO� GHYHORSPHQW�� VXFK� DV� KRZ� WR� WDON� DQG� VKDUH� ERRNV�
ZLWK�FKLOGUHQ��'HYHORSPHQWDO�EHKDYLRUDO�SURPRWLRQ�LV�D�FULWLFDO�SDUW�RI�HDUO\�
GHWHFWLRQ�DQG�VKRXOG�EH�SURYLGHG�DW�HYHU\�ZHOO�YLVLW��

Medical Home

3HU�WKH�$PHULFDQ�$FDGHP\�RI�3HGLDWULFV��WKH�Ȋ0HGLFDO�+RPHȋ�LV�ZKHUH�SULPDU\�
FDUH�SURYLGHUV� HVWDEOLVK� FHQWUDOL]HG�� FRPSUHKHQVLYH� FDUH� IRU� FKLOGUHQ�ZLWK�
GLVDELOLWLHV�DQG�FKURQLF�LOOQHVV��ZKRVH�FDUH�ZRXOG�RWKHUZLVH�EH�IUDJPHQWHG�
DFURVV� VHUYLFHV�DQG� WKXV�DEVHQW� WKH� ȊELJ�SLFWXUHȋ�RI� IDPLO\ȇV�DQG�FKLOGUHQȇV�
QHHGV�DQG�LVVXHV���7KH�0HGLFDO�+RPH�FRRUGLQDWHV�FDUH�DFURVV�VXEVSHFLDOLVWV�
DQG�VHUYLFHV��FRPPXQLFDWHV�ZLWK�DJHQFLHV��PDLQWDLQV�DOO�UHFRUGV��DQG�KHOSV�
plan needed interventions. 

HIPAA
7KH� +HDOWK� ,QVXUDQFH� 3RUWDELOLW\� DQG� $FFRXQWDELOLW\� $FW� RI� ����� SURWHFWV�
WKH�SULYDF\�RI�LQGLYLGXDOO\�LGHQWLȴDEOH�KHDOWK�LQIRUPDWLRQ�DQG�VHWV�QDWLRQDO�
VWDQGDUGV�IRU�WKH�VHFXULW\�RI�HOHFWURQLFDOO\�JDWKHUHG�KHDOWK�GDWD�

FERPA

7KH�)DPLO\�(GXFDWLRQDO�5LJKWV�DQG�3ULYDF\�$FW�SURWHFWV�WKH�SULYDF\�RI�VWXGHQWVȇ�
HGXFDWLRQ�UHFRUGV��6FKRROV�PXVW�KDYH�ZULWWHQ�SHUPLVVLRQ�IURP�WKH�SDUHQW��RU�
WKH� VWXGHQW� LI� ��� \HDUV� RU� ROGHU��� LQ� RUGHU� WR� UHOHDVH� DQ\� LQIRUPDWLRQ� IURP�
D�VWXGHQW
V�HGXFDWLRQ�UHFRUG��3DUHQWV�DQG�IDPLOLHV�KDYH�WKH�ULJKW� WR� LQVSHFW�
UHFRUGV�DQG�PDNH�FRUUHFWLRQV�LI�WKH\�GHHP�WKHP�PLVOHDGLQJ�

EPSDT

7KH� (DUO\� 3HULRGLF� 6FUHHQLQJ�� 'LDJQRVLV�� DQG� 7UHDWPHQW� �(36'7�� 3URJUDP�
LV� WKH� FKLOG� KHDOWK� FRPSRQHQW� RI� 0HGLFDLG�� UHTXLUHG� LQ� HYHU\� VWDWH�� DQG�
GHVLJQHG� WR� LPSURYH� WKH�KHDOWK�RI� ORZ�LQFRPH� FKLOGUHQ�� 6FUHHQLQJ� VHUYLFHV�
�WR� GHWHFW� SK\VLFDO� DQG�PHQWDO� FRQGLWLRQV�PXVW� EH�SURYLGHG� DW� HVWDEOLVKHG��
SHULRGLF� LQWHUYDOV� �SHULRGLF� VFUHHQV�� DQG�ZKHQHYHU� D� SUREOHP� LV� VXVSHFWHG�
�LQWHU�SHULRGLF� VFUHHQV��� 6FUHHQLQJ� DOVR� LQFOXGHV� D� FRPSUHKHQVLYH� KHDOWK�
DQG� GHYHORSPHQWDO� KLVWRU\�� DQ� XQFORWKHG� SK\VLFDO� H[DP�� DSSURSULDWH�
LPPXQL]DWLRQV�� ODERUDWRU\� WHVWV�� GHQWDO�� YLVLRQ�� DQG� KHDULQJ� VFUHHQV�� DQG�
KHDOWK�HGXFDWLRQ�

CAPTA

7KH� &KLOG� $EXVH� 3UHYHQWLRQ� DQG� 7UHDWPHQW� $FW� SURYLGHV� )HGHUDO� IXQGLQJ�
WR� 6WDWHV� LQ� VXSSRUW� RI� SUHYHQWLRQ�� DVVHVVPHQW�� LQYHVWLJDWLRQ�� SURVHFXWLRQ��
DQG�WUHDWPHQW�DFWLYLWLHV�IRU�FKLOGUHQ�ZKR�DUH�PDOWUHDWHG��ERUQ�WR�VXEVWDQFH�
DEXVLQJ�PRWKHUV��ZKR� DUH� KRPHOHVV�� HWF�� &$37$� JUDQWV� HVWDEOLVK� UHSRUWLQJ�
UHTXLUHPHQWV�IRU�KHDOWKFDUH��HGXFDWLRQ��DQG�RWKHU�DJHQFLHV�

Table 1.1. Cont'd
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EARLY INTERVENTION ENROLLMENT RATES AND THE 
ENORMOUS PROBLEM OF UNDER-DETECTION

$OWKRXJK� WKH� HIIHFWLYHQHVV� RI� HDUO\� LQWHUYHQWLRQ� LV�ZHOO� HVWDEOLVKHG� DQG� VHUYLFHV� DUH� DYDLODEOH��PRVW�
6WDWHVȇ�(DUO\�,QWHUYHQWLRQ�HQUROOPHQW�UDWHV�DUH�DERXW�����OHVV�WKDQ�WKH�SUHYDOHQFH�ȴJXUHV�HVWDEOLVKHG�
E\�WKH�&HQWHUV�IRU�'LVHDVH�&RQWURO��www.cdc.gov���ZKLFK�DUH����E\�DJH���\HDU�����E\�DJH����DQG����E\�
DJH�����3XEOLF�VFKRRO�VSHFLDO�HGXFDWLRQ�HQUROOPHQW�LV�DERXW�����OHVV�WKDQ�SUHYDOHQFH�ȴJXUHV��ZKLFK�DUH�
����E\�DJH����DQG����Ȃ�����E\�DJH���DQG�ROGHU���7KLV�PHDQV�WKDW�HDUO\�GHWHFWLRQ�DQG�UHIHUUDO�WR�,'($�LV�
KXJHO\�SUREOHPDWLF��+DOI�RI�DOO�FKLOGUHQ�ZLWK�VSHFLDO�QHHGV�DUH�QRW�GHWHFWHG�XQWLO�NLQGHUJDUWHQ�RU�ODWHU��
7KXV�WKH\ȇYH�ORVW�RSSRUWXQLWLHV�IRU�HDUOLHU�LQWHUYHQWLRQȃLQWHUYHQWLRQ�WKDW�ZRXOG�KDYH�HLWKHU�HOLPLQDWHG�
RU�DPHOLRUDWHG�WKHLU�SUREOHPV�DQG�IDFLOLWDWHG�VFKRRO�VXFFHVV��

$OWKRXJK�,'($�OHJLVODWLRQ�LQFOXGHV�FKLOG�ȴQG�VHUYLFHV�VXFK�DV�IUHH�VFUHHQLQJ�IRU�FKLOGUHQ�VXVSHFWHG�RI�
SUREOHPV��,'($�SURJUDPV�GR�QRW�KDYH�DFFHVV�WR�DOO�FKLOGUHQ�LQ�WKH�ZD\�KHDOWKFDUH�SURYLGHUV�GR��6LQFH�
KHDOWK�FDUH�LV�ȊZKHUH�WKH�NLGV�DUH�ȋ�PDQ\�6WDWHV�PDQGDWH�WKDW�KHDOWKFDUH�SURYLGHUV�LPSURYH�WKH�PHWKRGV�
E\�ZKLFK�WKH\�LGHQWLI\�FKLOGUHQ�ZLWK�GLɟFXOWLHV��,Q�JHQHUDO��WKHVH�PDQGDWHV�WDNH�WKH�IRUP�RI�LQFUHDVHG�
UHLPEXUVHPHQW�ZKHQ�TXDOLW\�VFUHHQV�DUH�DGPLQLVWHUHG��DORQJ�ZLWK�D�OLVW�RI�DSSURYHG��DQG�QRQ�DSSURYHG��
QRQ�UHLPEXUVDEOH��PHDVXUHV��&ODVV�DFWLRQ�VXLWV��H�J��DJDLQVW�&LJQD�IRU�IDLOLQJ�WR�UHLPEXUVH�IRU�VFUHHQLQJ�
LQ�KHDOWK�FDUH��DUH�FRPSHOOLQJ�SULYDWH�SD\HUV�WR�FRPSO\��0HDQZKLOH��WKH�DGYRFDF\�DUP�RI�WKH�$PHULFDQ�
$FDGHP\�RI�3HGLDWULFV�LV�EDWWOLQJ��LQ�&RQJUHVV��6WDWH�OHJLVODWXUHV��DQG�ZLWK�SULYDWH�SD\HUV��IRU�DSSURSULDWH�
UHLPEXUVHPHQW�IRU�VFUHHQLQJȂat all well-visits. 

6HYHUDO� 6WDWHV� �H�J��� 7HQQHVVHH�� 1RUWK� &DUROLQD�� +DZDLL�� 0DVVDFKXVHWWV�� 7H[DV�� &RQQHFWLFXW�� 2UHJRQ��
0LQQHVRWD��HVWDEOLVKHG�WKHLU�RZQ�PDQGDWHV�GLFWDWLQJ�WKH�XVH�RI�TXDOLW\�VFUHHQV�DORQJ�ZLWK�LQLWLDWLYHV�
WR� WUDLQ�SURYLGHUV��1RWH� WKDW�6WDWHVȇ� ,'($�SURJUDPV�KDYH�GLIIHULQJ�HOLJLELOLW\� UHTXLUHPHQWV�DQG�VRPH�
DUH�IDU�PRUH�VWULQJHQW�WKDQ�RWKHUV��1HYHUWKHOHVV��6WDWHV�ZLWK�VWURQJ�WUDLQLQJ�LQLWLDWLYHV��PDQGDWHV��DQG�
UHLPEXUVHPHQW�SODQV�WKDW�FRYHU�WKH�FRVWV�RI�HDUO\�GHWHFWLRQ��FOHDUO\�KDYH�KLJKHU�HQUROOPHQW�UDWHV�WKDQ�
GR�6WDWHV�ZLWKRXW�VXFK�HIIRUWV��7DEOH���VKRZV�H[DPSOHV�XVLQJ�GDWD�IURP�������www.ideadata.org). 

Table 1-2. State Enrollment in IDEA Part C (0 - 3-years) Eligibility Criteria by Presence  
         or Absence of Mandates/Initiatives*

* Initiatives include Help Me Grow (Connecticut), AAP State Chapter (Hawaii), KidsCount and other programs (Rhode Island). 

STATE CRITERIA MANDATES/
INITIATIVES*

ENROLLMENT RATE (FOR 
BIRTH TO THREE)

+DZDLL broad yes �����

Mississippi broad no �����

Rhode Island moderate yes �����

/RXLVLDQD moderate no ������

&RQQHFWLFXW QDUURZ yes �����

:DVKLQJWRQ��'& QDUURZ no �����
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&OHDUO\��6WDWHV�ZLWK�PDQGDWHV� IRU�XVH�RI�TXDOLW\�VFUHHQV� LQ�SULPDU\�FDUH�KDYH�PRUH� WKDQ�WKUHH� WLPHV�
WKH�HQUROOPHQW�UDWH�LQ�,'($�SURJUDPV�WKDQ�GR�6WDWHV�ZLWKRXW�PDQGDWHV��%XW�KRQHVWO\��ZLWK�RU�ZLWKRXW�
PDQGDWHV��ZH�VKRXOG�GR�WKH�ULJKW�WKLQJ�E\�IDPLOLHV�DQG�FKLOGUHQ�� L�H���XVH�HIIHFWLYH�PHWKRGV�WR�GHWHFW�
SUREOHPV�DQG�UHIHU�ZKHQHYHU�ZH�ȴQG�GLɟFXOWLHV��:HȇOO�JXLGH�\RX�LQ�VXEVHTXHQW�FKDSWHUV�RQ�KRZ�WR�EHVW�
GHWHFW�SUREOHPV��EXW�ZH�NQRZ�WKDW�RQH�REVWDFOH�WR�UHIHUUDO�LV�QRW�NQRZLQJ�PXFK�DERXW�ZKDWȇV�DYDLODEOH��
6R� IRU�QRZ��ZH� FRQWLQXH�ZLWK� LQIRUPDWLRQ�RQ�KRZ� ,'($�ZRUNV�DQG�KRZ� WR�REWDLQ� VHUYLFHV� IRU�\RXU�
patients. 

THE PROCESS OF OBTAINING IDEA SERVICES 
IDEA’s Part C Programs (birth to 3-years)�GR�QRW�UHTXLUH�D�VSHFLȴF�GLDJQRVLV��,QVWHDG��FKLOGUHQ�UHFHLYH�
D� JHQHUDO� FODVVLȴFDWLRQ� RI� ȊGHYHORSPHQWDO� GHOD\�ȋ� 7KLV� IDFW� FDQ� SUHVHQW� D� FRQFHSWXDO� FKDOOHQJH� IRU�
KHDOWKFDUH�SURYLGHUV�ZKR�DUH�DFFXVWRPHG�WR�PDNLQJ�D�GLDJQRVLV�EHIRUH�GHYLVLQJ�D�WUHDWPHQW�SODQ��%XW�
WUHDWLQJ�ȴUVW�DQG�GLDJQRVLQJ�ODWHU�PDNHV�VHQVH�ZKHQ�LW�FRPHV�WR�\RXQJ�FKLOGUHQ�EHFDXVH�QHZ�GHOD\V�
FDQ�HPHUJH�ZLWK�WLPH�DQG�WKH�GHȴQLQJ�FKDUDFWHULVWLFV�RI�GLVDELOLWLHV�PD\�QRW�EH�HYLGHQW�LPPHGLDWHO\��
)RU�H[DPSOH��D�GHOD\�LQ�ODQJXDJH�GHYHORSPHQW�PD\�EH�D�SUHFXUVRU�WR�GHȴFLWV�LQ�FRJQLWLYH�VNLOOV�WKDW�DUH�
QRW�\HW�IXOO\�PDQLIHVWHG��7LPH��LQWHUYHQWLRQ��SURJUHVV�WUDFNLQJ��DQG�IXUWKHU�HYDOXDWLRQV�ZLOO�HYHQWXDOO\�
LGHQWLI\�WKH�VSHFLȴF�W\SH�RI�SUREOHP�V���

(YHQ�VR��DXWLVP�VSHFWUXP�GLVRUGHUV��$6'��LV�RQH�FRQGLWLRQ�WKDW�VKRXOG�EH�GLDJQRVHG�DV�HDUO\�DV�SRVVLEOH�
VR� WKDW� KLJKO\� IRFXVHG� LQWHUYHQWLRQV� FDQ� EH� LPSOHPHQWHG�� 7KH� GLDJQRVLV� RI� $6'� W\SLFDOO\� UHTXLUHV� D�
PXOWLGLVFLSOLQDU\�WHDP��ZKLFK�RIWHQ�LQFOXGHV�D�SK\VLFLDQ��D�GHYHORSPHQWDO�SV\FKRORJLVW��DQG�D�VSHHFK�
ODQJXDJH�SDWKRORJLVW��6R�ZKHQ�\RX�VXVSHFW�$6'��ȴUVW� UHIHU� WR� ,'($�VHUYLFHV� �VR� WKDW�FKLOGUHQ�UHFHLYH�
SURPSW�LQWHUYHQWLRQ�HYHQ�ZKLOH�ZDLWLQJ�IRU�D�GLDJQRVLV���EXW�VLPXOWDQHRXVO\�UHIHU�WR�$6'�VSHFLDOLVWV��H�J���
GHYHORSPHQWDO�EHKDYLRUDO� SHGLDWULFLDQV�� QHXURGHYHORSPHQWDO� SHGLDWULFLDQV�� SHGLDWULF� SV\FKRORJLVWV��
VSHHFK�ODQJXDJH�FHQWHUV��DXGLRORJLVWV��DXWLVP�VXEVSHFLDOW\�VHUYLFHV�RI�ZKLFK�PDQ\�DUH�ZLWKLQ�WHDFKLQJ�
KRVSLWDOVȇ�GHYHORSPHQWDO�HYDOXDWLRQ�FOLQLFV���1RWH�WKDW�PDQ\�VXFK�SULYDWH�VHUYLFHV�KDYH�OHQJWK\�ZDLWLQJ�
OLVWV��VR�DJDLQ��LW�LV�HVVHQWLDO�WR�JHW�FKLOGUHQ�HQUROOHG�LQ�(,�DQG�WUHDWHG�ZKLOH�WKH\�ZDLW��W\SLFDOO\���WR���
PRQWKV�RU�ORQJHU��IRU�D�GLDJQRVWLF�HYDOXDWLRQ�

Eligibility criteria for EI��ZKLFK�YDULHV�DFURVV�6WDWHV��LV�JHQHUDOO\�GHWHUPLQHG�E\��

�D�� WKH�SUHVHQFH�RI�D�FRQGLWLRQ�WKDW�SODFHV�D�FKLOG�DW�YHU\�KLJK�ULVN�IRU�IXWXUH�GHYHORSPHQWDO�FKDOOHQJHV�
�H�J���D�FKURQLF�RU�ȴ[HG�KHDOWK�FRQGLWLRQ�OLNH�'RZQ�6\QGURPH��DQG�RU��

�E��WKH�GHJUHH�RI�GHOD\�DFURVV�GRPDLQV� �H�J��� D�����GHOD\� LQ� WZR�GRPDLQV��RU�D�����GHOD\� LQ�RQH�
domain). 

       See www.ectacenter.org�IRU�OLQNV�WR�,'($�SURJUDPV�DQG�WKHLU�HOLJLELOLW\�UHTXLUHPHQWV��6WDWH�E\�6WDWH�

Here’s what providers need to know and do: 

��� :KHQ�D�KLJK�ULVN�PHGLFDO�FRQGLWLRQ�LV�SUHVHQW��UHIHU�WR�,'($�YLD�D�UHIHUUDO�OHWWHU�LQ�ZKLFK�\RX�
GRFXPHQW�ȴQGLQJV��LGHQWLI\�NQRZQ�RU�VXVSHFWHG�FRQGLWLRQV��DQG�LQFOXGH�VXJJHVWLRQV�IRU�IROORZ�XS�
HYDOXDWLRQV��H�J���VSHHFK�ODQJXDJH��SK\VLFDO�WKHUDS\���5HIHU�DOVR�WR�VXEVSHFLDOW\�PHGLFDO�VHUYLFHV�
ZKHQ�LQGLFDWHG��

��� ,Q�WKH�DEVHQFH�RI�PHGLFDO�FRQWULEXWRUV�WR�WKH�GHOD\V�\RXȇYH�LGHQWLȴHG�YLD�VFUHHQLQJ�VXUYHLOODQFH��
GRFXPHQW� WKH� UHVXOWV� RI�PHDVXUHV� \RXȇYH� DGPLQLVWHUHG�� \RXU� FOLQLFDO� REVHUYDWLRQV�� VXJJHVWHG�
DYHQXHV�IRU�IXUWKHU�HYDOXDWLRQV��DQG�WKHQ�UHIHU�WR�,'($�

��� ,Q� HLWKHU� RI� WKH� DERYH� VLWXDWLRQV�� \RX�ZLOO� QHHG� WR� GRFXPHQW� YLVLRQ� DQG�KHDULQJ� VWDWXV�� ,'($�
SURJUDPV�FDQ�SURYLGH�DXGLRORJLFDO�DQG�IXQFWLRQDO�YLVLRQ�HYDOXDWLRQV�LI�UHFRPPHQGHG��%XW�WKH\�
DUH� XQGHUVWDQGDEO\� UHOXFWDQW� WR� WHVW� D� FKLOG�ZKR�� IRU� H[DPSOH�� KDV� DQ� XQUHFRJQL]HG� KHDULQJ�
GHȴFLW��WKDW�PLJKW�OHDG�WR�D�IDOVH�FRQFOXVLRQ�WKDW�LQWHOOHFWXDO�GLVDELOLWLHV�DUH�SUHVHQW��
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,Q�DQ\�FDVH��SULPDU\�FDUH�SURYLGHUV�GRQȇW�QHHG� WR�PDNH�D�GHȴQLWLYH�GLDJQRVLV�PRVW�HVSHFLDOO\� LQ� WKH�
DEVHQFH�RI�NQRZQ�KHDOWK�FRQGLWLRQV��$OVR��SURYLGHUV�GRQȇW�QHHG�WR�GHȴQH�WKH�SHUFHQWDJH�RI�GHOD\� �LQ�
WKH�FDVH�RI�ELUWK� WR���\HDU�ROGV���&KLOGUHQ�UHIHUUHG� WR� ,'($�SURJUDPV�ZLOO� UHFHLYH� IUHH�HYDOXDWLRQV� WR�
GHWHUPLQH�HOLJLELOLW\�DFFRUGLQJ�WR�6WDWH�VWDQGDUGV��6R��D�SULPDU\�FDUH�UHIHUUDO�LV�VLPSO\�D�UHTXHVW�WKDW�
,'($�VHUYLFHV�SURYLGH�IXUWKHU�HYDOXDWLRQV�WR�GHWHUPLQH�ZKHWKHU�GHOD\V�RU�GLVDELOLWLHV�DUH�SUHVHQW�DQG�
eligibility criteria are met. 

:LWK� 3DUW� &� �ELUWK� WR� �� SURJUDPV�� FKLOGUHQ� UHFHLYH� DQ� HYDOXDWLRQ� WR� GHWHUPLQH� ZKHWKHU� GHOD\V� DUH�
H[WHQVLYH� HQRXJK� WR�PHHW� HQWUDQFH� FULWHULD�� 3DUW�%� VHUYLFHV� ���� WR� ���\HDUV��� LQ� FRQWUDVW�� UHTXLUH� DQG�
SURYLGH�PRUH�GHWDLOHG�HYDOXDWLRQV��XVXDOO\�YLD�D�PXOWL�GLVFLSOLQDU\�WHDP�DVVHVVPHQW�WKDW��LQ�WXUQ��OHDG�WR�
D�EURDG�UDQJH�RI�GLDJQRVHV��H�J���ODQJXDJH�LPSDLUPHQW��LQWHOOHFWXDO�GLVDELOLWLHV��HWF�����)RU�VRPH�FRQGLWLRQV�
�H�J���SK\VLFDO�RU�KHDOWK�LPSDLUPHQW��DXWLVP�VSHFWUXP�GLVRUGHU��WUDXPDWLF�EUDLQ�LQMXU\��GRFXPHQWDWLRQ�
IURP�KHDOWKFDUH�SURIHVVLRQDOV�LV�D�QHHGHG�FRPSRQHQW�RI�PXOWLGLVFLSOLQDU\�WHDP�HYDOXDWLRQV��6WDWHV�YDU\�
LQ�WHUPV�RI�ZKLFK�SURIHVVLRQDOV�DUH�QHHGHG�WR�PDNH�D�GLDJQRVLV��EXW�DOO�6WDWHV�KDYH�YROXPLQRXV�PDQXDOV�
GHȴQLQJ�ZKLFK�WHVWV�DUH�DSSURYHG�IRU�ZKLFK�FRQGLWLRQ�DQG�ZKLFK�W\SHV�RI�SURIHVVLRQDOV�DUH�QHHGHG�WR�
FRQȴUP�D�GLDJQRVLV��,Q�&KDSWHU����ZKHUH�ZH�GHVFULEH�FKLOG�GHYHORSPHQW��LWV�GRPDLQV��DQG�ZKDW�SURPRWHV�
RU�GHWHUV�LW��ZH�DOVR�GHVFULEH�FRPPRQ�GLVDELOLWLHV�ZLWK�D�IRFXV�RQ�WKRVH�OHDGLQJ�WR�HOLJLELOLW\�IRU�,'($�3DUW�
B programs. 

REFERRING TO IDEA SERVICES: INTAKE TIME FRAMES, 
SUBSEQUENT EVALUATIONS AND PROGRAM PLANNING

ȏ� 7R�ȴQG�ORFDO�,'($��3DUW�&��ELUWK�WR���SURJUDPV��IROORZ�OLQNV�WR�www.ectacenter.org for contact 
LQIRUPDWLRQ��7KHUH�DUH�XVXDOO\�WROO�IUHH�QXPEHUV�IRU�HDFK�6WDWH��

ȏ� )RU�,'($�3DUW�%��L�H���FKLOGUHQ���\HDUV�DQG�ROGHU��\RX�ZLOO�QHHG�WR�LGHQWLI\�WKH�FRXQW\��RU�FLW\��
VFKRRO�V\VWHP�LQ�ZKLFK�WKH�IDPLO\�UHVLGHV��DQG�FRQWDFW�WKH�'LUHFWRU�RI�6SHFLDO�(GXFDWLRQ�RU�
3V\FKRORJ\��7KH�ZHEVLWH�IRU�HDFK�VFKRRO�LGHQWLȴHV�ZKHUH�UHIHUUDOV�VKRXOG�EH�PDGH�� 
$JDLQ��www.ectacenter.org�LQFOXGHV�FRQWDFW�LQIRUPDWLRQ�IRU�3DUW�%�UHIHUUDOV��

ȏ� ,W�LV�PRVW�HIIHFWLYH�LI�D�FOLQLFLDQȇV�RɟFH�PDNHV�D�UHIHUUDO�DQG�EHWWHU�VWLOO�LI�\RX�SDUWLFLSDWH�LQ�D�
V\VWHP�ZLGH�FDUH�FRRUGLQDWLRQ�SURJUDP��OLNH�+HOS�0H�*URZ��8VLQJ�WKLV�DSSURDFK��IDPLOLHV�DUH�IDU�
PRUH�OLNHO\�WR�NHHS�DSSRLQWPHQWV��$GYLFH�IRU�FOLQLFLDQV�ZKHQ�IDPLOLHV�GR�QRW�IROORZ�WKURXJK�ZLWK�
UHIHUUDOV�LV�SURYLGHG�LQ�&KDSWHU����

ȏ� ,'($�SURJUDPV�KDYH����Ȃ����VFKRRO�GD\V�GXULQJ�ZKLFK�WKH\�DUH�UHTXLUHG�WR�SURYLGH�WHVWLQJ�
DQG�HVWDEOLVK�DQ�LQGLYLGXDO�VHUYLFH�SODQ��,'($�3DUW�&�ZLOO�HQVXUH�D�VPRRWK�WUDQVLWLRQ�WR�SXEOLF�
VFKRRO�VSHFLDO�HGXFDWLRQ�VHUYLFHV��L�H���WKDW�GLDJQRVWLF�DVVHVVPHQW�LV�FRQGXFWHG�DQG�DQ�,QGLYLGXDO�
(GXFDWLRQDO�3URJUDP��,(3��LV�LQ�SODFH��1HYHUWKHOHVV��3DUW��&�SHUVRQQHO�PD\�EH�XQGHUVWDQGDEO\�
UHOXFWDQW�WR�SURYLGH�WHVWLQJ�IRU�FKLOGUHQ�ZKR�DUH�FORVH�WR�WXUQLQJ���\HDUV�RI�DJHȃ\HW�DQRWKHU�
LQFHQWLYH�WR�GHWHFW�FKLOGUHQ�HDUO\��5HIHU�WR�(,�DQ\ZD\�EXW�H[SHFW�GLVFXVVLRQ�DERXW�ZKHWKHU�D�VFKRRO�
V\VWHP�UHIHUUDO�ZRXOG�EH�PRUH�HɟFLHQW��

ȏ� 2QFH�D�UHIHUUDO�LV�UHFHLYHG��WKH�LQWDNH�SURFHVV�IRU�,'($�ZKHWKHU�3DUW�%�RU�&�VWDUWV�ZLWK�LQ�
GHSWK�VFUHHQLQJ�RU�DVVHVVPHQW��DV�ZHOO�DV�REVHUYDWLRQ��PRVW�HVSHFLDOO\�LI�D�FKLOG�LV�HQUROOHG�LQ�
GD\FDUH��+HDG�6WDUW��RU�JUDGH�VFKRRO�HGXFDWLRQ��,Q�WKH�ODWWHU�FDVHV��,'($�SHUVRQQHO�ȴUVW�FRQVLGHU�
PRGLȴFDWLRQV�WR�WKH�H[LVWLQJ�SURJUDP�WR�GHWHUPLQH�ZKHWKHU��ZLWK�VXSSRUWLYH�VHUYLFHV��D�FKLOG�FDQ�
UHPDLQ�LQ�KLV�RU�KHU�FXUUHQW�SODFHPHQW��7KHVH�PRGLȴFDWLRQV�FDQ�LQFOXGH�EHKDYLRU�PDQDJHPHQW��
ODUJH�SULQW�RU�UHFRUGHG�WH[WERRNV��DXGLWRU\�WUDLQHUV��HWF��,I�D�FKLOG�LV�QRW�HQUROOHG�RU�ZKHQ�
PRGLȴFDWLRQV�DUH�QRW�HIIHFWLYH��DVVHVVPHQW�LV�WKH�QH[W�VWHS��

ȏ� ,I�UHVXOWV�DUH�SUREOHPDWLF�DQG�HOLJLELOLW\�HYLGHQW��,'($�SURIHVVLRQDOV��SDUHQWV��DQG�RWKHU�LQYROYHG�
SURIHVVLRQDOV��HVWDEOLVK�DQ�,QGLYLGXDO�)DPLO\�6HUYLFH�3ODQ��,)63��IRU�FKLOGUHQ���WR���\HDUV�RU�DQ�
,QGLYLGXDO�(GXFDWLRQ�3URJUDP��,(3��LQ�WKH�FDVH�RI�SXEOLF�VFKRROV��7KH�,)63�RU�,(3�LQFOXGHV�JRDOV��
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REMHFWLYHV��DQG�LQVWUXFWLRQDO�PHWKRGV�PDWHULDOV��WLPH�IUDPHV��SHUVRQV�UHVSRQVLEOH��WKH�VXSSRUWLYH�
VHUYLFHV�HDFK�FKLOG�ZLOO�UHFHLYH��H�J���VSHHFK�ODQJXDJH�WKHUDS\���WKH�VHWWLQJ�RU�SURJUDP�LQ�ZKLFK�
VHUYLFHV�ZLOO�EH�GHOLYHUHG��DQG�DQ�DQQXDO�GDWH�IRU�UH�HYDOXDWLRQ�LQ�RUGHU�WR�YLHZ�SURJUHVV�DQG�
GHWHUPLQH�FRQWLQXHG�HOLJLELOLW\��7DEOH�����VKRZV�WKH�UDQJH�RI�VXSSRUWLYH�VHUYLFHV�DYDLODEOH�

7DEOH������6XSSRUWLYH�6HUYLFHV�:LWKLQ�,'($�3URJUDPV

6SHHFK�ODQJXDJH�7KHUDS\

Physical Therapy

2FFXSDWLRQDO�7KHUDS\

Behavior Management

0HGLFDWLRQV�+HDOWKFDUH�LQWHUYHQWLRQV�DW�VFKRRO

6SHFLDO�0DWHULDOV�LQ�WKH�5HJXODU�&ODVVURRP

$LGH�LQ�WKH�5HJXODU�&ODVVURRP

$LGH�RQ�WKH�6FKRRO�%XV

After-School Services

6XPPHU�6FKRRO

RANGE OF PLACEMENTS
,'($�SURJUDPV�PXVW�VWULYH�WR�NHHS�FKLOGUHQ�LQ�WKH�OHDVW�UHVWULFWLYH�HQYLURQPHQW��/5(��GXH�WR�IHGHUDO�
PDQGDWHV�EDVHG�RQ�UHVHDUFK�VKRZLQJ�WKDW�FKLOGUHQ�WHQG�WR�SURJUHVV�IDVWHU�ZKHQ�H[SRVHG�WR�W\SLFDOO\�
GHYHORSLQJ� SHHUV�� 7DEOH� ���� VKRZV� WKH� SURJUDP� SODFHPHQW� RSWLRQV� IURP� OHDVW� WR� PRVW� UHVWULFWLYH�
environments. 
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�� Identifying and Addressing Developmental - Behavioral Problems

Least Restrictive
5HJXODU�FODVVURRP�ZLWK�VSHFLDO�PDWHULDOV�RU�VSHFLDO�
HGXFDWLRQ� WHDFKHU� FRQVXOWDWLRQ� WR� WKH� UHJXODU�
classroom teacher;

5HJXODU�FODVVURRP�ZLWK�VSHFLȴF�WKHUDSLHV�SURYLGHG�
EXW�ZLWKRXW�SXOOLQJ�WKH�FKLOG�RXW�RI�FODVV�IRU�VHUYLFHV��
L�H���VSHFLDO�HGXFDWRUV�FRPH�WR�WKH�FKLOG�IRU�VHUYLFHV�
�XVXDOO\����Ȃ����PLQXWHV�IRU�HDFK�W\SH�RI�WKHUDS\��

5HJXODU�FODVVURRP�ZLWK�DQ�DLGH�ZKR�ZRUNV�ZLWK�RQH�
RU�PRUH�FKLOGUHQ�WKURXJKRXW�WKH�VFKRRO�GD\�

5HJXODU� FODVVURRP� EXW� FKLOG� LV� SXOOHG� RXW� IRU�
DQFLOODU\�VHUYLFHV��H�J���FKLOG�OHDYHV�WKH�FODVV�WR�JR�WR�
speech-therapy); 

6SHFLDO�HGXFDWLRQ�FODVVURRP�ZLWK�VRPH�RSSRUWXQLWLHV�
WR� LQWHUDFW� ZLWK� W\SLFDO� SHHUV� �H�J��� J\P�� OLEUDU\��
HWF���� 6RPH� FODVVURRPV� LQFOXGH� FKLOGUHQ� ZLWKRXW�
GLVDELOLWLHV�ZKR�VHUYH�DV�UROH�PRGHOV��

6SHFLDO� 6FKRRO� �H�J��� WKH� FKLOG� DWWHQGV� D� IXOO�WLPH�
VSHFLDO� HGXFDWLRQ� VFKRRO��� 0RVW� VSHFLDO� VFKRROV�
DUUDQJH� RSSRUWXQLWLHV� IRU� W\SLFDOO\� GHYHORSLQJ�
FKLOGUHQ� WR� YLVLW� DQG� LQWHUDFW� ZLWK� VSHFLDO� QHHGV�
children;

Most Restrictive

5HVLGHQWLDO�3ODFHPHQW� �D����KRXU�SURJUDP��XVXDOO\�
RIIHUHG�RQO\�VKRUW�WHUP��H�J���IRU�D�IHZ�ZHHNV��GHYRWHG�
WR� LQWHQVLYH� EHKDYLRUDO� LQWHUYHQWLRQV�� PHGLFDWLRQ�
PDQDJHPHQW��HWF��IROORZHG�E\�WUDQVLWLRQ�VXSSRUW�IRU�
VXEVHTXHQW�KRPH�DQG�SXEOLF�VFKRRO�SODFHPHQW�

Table 1-4. Cascade of Services from Least to Most Restrictive Environment*

*Costs of services increase substantially as services become more restrictive.
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ADVOCACY ISSUES IN IDEA SERVICES AND CHALLENGES IN 
NEGOTIATING

,'($ȇV� HGXFDWLRQDO� SODQV� �,)63V� DQG� ,(3V�� DUH� QHJRWLDWHG� E\� JURXS� FRQVHQVXV�� 7KH� JURXS� LQFOXGHV�
SDUHQWV��EXW�FDQ�LQFOXGH�H[WHQGHG�IDPLO\�DQG�LQGLYLGXDOV�ZKR�SURYLGH�IDPLO\�VXSSRUW��VXFK�DV�D�IULHQG�
RU�PHQWRU�ZLWK�D�VSHFLDO�QHHGV�FKLOG��DQG�VRPHWLPHV�VWXGHQWV�WKHPVHOYHV��DQG�SURIHVVLRQDOV��ERWK�WKRVH�
ZRUNLQJ�ZLWK� ,'($�DV�ZHOO� DV�RXWVLGH�SURIHVVLRQDOV� VXFK�DV�KHDOWKFDUH�SURYLGHUV��SULYDWH� WKHUDSLVWV��
IRUPHU�WHDFKHUV��HWF����7RJHWKHU��WKH�JURXS�FROOHFWLYHO\�GHWHUPLQHV�WKH�EHVW�SODQ�IRU�VHUYLFHV��JRDOV��HWF��

0HDQZKLOH��,'($ȇV�EXGJHW�LV�OLPLWHG��&RQJUHVV�KDV�RQO\�IXQGHG�WKH�PDQGDWH�DW�URXJKO\�����RI�SURMHFWHG�
FRVWV���6FKRRO�V\VWHPV�DQG�,'($�SURJUDPV�DUH�ȴQDQFLDOO\�VWUDSSHG�� LQFUHDVLQJO\�VR�JLYHQ�WKH�FXUUHQW�
HFRQRP\��DQG�VR�VFKRROV�FRQWLQXH�WR�EHDU�WKH�EUXQW�RI�FRVWV�IRU�VSHFLDO�VHUYLFHV��%HWZHHQ�WKH�PDQGDWH�IRU�
OHDVW�UHVWULFWLYH�HQYLURQPHQWV�DQG�WKH�ȴVFDO�FKDOOHQJHV�RI�SURYLGLQJ�H[SHQVLYH�VHUYLFHV��,'($�SHUVRQQHO�
WHQG�WR�UHFRPPHQG�PLQLPDOLVW�DSSURDFKHV�WR�LQWHUYHQWLRQ��7KDW�PD\�ZHOO�EH�UHDVRQDEOH��EXW�LW�LV�KHOSIXO�
WR�NQRZ�WKDW�WKH�,(3�DQG�,)63�PXVW�LQFOXGH�WLPHV�IRU�WKH�JURXS�WR�UHFRQYHQH��UHYLHZ�SURJUHVV��UHDVVHVV��
DQG�GHWHUPLQH�ZKHWKHU�PRUH�LQWHQVLYH�VHUYLFHV�VKRXOG�EH�DGGHG�

7KH�EDODQFH�EHWZHHQ�OHDVW�UHVWULFWLYH�VHUYLFHV�DQG�WKH�H[SHQVH�RI�PRUH�LQWHQVLYH�SURJUDPV��PHDQV�WKDW�
SDUHQWVȇ� DELOLW\� WR� DGYRFDWH� IRU� VHUYLFHV� LV� D� FULWLFDO� SDUW� RI� WKH�SURFHVV�� &KDSWHU� ��� FRYHUV� DGYRFDF\�
LVVXHV�DQG�KRZ�WR�JHW�KHOS�IRU�SDUHQWV�ZKR�QHHG�VXSSRUW��$OVR�LQFOXGHG�LV�LQIRUPDWLRQ�RQ�KRZ�WKH�$$3ȇV�
0HGLFDO�+RPH�PRGHO�KHOSV�� LQIRUPDWLRQ�RQ� WKH� VXUURJDWH�SDUHQW�RU� JXDUGLDQ�DG� OLWHP�UROH� �H�J��� IRU�
IRVWHU�FKLOGUHQ���GXH�SURFHVV�XQGHU�WKH�,'($�PDQGDWH��DQG�VHUYLFHV�WR�KHOS�SDUHQWV�DGYRFDWH�HIIHFWLYHO\�
for their children. 

THE VALUE OF COLLABORATION BETWEEN HEALTHCARE AND 
IDEA PROVIDERS IN FACILITATING REFERRALS

,W�LV�HVVHQWLDO�WR�HVWDEOLVK�D�UHIHUUDO�UHODWLRQVKLS�ZLWK�,'($�VHUYLFHV�EXW�DQWLFLSDWH�WKDW�QHJRWLDWLQJ�KRZ�
EHVW�WR�FROODERUDWH�ZLOO�EH�QHHGHG��7KH�QRQ�PHGLFDO�SURIHVVLRQDOV�WR�ZKRP�KHDOWKFDUH�SURYLGHUV�UHIHU��
GRQȇW�DOZD\V�UHVSRQG�LQ�WKH�ZD\�WKDW�WKH�LGHDO�VXE�VSHFLDOLVW�PHGLFDO�SURYLGHU�ZRXOG��H�J���FDOO�\RX�EDFN��
H[SODLQ�ȴQGLQJV��FUHDWH�D�MRLQW�WUHDWPHQW�SODQ��HWF����&OLQLFLDQV�QHHG�WR�WDNH�WKH�OHDG�LQ�FROODERUDWLRQ��
&KDSWHUV���DQG����FRYHU�WKLV�LVVXH��H�J���EHVW�ZD\V�WR�FRPPXQLFDWH��ZKDW�LQIRUPDWLRQ�WR�VKDUH��WZR�ZD\�
FRQVHQW�IRUPV��HWF����

1RQ�PHGLFDO�SURYLGHUV�RIWHQ�QHHG�FOLQLFLDQVȇ�DXWKRUL]DWLRQ�IRU�VHUYLFHV�VXFK�DV�SK\VLFDO�RU�RFFXSDWLRQDO�
WKHUDS\��6R��\RX�ZLOO�GHȴQLWHO\�ZDQW�WR�UHFHLYH�SURPSW�DVVHVVPHQW�UHVXOWV�GHWDLOLQJ�WKH�UHFRPPHQGDWLRQV�
IURP�,'($�HYDOXDWLRQV��DQG�WKXV�DYRLG�WKH�VHQVH�WKDW�,'($�SURJUDPV�FUHDWH�D�ȊUXQDZD\�WUDLQȋ�ZKHUHLQ�
\RX�DUH�DVNHG�WR�SUHVFULEH�VHUYLFHV�ZLWKRXW�DGHTXDWH�H[SODQDWLRQ���

,QIRUPDWLRQ�VKDULQJ�LV�D�WZR�ZD\�VWUHHW��<RX�QHHG�LQIRUPDWLRQ�IURP�,'($�VHUYLFHV�RQ�KRZ�FKLOGUHQ�DUH�
GRLQJ��DQG�,'($�SURYLGHUV�QHHG�\RXU�DGYLFH�DERXW�FKLOGUHQȇV�KHDOWKFDUH�LVVXHV�HVSHFLDOO\�ZKHQ�WKHVH�
UHTXLUH�LQWHUYHQWLRQ�DW�VFKRRO��H�J���JDVWURVWRP\�WXEH�RU�YHQWLODWRU�FDUH��DGPLQLVWUDWLRQ�RI�PHGLFDWLRQV��
KHDOWK�ULVNV�UHODWHG� WR�YDULRXV�FRQGLWLRQV�VXFK�DV�FDUGLDF�SUREOHPV� LQ�7XUQHU�6\QGURPH�RU�DYRLGLQJ�
VRPHUVDXOWV� LQ�SDWLHQWV�ZLWK�'RZQ� V\QGURPH���:H�GLVFXVV�KRZ� WR� FRPPXQLFDWH�ZLWK�SURJUDPV�DQG�
HVWDEOLVK�WZR�FRQVHQW�IRUPV��LQ�ZKLFK�SDUHQWV�DJUHH�WKDW�LQIRUPDWLRQ�FDQ�EH�VKDUHG�EHWZHHQ�\RXU�FOLQLF�
DQG�,'($�SHUVRQQHO��LQ�&KDSWHU���
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DELAYED, AT-RISK, BUT NOT ELIGIBLE FOR IDEA SERVICES 
,W� LV� LPPHQVHO\� IUXVWUDWLQJ� IRU� KHDOWKFDUH� SURYLGHUV� WR� VFUHHQ�� GRFXPHQW� UHVXOWV�� DQG� UHIHU�� RQO\� WR�
ȴQG�WKDW�SDWLHQWV�GRQȇW� IROORZ�WKURXJK�RU�GRQȇW�TXDOLI\�IRU�,'($�SURJUDPV��0DUNV�HW�DO��VWXGLHG������
PRGHUDWH�ULVN�FKLOGUHQ�DW�D�ODUJH��SHGLDWULF�JURXS�VHWWLQJ�LQ�/DQH�&RXQW\��2UHJRQ��5RXWLQH�SUDFWLFH�ZDV�WR�
DGPLQLVWHU�D�JHQHUDO�GHYHORSPHQWDO�VFUHHQLQJ�LQVWUXPHQW��WKH�$JHV�	�6WDJHV�4XHVWLRQQDLUH��WR�FKLOGUHQ�
DW� WKHLU��������DQG����PRQWKV�ZHOO�FKLOG�YLVLW�� All pediatrician-generated referrals to IDEA programs 
ZHUH�GLOLJHQWO\�WUDFNHG�WKHVH�RYHU�D�����\HDU�SHULRG��6DGO\��GXH�WR�D�P\ULDG�RI�UHDVRQV��H�J���IDPLO\�ORVW�WR�
IROORZ�XS��TXHVWLRQDEOH�GHOD\�DQG�WKXV�SODFHG�RQ�D�PRQLWRULQJ�OLVW��VFUHHQHG�RXW��QR�SDUHQWDO�FRQFHUQV�
RU� UHIXVHG�VHUYLFHV�� HWF����QHDUO\�����RI� FKLOGUHQ�ZKR�ZHUH�UHIHUUHG�ZLWK� VXVSHFWHG�GHOD\V�ZHUH�QRW�
HQUROOHG�LQ�,'($�SURJUDPV��6R��LW�LV�LPSRUWDQW�WR�NQRZ�WKDW��

��� ,'($�SURJUDPV�IRFXV�RQ�LQWHUYHQWLRQ��QRW�SUHYHQWLRQ��DQG�RQ�VXEVWDQWLYH�GHOD\V�EXW�QHLWKHU�RQ�
PLOG�WR�PRGHUDWH�GHOD\V�QRU�RQ�HOHYDWHG�ULVN�IRU�GHOD\V�LQ�WKH�IXWXUH��

��� &KLOGUHQ� ZLWK� GHOD\V� EXW� IRXQG� LQHOLJLEOH� IRU� ,'($� DUH� QRW� WUXO\� IDOVH�SRVLWLYHV� �PHDQLQJ�
GHYHORSPHQW� LV� QRUPDO�� EXW� WKH\� MXVW� KDG� D� EDG� GD\�� DQG� VR� GLG� QRW� GHPRQVWUDWH� WKH� IXOO�
FRPSOHPHQW�RI�WKHLU�VNLOOV���5DWKHU��PRVW�FKLOGUHQ�ZKR�GR�SRRUO\�RQ�VFUHHQV�EXW�GRQȇW�TXDOLI\��
KDYH� QXPHURXV� SV\FKRVRFLDO� ULVN� IDFWRUV� DQG�PLOG� WR�PRGHUDWH� GHOD\V�� $� VXEVWDQWLDO� ERG\� RI�
UHVHDUFK�LQGLFDWHV�VXFK�FKLOGUHQ�DUH�OLNHO\�WR�IDOO�IXUWKHU�DQG�IXUWKHU�EHKLQG�ZLWKRXW�VRPH�NLQG�
RI�LQWHUYHQWLRQ��HYHQ�LI�QRW�WKURXJK�,'($�����$V�GLVWXUELQJ��DUH�UHFHQW�ȴQGLQJV�VXJJHVWLQJ�FKLOGUHQ�
ZLWK�ULVN�IDFWRUV�DUH�DOVR�OLNHO\�WR�DFTXLUH�YDULRXV�KHDOWK�SUREOHPV���6R�IRU�WKHVH�GHOD\HG��DW�ULVN��
EXW�QRQ�,'($�TXDOLI\LQJ�FKLOGUHQ��LW�LV�GHȴQLWHO\�WLPH�WR�WKLQN�DERXW�HDUO\�LQWHUYHQWLRQ�LQ�EURDGHU�
terms;

��� &KLOGUHQ�IRXQG�WR�EH�LQHOLJLEOH�IRU�,'($�VWLOO�QHHG�LQWHUYHQWLRQ�DQG�VR�SURYLGHUV�QHHG�WR�FDVW�D�
ZLGHU�QHW�DQG�UHIHU�WR�RWKHU�VHUYLFHV��H�J���TXDOLW\�GD\FDUH��+HDG�6WDUW��SDUHQW�WUDLQLQJ��HWF���

��� &KLOGUHQ� LQHOLJLEOH� IRU� ,'($�� HYHQ� ZKHQ� HQUROOHG� LQ� RWKHU� VHUYLFHV� UHPDLQ� DW� ULVN�� &DUHIXO�
PRQLWRULQJ� RI� GHYHORSPHQWDO�EHKDYLRUDO� SURJUHVV� LV� DOZD\V� QHHGHG� EXW� LW� LV� KHOSIXO� WR� NQRZ�
WKDW� SURJUDPV� VXFK� DV� +HDG� 6WDUW� URXWLQHO\�PRQLWRU� SURJUHVV� �DQG� VKRXOG� EH� DVNHG� WR� VKDUH�
LQIRUPDWLRQ�ZLWK�\RX��

��� ,Q�DOO�FDVHV��ZKHWKHU�D�FKLOG�LV�UHIHUUHG�RU�QRW��ZH�VWLOO�QHHG�WR�YLHZ�GHYHORSPHQWDO�SURPRWLRQ�DV�
D�SUHOLPLQDU\�DSSURDFK�WR�LQWHUYHQWLRQ��:KLOH�SURPRWLRQ�LV�KDUGO\�LQWHQVLYH��SDUHQWV��ZKHWKHU�
WKHLU�FKLOGUHQ�QHHG�UHIHUULQJ�RU�QRW��VWLOO�ZDQW�DQG�QHHG�JXLGDQFH�RQ�KRZ�WR�SDUHQW�ZHOO��

$OWKRXJK�GHYHORSPHQWDO�SURPRWLRQ�LV�LQYDOXDEOH�� LW� LV�DOVR�HVVHQWLDO�IRU�SURYLGHUV�WR�UHFRJQL]H�WKDW�D�
IHZ�PLQXWHV�RI�DGYLFH�DW�DQQXDO�ZHOO�YLVLWV�PD\�QRW�FRQVWLWXWH�LQWHUYHQWLRQ�RI�VXɟFLHQW�LQWHQVLW\��6R��LW�
is important to monitor the effectiveness of developmental promotion and refer promptly to alternative 
VHUYLFHV�WKDW�PD\�ZHOO�SUHYHQW�SUREOHPV�LI�QRW�UHFWLI\�WKHP��6XLWDEOH�SURJUDPV�LQFOXGH��(DUO\�+HDG�6WDUW��
+HDG�6WDUW��TXDOLW\�GD\FDUH�RU�SUHVFKRRO�SURJUDPV��SDUHQW�WUDLQLQJ��VRFLDO�ZRUN�VHUYLFHV��DIWHU�VFKRRO�
WXWRULQJ�VXFK�DV�%R\V�DQG�*LUOV�&OXE��VXPPHU�VFKRRO��HWF��)RU�WKLV�UHDVRQ�\RXU�OLVW�RI�UHIHUUDO�RSWLRQV�
VKRXOG�LQFOXGH�D�UDQJH�RI�SURJUDPV��6HH�&KDSWHU���IRU�PRUH�LQIRUPDWLRQ��UHVRXUFH�OLQNV��HWF��

So what to do for non-qualifying children with risk factors or delays? All of the 
following:

ȏ� 'RQȇW�JLYH�XS��FRQWLQXH�WR�UHIHU�DOO�FKLOGUHQ�ZLWK�VXVSHFWHG�GHOD\V�WR�,'($�VHUYLFHV�

ȏ� ,I�\RXU�SDWLHQWV�GRQȇW�TXDOLI\��ȴQG�RXW�ZK\�DQG�WKHQ�UHIHU�WR�RWKHU�VHUYLFHV�WKDW�FDQ�KHOS��H�J���(DUO\�
+HDG� 6WDUW�� TXDOLW\� SUHVFKRRO�GD\FDUH� SURJUDPV�� SDUHQW� WUDLQLQJ�� HWF�� 6HH� &KDSWHU� �� IRU� UHIHUUDO�
options);
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ȏ� 2IIHU�GHYHORSPHQWDO�SURPRWLRQ�VXJJHVWLRQV�WR�SDUHQWV���6HH�&KDSWHU���IRU�YDULRXV�DSSURDFKHV�DQG�
materials.);

ȏ� 'HWHUPLQH� ZKHWKHU� \RXU� 6WDWHȇV� ,'($� SURJUDP� RIIHUV� PRQLWRULQJ� �PHDQLQJ� WKH\� ZLOO� FKHFN�
SHULRGLFDOO\�RQ�FKLOGUHQȇV�SURJUHVV�DQG�UHFRQVLGHU�HOLJLELOLW\�LQ�WKH�IXWXUH��

ȏ� ,I�\RXU�6WDWHȇV�,'($�SURJUDP�GRHV�QRW�RIIHU�PRQLWRULQJ��\RXȇOO�QHHG�WR�YLJLODQWO\�FKHFN�RQ�FKLOGUHQȇV�
SURJUHVV��H�J���KDYH�IDPLOLHV�UHWXUQ�EHWZHHQ�WKH�XVXDO�ZHOO�YLVLW�DSSRLQWPHQWV�IRU�UH�VFUHHQLQJ��DQG�
HQFRXUDJH�QRQ�,'($�VHUYLFHV�WR�SURYLGH�SURJUHVV�UHSRUWV���6HH�&KDSWHU���IRU�PRQLWRULQJ�PHWKRGV��
SUREOHP�FKHFNOLVWV��HWF�

ȏ� 'RFXPHQW�FDUHIXOO\� LQ�\RXU�KHDOWK�UHFRUGV��\RXU�ȴQGLQJV�DQG�UHFRPPHQGDWLRQV�� ,GHDOO\��HQVXUH�
WKHUH�DUH� ȊWULJJHUVȋ� LQ�HDFK�SDWLHQWȇV� UHFRUG� WR� LGHQWLI\�ZKHQ� WR� UHVFUHHQ� �DQG�DV�D� UHPLQGHU� WR�
FKHFN� RQ�ZKHWKHU� IDPLOLHV� KDYH� IROORZHG� WKURXJK�ZLWK� \RXU� UHFRPPHQGDWLRQV��� 6HH� &KDSWHU� ��
DQG�$SSHQGL[�$� IRU�GRFXPHQWDWLRQ�VXJJHVWLRQV� LQFOXGLQJ�ZHOO�YLVLW� IRUPV� WKDW�KHOS�\RX�FDSWXUH�
information over time;

ȏ� *HW� WR� NQRZ� \RXU� VHUYLFH� FRPPXQLW\�� HVWDEOLVK� IHHGEDFN�PHFKDQLVPV� EHWZHHQ� \RXU� FOLQLF� DQG�
UHIHUUDO�VHUYLFHV��VR�WKDW�\RX�FDQ�FROODERUDWH�RQ�PRQLWRULQJ��LQIRUPDWLRQ�VKDULQJ��DQG�MRLQW�GHFLVLRQ�
PDNLQJ�DERXW�RWKHU�QHHGHG�UHIHUUDOV�

ȏ� 6HH�WKH�ZHEVLWH�IRU�WKLV�ERRN�IRU�OLYH�OLQNV�DQG�GRZQORDGV��www.pedstest.com/TheBook);

ȏ� <RX�FDQ�XVH�WKH�1RWHV�SDJHV�DW�WKH�HQG�RI�WKH�ERRN�WR�OLVW�ORFDO�UHVRXUFHV�DQG�FRQWDFW�LQIRUPDWLRQ�

&KDSWHU� &RPPHQWV: Knowing that services are available and how to work well with non-medical 
providers (and establishing how they can best work with primary care providers) offer a comforting 
ȴUVW�VWHS�LQ�ZLOOLQJQHVV�WR�GHWHFW�SUREOHPV�DQG�PDNH�UHIHUUDOV��:H�H[SODLQ�WKH�ȊKRZ�WRȇVȋ�RI�GHWHFWLRQ�LQ�
subsequent chapters but we start in Chapter 2 by describing the nature of child development and what we 
DUH�ORRNLQJ�IRU�LQ�RXU�HIIRUWV�WR�GLVFHUQ�FKLOGUHQ�ZLWK�W\SLFDO�GHYHORSPHQW�IURP�WKRVH�ZLWK�GLɚFXOWLHV��

INTERNET RESOURCES ON IDEA ENROLLMENT AND 
PREVALENCE

Individuals with Disabilities Education Act (IDEA)  www.ideadata.org 
Provides State-by-State information on enrollment rates in IDEA programs [both Early Intervention 
IRU�FKLOGUHQ�IURP���WR���\HDUV��DOVR�NQRZQ�DV�3DUW�&��DQG�6SHFLDO�(GXFDWLRQ�IRU�FKLOGUHQ���WR����\HDUV�
�NQRZQ�DV�3DUW�%�@�

National Education Technical Assistance Center  www.ectacenter.org
+RXVHV�OLQNV�WR�3DUW�&�DQG�3DUW�%�VHUYLFHV�6WDWH�E\�6WDWH��DQG�FRXQW\�E\�FRXQW\�

Centers for Disease Control  www.cdc.gov
Provides federal disability prevalence data (search the site for developmental screening and 
developmental disabilities). 

Kids Count  www.aecf.org
:LWKLQ�LV�LQIRUPDWLRQ��VWDWH�E\�VWDWH��RQ�UDWHV�RI�FKLOGUHQ�DW�ULVN��H�J���ZKRVH�SDUHQWV�DUH�XQHPSOR\HG��
LQ�SRYHUW\��LQ�VLQJOH�SDUHQW�KRXVHKROGV��ZLWKRXW�KHDOWK�LQVXUDQFH��HWF���
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INTRODUCTION
'HOLQHDWHG� LQ� WKLV�FKDSWHU�DUH� WKH�GRPDLQV� WKDW�GHȴQH�GHYHORSPHQWȃDQ�DOO�HQFRPSDVVLQJ� WHUP� WKDW�
embraces many emerging skills including behavior, mental health, and social-emotional skills. For 
development to proceed age-appropriately, skills across domains must work together and so case 
examples by various ages are presented as examples. Just as development develops, developmental 
SUREOHPV� GHYHORS�� DQG� GLɟFXOWLHV� FDQ� EH� HQRUPRXVO\� YDULHG�� 'HȴQLWLRQV� RI� GHOD\V� DQG� GLVDELOLWLHV�
are described along with common causes including psychosocial risk. Features of resilience are also 
VSHFLȴHG�� DV� FKLOGUHQ� FDQ� GLVSOD\� UHVLOLHQFH� LQ� WKH� IDFH� RI� DGYHUVH� HYHQWV� LQVWHDG� RI� H[KLELWLQJ� WKH�
downward trajectory that often accompanies psychosocial risk.

Definitions of Domains

)LUVW�OHWȇV�VWDUW�E\�GHȴQLQJ�RXU�WHUPV��Development is a series of domains. Each domain typically has 
several subdomains (which are underlined below). These include:

1. Cognitive (also called intellectual) skills covers: rate of learning and short- and long-term 
memory (for what a child has seen, heard and learned including sequences required to complete 
tasks); information processing (ability to incorporate and integrate new learning) and most 
especially problem-solvingȃPHDQLQJ�KRZ�D�FKLOG�ȴJXUHV�RXW�ZD\V�WR�RYHUFRPH�FKDOOHQJHV��ZRUN�
DURXQG�WKLQJV�WKDW�DUH�KDUG�WR�GR�ZLWK�FUHDWLYH�LGHDV�IRU�ȴ[LQJ�FRQXQGUXPV��H�J���1R�NQLIH�WR�FXW�
a pizza? How about scissors instead?).

2. Language includes two broad subdomains, each of which has sub-subdomains that are preferably 
measured separately: 

(a) Expressive skills, i.e., the ability to communicate and be understood by others including 
facility with articulation of sounds and pragmatic skills or social use of language, which 
involves initiating, maintaining and terminating a conversation that embraces the listener’s 
perspective and interests, and; 

(b) Receptive skills, meaning the ability to understand words, sentences and passages (and 
follow commands) when heard.

3. Motor includes two subdomains (that are preferably measured separately): 
(a) Gross motor, meaning the use of large muscles in the neck, arms, legs, back and torso to 

move around effectively, and; 

(b) Fine motor�� LQFOXGHV� WKH�XVH�RI�KDQGV��ȴQJHUV��DQG�ZULVWV� WR�H[HFXWH�UHȴQHG� WDVNV�VXFK�
as using utensils to eat, ability to draw, write, and eventually use tools like screwdrivers, 
keyboards, needle and thread, DVD players, etc.

4. Preacademic/academic covers knowledge of shapes, colors, and eventually letter names, words 
in print, comprehension of written words and passages; ability to spell and write words on his/
her own; and eventually to create “talk written down,” i.e., express himself/herself in writing. In 
older children, academic skills become more diverse and include:

(a) Math (often subdivided into computational, and applied or word problems); 

(b) Reading (usually subdivided into word attack (phonics); sight word vocabulary; and reading 
comprehension (which itself is typically subdivided into literal, meaning recall of content, 
and inferential, meaning drawing conclusions); 

(c) Written Language (divided into spelling skills and ability to write sentences, paragraphs, 
and eventually essays); and

(d) Knowledge (broken out into science, social studies, and humanities). 
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5. Self-Help (sometimes called adaptive behavior or personal-social), covers acquisition of 
basic skills with hygiene, dressing, explaining where he/she lives, knowing phone numbers, and 
eventually household maintenance: Cooking, cleaning, home repair, running errands, etc. 

6. Behavior, includes two subdomains: Behavior (often referred to as “conduct”) and  
Social-Emotional/Mental Health. The two subdomains overlap considerably. For example, 
complying with rules and turn-taking (behavior) also depends on respect for others and knowledge 
of social conventions (social-emotional).

 The Behavior subdomain includes:

(a) Willingness to comply with rules when asked, understand why complying with rules is   
wise, ability to remember rules and conform to rules (even when no one is watching);

(b) Ability to be still long enough to focus on the tasks at hand;

(c) An age-appropriate attention span to facilitate taking in new information.

 The Social-Emotional/Mental Health subdomain includes:

(a) Sense of well-being or self-esteem (e.g., a positive outlook on life with an increasingly  
realistic sense of one’s own strengths and weaknesses);

(b) Relating to siblings, parents and close relatives, ideally with joy and affection;

(c) Interest in less than familiar people, new events and objects, but with appropriate wariness 
of strangers, novelty, and especially dangers;

(d) Emerging respect for others including their well-being, rights, and property (e.g., increasing 
self-restraint with decreases in stealing or lying);

(e) Empathic responses to others (e.g., refrains from bullying or teasing in a way that is unkind, 
hurtful or cruel, and is increasingly tolerant of diversity;

(f) Understanding social conventions, with demonstration of at least some compliance with 
VRFLDO�QRUPVȃQRWLFLQJ�DQG�LPLWDWLQJ�KRZ�RWKHUV�EHKDYH��GUHVV��ZKDW�WKH\�DUH�LQWHUHVWHG�
LQ��HWF�ȃDOWKRXJK�DGROHVFHQW�UHEHOOLRQ�LV�FRPPRQ��KHDOWK\��DQG�D�W\SLFDO�GHYHORSPHQWDO�
phase (e.g., long hair, quirky clothes, etc.);

(g) Adjusting to life’s challenges, OHDUQLQJ�WR�UHJXODWH�DQG�FRSH�ZLWK�GLɟFXOW�HPRWLRQV��VXFK�
as anger, disappointment, fatigue, etc., and bringing these skills back into the behavior/
conduct domain so as to behave in increasingly mature ways (e.g., fewer outbursts);

(h) Acquiring a shared perspective on life and the world, i.e., a communal reality that in 
general, makes sense to others (e.g., decreasing nightmares and night-terrors, and no 
hallucinations). 

Now, back to the domains we’ve listed above. If you’ve noticed an enormous overlap among the various 
domains and subdomains of development, you are so right! For a child to have typical development, skills 
across the many domains/subdomains have to work together. Several examples are described below.
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How Domains work togetHer

Example 1. If you ask a child to pick up toys, this requires that she understand the request (receptive 
language), remember what was asked (the cognitive skill of short-term memory), have the ability to 
move to where the mess is (gross motor), locate the appropriate container where toys should be stored 
(cognitive, i.e., long-term memory), pick up and then release the toys (ȴQH�PRWRU), and the attention span 
and the willingness to comply with requests (behavior and social-emotional skills). She also needs to be 
able to hear and see well enough, and to have the necessary energy that good health provides.

Example 2. When we ask a child to get dressed without prompting, this requires a willingness to comply 
(behavior and social-emotional skills), an ability to recall routines such as time of day and memory for 
the necessary sequences in which tasks need to be executed, such as knowing that he has to put his pants 
on before his shoes and socks (various kinds of cognitive skills). Next, the child has to be physically able 
to pull on his shirt, pants, coat, etc. (gross motor). Then he has to deal with many kinds of fasteners like 
buttons, zippers, and shoe laces (ȴQH�PRWRU�VHOI�KHOS). 

We also hope children notice what other people wear, care at least a little about their appearance, and so 
ȴJXUH�RXW�WKDW�SODLGV�DQG�SROND�GRWV�GRQȇW�JR�WRJHWKHU��DQG�WKDW�LW�LVQȇW�GHVLUDEOH�WR�ZHDU�VWDLQHG�DQG�GLUW\�
clothes (the social-emotional skill of interest in others). So success with this task requires skills across 
myriad domains, and as usual, visual and auditory acuity, and overall good health and energy.

Example 3. Domains and subdomains overlap even more when it comes to infants. For example, when 
a baby is fussing in her crib and then hears her dad’s voice in another room, she will most likely quiet a 
bit because she remembers his voice, associates his voice with a soothing and pleasant experience, and 
anticipates his coming to play with her (cognitive/memory+receptive language+the social-emotional skill 
of relating to family).

But if a stranger appears, the baby will probably stop smiling for a bit and just stare (cognitive, i.e. 
memory for what is familiar and what is not+the social-emotional skill of interest in others but also 
wariness about the unfamiliar).

In contrast, if her dad walks in, she will likely smile in recognition (cognitive/memory + the social-
emotional skill of relating to family). Next, she will probably coo or make other sounds [expressive 
language + social-emotional skills].

She will surely wriggle, reach out her arms, and if her dad picks her up, she may try to grab his glasses or 
his hair (JURVV�PRWRU�VRFLDO�HPRWLRQDO�ȴQH�PRWRU). He’ll wince and gently say “No” as he tries to extract 
KLV�JODVVHV�DQG�KDLU�IURP�KHU�ȴVW��6KHȇOO�QRWLFH�WKDW�ZLQFH�DQG�ZLWK�WLPH�ZLOO�OHDUQ�WKDW�SHRSOH�DUHQȇW�WRR�
crazy about having their hair and glasses pulled, and so she’ll eventually stop doing it (cognitive/memory+ 
social-emotional+behavior). With time she will also learn the meaning of “No” (receptive language).

Hopefully, her dad will talk to her and ask her about her day (even though she can’t understand his 
words quite yet) and he’ll also imitate the sounds she is making in response. She’ll repeat her own sounds 
after her dad imitates her and she’ll smile at this game (FRJQLWLYH�memory+receptive language+expressive 
language+social-emotional).

Then, he might make a new sound for her such as “da-da-da-da” and then smile and point to himself. 
She’ll start to associate that sound with him (cognitive/memory+social-emotional+receptive language).

Day after day, he’ll keep playing enthusiastically with that sound and offer her ones that sound more 
like “da-da-da-DY.” She’ll imitate that with a social-emotional response, i.e., excitement. Her dad will get 
excited too. As they repeat this game over time, she’ll eventually say, “Daddy!” when her dad is in front of 
her and encouraging her imitations (expressive language+receptive language+cognitive/memory+social-
emotional) and she’ll receive an even more enthusiastic responses from her dad. So his excitement at her 
efforts helps her learn that some sounds have unique meaning that get a unique and positive response.

Eventually, whenever she sees him, she’ll say “Daddy” which means that “Daddy” is slowly becoming a 
ZRUG�ZLWK�VSHFLȴF�PHDQLQJ��expressive language+receptive language). She will surely over-generalize for 
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Definitions of Delay Versus Disability

The term “delayed” is often a catch-all phrase for children whose development is behind that of their 
peers. “Delayed” is a helpful professional term for children for whom a diagnosis has not been made, 
i.e., when a screening test reveals that a child is behind. But terms like “delayed” or “slower learner” 
can be confusing for parents because it connotes ability to “catch up.” Although some children do catch 
up, one-time administration of screening tests does not give us information on rate of progress over 
time. (See Chapter 8 for recommendations on explaining results to families). Finally, “Developmentally 
'HOD\HGȋ�DOVR�KDV�DQ�RɟFLDO�PHDQLQJ�EHFDXVH�LW�LV�XVHG�E\�XVHG�E\�,'($��3DUW�&��IRU�FKLOGUHQ�ELUWK�WR�
WKUHH�\HDUV�ZKR�DUH�HOLJLEOH�IRU�VHUYLFHV��L�H���DV�D�JHQHUDO�GLDJQRVLVȃHYHQ�ZKHQ�D�FKLOG�KDV�D�FRQGLWLRQ�
likely associated with a disability (e.g., Down Syndrome). 

Starting at three-years of age, when children are eligible for IDEA (Part B), the term “disability” is used 
DQG� WKXV� UHȵHFWV�PRUH�GLVFUHWH�GLDJQRVHV� �DV�GHVFULEHG�EHORZ���(YHQ� VR�� VRPH�FKLOGUHQ�ZKR�DUH� IDU�
behind their peers are not found to be eligible for special education. Thus the term “delayed” is also used 
to describe children who are failing in school, held back in grade, etc. Below is additional discussion 
DERXW� WKH� PHDQLQJ� RI� GHYHORSPHQWDO� GHOD\� DQG� GLVDELOLWLHV�� 'HȴQLWLRQV� DQG� W\SLFDO� GHWHUPLQDWLRQ�
criteria are provided in Table 2-1. 

Developmental Delay occurs in about 25% of children and refers to weaknesses in one or more domains 
of development, i.e., performance is below average (e.g., less than the 25th percentile for school-aged 
FKLOGUHQ��RU�PRUH�RIWHQ��OHVV�WKDQ�WKH���WK�SHUFHQWLOH�FRPSDUHG�WR�SHHUV�RI�DOO�DJHV�ȃPHDQLQJ�WKDW�����
- 84% of same-age children do lots better. While performance around the 16th percentile may not strike 
\RX� DV� SUREOHPDWLF� �LW� LV� LQGHHG�ȴQH� IRU�KHLJKW��ZHLJKW�� DQG�KHDG� FLUFXPIHUHQFH���ZKHQ� LW� FRPHV� WR�
school skills, the 16th or even the 25th percentile is not a happy place to be. In a classroom of 20 children, 

D�ZKLOH�DQG�FDOO�RWKHU�DGXOW�PDOHV�Ȋ'DGG\�ȋ�%XW�HYHQWXDOO\�VKHȇOO�ȴJXUH�RXW�WKDWȇV�QRW�TXLWH�ULJKW�DQG�GRHVQȇW�
get the same happy response as it gets from her dad (cognitive/memory+receptive language+expressive 
language+social-emotional). With experience, and as her memory skills improve with age, she’ll only say 
“Daddy” to her dad, and later she will be able to hold onto a mental image of him that she associates only 
with the sound “Daddy.”

“Daddy” is now a real word! And very soon, she will call for him even when she can’t see him, and 
most especially if her Mom isn’t giving her exactly what she wants (behavior+social-emotional+VHOI�KHOS+ 
cognitive/memory+problem-solving+expressive language skills)!

Comment on Developmental Domains:�7KH�LQWHUSOD\�RI�YDULRXV�GRPDLQV�LV�FULWLFDO�IRU�QHZ�OHDUQLQJ��
$QG�LQ�LQIDQF\��LQGHHG�WKURXJKRXW�FKLOGKRRG�DQG�DGROHVFHQFH��VRFLDO�HPRWLRQDO�HQJDJHPHQW��WRJHWKHU�ZLWK�
FRPPXQLFDWLRQ�RSSRUWXQLWLHV��PHDQLQJ�FKDQFHV�WR�OLVWHQ�DQG�FKDQFHV�WR�EH�KHDUG��GULYH�PRVW�RI�D�FKLOGȇV�
OHDUQLQJ��7KH�DVVRFLDWLRQ�EHWZHHQ�SRVLWLYH�ZDUP�LQWHUDFWLRQV�ZLWK�SDUHQWV��$GXOWV�ZKR�QRWLFH�DQG�UHVSRQG�
WR�D�FKLOGȇV�LQWHUHVWV��SRLQW�RXW�QHZ�WKLQJV��DQG�FRPPXQLFDWH��LV�RIWHQ�UHIHUUHG�WR�DV�D�ȊPHGLDWHG�OHDUQLQJ�
H[SHULHQFHȋ��VRPHWLPHV�DOVR�FDOOHG�WKH�ȊWUDQVDFWLRQDO�QDWXUH�RI�OHDUQLQJ�ȋ�ȊFXOWXUDO�PHGLDWLRQȋ�RU�ȊVRFLDO�
UHFLSURFLW\ȋ���7KHVH�WHUPV�DOO�PHDQ�WKDW�FKLOGUHQȇV�EHKDYLRUV�DQG�LQWHUHVWV�VKRXOG�VKDSH�SDUHQWVȇ�UHVSRQVHV��
DQG�WKDW�SDUHQWVȇ�UHVSRQVHV��LQWHUHVWV�DQG�DFWLYLWLHV�VKRXOG�VKDSH�FKLOGUHQȇV�EHKDYLRUV��6XFK�LQWHUFKDQJHV�
DUH�WKH�FRUH�RI�QHZ�OHDUQLQJ�

:H�LQFOXGH�LQ�$SSHQGL[�&��D�GHWDLOHG�WDEOH�RI�PLOHVWRQHV�DFURVV�DOO�GRPDLQV�IURP�ELUWK�WR�DJH����7KH�WDEOH�
ZDV� FRPSLOHG� E\�PDQ\� GHYHORSPHQWDOLVWV� LQ� RUGHU� WR� RIIHU� VXSSRUW� WR� WUDLQHHV�� FOLQLFLDQV� DQG� SRVVLEO\�
SDUHQWV��8QGHU�QR� FLUFXPVWDQFHV� VKRXOG� WKLV� WDEOH� EH�XVHG�DV� D� VFUHHQLQJ� WRROȃWKH�PLOHVWRQHV� DUH� VHW�
DW�WKH���WK�SHUFHQWLOH��PHDQLQJ�KDOI�RI�DOO�FKLOGUHQ�ZLOO�QRW�EH�DEOH�WR�GR�WKHVH�WDVNV��DQG�WKH�LWHPV�DUH�
LQVXɚFLHQWO\�GHȴQHG�IRU�TXDOLW\�PHDVXUHPHQW��5DWKHU��WKHVH�PLOHVWRQHV�VHUYH�RQO\�DV�D�JXLGH�IRU�REVHUYLQJ�
DQG�WHDFKLQJ�FKLOG�GHYHORSPHQW� <RX�FDQ�DOVR�GRZQORDG�WKH�PLOHVWRQHV�FKHFNOLVW�RQ�WKH�ZHEVLWH�IRU�WKLV�ERRN�� 
ZZZ�SHGVWHVW�FRP�7KH%RRN�$SSHQGL[&�
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WKHUH�PD\�EH�RQO\�RQH�FKLOG�ZKR�LV�WKDW�IDU�EHKLQG��+H�RU�VKH�ZLOO�TXLFNO\�QRWLFH�SHUIRUPDQFH�GHȴFLWV�
and this often leads to frustration, misbehavior and diminishing self-esteem.

A child with delays who has not had intervention will come into kindergarten already behind (e.g., can’t 
name letters of the alphabet when she sees them). Teachers, meanwhile, aim instruction toward the 
middle of the class, meaning that a child with delays will not understand much of what is going on. And 
that’s bad because it means a child with delays isn’t learning much: It is hard to learn from instruction 
(e.g., sounds of letters) if you don’t have enough prerequisite skills such as ability to recognize the 
shapes of letters. All this means we want to catch delays early, even in infancy. If we can identify and 
intervene with delays, we have a chance of helping a child catch up before he or she has a miserable 
school experience. Still, not all children with delays can catch up even with the best of help. Some remain 
ȊVORZHU�OHDUQHUV�ȋ�6RPH�GHOD\V�SURJUHVV�WR�GLVDELOLWLHV��%XW�LQ�DOO�FDVHV�LW�LV�GHȴQLWHO\�ZRUWK�LQWHUYHQLQJ�
early so that delays and their social-emotional comorbidities can be prevented or at least ameliorated. 

Disabilities. The Centers for Disease Control states that 16% – 18% of the 0 – 18-year-old population has 
a developmental disability (ZZZ�FGF�JRY). For adults, this jumps to ~ 22% mostly due to added mental 
health issues (ZZZ�VXUJHRQJHQHUDO�JRY). Because there is overlap between disabilities and delays, 
RYHUDOO�DERXW�����RI�RXU�SRSXODWLRQ�IDFHV�FKDOOHQJHVȃFKDOOHQJHV� WKDW�DUH�HYLGHQW�PRVW� LPPHGLDWHO\�
ZKHQ�FKLOGUHQ�DUH�IDFHG�ZLWK�VFKRRO�WDVNV��:KLOH�WKLV�ȴJXUH�PD\�VHHP�KLJK��ZH�DUH�WDONLQJ�DERXW�WKH�
PRVW� VRSKLVWLFDWHG� RI� KXPDQ� DSWLWXGHVȃFRPPXQLFDWLRQ�� OLWHUDF\�� YRFDWLRQDO� VNLOOV� DQG� HPSOR\PHQW��
organizational ability (e.g., to balance a checkbook, pay bills on time, cook nutritious foods, navigate in 
cities, etc.). So it is actually surprising that about 80% of us can actually do all these things well, and thus 
XQGHUVWDQGDEOH�WKDW�����RU�PRUH�KDYH�VLJQLȴFDQW�WURXEOH��DQG�WURXEOH�LQ�YDULRXV�ZD\V��

Below we describe the conditions that qualify a child for special education services. Entrance criteria 
are stringent and many children with problems do not qualify. IDEA programs serve only about 12% of 
WKH�SRSXODWLRQ�RI�FKLOGUHQ�LQ�WKH���WR����\HDU�DJH�UDQJHȃQRW�WKH�����������RU�PRUH�ZKR�VWUXJJOH�ZLWK�
XQLGHQWLȴHG�GLVDELOLWLHV��LQFOXGLQJ�WKRVH�ZLWK�VXEVWDQWLDO�GHȴFLWV�EXW�ZKR�DUH�LQHOLJLEOH�XQGHU�YDULRXV�
State criteria); and certainly not the full 22% with mental health and/or developmental disabilities, given 
that mental health issues are the single most under-served problem in children, youth, and adults. Only 
about 5% of children with mental health problems are served under IDEA. 

,'($�LV�D�JRRG�VWDUW��HYHQ�LI�ZH�VWLOO�KDYH�WR�ȴJXUH�RXW�ZKDW�WR�GR�IRU�FKLOGUHQ�ZLWK�SUREOHPV�EXW�ZKR�
are not eligible. Determining that a child is disabled or delayed enough to qualify for IDEA requires 
FDUHIXO�HYDOXDWLRQȃIDU�PRUH�WKDQ�FDQ�EH�DFFRPSOLVKHG�ZLWK�WKH�EULHI�PHDVXUHV�DSSURSULDWH�IRU�SULPDU\�
care. Each State has eligibility requirements that identify the various types of professionals needed, 
the measures they can use, and the criteria they must apply to various test results before deciding on 
the type of disability (or extent of delay). Typically, the determination of an exact type of disability is 
GHIHUUHG�XQWLO�FKLOGUHQ�DUH���\HDUV�RU�ROGHUȃPHDQLQJ�WKDW��VRPHWLPHV�DQG�FRQIXVLQJO\����Ȃ���\HDU�ROG�
children in IDEA programs are usually referred to as “delayed” even if they have syndromes or other 
conditions that will likely lead to a disability determination later on.

So what are the various types of impairments? Which ones are most common? What should we look out 
for? Not that a screening test should ever be used to make a diagnosis but, it is important to know what 
ZH�DUH�ORRNLQJ�IRU�ZKHQ�ZH�VFUHHQ��L�H���ZKDW�DUH�WKH�PRVW�FRPPRQ�GLɟFXOWLHV��7RR�RIWHQ�ZH�IRFXV�RQ�
motor disorders, which as you can see, in the table below, are much less frequent than speech-language 
disabilities. And, we need to remember that most disabilities, especially in young children, are very subtle 
and require measurement before we can discern a likely problem. When we hear the word “disability” 
ZH�DUH�OLNHO\�WR�SLFWXUH�D�FKLOG�ZLWK�PDMRU�PRWRU�LPSDLUPHQWV�RU�V\QGURPHVȃZKR�ORRN�GLIIHUHQW�IURP�
most kids. Not so! Only about 15% of all children with disabilities have an observable syndrome or 
condition, meaning that 85% appear physically normal. Again, disabilities are usually imperceptible 
without measurement and we must screen with quality tools if we are to identify probable problems.
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Table 2-1. Categories and Prevalence of Disabilities Under Part B*1-17

table continues...

Category Typical Eligibility Criteria under IDEA Prevalence*

Speech-Language 
Impairment (e.g., 
receptive, expressive, 
and phonological/ 
DUWLFXODWLRQ�GHȴFLWV�
and disorders)

$� VLJQLȴFDQW� GLVFUHSDQF\� EHWZHHQ� H[SHFWHG�
performance based on IQ and actual performance 
in language (i.e., language skills 1 – 1 ½ standard 
deviations (sds) below IQ, or determination by a 
speech-language pathologist of disordered language 
�H�J���ZRUGV�DUH�RXW�RI�RUGHU�ZKHQ�VSHDNLQJ��GLɟFXOW\�
repeating /paraphrasing/ understanding language as 
well as their peers do;) or disordered articulation/
vocalization (e.g., presence of a lateral lisp; stuttering 
with repetitions of the initial sound in a word such as 
“m-m-m” rather than the typical “mom-mom-mom”; 
unusual sound substitutions such as the guttural 
consonant “g” for labial consonant “b”).

a����

�XS�WR�����LI�
including children 

with delays, i.e., 
performing 1 to 1 ½ 
sds below average)

Emotional/
Behavioral 
Disturbance 
(e.g., depression, 
anxiety, disruptive 
behavior disorder, 
schizophrenia, etc.)

A school, clinical psychologist or psychiatrist must 
LGHQWLI\�DFDGHPLF�GHȴFLWV�DORQJ�ZLWK�WKH�SUHVHQFH�RI�
a mental health condition that characterized by:

�D��VXEVWDQWLDO�GLɟFXOWLHV�ZLWK�OHDUQLQJ�WKDW�FDQQRW�EH�
explained by intellectual, sensory, or health factors; 

�E��VXEVWDQWLDO�GLɟFXOWLHV�ZLWK�EXLOGLQJ�RU�PDLQWDLQLQJ�
satisfactory interpersonal relationships with peers and 
teachers;

(c) Inappropriate types of behavior or feelings under 
normal circumstances;

(d) A general pervasive mood of unhappiness or depression;

(e) A tendency to develop physical symptoms or fears 
associated with personal or school problems.

~14% - 22% 
(increasing with 

age and often 
overlapping with 

developmental 
problems)

Learning Disabilities 
(e.g., various types 
of reading, math, 
written language or 
processing problems)

$� VLJQLȴFDQW� GLVFUHSDQF\� EHWZHHQ� H[SHFWHG�
performance based on IQ and actual performance in one 
or more academic skills (e.g., reading comprehension 
or decoding skills) usually 1 - 1½ standard deviations 
below IQ, or determination by a school psychologist 
WKDW�SURFHVVLQJ�GHȴFLWV�DUH�SUHVHQW�

a��

$WWHQWLRQ�'HȴFLW�
Hyperactivity 
Disorder (ADHD)

Requires a statement from a physician plus 
observation in the classroom often by a school 
psychologist. Children with ADHD alone do not 
qualify for special education but can receive help 
under Section 504 which can offer behavioral 
management programs in the regular classroom, 
teacher consultation, administration of medications 
at school, etc.

 5% - 10%

Intellectual 
Disabilities (formerly 
called mental 
retardation)

A developmental or school psychologist is required 
to test IQ and adaptive behavior. In most States, both 
TXRWLHQWV�QHHG�WR�EH�����

~ 1%
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Autism Spectrum 
Disorder

Requires a statement from a physician and most 
often diagnostic testing from a speech-language 
pathologist and developmental psychologist.

�����������†

Orthopedic 
Impairment (e.g., 
cerebral palsy, motor 
coordination disorder)

Requires a diagnosed motor disability plus 
VXEVWDQWLYH�DFDGHPLF�DQG�VHOI�KHOS�GHȴFLWV��(QDEOHV�
students to use augmentative communication 
systems (also the case for those with oral-motor 
disabilities) and other adaptive equipment, etc.

~ 2%

Hearing Impairment

Requires a diagnosis from an audiologist plus 
FRQȴUPDWLRQ�RI�DFDGHPLF�GHȴFLWV��(QDEOHV�VWXGHQWV�
WR� UHFHLYH� PRGLȴHG� WHDFKLQJ� PDWHULDOV� �H�J��� VLJQ�
language, total communication, speech-language 
therapy) and special curricula.

< 1%

Vision Impairment

Requires a diagnosis from an opthamologist and 
D� IXQFWLRQDO� YLVLRQ� VSHFLDOLVW� SOXV� YHULȴFDWLRQ�
of academic delays. Enables students to receive 
PRGLȴHG�WHDFKLQJ�PDWHULDOV��H�J���ODUJH�SULQW��ERRNV�
on tape) and special curricula (e.g., orientation and 
mobility training).

< 1%

Traumatic Brain 
Injury

Requires a diagnosed brain injury along with 
SURYHQ� GHȴFLWV� LQ� DFDGHPLFV�� 3URYLGHV� FXUULFXODU�
PRGLȴFDWLRQV� IRU� FKLOGUHQ� ZKR� PD\� QHHG� WR� EH�
out of school for long periods, administration of 
medications, nap times, as well as special education 
instruction.

< 1%

Other Health 
Impairment (e.g., 
seizure disorders, 
chronic illness)

Requires a diagnosed chronic health problem along 
ZLWK� GHȴFLWV� LQ� DFDGHPLFV�� 3URYLGHV� FXUULFXODU�
PRGLȴFDWLRQV�IRU�FKLOGUHQ�ZKR�PD\�QHHG�WR�EH�RXW�
of school for long periods and in homeschooling in 
the interim, administration of medications at school, 
nap times, as well as special education instruction.

< 1%

k������0DUNV�.��$SSOLFDWLRQ�RI�3V\FKRPHWULF�DQG�)HDVLELOLW\�&RUH�6WDQGDUGV�WR�'HYHORSPHQWDO�%HKDYLRUDO�6FUHHQLQJ��  
����0HDVXUHV�LQ�3ULPDU\�&DUH�6HWWLQJV��$GDSWHG�ZLWK�SHUPLVVLRQ�IURP�WKH�DXWKRU�

1RWH�WKDW�,'($�SURJUDPV�KDYH�D�FDWHJRU\�RI�VSHFLDO�VHUYLFH�IRU�FKLOGUHQ�ZKR�DUH�JLIWHG�RU�WDOHQWHG�>GHȴQHG�DV�SHUIRUPDQFH� 
���RU�PRUH�VWDQGDUG�GHYLDWLRQV�DERYH�WKH�PHDQ�IRU�,4��DFDGHPLF�VNLOOV��RU�RWKHU�WDOHQW��DV�GHȴQHG�E\�D�SDQHO�RI�WHDFKHUV�� 
�SV\FKRORJLVWV��HWF�@�3UHYDOHQFH�IRU�JLIWHG�DQG�WDOHQWHG�LV������

ȍ������VWXGLHV�IRXQG�SUHYDOHQFH�FORVHU�WR����EXW�ZLWK�UHPLVVLRQ�RU�GLDJQRVWLF�UHDVVLJQPHQW�LQ�����WR�����RI�FDVHV��6HH�)HLQ�
'�HW�DO��2SWLPDO�RXWFRPH�LQ�LQGLYLGXDOV�ZLWK�D�KLVWRU\�RI�DXWLVP��-RXUQDO�RI�&KLOG�3V\FKRORJ\�DQG�3V\FKLDWU\�������������������
�����%OXPEHUJ�HW�DO��&KDQJHV�LQ�SUHYDOHQFH�RI�3DUHQW�UHSRUWHG�DXWLVP�VSHFWUXP�GLVRUGHU�LQ�VFKRRO�DJHG�86�FKLOGUHQ�������WR�
�����������1DWLRQDO�+HDOWK�6WDWLVWLFV�5HSRUWV��������������

Table 2-1. Cont’d 
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DISABILITIES AND CO-MORBIDITIES 
Disabilities often co-occur and children may acquire additional problems over time. For example, it is 
hard to be a child with trouble communicating and so it is none too surprising that secondary behavioral-
emotional problems may develop (e.g., depression or anxiety, acting out in frustration, limited attention 
GXH�WR�GLɟFXOWLHV�XQGHUVWDQGLQJ�ZKDW�LV�EHLQJ�VDLG���7KH�VDPH�JRHV�IRU�FKLOGUHQ�ZLWK�FRJQLWLYH�GHȴFLWV��
They can usually tell that other kids do things much better. Unfavorable self-comparisons may be 
depressing or anxiety-provoking and so such children may actively avoid challenging tasks (e.g., don’t 
want to go to school, don’t like to read, don’t get as much practice as others, and thus fall further and 
further behind). When children don’t understand what is being taught or if they can’t hear or see well 
HQRXJK��WKH\�DUH�PRUH�OLNHO\�WR�GD\GUHDP�RU�ȴGJHW��H�J���VKRZ�VLJQV�RI�DWWHQWLRQ�GHȴFLW�K\SHUDFWLYLW\�
disorder, even when ADHD is not the root of the problem). Secondary emotional problems are common 
and add to the burden of children with existing disabililties. Thus we must do our best to prevent “co-
morbidities.” Chapter 9 describes in more detail the challenges facing school-age children and the 
common co-occurrences of developmental and mental health disabilities. Many co-morbidities are not 
secondary but rather co-occur. Be especially alert to the fact that problems with speech-language are:

1. The most common type of delay or disability;

2. A main feature of other disabilities too (e.g., autism-spectrum disorder, intellectual disabilities, 
PRWRU�GLVRUGHUV�DQG�VRPHWLPHV�OHDUQLQJ�GLVDELOLWLHV�ȃDOO�PHDQLQJ�WKDW�ZH�PXVW�XVH�WRROV�WKDW�
do a good job tapping speech-language skills (while not short-shrifting measurement of other 
domains), and;

3. Sadly, speech-language impairments are the least diagnosed of all disabilities. Even when spotted 
there is a huge tendency to “defer, defer, defer” rather than “refer, refer, refer.” Wrong and wrong! 
:H�QHHG�WR�GR�EHWWHU�WKDQ�WKLVȃHDUO\�SUHYHQWLRQ�DQG�LQWHUYHQWLRQ�ZRUNȃDQG�WKDWȇV�WKH�UHDVRQ�
we need to screen well, early, and often. Chapter 10 describes issues of language development, 
its manifestations in a range of disabilities, and how and why to look very carefully at bilingual/
dual-language learners and those with psychosocial risk factors. 

Although we never diagnose problems from screening tests, we do want to make sure that when we refer 
children for additional testing or services, we review performance patterns on screens, add our clinical 
observations, spell out in our referral letters the types of evaluations that seem needed, and note vision 
and hearing status. Chapter 5 includes examples of referral letters that serve as templates for describing 
\RXU�ȴQGLQJV�DQG�IRU�UHFRPPHQGLQJ�WKH�SRVVLEOH�IRFL�IRU�VXEVHTXHQW�HYDOXDWLRQV��

Comment on Types of Disabilities:�7R�PRVW�SDUHQWV�DQG�SURYLGHUV�� WKH� WHUP�ȊGLVDELOLWLHVȋ�FRQQRWHV�
OLIH�ORQJ� LPSDLUPHQW��%XW� OLIH�ORQJ�GLVDELOLWLHV�DUH�QRW�DOZD\V� WKH�FDVH��:KHQ� LW�FRPHV� WR� ,'($�VHUYLFHV�
DQG� WKHLU� HOLJLELOLW\� FULWHULD�� WKH� FHQWUDO� JRDO� LV� KHOSLQJ� FKLOGUHQ�XQDEOH� WR� WKULYH�ZLWK� WKH�XVXDO� VFKRRO�
FXUULFXOD��0DQ\�FKLOGUHQ�ZLWK�VXEVWDQWLDO�GLVDELOLWLHV�GR�ZHOO�RQFH�WKH\�JUDGXDWH���H�J���ZLOO�KROG�MREV��HDUQ�
D� OLYLQJ�� OLYH� LQGHSHQGHQWO\��PDUU\�� RZQ�D�KRPH��� DOWKRXJK� WKH\�PD\�KDYH�RQJRLQJ� WURXEOH�EDODQFLQJ�D�
FKHFNERRN��UHDGLQJ�WHFKQLFDO�WUDLQLQJ�PDQXDOV�RU�ȴOLQJ�WD[�IRUPV��2WKHUV�ZLOO�QHHG�VXSHUYLVHG�OLYLQJ�WR�
KHOS�ZLWK� IRRG�SUHSDUDWLRQ��HDWLQJ�RU�K\JLHQH��%XW� IRU�PRVW�FKLOGUHQ��VFKRRO� LV�RU�ZLOO�EHFRPH�� WKH�ȴUVW�
DQG�PRVW�FKDOOHQJLQJ�DVSHFW�RI�WKHLU�OLYHV��:H�PXVW�WR�GR�RXU�EHVW�WR�KHOS�WKHP�DQG�WR�SUHYHQW�VHFRQGDU\�
FR�PRUELGLWLHV��7KLV�PLVVLRQ�LQFOXGHV�LGHQWLI\LQJ�SRWHQWLDO�SUREOHPV�DV�HDUO\�DV�SRVVLEOH��LQWHUYHQLQJ�ZLWK�
OLNHO\�FDXVHV�DQG�IDFLOLWDWLQJ�QHHGHG�LQWHUYHQWLRQV�

PDF Editor



24 Identifying and Addressing Developmental - Behavioral Problems

CAUSES OF CHILDHOOD DELAYS AND DISABILITIES
We won’t dwell much on health-related or inborn conditions (syndromes, metabolic errors, birth 
trauma, injury, etc.). These are well-known predictors of delays and disabilities and their detection 
depends on a quality neurological exam with attention to neuromotor, genetic markers, and behavioral 
variables (as highlighted in Chapter 5). We often think disabilities are consistently observable (e.g., Down 
Syndrome, Williams Syndrome, etc.), but that is rarely the case. Overt dysmorphology (meaning physical 
FKDUDFWHULVWLFV�REYLRXV�WR�WKH�QDNHG�H\H��LV�RQO\�DSSDUHQW�ZLWK�a�����RI�DOO�FKLOGUHQ�ZLWK�GLVDELOLWLHVȃ
meaning that ~ 85% of children with disabilities will look for all the world like typical children, and that 
means, we can’t spot them just by physical exam and visual inspection.

Even if we could do sophisticated imaging to see how brains or bodies fail to work optimally, all that 
enormous expense won’t do much to solve children’s problems. So, given that biological causes are 
hard to detect (although must make sure that all children are as healthy as possible, hear well, see well 
and don’t have any untreated but treatable medical conditions), we should always conclude that early 
educational intervention is the best, optimal course. But that still leaves us to ponder whether some 
problems might be deterred or ameliorated. So what else should we look for?

tHe most Common Cause of Delays: PsyCHosoCial risk 
Psychosocial risk is the leading cause of developmental delays in early childhood. Psychosocial risk 
refers to external factors that contribute heavily to weaknesses in the better predictors of school success: 
Language development, pre-academic/academic skills, and cognitive skills. There are many contributors 
including: Parents with less than a high school education, who are single parents, are unemployed, 
have mental health problems (of which depression and anxiety are particularly common), housing/
food instability, three or more children in the home, limited facility with English, limited literacy in any 
language, being among an ethnic minority, and most particularly a problematic parenting style. Four or 
PRUH�RI�WKHVH�SV\FKRVRFLDO�ULVN�IDFWRUV�OHDG�WR�SHUIRUPDQFH�DW�RU�EHORZ�WKH���WK�SHUFHQWLOH��ZKLFK�LV�ȴQH�
IRU�KHLJKW��ZHLJKW��DQG�KHDG�FLUFXPIHUHQFH��EXW�LV�QRW�ȴQH�ZKHQ�LW�FRPHV�WR�VFKRRO�SUHSDUHGQHVV�DQG�
likelihood of success in school.18 Children who enter kindergarten with skills below the 25th percentile 
are walking in the door well behind their more advantaged peers. They tend to fail, be retained in grade, 
DQG�WR�GURS�RXW�RI�KLJK�VFKRROȃDQG�WKXV�LV�UHSHDWHG�WKH�ȊF\FOH�RI�SRYHUW\�ȋ

:H�FDQ�GR�ORWV�WR�SUHYHQW�VXFK�WURXEOLQJ�RXWFRPHV�LI�ZH�LGHQWLI\�ULVN�IDFWRUV�HDUO\ȃDQG�SUHIHUDEO\�ZHOO�
before delays are observable. For example, we can vigorously promote development, ask social services 
WR� DVVLVW� LQ� ȴQGLQJ�PHQWDO� KHDOWK� FRXQVHOLQJ� IRU� SDUHQWV�� KRXVLQJ�� GUXJ� DEXVH� WUHDWPHQW�� GRPHVWLF�
violence shelters, job training and employment. We can also assist by understanding, recognizing and 
intervening with one of the most important contributors to delays: Parenting skills that do not propel 
optimal developmental-behavioral outcomes.

Parents, as those of us who are parents well know, are rarely trained in the challenges of child-rearing. 
Some of us lack role models for how to share the joys of communication or how to discipline our children 
in a way that teaches them better ways to behave. We need to spot and intervene with families in need of 
EHWWHU�SDUHQWLQJ�VNLOOVȃSURQWRȃDQG�ZHOO�EHIRUH�GHOD\V��RU�SRWHQWLDO�PDOWUHDWPHQW��DUH�HYLGHQW��

There are two worrisome types of parenting styles:

1. Neglectful. This style is sometimes (but not always) a cause of infants’ failure to gain weight, 
apparent in signs of child abuse and hygiene problems, and in parents who don’t come for visits 
with an extra diaper, food or toys for their children or who just don’t respond to their child’s efforts 
to communicate (e.g., a parent may only talk to their baby when she cries, but not when she is calm, 
attentive and facing the parent). Such parents are often overwhelmed and depressed. Mental health 
interventions and/or housing/food/child care assistance for such parents are usually needed. Parent 
training is essential. Referrals to protective services are needed in the case of abuse or neglect.
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2. Authoritarian (also called punitive). This style is visible in parents who mostly yell “No” at their 
children but don’t engage their child in conversation, don’t talk with their children about the safe 
things they are touching or playing with; and don’t praise their children for good behavior. These 
parents often don’t know how to communicate with their child, are unskilled at parenting, and are 
almost always overwhelmed and anxious. Parent training is much needed as is assistance helping 
families address and cope with life stressors. Referrals to protective services are needed when 
parenting is exessively punitive.

Both types of problematic styles are characterized by limited back-and-forth communication between 
child and parent. We know that for optimal language learning, children must have lots and lots and 
lots of conversations (including parent-child sound play as babies). Orders barked at children don't do 
much to promote communication and well-being. Watching TV doesn’t do much either. Parent-child 
interactions have to be a conversation, and without that there will inevitably be a delay in learning 
language skills that, in turn, creates an enormous risk for delays in learning pre-academic skills. These 
delays in turn lead to school failure, high school dropout, unemployment, etc.

Better parenting styles, those less associated with problematic outcomes, are:

1. Permissive. This approach to parenting allows children to “rule the roost,” interrupt adult 
conversations, climb all over the furniture and… sometimes make the rest of us crazy. But these 
parents are clearly attentive and verbal with their children, as their children are with them. So, while 
the children of permissive parents may seem “out of control,” such children are learning well (although 
some declare understandable preferences for a bit more structure via excessive demandingness).

2. Authoritative (not to be confused with the Authoritarian style). Authoritative parents pick up on 
their child’s interests, point out new things, and engage in two-way communication. But they also lay 
down some clear rules for what is acceptable behavior and what is not.

resilienCe (also known as ProteCtiVe faCtors)
Some children have psychosocial risk factors that would ordinarily suggest a likelihood of developmental-
behavior delays. But despite such risk, some children thrive and do well. How does this happen against 
the odds? There is much research on resilience factors showing that these facilitate success in school 
and in life. 

Resilience factors for young children include:

ȏ� Positive parenting styles, i.e., permissive or authoritative, wherein parents actively and age-
appropriately teach children new things, label objects of interest, talk with children at meals, 
share books with their children, perceive their child as sooth-able, and as interested in conversing 
(including back-and-forth sound play in infancy, playing peek-a-boo, etc.);18,19

ȏ� Parents who have good mental health (are not depressed, anxious, etc.).18,19

Resilience factors for older children include:

ȏ� A responsive and interested parent;

ȏ� Good mental health in parent and child;

ȏ� A child’s own success in something…anything! Success helps prevent mental health problems 
EHFDXVH�LW�EULQJV�VHOI�FRQȴGHQFH��DQG�LQFUHDVHV�LQWHUHVW�LQ�OHDUQLQJ�DQG�ZRUNLQJ�

ȏ� Success in school is optimal, of course, but even if a child is not the best of students, then success 
�DQG� SULGH�� LQ� RWKHU� DFFRPSOLVKPHQWV� DOVR�ZRUNV�ZHOO� �H�J��� LQ�PXVLF�� VSRUWV�� DUW�� ȴ[LQJ� WKLQJV��
helping others, etc.);
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ȏ� Having an encouraging mentor or a supportive parent is also critical. When outside mentors are 
needed, it is wise to refer to programs like Boys and Girls’ Club, volunteering, after school clubs, 
scouting, etc.

interVening witH PsyCHosoCial risk anD Promoting resilienCe

There is much that can be done to prevent the adverse impact of psychosocial risk and encourage 
UHVLOLHQFH��,GHQWLI\LQJ�ERWK�ULVN�DQG�UHVLOLHQFH�UHTXLUHV�PHDVXUHPHQW�DQG�VNLOOHG�REVHUYDWLRQȃLQIRUPDO�
WRROV� DUH� QRW� VXɟFLHQW� �DV� GLVFXVVHG� LQ� &KDSWHU� ���� ,Q� &KDSWHU� �� ZH� SUHVHQW� PHDVXUHPHQW� RSWLRQV�
LQFOXGLQJ�WRROV�WR�LGHQWLI\�ULVN�DQG�UHVLOLHQFH��&KDSWHU���VKRZV�KRZ�WR�GHWHFW�GLɟFXOWLHV�GXULQJ�D�EULHI�
SULPDU\�FDUH�HQFRXQWHU��&KDSWHU���GHVFULEHV�PHWKRGV�IRU�EULHI�LQWHUYHQWLRQ�LQ�SULPDU\�FDUH�DQG�ZKDW�WR�
do if advice to parents is not effective. Chapter 10 goes into greater detail on the impact of psychosocial 
risk on language development (inarguably the most critical and predictive domain of development in 
preschool age children) and how to tease apart the impact of psychosocial risk and language delays in 
the face of bilingual/dual language learning. Chapter 10 also houses effective tools downloadable on 
ZZZ�SHGVWHVW�FRP�7KH%RRN�&KDSWHU��.

Chapter Comments:�&KLOG�GHYHORSPHQW�LV�DQ�LQWULFDWH�V\VWHP�RI�LQWHUUHODWHG�GRPDLQV�SURPXOJDWHG�E\�
SDUHQW�FKLOG�LQWHUDFWLRQV��2EVHUYLQJ�DQG�PHDVXULQJ�D�FKLOG�DW�D�VLQJOH�ZHOO�YLVLW�LV�D�PRPHQWDU\�VQDSVKRW��
'HYHORSPHQW� GHYHORSV�� 'HYHORSPHQWDO� SUREOHPV� GR� WRR��:H� QHHG� WR� UHSHDWHGO\� PHDVXUH� GHYHORSPHQW��
DV�ZHOO�DV�ULVN�DQG�UHVLOLHQFH��7KH�DGYHUVH� LPSDFW�RI�SV\FKRVRFLDO�ULVN�FRXSOHG�ZLWK�D� ODFN�RI�UHVLOLHQFH�
EHFRPHV� LQFUHDVLQJO\�PDQLIHVW� GXULQJ� WKH� HDUO\� FKLOGKRRG� \HDUV�� )RU� LQVWDQFH�� WKH�PHGLFDO� ULVN� IDFWRUV�
�ZKLFK�PLJKW�SUHGLFW�VXEVWDQWLYH�GHYHORSPHQWDO�SUREOHPV��RI�SUHPDWXUHO\�ERUQ�FKLOGUHQ�DUH�RIWHQ�HFOLSVHG�
E\�SV\FKRVRFLDO�ULVN�DQG�ODFN�RI�SURWHFWLYH�IDFWRUV��3V\FKRVRFLDO�ULVN�LV�DOVR�DVVRFLDWHG�ZLWK�LQFUHDVHG�KHDOWK�
ULVNȃDVWKPD��REHVLW\��KLJK�OHDG�OHYHOV��WR�QDPH�D�IHZ��6R��RXU�HIIRUWV�DW�HDUO\�GHWHFWLRQ�DQG�LQWHUYHQWLRQ�
PXVW�EH�QXDQFHG�DQG�WKRXJKWIXO��:KHQ�LW�FRPHV�WR�\RXQJ�FKLOGUHQ�ZH�KDYH�WZR�WDVNV���D��WR�ȴJXUH�RXW�WKRVH�
ZKR�KDYH�FXUUHQW�GHOD\V��KRZHYHU�VXEWOH��DQG�GLUHFW�WKHP�WR�VSHFLDOL]HG�LQWHUYHQWLRQ��DQG��E��WR�GHWHUPLQH�
WKRVH�FKLOGUHQ�ZKR��ZKLOH�QRW�GHOD\HG�DW�SUHVHQW��PD\�DFTXLUH�GHȴFLWV�LQ�D�QRW�WRR�GLVWDQW�IXWXUH�HVSHFLDOO\�
ZKHQ� SDUHQW�FKLOG� LQWHUDFWLRQV� DUH� XQOLNHO\� WR� SURPRWH� W\SLFDO� GHYHORSPHQW�� L�H��� DEVHQFH� RI� UHVLOLHQFH�
IDFWRUV��:KHQ�ZH�PDNH�WKHVH�GLVWLQFWLRQV�FDUHIXOO\��WKH�W\SHV�RI�VHUYLFHV�ZH�VKRXOG�UHFRPPHQG�EHFRPH�
FOHDU��(DUO\�LQWHUYHQWLRQ�LV�QRW�MXVW�IRU�WKRVH�ZLWK�GLVDELOLWLHV��(DUO\�LQWHUYHQWLRQ�HPEUDFHV�RXU�HIIRUWV�LQ�
SULPDU\�FDUH�WR�SURPRWH�GHYHORSPHQW�DQG�DGGUHVV�SDUHQWLQJ�VNLOOV��PRQLWRU�WKH�HIIHFWLYHQHVV�RI�RXU�DGYLFH��
DQG�KHOS�IDPLOLHV�VHHN�D�UDQJH�RI�FRPPXQLW\�VHUYLFHV�ZKHQ�QHHGHG��1HYHUWKHOHVV��HYLGHQFH�LV�UHTXLUHG�WR�
PDNH�DFFXUDWH�GHFLVLRQV��DQG�VR�LQ�&KDSWHU���ZH�GHVFULEH�ZK\�LQIRUPDO�PHWKRGV�GRQȇW�ZRUN�ZHOO�
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INTRODUCTION
Research on informal methods of early detection speaks consistently to its extraordinary inability to 
detect children with disabilities. Research from Great Britain revealed that only 45% to 55% of children 
with developmental problems are detected prior to school entrance.1,2 U.S. research on this topic 
is equally disturbing. Pediatricians examining children for the first time were asked to estimate the 
standard deviation into which children's IQs fell. Sixty-seven percent of children with IQs below 80 were 
not identified.3 In another study in which pediatricians examined their own patients, previous contact 
did not improve the accuracy of IQ estimates.4 Pediatricians were found to significantly underestimate 
IQ in chronically ill children and overestimate IQ in children with intellectual disabilities. Detection 
of behavioral and emotional problems via informal methods suffers a similar fate. Fewer than half of 
children with diagnosable conditions were identified.5,6 Now if you are looking at the research we’ve 
cited, you’ll see it dates back to the 1960’s to 1990’s. Have things changed since then? The sad answer is, 
“no.”7-9 

In contrast, periodic use of screening tools in primary care identifies two to six times more children 
with suspected delays than a pediatrician’s surveillance alone.10-14 In turn, periodic screening leads to 
substantial increases in needed referrals to programs for children with special needs.10-14 Even in foster 
care populations, where providers were apprised of children’s high-risk status before the encounter, 
use of screening tools doubled detection rates for suspected developmental delays. Periodic screening 
for social-emotional instruments led to a six-fold increase in the detection of suspected social-emotional 
delays/ disorders, when compared to informal surveillance.12 

Nevertheless, pediatric practitioners have a tendency to dismiss the need to refer, despite problematic 
results on quality screens. In a national screening and surveillance implementation project involving 
seventeen diverse practices in fifteen states over a nine-month period, practices referred only 61% 
(range = 78% in September, 48% in January) of children with troubling screening results. Providers 
were particularly reluctant to refer based on an accurate screen relying on parents’ concerns, despite 
all manner of supporting results.7 It seems likely that providers override evidence with informal 
approaches that lack empirical support and over-value non-validated data. To date there is no evidence 
that a practitioner’s informal methods should ever over-rule the results of screens or avoid a referral 
when indicated. 

This is not to say that clinical acumen should be ignored. In fact, in about 20% - 25% of cases of children 
with problems, parents don’t raise predictive concerns and/or children do well on screens, but providers 
wisely suspect difficulties are present.10,15 But 75% - 80% of the time screens identify children with a 
high probability of problems. We need to take that seriously. While not all will qualify for IDEA services, 
almost every child with troubling screening results needs help—and help that’s beyond brief primary 
care advice on developmental promotion. Clinical acumen is most needed when: (a) children pass 
screens (but lack resilience factors that suggest a likelihood of emerging problems); (b) when children 
fail screens (for deciding what kinds of help are needed); and (c) for making refined decisions about the 
types of evaluations needed.

So what is meant by informal measurement and why is it so problematic? There are three broad 
approaches with inherent challenges.

TYPES AND CHALLENGES OF INFORMAL APPROACHES

1. Milestones Checklists
Such checklists are commonly found on age-specific encounter forms including those imbedded in 
electronic records. So what is wrong with that?
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Consider this typical example of items at the 4-year level :

• Uses hungry, tired, thirsty
• Climbs stairs without holding on
• Stacks 12 blocks
• Knows colors
• Dresses self completely
• Plays games with rules

Now try asking yourself and a group of colleagues questions like these:

• If a 4-year-old child can't do one of these six tasks, would you refer?
• How about if a child can't do two of the tasks? Would you refer?
• How many here would refer if a child couldn’t do three?
• Four?
• Five?

You will inevitably find very different thresholds for referral. Clearly we all have wide range of decision-
making criteria Who is correct? Who knows!

Similarly, what if your four-year-old can do all these tasks, do we know he or she has typical development? 
No!

Now consider the different ways providers administer the items. For example, if you asked each colleague 
how they test for “Knows Colors,” you’d find that some only require a point (e.g., “show me something 
red.”), while others require a child to name colors. Very few include “purple,” “black,” “white,” “pink” 
or “brown”—all terms we expect a 4-year-old to be mastering. Clearly we are not administering this task 
in the same way and that means we cannot confidently compare one patient’s performance to that of 
others around the country. Without identical administrations of tasks we cannot tell who is doing well 
for age and who is not. And without validation we don’t know whether naming lots of colors is even an 
important predictor of overall developmental status. 

So the content of our informal measures is a major issue. In the above checklist, where are items about 
alphabet knowledge—one of the best predictors of future school success? How many letters should a 
child know? What differences should we expect from a 4-year-1-month-old versus a 4-year-11-month-
old? Informal milestones checklists not only lack content proven to be predictive, but also fail to provide 
essential criteria for making informed decisions.

Comment on Informal Measurement of Children’s Skills: Informal checklists lack proof and as a 
consequence, their content is often incorrect. In fact, the items shown above were taken from the original 
Denver Developmental Screening Test, which failed to detect 70% of children with language impairments, 
50% of children with intellectual disabilities and 90% or more of children with learning disabilities—the 
three most common diagnoses. So it is very likely that a child with special needs would not be detected by 
such a checklist. 
But again this is only a guess. Why are we guessing? Development is a measurable phenomena and we 
measure everything else anthropomorphic: Cholesterol levels, PKU, galactasemia, head circumference, 
temperature, height, weight, etc. So why are we so casual about one of the most important aspects of a 
child’s life—his or her development?

Quality measurement is sorely needed—meaning questions that tap skills proven to be age-appropriate, 
predictive of developmental status (preferably both current and future), have clear scoring criteria, and 
provide uniform cutoffs to determine when a child is truly behind. Developmental problems are extremely 
subtle in young children. We can’t discern those who are doing well from those who are not without careful, 
accurate measurement.
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2. Informal Including (Trigger) Questions to Parents
Healthcare providers almost always ask parents about their concerns at every visit. Common questions 
include: “Do you have worries about your child’s development?” or “Do you think he has any problems?”

What is wrong with such questions? They don’t work. Research shows that only 2% of families respond. 
Why? The words “worries” and “problems” are too strong. When families are first noticing but aren’t 
sure, they are reluctant to endorse such questions. The word “development” itself is only understood by 
about 50% of families.16,17

Similarly, asking only a few questions doesn’t work well either. The AAP’s 2006 Policy Statement 
suggested the use of these questions: “Do you have concerns about your child’s development? Learning? 
Behavior?” A recent study revealed that only a fraction of parents responded. Given that most parents 
don’t understand the word “development,” it was not surprising to find that parents only answered with 
comments about behavior and did not address language, social-emotional, motor or other concerns.18

Meanwhile, what we really want to do is encourage parents to think through all developmental domains. 
Yes, behavior is the first and most salient domain parents notice. But we need parents to consider whether 
behavior problems may be related to skill deficits in talking, hearing, seeing, understanding, motor, 
social-emotional and cognitive, i.e., whether children are able and willing to comply with requests. 
Unless we ask carefully, we won’t get parents to think fully about performance in each developmental 
domain.

And, if we don’t ask well (or at all) many parents won’t tell us about their concerns. Parents with limited 
education often don’t realize that developmental-behavioral issues are a critical component of a well-
child visit. So, we must ask and ask well. Quality measures are essential—meaning tools using questions 
to parents that have been tested for clarity of communication and accuracy in early detection.19-21

3. Clinical Observation and Judgment
Although clinical reasoning is essential for making thoughtful decisions about the range of services 
needed, it is problematic to rely only on clinical opinion when it comes to detecting developmental and 
behavioral problems—most especially if the information gathered during the process is derived from 
faulty informal milestones checklists and ineffective questions to parents. 

Clinical Impressions and Judgment Heuristics: When we form clinical impressions we select among 
a vast array of sometimes competing information. Because human short-term memory is limited, we 
use judgment heuristics to sort relevant from irrelevant information and group data into meaningful 
clusters of symptoms.22-26 Judgment heuristics are derived from providers’ unique experiences with 
similar children, and from our beliefs and attitudes about specific conditions and treatments. Differences 
in the content of judgment heuristics may explain why some children with disabilities are identified 
while others are not. The following illustrates how the eight common judgment heuristics may interfere 
with the formation of accurate impressions, especially when clinical decisions are not grounded by the 
results of accurate measures.

(a) Representativeness is the expectation that children with a particular diagnosis will resemble the 
“classic” case. Often the classic case, such as those used in medical texts, is one that is relatively 
severe in order to illustrate a wide range of symptoms. Representativeness is also tied to the 
human tendency to categorize or even stereotype. For example, a genetic condition often serves 
as the classic case of intellectual disabilities. Nevertheless, most individuals with intellectual 
disabilities do not have Down syndrome. Professionals who rely on the classic case may fail to 
notice developmental delays in children lacking dysmorphology, i.e., the majority of patients with 
developmental disabilities are not dysmorphic or even very obviously delayed. Similarly, if the 
classic case of emotional/behavioral disturbance is represented by psychosis, children with more 
subtle difficulties such as depression or anxiety may be missed. 
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(b) Anchoring is the use of an initial hypothesis for evaluating the importance of subsequent 
observations. Anchoring is critical for effective reasoning (and much aided by the results of 
quality screening tests), but it can be impeded by “primacy effects” through which the information 
collected earliest during an encounter tends to be more memorable than information obtained later. 
Anchoring an incorrect diagnosis is abetted by the fact that parents rarely list complaints in their 
order of importance: The most predictive data are as likely to be last as first.27 Similarly, excessive 
expectations of continuing normal development may interfere in the detection of developmental 
problems since children often appear normal at earlier ages but may acquire disabilities in later 
childhood (e.g., when the impact of an adverse environment increases).28

(c) Adjustment involves assigning probabilities to a potential diagnosis based on known prevalence 
estimates. If a condition is believed to be rare, it is likely to be disregarded in the differential 
diagnosis. For example, providers who consider the prevalence of developmental disabilities to 
be 2% to 3% may be less likely to look for and recognize problems than providers who are aware 
of current prevalence estimates of 16% to 20%.29

(d) Justifiability is the tendency to search for a medical cause to explain the findings of developmental 
problems. Conditions for which the underlying causes are not well understood are less frequently 
diagnosed. For example, gastrointestinal pathology is more likely to be diagnosed than is the 
competing psychosomatic condition of nonorganic recurrent abdominal pain. Similarly, over-
emphasis on genetic contributors to developmental problems may cause providers to overlook 
developmental deficits in children whose etiology is largely psychosocial.

(e) Ego bias and overconfidence can produce selective forgetting, remembering or attending to 
various symptoms. For example, the professional who holds an anchoring diagnosis of normal 
development may disregard an important parental concern predictive of developmental problems. 
Similarly, excessive confidence in the effectiveness of advice given to parents may militate against 
appropriate referrals for a child with risk factors associated with developmental delay.

(f) Value-induced bias and wishful thinking involve the over-estimation or under-estimation of a 
diagnosis because of its perceived adverse impact on children, families or on healthcare professionals 
themselves. For example, a pediatrician may delay a diagnosis of cerebral palsy to avoid distressing 
parents or limiting parents’ joy about their infant. Value-induced bias can take the form of the 
“augmentation principle” in which even professionals are known to be excessively and positively 
prejudicial about the capacities of individuals with some types of disabilities (e.g., blind people are 
often thought to hear better than normally sighted people).8 This may lead to under-detection of 
developmental or emotional disabilities in children with physical or sensory impairments.

(g) Passive Expectancies involve the suppression of uncertain information and the over-valuing of 
commonly occurring events because these are more easily perceived than rare ones. For example, 
when a child behaves well during an office visit, providers may give less credence to parents’ 
and teachers’ concerns about attentional and behavior problems. The frequency with which 
clinicians deal with viral illness that without treatment diminishes over time, may lead to a passive 
expectancy that developmental problems will follow a similar course. This is sometimes referred to 
as the “flu model” of development and is characterized by “temporizing” (meaning “wait and see”) 
a subtle developmental or behavioral problem, with “watchful waiting,” but without stimulation 
suggestions,  developmental measurement or necessary referrals.

(h) Miscellaneous heuristics include the adverse influences on judgment brought on by fatigue, 
distractions, information overload, peer pressure and time factors. For example, many physicians 
find they deal differently with a complex psychosocial issue raised at the beginning versus the end of 
the day or even within an encounter. Early childhood professionals working in classrooms containing 
many high risk children may come to regard their performance as typical or average, when in fact, 
performance is well below that of children with fewer risk factors. Another example is when parental 
insistence prompts professionals to recommend or initiate treatments or services that they would not 
have otherwise recommended.
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Chapter Comments: Human beings don’t think in the same linear way as computers. The quality of 
our clinical judgment depends on the quality of information we have at hand. Informal milestones and 
informal questions to parents do not work well at raising our hackles about possible problems. Screening 
is for the asymptomatic—those children we think, at first glance, are doing OK—but via a deeper, evidence-
based look, our data may indicate problems. The proof in early detection rests with accurate measures. 
We should not over-ride evidence with our hopes and wishes that things are going well when screens 
suggest otherwise. We are scientists. We do not ignore findings from blood work or urine samples. And we 
should not ignore the evidence provided by developmental-behavioral screening tests (or fail to use quality 
measures). Instead we should capitalize on screening results to hone our invaluable clinical acumen and 
thus recommendations for needed services. We must do better by our patients and their families than rely 
solely on clinical judgment.30, 31

And so we should (and explain how in Chapter 5):

1. Rely on evidence-based (i.e., psychometrically sound) developmental-behavioral screens;

2. Measure risk factors in families: Parents might look “perky” during an encounter and children may 
behave well. But all that may just be a momentary masking of enormous life stressors, significant 
behavior problems, parental depression, etc. Such does not bode well for optimal child development; 
careful screening of risk factors is needed;

3. Search for and promote resilience factors, monitor effectiveness and intervene when needed;

4. Consistently and routinely refer when screens are failed;

5. Over-ride the results of a successful screen, in the presence of risk factors that predict developmental 
declines with time. In these cases we should refer to social services, mental health services, quality 
daycare, Head Start, parent training, etc.;

6. Use screening/surveillance results as a prompt for a particularly detailed physical exam and 
exploration of child and family medical history;

7. Incorporate our clinical observations, including longitudinal knowledge of family and child medical 
history to determine treatment plans;

8. Offer developmental promotion and guidance at each visit but also recognize the limits of a few 
minutes of advice;

9. Follow up on the effectiveness of advice given. If, for example, a discipline problem is not resolved by 
in-office counseling, we should “ratchet up” the intensity of intervention (e.g., refer to parent training 
programs).
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INTRODUCTION
After reading Chapter 3, we hope you have been thoroughly disabused of relying solely on informal 
measurement approaches to early detection—including taking items from other measures to create 
checklists. Using measures that are thoroughly investigated and supported by evidence provides the 
fundamental scaffold for making accurate decisions about children’s needs. This doesn’t mean that 
clinical opinion is useless: It is essential. Clinical acumen is far more honed and precise when supported 
by the valid evidence of developmental status that screens provide. An accurate screen, when failed, 
alerts us to look further, i.e., to provide a more thorough physical exam, to carefully observe parent-child 
interactions, to carefully explore medical history, to remember the importance of assessing sensory and 
health status, and to consider family psychosocial issues—and address potential problems therein. And 
even when screens are passed, we still want to identify and intervene with risk factors, well before 
delays become manifest. The combination of accurate screening and surveillance (meaning an accurate 
way of gathering an array of clinical information) enriches decision-making about how best to address 
the needs of children and families. 

In this chapter we present:

1. Approaches to measurement recognizing that different methods are needed for information 
gathering, and with the recognition that providers have preferences among measurement methods;

2. How screening and surveillance work together (often with the same set of tools);

3. A table of accurate, validated screening/surveillance tools together with a list of assessment-level 
tools useful in follow-up (e.g., NICU monitoring, IDEA intake). We present the latter so that primary 
care providers understand the types of tests patients are likely to receive when a referral is made 
and to aid subspecialists in selecting quality tools that are economical to use;

4. Measures in progress that we hope will have proven accuracy in the future;

5. A case example of screening and surveillance.

After reading this chapter, you may well feel overwhelmed by the range of measurement issues and 
options. But please read on! In Chapter 5 we explain how screening/surveillance can work easily, including 
making use of the same tools for both tasks, and by staggering tools across visits so that measurement 
of developmental-behavioral issues can be accomplished within the time-constraints of well-child care. 
We also explain how, over time, you can gather a complete picture of children’s and families’ needs and 
how best to address them. 

MeasureMent Methods In ChIld developMent

7RROV�KDYH�GLIIHUHQW�DSSURDFKHV�WR�GHȴQLQJ�SUREDEOH�GHYHORSPHQWDO�VWDWXV��7KDWȇV�D�JRRG�WKLQJ�EHFDXVH�
providers have different preferences for how to measure development. Some are comfortable gathering 
information from parents, but within that, some prefer to work from parents’ concerns while others 
SUHIHU�SDUHQWVȇ�UHSRUWV�DERXW�VSHFLȴF�VNLOOV��6RPH�OLNH�WR�LQWHUYLHZ�IDPLOLHV�RU�REVHUYH�FKLOGUHQ��ZKLOH�
others prefer hands-on measurement, i.e., directly eliciting skills from children. So, it is helpful that 
across well-constructed tools, there are measurement options, although each approach has pros and 
cons. 

Hands-On 
With hands-on measures (also referred to as direct-elicitation), an examiner asks the child to perform 
various tasks. Most diagnostic tools rely on this approach [with the exception of mental health and self-
help skills since these require information from a child or parent (e.g., we are rarely able to have a child 
demonstrate how he/she takes a bath, adjusts water temperature, washes hair and body, picks out clothes 
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to wear, brushes teeth, etc.)]. But otherwise, hands-on measurement allows us to watch a child carefully 
and discern the quality of responses. For example, we can view whether a child is frustrated with certain 
WDVNV�DQG�WULHV�WR�DYRLG�WKHP��KDV�GLɟFXOWLHV�ZRUNLQJ�V\VWHPDWLFDOO\�IURP�OHIW�WR�ULJKW�DQG�WRS�WR�ERWWRP��
etc. The ability to observe children at work is always a part of diagnostic testing, wherein specialists 
bring to an evaluation, not only skills in administering measures, but also rich clinical observations 
KRQHG�E\�H[SHULHQFH�DQG�HQRUPRXV�EDFNJURXQG�NQRZOHGJH�LQ�D�VSHFLȴF�GRPDLQ�RI�GHYHORSPHQW��

There is much we need to know in order to administer tools hands-on to children, even with brief 
primary care measures. Chapter 14 ( Training Trainees) describes the skills needed to accurately elicit 
from children the skills they possess. And, there are times in primary care, when it is useful to administer 
tests hands-on, most especially under these circumstances: 

1. A child is newly placed in foster care and so the new caretaker doesn’t know much about what the 
child can do;

2. The accompanying parent isn’t a knowledgeable caretaker (e.g., a teen mom whose parents or 
relatives provide most of the child’s care);

3. The examiner feels the caretaker isn’t a reliable reporter of a child’s skills. Examples are a parent 
who is obviously abusing substances, is mentally ill, or extremely defensive—as sometimes happens 
if testing occurs during the process of determining whether a child should be removed from the 
home;

4. When we want to teach young professionals about child development and to acquire skills that are 
generalizable to well-child or sick visits (e.g., in managing children’s behavior, building rapport, etc.). 

Otherwise, hands-on administration of tools in primary care, has mostly disadvantages:

1. Children may not be cooperative (especially infants and toddlers—who may well be asleep, hungry, 
unaccustomed to strangers, not feeling well, or just in a very oppositional phase and so none too 
compliant with requests to perform);

2. Hands-on testing, given the inconsistency of children’s performance, even under the best of 
circumstances, does not ensure an accurate assessment of children’s skills—measurement via 
multiple methods is still needed;

3. Providers need much practice to develop requisite skills in eliciting children's performance (as 
described in Chapter 14) including how to: Manage challenging children during testing, build 
rapport, advise parents before testing (e.g., not to prompt or criticize their child’s performance), 
position infants and children with motor disabilities during testing, etc. For hands-on evaluation, 
providers need abundant familiarity and lots of practice with test materials and questions—so as 
WR�HQVXUH�DQ�DGPLQLVWUDWLRQ�WKDW�KDV�ȴGHOLW\�WR�VWDQGDUGL]HG�GLUHFWLRQV��&OLQLFLDQV�PXVW�OHDUQ�KRZ�
present items swiftly without fumbling for stimuli or scoring directions (and thus potentially losing 
a child’s interest, attention, and compliance);

4. Ultimately, hands-on administration of tests takes more time than other approaches.

Observation
Observation (sometimes referred to as play-based assessment) enables examiners to score items by 
simply watching a child’s behaviors and skills. Often a display of tempting materials is needed (e.g., 
setting a bit of cereal in front of an infant or toddler enables us to watch the type of pincer grasp used, 
whether chewing involves gumming or chomping, how well a child swallows and maneuvers his or her 
tongue, etc.). If we follow an eating task by offering a cup of water, we can then note how well a child 
holds and controls the cup, and whether the water is sucked out, or instead, poured into the mouth in 
small amounts as older children and adults do. We can also see how the child conveys an interest in 
getting more food (e.g., gazing at cereal out of reach, looking at the examiner and then back at the food, 
vocalizing while looking at the examiner, using single words like “more” or phrases like “want more,” 
and whether he or she names the food like “Cheerios” etc.). We can also observe how well a child sits 
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unsupported, reaches for things, uses a spoon, etc. Observation-based assessment is often used with very 
young children (and with older children when measuring interactions with others, i.e., social-emotional 
and behavioral skills).

Advantages of observational measurement are that we can take note of many child and parent behaviors 
in only a few seconds (e.g., how parents interact with their children, whether there are troubling 
interactions during a physical exam, etc.). 

Disadvantages are that observation methods don’t work well when a child is tired, asleep or reluctant 
RU�ZKHQ�ZH�QHHG�WR�ORRN�DW�D�FKLOGȇV�DELOLW\�WR�QDPH�RU�XQGHUVWDQG�VSHFLȴF�ZRUGV��UHDG��ZULWH��HWF��)RU�
measuring such skills we need to use hands-on measurement, information from parents or a combination 
of the two approaches.

Information From Parents
There are two different methods for gathering information from parents—parent report and parents’ 
concerns. Each approach offers different kinds of information: 

Parent Report. This measurement approach presents parents with descriptions of milestone-type tasks 
that most children of the same age can perform. Parents are asked to read (or sometimes listen) to a 
description of a skill and then asked to tell to what degree their child can perform (or not) such tasks. 
Parents by virtue of the substantive time they have to observe their children can be quite accurate 
reporters of current skills. Some examples of parent-report measures are: Ages and Stages Questionnaire, 
the 0RGLȴHG�&KHFNOLVW�RI�$XWLVP�LQ�7RGGOHUV, 3('6��'HYHORSPHQWDO�0LOHVWRQHV, etc.

 The disadvantages/challenges with parent-report measures may include:

1. Literacy problems. Parents who don’t read well can almost always read response options on 
multiple choice tests (e.g., “yes” or “no”). As a consequence, they may just circle answers randomly 
WR�ȊVDYH�IDFH�ȋ�2EYLRXVO\��OLWHUDF\�EDUULHUV��LI�XQLGHQWLȴHG��VHYHUHO\�WKUHDWHQ�WKH�YDOLGLW\�RI�WHVW�
results. It is critical to gently prompt for reading ability with a question such as, Ȋ:RXOG�\RX�OLNH�
WR�FRPSOHWH�WKLV�RQ�\RXU�RZQ�RU�KDYH�VRPHRQH�JR�WKURXJK�WKLV�ZLWK�\RX"ȋ;

2. Length. Some parent-report measures (although not all) exceed the span of time we allocate for 
parents to answer questions (e.g., the time we expect them to spend in waiting/ exam rooms or 
the time we expect to spend during a home visit). When tools aren’t completed in the anticipated 
WLPH�IUDPH��WKLV�FRPSOLFDWHV�ZRUN�ȵRZ��OHQJWKHQV�YLVLWV��HWF��%ULHIHU�PHDVXUHV�RU�DVNLQJ�SDUHQWV�
to come to appointments 10 – 15 minutes early to complete tools can circumvent problems with 
tool length;

3. Time and expense. Parent report tools must present varying sets of items at various ages and 
so some tests (but not all) require photocopying and also retrieving different forms for different 
ages (e.g., copying in pink for one age, orange for the next, etc.). This incurs material and 
labor costs (for photocopying, organizing copies, allocating storage space, and for making sure 
examiners have the correct form for the child’s age). Measures that come laminated offer a way 
to circumvent the time and expense of photocopying, but if laminated copies are not provided by 
the publisher, providers will need to check with publishers to make sure that adding lamination 
does not infringe on copyright;

4. Reporting accuracy. Parents often report success with skills that are only emerging but not yet 
mastered (meaning neither fully generalized nor demonstrable in unfamiliar settings). This is 
particularly problematic for measures that only offer two response options such “yes” or “no,” 
wherein parents are likely to select “yes” even though their child has not fully established the 
skill in question. Quality parent report tools circumvent over-reporting by offering at least three- 
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response options (e.g., “rarely—sometimes—most of the time”);

5. Ability to capture disordered development. Although skill-focused multiple-choice questions 
are helpful in teaching parents and providers about child development, they may not capture 
disordered development (e.g., a child may be using age-appropriate three-word utterances, but 
if he is just saying “Wheel of Fortune” over and over, that’s a problem that might not be detected 
by skill-focused tools);

6. Restricted information about unique challenges. Skill-focused questions do not give parents 
DQ� RSSRUWXQLW\� WR� GHVFULEH� WKHLU� VSHFLȴF� GHYHORSPHQWDO�EHKDYLRUDO� FKDOOHQJHV� �H�J��� EHG�WLPH�
or eating problems). In the absence of feedback about parents’ unique issues, professionals are 
OHVV�DEOH�WR�UHVSRQG�ZLWK�IRFXVHG�DGYLFH�DQG�VSHFLȴF�UHIHUUDOV��$V�D�FRQVHTXHQFH��WUXH�SDUHQW�
professional collaboration and communication is limited, and thus encounters may lack relevance 
to families. In turn, this may diminish parents’ willingness to return for visits or follow through 
with recommendations;

7. /LPLWHG�ȵH[LELOLW\� Some parent-report tools are restricted to self-report/interview and lack a 
hands-on administration option. This is a problem when professionals worry about the veracity 
of parent-reporting and wish to switch to direct elicitation. Test items written only for parent 
report do not offer clear directions for evoking performance. Attempting to create a facsimile 
question is problematic: Consider how a question such as, “How many words does your child 
use?” could be converted to hands-on measurement. How would you prompt a child to speak? 
How would you know you had an accurate vocabulary count? Ad hoc conversion of a parent-
report tool to hands-on measurement violates standardized administration and renders less than 
useful results, i.e., inability to determine whether a child performs below average. It is optimal to 
use measures normed for both parent-report and hands-on administration. If unavailable within 
the same tool, professionals need to switch to a different measure.

Nevertheless, the advantages of parent-report measures, especially in primary care, are many because 
they:

1. Are as accurate as hands-on measures (if quality tools are deployed and literacy barriers are 
eliminated);

2. Often require less time than hands-on or observation measures;

3. Are easy to administer (since we don’t have to grapple with children’s behavioral issues, fatigue, 
hunger, etc.);

4. Are known to help parents learn about age-appropriate skills (information in which parents are 
highly interested);

5. Can usually be completed before an encounter, enabling professionals to enter the exam room 
fully armed with information (including referral options if indicated);

6. Are useful for tracking with milestones’ progress per AAP recommendations.1 Early childhood 
programs, for example under IDEA or Head Start, also require progress indicators as do research 
projects involving follow-up studies wherein we want to see that children are learning and 
acquiring skills.

Parents’ Concerns. This approach to early detection involves eliciting parents’ observations and child-
UHDULQJ�LVVXHV�LQ�WKHLU�RZQ�ZRUGV�DQG�WKHQ�DGGUHVVLQJ�WKRVH�VSHFLȴF�FRQFHUQV�ZLWK�UHIHUUDOV��SDUHQWLQJ�
information, etc. All of us appreciate being asked our opinions, having them listened to, and taken 
seriously. Parents are no exception. Eliciting and addressing parents’ concerns is the most collaborative 
of approaches to early detection and an AAP recommended component of each well-visit.1 Even so, this 
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measurement method has advantages and disadvantages, particularly when asking ad-hoc questions 
(meaning wording that has not been tested for its effectiveness), i.e.,

1. Use of informal non-validated questions that may not “speak to parents.” For example, the word 
“worries” doesn’t encourage families to talk (since they may not be sure yet that they are in fact 
ZRUULHG��0D\EH�SDUHQWV�DUH�MXVW�QRWLFLQJ�GLɟFXOWLHV�DQG�WKXV�VLPSO\�FRQFHUQHG��

2. Use of professional terms that are often unfamiliar to parents (e.g., “development,” “gross motor,” 
“expressive language”);

3. Translations, if poorly done, often use questions that don’t work in other languages and subcultures. 
For example, the word “concerns,” which is prominent in 3DUHQWV�(YDOXDWLRQ�RI�'HYHORSPHQWDO�
Status (PEDS), didn’t work in Somali (because it turned out to be a popular warlord slogan, i.e., 
“we are concerned about you,” and parents thought providers were spying on their families back 
home)! Careful, careful vetting of translations among providers and families is essential and 
that’s one of the things validated measures offer;

���:LWK� LQIRUPDO� TXHVWLRQV�� SURIHVVLRQDOV� LQHYLWDEO\�ȵRXQGHU�ZLWK� DFFXUDWH� GHFLVLRQ�PDNLQJ�� ,Q�
such cases, they tend to under-refer and "wait and see," and so will miss ~ 70% of children with 
problems. With the evidence validated tools offer, providers are shown when it is better to refer.

But even validated approaches to eliciting/addressing parents’ concerns have challenges as well:

1. Parents’ concerns do not offer a detailed way to track children’s progress in learning new skills. 
'HFUHDVHV� LQ� SDUHQWVȇ� FRQFHUQV� RYHU� WLPH�PD\� UHȵHFW� VDWLVIDFWLRQ�ZLWK� VHUYLFHV� DQG� VHQVH� RI�
improvement, even though disabilities may be ongoing;

2. Order effects can occur. For example, if parents’ concerns are elicited after they’ve been asked 
to report on children’s skills, parents sometimes think they themselves are being tested on 
knowledge of child development. Thus parents may raise needless concerns. It is important to 
elicit parents’ concerns before administering other measures;

3. Professionals often have distinct preferences for measurement methods. Some professionals, no 
matter how much they are shown the validity of parents’ concerns, much prefer skill-focused 
tools, and so may mistrust the value of parents’ concerns thus over-riding evidence with non-
validated clinical opinion;

4. Parents may not have thought about development as professionals do, i.e., as a range of domains. 
7KH\�PD\�QRW�IHHO�FRPIRUWDEOH�UHYHDOLQJ�WKHLU�FRQFHUQV�HVSHFLDOO\�WR�D�VWUDQJHU�WKH�ȴUVW�WLPH�WKH\�
are asked. Nevertheless, on subsequent administrations, parents have usually contemplated and 
observed more carefully and so are better able to answer;

��� ,W� LV� VRPHWLPHV� QHFHVVDU\� WR� FRQȴUP� SDUHQWVȇ� FRQFHUQV� ZLWK� D� PLOHVWRQHV�IRFXVHG� VFUHHQ��
particularly when a concern’s measure calls for additional screening. Again, the AAP 2006 policy 
statement calls for eliciting and addressing parents’ concerns plus viewing milestones trajectories, 
meaning that viewing developmental-behavioral issues in various ways is needed.1 

The strengths of eliciting and addressing parents’ concerns, if using a standardized, validated screen, 
are many:

1. Questions are proven to work and professionals are, with some tools, guided into an optimal 
response based on evidence;

2. Professionals come to understand parents’ unique child-rearing issues and are better able to 
GLVFHUQ�GLVRUGHU�IURP�GHOD\��H�J���D�FKLOG�PD\�ZHOO�SDVV�D�ȴQH�PRWRU�LWHP�DERXW�DELOLW\�WR�SLFN�XS�
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a Cheerio, but only the parents’ own description will alert you to the presence of a concerning 
tremor). Similarly, only if we ask parents will we hear their concerns about fatigue, misbehavior, 
frequent illnesses, odd syntax and other critical indicators that something isn’t right;

3. Parents learn that their observations and parenting questions are truly of interest to professionals 
and a routine part of well-child care. Parents with limited education, who tend not to raise 
concerns (or even know that developmental-behavioral issues are a part of health care) are more 
willing to raise important concerns they might not otherwise express;2

4. When parents have a chance to express their concerns they are far more likely to keep their 
appointments (e.g., for well-visits and parent-teacher conferences);3

5. Questions about concerns, if carefully written, probing all domains and proven to work (i.e., 
standardized, reliable, and validated) help parents think about development as professionals 
do—as relatively discrete skill areas;

6. Eliciting parents’ concerns in advance of the visit, saves time by reducing “oh by the way concerns” 
by an average of 3 minutes—minutes that can be devoted to advising parents, facilitating referrals, 
and other aspects of developmental-behavioral promotion;4

7. Given parents’ precise worries, professionals are better able to focus child-rearing advice and 
referral recommendations on parents’ and children’s unique needs.4,5

Comment on Measurement Methods: 7KHUH�DUH�PDQ\�GLIIHUHQW�ZD\V�WR�DFFXUDWHO\�PHDVXUH�FKLOG�DQG�
IDPLO\� LVVXHV��6WUXFWXUHG�REVHUYDWLRQ��HOLFLWLQJ�SDUHQWȇV�FRQFHUQV��SDUHQW�UHSRUW�LQWHUYLHZ��YHUVXV�GLUHFW�
HOLFLWDWLRQ� RI� FKLOGUHQȇV� PLOHVWRQHV�UHODWHG� VNLOOV�� 0HDQZKLOH�� SURYLGHUV� RIWHQ� KDYH� GHFLGHG� SUHIHUHQFHV�
DPRQJ�PHDVXUHPHQW�PHWKRGV�� 6RPH� SURYLGHUV� IHHO� FRPIRUWDEOH� UHO\LQJ� RQ� SDUHQWVȇ� FRQFHUQV� IRU� ERWK�
VFUHHQLQJ�DQG�VXUYHLOODQFH�ZKLOH�RWKHUV�SUHIHU�WR�UHO\�RQ�PLOHVWRQH�IRFXVHG�WRROV�EDVHG�RQ�SDUHQW�UHSRUW��
6WLOO�RWKHU�FOLQLFLDQV�SUHIHU�KDQGV�RQ�HOLFLWDWLRQ�RI�FKLOGUHQȇV�VNLOOV��6R� LW� LV�KHOSIXO� WR�KDYH�TXDOLW\� WRROV�
UHO\LQJ�RQ�GLIIHUHQW�PHDVXUHPHQW�PHWKRGV��L�H���ȊGLIIHUHQW�VWURNHV�IRU�GLIIHUHQW�IRONV�ȋ�

(YHQ�VR��D�FRPELQDWLRQ�RI�PHDVXUHPHQW�PHWKRGV�LV�EHVW�DQG�PXFK�QHHGHG�IRU�HYLGHQFH�EDVHG�FRPSOLDQFH�
ZLWK�$$3�SROLFLHV�������:H�PXVW�DVN�SDUHQWV�DERXW� WKHLU�FRQFHUQV��XVH�SDUHQW�UHSRUW�RU�KDQGV�RQ�WHVWLQJ�
WR�JDWKHU� LQIRUPDWLRQ�DERXW�FKLOGUHQȇV�PLOHVWRQHV��DQG�REVHUYH�SDUHQW�FKLOG� LQWHUDFWLRQV�DQG�FKLOGUHQȇV�
EHKDYLRU� DQG� KHDOWK� VWDWXV� GXULQJ� SK\VLFDO� DQG� VHQVRU\� H[DPV�� HWF�� 7KH� WULDQJXODWLRQ� RI� LQIRUPDWLRQ�
FROOHFWHG�E\�YDULRXV�PHWKRGV�HQVXUHV�WKDW�ZH�FDSLWDOL]H�RQ�WKH�VWUHQJWKV�RI�HDFK�DSSURDFK�DQG�LQ�VR�GRLQJ��
JDLQ�FUXFLDO�LQVLJKW�LQWR�FKLOGUHQ�DQG�WKHLU�IDPLOLHV��

,Q� WKH�QH[W�VHFWLRQ��ZH�GHVFULEH�WKH�VSHFLȴFV�RI�VFUHHQLQJ�DQG�VXUYHLOODQFH�WRROV��:H�IRFXV�RQ�HYLGHQFH�
EDVHG� PHDVXUHV� WKDW� DLG� XV� LQ� PDNLQJ� DFFXUDWH� GHFLVLRQV� DERXW� FKLOGUHQȇV� DQG� IDPLOLHVȇ� QHHGV� 

sCreenIng: purpose and MeasureMent

Developmental screening is the use of brief validated tests to sort children who probably have 
developmental problems from those who probably do not. Observation alone alerts us that we need 
to refer a 2-year-old who isn’t walking or talking. We don’t need screens to guide us in such cases. 
Observation fails us when it comes to detecting most problems because these are extremely subtle in 
\RXQJ�FKLOGUHQ�DQG�GLɟFXOW�WR�GHWHFW�LQ�D�VKRUW�YLVLW�LQ�ZKLFK�PHGLFDO�LVVXHV�PD\�WDNH�SULRULW\��$V�ZLWK�
blood pressure, blood sugar, and temperature, evidence-based tools are needed to identify problems not 
obvious to the naked eye. The subtle cases are also where we get the “biggest bang for the buck” when it 
comes to intervention; most especially for children who don’t have delays (yet) but whose psychosocial 
risk factors suggest there will be problems in the future. Even so, children with life-long disabilities 
DOVR�JUHDWO\�EHQHȴW�IURP�HDUO\�LQWHUYHQWLRQ��:H�FDQȇW�FXUH�WKHP�EXW�ZH�FDQ�OHVVHQ�WKH�VHYHULW\�RI�WKHLU�
symptoms and help them become productive citizens. Even adults with moderate to severe intellectual 
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GLVDELOLWLHV�PD\�KROG�MREV�IURP�ZKLFK�VRFLHW\�EHQHȴWV�JUHDWO\��IRU�H[DPSOH��VRUWLQJ�UHF\FODEOHV�RU�VWXɟQJ�
envelopes for mass mail-outs—efforts that may be less rewarding for adults with typical intellectual 
development. To ensure that children (including those with subtle problems) receive early intervention, 
ZH�QHHG�WR�XVH�VFUHHQLQJ�PHDVXUHV�ZLWK�SURYHQ�DFFXUDF\�LQ�HDUO\�LGHQWLȴFDWLRQ��

Screening is for the asymptomatic—for the nearly occult conditions that we would not otherwise 
recognize. If you don’t think there is a problem, that is precisely when to screen. For this reason, 
screening tests tend to rely on active, not observational, measurement methods such as eliciting parents’ 
FRQFHUQV��RU�JOHDQLQJ�LQIRUPDWLRQ�RQ�VSHFLȴF�VNLOOV�E\�DVNLQJ�FKLOGUHQ�WR�GHPRQVWUDWH�WKHP�RU�E\�DVNLQJ�
parents to report to us. 

6FUHHQV�DUH�QRW�GLDJQRVWLF�LQVWUXPHQWV��7KH\�FRQWDLQ�HUURU�DQG�UHȵHFW�RQO\�D�SUREDELOLW\��DOEHLW�D�KLJK�
probability, that a problem exists. They do not indicate exactly what is going on with a child and family 
but simply convey that something is not right. For example, it is tempting to think that a child whose 
parents have concerns about speech-language or who does poorly on speech-language items within a 
screen, actually has a speech-language problem. However, that may not be the case at all. The problem 
could be an intellectual disability, a motor disorder, hearing impairment or autism spectrum disorder. 
Therefore, we never make a diagnosis on the basis of screening test results. We should hypothesize to 
ourselves (and possibly colleagues) about what might be going on and explore various possibilities with 
our now heightened awareness (e.g., medical history, a more detailed physical exam, sensory screening, 
psychosocial risk factors, etc.). This is what surveillance brings to screening—more information about 
WKH�SRVVLEOH�W\SHV�RI�SUREOHPV�VR�WKDW�ZH�FDQ�GHFLGH�ZKDW�W\SHV�RI�FRQȴUPDWRU\�HYDOXDWLRQV�DUH�QHHGHG�
and which referrals we need to make. Even so, surveillance measures should also be evidence-based. 

surveIllanCe: purpose and MeasureMent

Surveillance brings in the broader picture of what might be the source of a problem, what problems 
might arise in the future, and also what is going well. To the pass/fail sorts of scores provided by screening 
tests, surveillance encourages us to look at the “big picture” of a child’s life. Surveillance encourages us to 
expand our clinical thinking, consider a wide range of variables that may be potentially explanatory, and 
ensure that the interventions we select address contributors to problems. Most importantly, surveillance 
KHOSV�LGHQWLI\�LVVXHV�WKDW�PD\�FUHDWH�GLɟFXOWLHV�LQ�WKH�IXWXUH��)RU�H[DPSOH��LI�D�FKLOG�LV�GHOD\HG�DQG�WKH�
parent is depressed, we make different recommendations than we would if the child is delayed but risk 
factors are absent. 

Surveillance is an information-gathering process that occurs in part at each visit, and in full across visits. 
The reason for longitudinal surveillance is that just as development develops, developmental problems 
FDQ�WRR��$�FKLOG�FDQ�EH�W\SLFDOO\�GHYHORSLQJ�DW�VL[�PRQWKV��EXW�YLD�VXUYHLOODQFH�ZH�PD\�ȴQG�WKDW�SDUHQWV�
aren’t talking much to their child. From this information we can surmise there will be developmental 
delays in the future, and that we need to teach parents how to promote development. And we must also 
very carefully monitor how such children are progressing. Even substantive conditions (e.g., acoustic 
neuroma, Fragile X Syndrome, autism spectrum disorder) have mild if invisible manifestations early in 
life. These infants may pass screening tests, but by eliciting parents’ concerns, noting observations from 
the physical exam plus hearing/vision screening, and by viewing these results over time, we begin to 
see a pattern of issues in need of varied types of attention. So at times, surveillance can spot problems 
missed by screening tests. 

surveIllanCe and sCreenIng In Consort

For the most part, failed screens are the trigger for looking more carefully at a child and family because 
test results provide most of the evidence for early detection and the need for referral. Without screens 
we miss the majority of children with problems. But it is important to note that sometimes surveillance 
activities can themselves be the trigger for looking further (e.g., a parent who tells us ȊVRPHWKLQJ�LVQȇW�
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ULJKWȋ even when their child passes a screen). Surveillance, especially if it relies on informal methods, 
should never override a problematic screening result. However, if a screen is passed, but surveillance 
activities spot a problem, surveillance trumps a negative (meaning passed) screen. Figure 4-1 illustrates 
the basics of decision-making:

Surveillance is much aided by use of evidence-based tools. These help structure our observations, and 
make sure we’ve considered all the issues at hand. There exist quality measures that: Detect psychosocial 
risk, resilience, elicit and address parents’ concerns, assess hearing and vision, and offer helpful guidance 
for a thorough physical exam. Note that screening and surveillance can often be accomplished with the 
same tools. For example, we can use the same measure to monitor milestones over time AND screen 
for current developmental problems. We can use the same measure to elicit/address parents’ concerns 
$1'�VFUHHQ�IRU�GHYHORSPHQWDO�SUREOHPV��(ɟFLHQF\�LQ�DFFRPSOLVKLQJ�WKH�WDVNV�RI�HDUO\�GHWHFWLRQ�PHDQV�
we should use the same measures for multiple purposes whenever possible. In Table 4-1 we note when 
screens can also be used for longitudinal surveillance. Following Table 4-1 is a description of two 
surveillance tools that do not function as screens (i.e., provide cutoff scores indicating when a referral is 
needed), but offer important information about child and family needs—information that if problematic 
helps us decide whether to advise parents and monitor vigilantly or refer even if a screen is passed. 

evIdenCe-Based Measures For sCreenIng/surveIllanCe

Highlights and selection criteria for the tools shown in Table 4-1 include the following:

1. Many tools can be used simultaneously for both screening and surveillance. It is rarely necessary 
to use separate tools for both processes;

2. The screening tools selected meet standards for screening test construction (described further in 
Chapter 19). All correctly identify at least 70% of children with disabilities, referred to as sensitivity 
or co-positivity, while also correctly identifying at least 70% children without disabilities, referred 
WR� DV� VSHFLȴFLW\� RU� FR�QHJDWLYLW\�� $OO� OLVWHG�PHDVXUHV� ZHUH� VWDQGDUGL]HG� RQ� QDWLRQDO� VDPSOHV�
(including ethnic minorities, varying levels of parent education and income, and child gender—
DOO� LQ�SURSRUWLRQ�WR�WKHLU�SUHYDOHQFH�DV� LGHQWLȴHG�E\�WKH�86�&HQVXV�%XUHDX���$OO�PHDVXUHV�DUH�
proven to be accurate for English and Spanish-speaking families (and often with other language 
groups within and outside the US), proven to be reliable in various ways (test-retest, inter-rater, 
and internal consistency), and all have been validated against a range of diagnostic measures. As 
a consequence, information on psychometrics is not detailed in this table, although accuracy by 
age and types of disabilities detected is described (for screening tools);

 Figure 4-1. Decision-making with Screening and Surveillance Information

SCREEN RESULTS SURVEILLANCE DECISION

If Screen(s) Failed But Surveillance suggests  
Child is OK

Refer

If Screen(s) Failed And Surveillance indicates 
problems

Refer

If Screen(s) Passed But Surveillance indicates 
problems

Refer

If Screen(s) Passed And Surveillance suggests  
Child is OK

No referral  
needed
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3. Three tools used exclusively for surveillance (of psychosocial risk factors and resilience) are 
included. All were heavily researched and proven to identify variables predictive of successful 
development or future delays;

4. Selected assessment-level tools are also listed. Assessment measures are deployed after a 
problematic screening result and are used to monitor progress with a high risk group of children. 
Assessment measures are rarely used in primary care due to their length but instead by referral 
resources (e.g., IDEA intake and in NICU follow-up). We include descriptions of these measures so 
that primary care and other providers have information about the tests most likely to be used by 
the specialists who receive referrals. The assessment-level tools were selected because they can 
be completed by parent-report and have abundant psychometric support, i.e., validation research 
supporting the close relationship between subtest results and performance in the same domain 
on diagnostic measures (e.g., high correlations or unique performance patterns across various 
types of disabilities);

5. Tools are sorted into those most feasible in health care versus early childhood or similar settings 
where there is more time and, for educational programming purposes, a greater need to observe 
and directly test children during the process of screening;

6. Tools are further sorted by their breadth of focus. Broad-band screens measure most or all domains 
of development, i.e., cognitive/academic, language, motor, self-help) although some do not cover 
emotional/behavioral/mental health—meaning that when a screen measuring only some areas is 
failed, we may need to measure the remaining domains with separate measures;

���:H�DOVR�LQFOXGH�VHYHUDO�FRQGLWLRQ�VSHFLȴF�RU�QDUURZ�EDQG�WRROV��7KHVH�W\SLFDOO\�IRFXV�RQ�D�VLQJOH�
GRPDLQ�RI�GHYHORSPHQW��EHKDYLRU�VRFLDO�HPRWLRQDO�RU�PHQWDO�KHDOWK�RU�D�VSHFLȴF�FRQGLWLRQ��H�J���
autism spectrum disorder). These tools are useful when a broad-band screen indicates a problem, 
when clinical observation suggests more information is needed or in the case of autism spectrum 
disorder, timing recommended by the AAP.1,6,7 Note that narrow-band tools should not be used 
as the sole indicator of developmental-behavioral status—they will miss the majority of children 
ZLWK�GLɟFXOWLHV�LQ�RWKHU�GRPDLQV�EHFDXVH�RI�WKHLU�OLPLWHG�IRFXV�

8. Not included are measures such as the Denver-II, DIAL-III, ESP or E-LAP because they fail to meet 
test standards (limited standardization, absent validation, and no proof of accuracy); screens 
such as the CAT-CLAMS (because they were not standardized on general populations); and/or 
measures of a single developmental domain (e.g., language or motor), because these are best 
deployed by specialists;

9. Diagnostic measures are not listed, such as the Vanderbilt Diagnostic ADHD Scales, because 
such tools should only be used after a broad-band screening test indicates the need for detailed 
DVVHVVPHQW�� ,Q� WKH� FDVH� RI� DWWHQWLRQDO� GLɟFXOWLHV�� PDQ\� FRQGLWLRQV� �H�J��� GHSUHVVLRQ�� DQ[LHW\��
conduct disorders, learning disabilities) masquerade as ADHD when in fact the real problem is 
elsewhere—hence why a broader screen is needed to sort those with problems other than ADHD 
and direct them to appropriate treatment;

10. Table Headers:

�D�� 7KH�ȴUVW�FROXPQ�SURYLGHV�SXEOLFDWLRQ�DQG�FRQWDFW� LQIRUPDWLRQ�� WKH�FRVW�RI�SXUFKDVLQJ�D�
specimen set as of 2013, and the training options available;

(b) The “Purpose/Description” column indicates the type of measure [screening, surveillance 
(or both)], versus assessment, and the overall coverage. Also presented are measurement 
methods (e.g., parent report, interview, or direct administration). For parent-report 
tools, the "Description" column includes information about readability for parent-report 
measures and shows grade-level reading requirements;
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(c) The “Scoring” column indicates the results provided. Although all scores are essentially 
cutoffs for deciding which children need referring and which do not, screening test results 
are rendered in various ways with some tests providing a range of results helpful for 
deciding when to refer, monitor, screen further, advise parents, or reassure;

(d) The “Accuracy” column shows the percentage of patients with and without problems 
LGHQWLȴHG� FRUUHFWO\�� L�H��� VHQVLWLYLW\� DQG� VSHFLȴFLW\�� :KHQ� DYDLODEOH�� WKHVH� ȴJXUHV� DUH�
VKRZQ�ȴUVW� DV�D� UDQJH�HPEUDFLQJ�DFFXUDF\�DFURVV�DJH� OHYHOV� �WKXV�GHVFULELQJ�KRZ�ZHOO�
a measure predicts concurrent performance on diagnostic measures with younger 
versus older children). Following is information on discriminant validity, meaning 
KRZ� ZHOO� VSHFLȴF� SHUIRUPDQFH� RQ� VFUHHQLQJ� WHVWV� SUHGLFWV� SHUIRUPDQFH� RQ� GLDJQRVWLF�
PHDVXUHV� >YLHZHG� E\� GHYHORSPHQWDO�EHKDYLRUDO� GRPDLQ� DQG�RU� E\� VSHFLȴF� FRQGLWLRQV�
studied (e.g., learning disabilities or autism spectrum disorder)]. Authors/researchers 
do not always study measures for discriminant validity but when they do, results 
PD\� WDNH� WKH� IRUP� RI� FRUUHODWLRQV�� VHQVLWLYLW\�VSHFLȴFLW\� ZLWKLQ� D� UHODWLYHO\� KLJK�ULVN�
sample, or sensitivity alone (determined by selecting those children who performed 
poorly on a screening test and then viewing the types of disabilities they were found 
to have). Thus a range of data, when available, is included in the Accuracy column. 
 
Note 1: Positive predictive value/over-referral rates are not presented because the 
majority of children who fail screens but are not found eligible for special services, 
still have delays and psychosocial risk factors for which non-IDEA services are needed. 
 
Note 2: False-negatives/under-detection rates are not presented because repeated 
screening at subsequent well-visits detects these cases.

(e) The “Time Frame/Costs” column shows the time required for scoring, associated expense 
for professional time (using an average salary of $60.00 per hour), and price of materials per 
administration [meaning the cost of purchasing test forms or photocopying (if permissible) 
at $0.06 cents per page]. When parents can complete screens independently, the “Total 
�6HOI�5HSRUW�ȋ� ȴJXUH� UHȵHFWV� WKH� WRWDO� FRVWV� WR� SURYLGHUV�� %HORZ� Ȋ7RWDO� �6HOI�5HSRUW�ȋ� LV�
the time required for an interview, its associated costs, plus the expense for scoring and 
materials, summarized as “Total (Interview).” For measures that elicit skills directly from 
FKLOGUHQ�� Ȋ7RWDOȋ� UHȵHFWV� WKH�DPRXQWV�DVVRFLDWHG�ZLWK�DGPLQLVWUDWLRQ� WLPH�� VFRULQJ��DQG�
materials. Time/cost estimates do not include expenses associated with report writing or 
making referrals.

11. Information about electronic options is included at the end of the table. Electronic applications 
can reduce human error via automated scoring, generate referral letters, provide procedure 
and billing codes, and aggregate results across patients/clients/students—helpful for program 
evaluation and quality improvement initiatives. While somewhat more expensive than print 
tools, electronic options offer time-savers that offset the costs of hand-scoring, writing referral 
letters, etc.;

12. A brief description of measures in progress is also provided. These tools are under contruction, 
but we list them here as measures to keep an eye on because their authors are actively working 
to establish psychometric support and may substantiate their screens in the future.
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60 Identifying and Addressing Developmental - Behavioral Problems

proMIsIng tools under ConstruCtIon

All tools, whether screening, surveillance or assessment measures are always works in progress. Even 
those with national standardization and proven accuracy need to be updated at least every ten years 
because populations change rapidly [e.g., the frequency with which different languages are spoken, 
variability of socioeconomic status and psychosocial risk, children’s exposure to different media, and 
the impact of initiatives such as “Back to Sleep” (which altered the ages at which infants acquire motor 
milestones, etc.)]. So, even tools with abundant psychometric support need regular updates. 

Meanwhile, there are promising tools in the works and these are worth watching as they progress from 
pilot research to, we hope, fully validated, accurate measures. We describe several of these below along 
with suggestions for authors:

Surveillance of the Wellbeing of Young Children (SWYC) ZZZ�WKHVZ\F�RUJ is an effort 
to create a freely downloadable package of tools that address all aspects of developmental-
behavioral/mental health and autism screening, as well as surveillance/screens for psychosocial 
ULVN��7KH�6:<&�LV�GHVLJQHG�IRU�FKLOGUHQ�ELUWK�WR�ȴYH�\HDUV�RI�DJH��5HDGDELOLW\�LV�DW�WKH�KLJK�ȴUVW�
to second grade level. Pilot studies compare various SWYC components mostly to other screening 
measures although there is one comparison study with the Child Behavior Checklist. The studies 
are promising and suggest that with further validation against diagnostic measures, accuracy 
standards may be met. Translations into Spanish and cross-validation studies across national 
samples are ongoing. Suggestions for authors focus on the sustainability of measures offered 
freely, i.e., how, without income from test purchases, will authors have enough salary support 
to help researchers, collaborate with electronic healthcare vendors, update standardization 
and validation, and ensure quality translations? In any case, it is important to recognize that 
all tests incur costs to providers including duplication of paper forms and the time required for 
administration and scoring. 

6WUHQJWKV�DQG�'LɚFXOWLHV�4XHVWLRQQDLUH��6'4� ZZZ�VGTLQIR�RUJ The SDQ measures resilience 
and psychosocial risk for mental health/socio-emotional, behavioral skills. It includes twenty-
ȴYH�LWHPV�DFURVV�YDULRXV�YHUVLRQV��\RXWK�VHOI�UHSRUW��SDUHQW�RU�WHDFKHU�UHSRUW��WDSSLQJ�SRVLWLYH�
and negative attributes. Generates indicators for conduct problems, hyperactivity, emotional 
symptoms, peer problems and prosocial behavior and produces a total strengths versus total 
GLɟFXOWLHV� IDFWRU� VFRUH��*XLGDQFH� LV�DYDLODEOH�RQ�KRZ� WR�DJJUHJDWH� UHVXOWV� IRU�HSLGHPLRORJLFDO�
and needs-assessment studies. Widely used in research, cross-cultural studies and translations 
are abundant with norming studies conducted in many different nations. Currently the SDQ is an 
aid to clinical judgment and a helpful surveillance measure but as a decision support tool, it still 
UHTXLUHV�FOHDU�LQGLFDWRUV�RI�VHQVLWLYLW\�DQG�VSHFLȴFLW\��:H�HQFRXUDJH�WKH�DXWKRUV�DQG�UHVHDUFKHUV�
to consider such efforts.

Parent Screening Questionnaire (PSQ) ZZZ�XPP�HGX� was developed by the SEEK project, 
which aims to reduce child maltreatment. The PSQ is a twenty-item measure with a yes-no format. 
There are six separate screens within the PSQ including: Parental depression, parental substance 
abuse, intimate partner violence, family stress, corporal punishment and food insecurity. Of the 
ȴYH�SXEOLVKHG�VWXGLHV��RQO\�WKH�GHSUHVVLRQ�VFUHHQ�DFKLHYHV�DSSURSULDWH�OHYHOV�RI�VHQVLWLYLW\�DQG�
VSHFLȴFLW\�� 6R�PRUH�ZRUN� LV� QHHGHG�� LQFOXGLQJ� UHYLVLQJ� WKH� IRUPDW� WR� HPEUDFH� D� ȊVRPHWLPHVȋ�
UHVSRQVH�RSWLRQ��WKHUHE\�UHGXFLQJ�WKH�OLNHOLKRRG�WKDW�SDUHQWVȇ�DQVZHUV�UHȵHFW�VRFLDO�GHVLUDELOLW\���
Also the results of all studies need to be coalesced into a cohesive guide to scoring. 

Other Tools in Need of Attention. There are many published measures that we’d like to see better 
researched and thus standardized on national samples, validated against diagnostic measures, and 
tested for accuracy. We encourage publishers and test authors of measures such as the Denver-II/PDQ, 
and the Child Development Inventories to continue to work on their measures in the best interest of 
detecting children with problems.
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Issues In CopyrIght

Screening tests are expensive to create and ongoing improvements are required: Translations, periodic 
restandardization and validation, etc. Unless otherwise stated, published tests may not be reproduced 
in any manner, placed on websites or included in electronic records without discussion with publishers. 
Just because you bought copies of a test does not mean you own its intellectual property. We encourage 
you to treat tests with respect for the hard work that goes into them and to recognize that legal penalties 
apply when copyright law is violated. 

A CASE EXAMPLE OF SCREENING AND SURVEILLANCE
Below is a case example illustrating the effective use of screening and surveillance. This example 
illustrates how screening and surveillance can often use the same tools and how evidence-based methods 
are essential for both processes. We refer within this case to various tools described in Table 4-1. This 
case uses pseudonyms and stock photography and personally identifying information was eliminated.

1LQHWHHQ�PRQWK� ROG� 0DULD� SUHVHQWHG� IRU� WKH� ȴUVW� WLPH� DW� WKH� FRQWLQXLW\� FOLQLF� LQ� D� WHDFKLQJ� KRVSLWDO�
GXH�WR�HDUDFKHV��'XULQJ�WKH�YLVLW��'U��6DPXHOV��D�WKLUG�\HDU�SHGLDWULF�UHVLGHQW��QRWHG�0DULDȇV�ODFN�RI�H\H�
FRQWDFW��GHDUWK�RI�MDUJRQLQJ�DQG�ODQJXDJH��DQG�KHU�WHQGHQF\�WR�SOD\�UHSHWLWLYHO\�EXW�DOVR�UDWKHU�SDVVLYHO\�
ZLWK�WR\V��+H�DOVR�QRWLFHG�WKDW�KHU�PRWKHU��0V��5REHUWV��GLG�QRW�UHGLUHFW�KHU�GDXJKWHU��VRRWKH�KHU�ZKHQ�
VKH�FULHG�GXULQJ� WKH�SK\VLFDO� H[DP��RU�RWKHUZLVH�VPLOH�RU� WDON� WR�KHU��%HFDXVH� WKLV�ZDV�D�VLFN�YLVLW��QR�
GHYHORSPHQWDO�PHDVXUHV�KDG�EHHQ�JLYHQ�RXW�LQ�WKH�ZDLWLQJ�
URRP��VR�'U��6DPXHOV�DVNHG�ZKHWKHU�0V��5REHUWV�KDG�WLPH�
WR�ȴOO�RXW�VRPH�IRUPV�WKDW�ZRXOG�KHOS�KLP�WDNH�D�FORVHU�ORRN�
DW�0DULDȇV�ODQJXDJH�DQG�OHDUQLQJ��0V��5REHUWV�DJUHHG�DQG�
UHWXUQHG�WR�WKH�ZDLWLQJ�URRP�WR�FRPSOHWH�3('6��WKH�3('6��
'0��WKH�0�&+$7��WKH�)DPLO\�3V\FKRVRFLDO�6FUHHQ��DQG�WKH�
%5,*$1&(p�3DUHQW�&KLOG� ,QWHUDFWLRQV�6FDOH��'U�� 6DPXHOV�
WKHQ�VFRUHG� WKH�PHDVXUHV�DQG�QRWHG� IDLOXUH�RQ�DOPRVW�DOO�
DUHDV�RI�WKH�3('6�'0��IDLOXUH�RQ�WKH�0�&+$7��0V��5REHUWȇV�
FRQFHUQV�DERXW�KHU�GDXJKWHUȇV�EHKDYLRU� �DQG�KHU�VWULNLQJ�
FRPPHQW�VRPHWLPHV�DVVRFLDWHG�ZLWK�FKLOG�DEXVH�RU�QHJOHFW���
Ȋ,�GRQȇW�WKLQN�VKH�OLNHV�PH�ȋ�,Q�YLHZLQJ�KHU�UHVSRQVHV�RQ�WKH�
%3&,6��KH�GLVFRYHUHG�HQGRUVHPHQWV�RQ�VHYHUDO�RI�WKH�DW�ULVN�
SDUHQWLQJ�LWHPV��Ȋ0\�FKLOG�LV�QRW�PXFK�IXQ�WR�EH�ZLWK�ȋ�DQG�
Ȋ,�PRVWO\� WDON� WR�KHU�ZKHQ�VKH� LV�FU\LQJ�ȋ��DQG�DOPRVW�QR�
HQGRUVHPHQWV�RQ�WKH�SRVLWLYH�SDUHQWLQJ�LWHPV��

2Q�WKH�)DPLO\�3V\FKRVRFLDO�6FUHHQ��'U��6DPXHOV�QRWLFHG�WKDW�
0V��5REHUWV�IDLOHG�VHYHUDO�LWHPV�RQ�WKH�PDWHUQDO�GHSUHVVLRQ�
VFUHHQ�� KDG� KDG� WZR� KRXVHKROG� PRYHV� LQ� WKH� SUHYLRXV�
\HDU�� OLYHG� ZLWK� IULHQGV� EXW� HQGRUVHG� LWHPV� DERXW� KHU�
ODFN�RI�VRFLDO�VXSSRUW��DQG�ZDV�D�VLQJOH�PRWKHU��5HDOL]LQJ�
WKHUH�ZHUH�PXOWLSOH�SV\FKRVRFLDO� ULVN� IDFWRUV��GHOD\V��DQG�
SRWHQWLDOO\�VHULRXV�SUREOHPV�ZLWK�SDUHQW�FKLOG�LQWHUDFWLRQV��
'U��6DPXHOV�VRXJKW�KHOS� IURP�WKH�FOLQLF�VRFLDO�ZRUNHU��0U�� -DFNVRQ��ZKR�IRUWXQDWHO\�ZDV�DYDLODEOH��DQG�
ZKR�LQYLWHG�0V��5REHUWV�DQG�0DULD��QRZ��IRUWXQDWHO\�DVOHHS�� LQWR�DQ�H[DP�URRP�IRU�IXUWKHU�GLVFXVVLRQ��
+H�TXHVWLRQHG�KHU�DERXW� OLYLQJ�DUUDQJHPHQWV��FKLOG�FDUH��ZRUN�� IDPLO\�VWUXFWXUH�DQG�UHFHQW�PRYHV��0V��
5REHUWV�UHSRUWHG�WKDW�VKH�DOVR�KDG�D���PRQWK�ROG�GDXJKWHU��DQG�WKDW�KHU�ER\IULHQG��WKH�EDE\ȇV�IDWKHU��KDG�
OHIW� WKHP�ZLWKRXW� LQFRPH�RU� H[SODQDWLRQ�� 6KH�DQG�KHU�GDXJKWHUV�ZHUH� OLYLQJ� LQ� YHU\� FUDPSHG�TXDUWHUV�
ZLWK�IULHQGV�ZKR�ZHUH�RFFDVLRQDOO\�ZLOOLQJ�WR�KHOS�ZLWK�WKH�FKLOGUHQ�ZKLOH�VKH�GLG�VSRUDGLF�GD\�ODERU��0V��
5REHUWV�DIȴUPHG�IHHOLQJ�GHSUHVVHG�DQG�RYHUZKHOPHG�DQG�DOVR�VDLG�VKH�ZDV�ZRUULHG�DERXW�KHU�FKLOGUHQȇV�
ZHOO�EHLQJ�VLQFH�WKH�EDE\VLWWHUV�ZHUH�LQWR�GUXJV�DQG�WKDW�VRPHWLPHV�ZKHQ�VKH�JRW�KRPH��VKH�IRXQG�WKHP�
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DVOHHS�RU�LQ�D�VWXSRU��DQG�WKH�FKLOGUHQ�ZHW�DQG�KXQJU\��

0U��-DFNVRQ�DQG�0V��5REHUWV�WKHQ�GLVFXVVHG�VHUYLFHV�WKDW�FRXOG�EH�KHOSIXO�LQFOXGLQJ�VXEVLGL]HG�GD\FDUH��
KRXVLQJ�DVVLVWDQFH��IRRG�VWDPSV��MRE�SODFHPHQW�DQG�WUDLQLQJ��DQG�FRXQVHOLQJ��:KLOH�0V��5REHUWV�ZDLWHG��
KH�PDGH� D� QXPEHU� RI� SKRQH� FDOOV� DQG� IRXQG� VORWV� DYDLODEOH� LQ� D� VXEVLGL]HG� GD\FDUH� SURJUDP��+H� DOVR�
HVWDEOLVKHG�D�FDVH�PDQDJHU�LQ�WKH�+XPDQ�6HUYLFHV�GHSDUWPHQW�ZKR�FRXOG�KHOS�ZLWK�KRXVLQJ��IRRG�VWDPSV��
HPSOR\PHQW�MRE�WUDLQLQJ��DQG�PHQWDO�KHDOWK�FRXQVHOLQJ��

0U��-DFNVRQ�WKHQ�VWHSSHG�RXW�WR�LQIRUP�'U��6DPXHOV�RI�WKH�SODQ�DQG�JDYH�KLP�FRQWDFW�LQIRUPDWLRQ�IRU�0V��
5REHUWȇV�FDVH�PDQDJHU��'U��6DPXHOV�WKHQ�UHWXUQHG�WR�WKH�H[DP�URRP�WR�H[SODLQ�WKH�GHYHORSPHQWDO�LVVXHV�
WR�0V��5REHUWV�DQG�WR�KHOS�KHU�ZLWK�D�UHIHUUDO�WR�HDUO\�LQWHUYHQWLRQ��+H�XVHG�WKH�UHIHUUDO�OHWWHU�WHPSODWH��LQ�
&KDSWHU�����ID[HG�WKLV�WR�WKH�SURJUDP��DQG�JDYH�D�FRS\�WR�0V��5REHUWV��DORQJ�ZLWK�D�ODQJXDJH�VWLPXODWLRQ�
SDUHQW�HGXFDWLRQ�KDQGRXW��+H�DOVR�DVNHG�KHU�WR�UHWXUQ�LQ���ZHHNV�WR�IROORZ�XS�RQ�0DULDȇV�HDUDFKH��ZKLOH�
DVNLQJ�WKH�FOLQLF�VHFUHWDU\� WR�DOORZ����PLQXWHV�UDWKHU� WKDQ�WKH�XVXDO����PLQXWHV� IRU� WKLV�YLVLW�DQG�DOVR�
UHTXHVWLQJ�WKDW�WKH�VRFLDO�ZRUNHU�EH�DYDLODEOH�LI�SRVVLEOH���

0V��5REHUWV�PLVVHG�KHU� QH[W� DSSRLQWPHQW� DQG� LW�ZDV� FORVHU� WR� VHYHQ�ZHHNV� EHIRUH� VKH� UHWXUQHG� WR� WKH�
FOLQLF��$W�WKDW�WLPH�VKH�UHSRUWHG�WKDW�0DULD�DQG�KHU�VLVWHU�KDG�EHHQ�HQUROOHG�IRU�DOPRVW�D�PRQWK�LQ�WKH�
GD\FDUH�SURJUDP�DQG�WKDW�ERWK�ZHUH�GRLQJ�ZHOO��SDUWLFXODUO\�0DULD��ZKR�QRZ�DSSHDUHG�PRUH�HQJDJHG��OHVV�
UHSHWLWLYH�LQ�KHU�SOD\��OHVV�SDVVLYH��PRUH�IXQ�WR�EH�ZLWK��DQG�OHVV�ȊGRSH\�DFWLQJ�ȋ�'U��6DPXHOV�QRWLFHG�WKDW�
0DULD�ZDV�D�IDU�PRUH�DQLPDWHG�FKLOG�ZKR�QRZ�YRFDOL]HG��PDGH�H\H�FRQWDFW��SOD\HG�PRUH�DSSURSULDWHO\�
ZLWK�WR\V��DQG�VPLOHG��

0V��5REHUWV�UHSRUWHG�VKH�ZDV�QRZ�ZRUNLQJ�SDUW�WLPH�DQG�ZDV�DOVR� LQYROYHG� LQ� MRE�WUDLQLQJ� IRFXVHG�RQ�
LPSURYLQJ�KHU�OLWHUDF\��UHVXP«�ZULWLQJ��DQG�FRPSHWHQFH�ZLWK�FRPSXWHUV��6KH�ZDV�DOVR�RQ�D�ZDLWLQJ�OLVW�
IRU�SXEOLF�KRXVLQJ�DQG�H[SHFWHG�WKLV�WR�EH�LQ�SODFH�ZLWKLQ���Ȃ���ZHHNV��6KH�KDG�DOUHDG\�VWDUWHG�UHFHLYLQJ�
IRRG� VWDPSV�DQG� LQVWUXFWLRQ� LQ�QXWULWLRQDO�SODQQLQJ� IRU�\RXQJ�FKLOGUHQ��'U�� 6DPXHOV� FRPPHQWHG� LQ�KLV�
FKDUWQRWHV�WKDW�0V��5REHUWV�VHHPHG�PRUH�UHVSRQVLYH�WR�KHU�GDXJKWHU��VPLOLQJ�DQG�WDONLQJ�ZLWK�KHU�GXULQJ�
WKH�YLVLW��

,Q�WKH�PHDQWLPH��WKH�,'($�(DUO\�,QWHUYHQWLRQ�SURJUDP�KDG�PDGH�FRQWDFW�EXW�KDG�QRW�\HW�DVVHVVHG�0DULDȇV�
GHYHORSPHQW��7KUHH�ZHHNV�DIWHU�WKH�UHWXUQ�YLVLW��'U��6DPXHOV�UHFHLYHG�D�ID[HG�UHSRUW�IURP�WKH�(,�VHUYLFH�ZKR�
KDG�PHW�ZLWK�0V��5REHUWV�DQG�0DULD�DW�KHU�GD\FDUH�FHQWHU��(,�SHUVRQQHO�UHSHDWHG�WKH�0�&+$7�EXW�IRXQG�
QHLWKHU� VLJQV�RI�DXWLVP�VSHFWUXP�GLVRUGHU�QRU�GHOD\V� LQ� UHFHSWLYH� ODQJXDJH��PRWRU��RU� VRFLDO�HPRWLRQDO�
VNLOOV��0DULD�FRQWLQXHG�WR�KDYH�H[SUHVVLYH�ODQJXDJH�GHOD\V�WKDW�WKH�SURJUDP�WKRXJKW�PLJKW�EH�VHFRQGDU\�
WR�JURZLQJ�XS�ELOLQJXDO�DQG�EHLQJ�UDLVHG�E\�DQ�RYHUZKHOPHG�SDUHQW�ZLWK�XQGHUVWDQGDEOH�V\PSWRPV�RI�
GHSUHVVLRQ�� 7KH� (,� SURJUDP� SODQQHG� WR� KDYH� D� VSHHFK�ODQJXDJH� SDWKRORJLVW�ZRUN�ZLWK�0DULD� DQG� KHU�
GD\FDUH�WHDFKHU�RQFH�D�ZHHN�DQG�WR�PHHW�PRQWKO\�ZLWK�KHU�PRWKHU�WR�KHOS�KHU�ZRUN�RQ�0DULDȇV�ODQJXDJH�
VNLOOV�DW�KRPH��

Comment on Case Study. 7KLV�IDPLO\�PD\�VWLOO�KDYH�D�GLɚFXOW�URDG�DKHDG�EXW�WKH�XVH�RI�D�FRPSUHKHQVLYH�
VXUYHLOODQFH�PRGHO�KHOSHG�LGHQWLI\�D�ODUJH�SLOH�XS�RI�VWUHVVRUV�WKDW�ZHUH�FOHDUO\�WDNLQJ�D�WROO�RQ�0DULDȇV�
GHYHORSPHQW�DQG�KHU�IDPLO\ȇV�ZHOO�EHLQJ��7KH�FOLQLFLDQȇV�REVHUYDWLRQV�VXJJHVWHG�WKH�QHHG�IRU�VFUHHQLQJ�HYHQ�
ZLWKLQ�D�VLFN�YLVLW��$�IDLOHG�VFUHHQLQJ�WHVW�WULJJHUHG�WKH�QHHG�WR�ORRN�IXUWKHU�DW�SRVVLEOH�FDXVHV�DQG�VFUXWLQL]H�
WKLV� IDPLO\�PRUH�FDUHIXOO\�YLD�D�ULFK�VHW�RI�VXUYHLOODQFH�PHDVXUHV� LQFOXGLQJ�WKRXJKWIXO�REVHUYDWLRQ��7KH�
FRPELQDWLRQ�RI�VXUYHLOODQFH�DQG�VFUHHQLQJ�LGHQWLȴHG�D�ZLGH�UDQJH�RI�QHHGV�DQG�WKXV�D�EURDGHU�VHW�RI�KHOSIXO�
LQWHUYHQWLRQV�� %\� VWDELOL]LQJ� KRXVLQJ�� QRXULVKPHQW�� LQFRPH� DQG� KHDOWK� FDUH�� 0DULDȇV� PRWKHU� ZDV� DEOH�
WR�EHFRPH�D�PRUH�D� UHVSRQVLYH�DQG�QXUWXULQJ�SDUHQW�ZKR�KDG� VXSSRUWV�QHFHVVDU\� WR�SURPRWH�0DULDȇV�
GHYHORSPHQW��,Q�WXUQ��WKHVH�LQWHUYHQWLRQV�KHOSHG�HQVXUH�D�EHWWHU�GHYHORSPHQWDO�RXWFRPH�IRU�0DULD��DQG�
KHU�VLVWHU���

Chapter Comments. 7KHUH�DUH�PDQ\�PHDVXUHPHQW�PHWKRGV�DYDLODEOH�ZKHQ�VFUHHQLQJ�IRU�GHYHORSPHQWDO�
EHKDYLRUDO�SUREOHPV��3DUHQWVȇ�FRQFHUQV��SDUHQW�UHSRUW��REVHUYDWLRQDO�WRROV��RU�GLUHFW�HOLFLWDWLRQ�RI�FKLOGUHQȇV�
VNLOOV��3UREOHPDWLF�VFUHHQLQJ�WHVW�UHVXOWV�DUH�RIWHQ�WKH�WULJJHU�DOHUWLQJ�XV�WR�GHȴQH�WKH�ȊELJ�SLFWXUH�ȋ�L�H���WR�
XVH�VXUYHLOODQFH�PHDVXUHV�WR�GHWHUPLQH�SRVVLEOH�FDXVHV��7KH�UHVXOWV�RI�VXUYHLOODQFH�PHDVXUHV��LQ�WXUQ��KHOS�
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LGHQWLI\�D�ZLGHU�UDQJH�RI�QHHGHG�LQWHUYHQWLRQV��

%XW�HYHQ�WKRXJK�VFUHHQLQJ�WHVWV�GHWHFW�VXEWOH�SUREOHPV��E\�WKH�WLPH�D�FKLOG�KDV�D�WURXEOLQJ�UHVXOW��GHOD\V�DUH�
SUREDEO\�SUHVHQW��2QJRLQJ�VFUHHQLQJ�VXUYHLOODQFH��LQ�FRQWUDVW��FDQ�LGHQWLI\�ULVN�IDFWRUV�SUHGLFWLYH�RI�IXWXUH�
GHOD\VȃHQDEOLQJ�XV�WR�LQWHUYHQH�ZLWK�ULVN�EHIRUH�DQ\�GHOD\V�EHFRPH�PDQLIHVW��)RU�WKLV�UHDVRQ��ZH�QHHG�WR�
FRQGXFW�VFUHHQLQJ�VXUYHLOODQFH�URXWLQHO\�DQG�RYHU�WLPH��QRW�MXVW�DIWHU�D�SUREOHP�LV�IRXQG��

6R�LW�LV�KHOSIXO�WKDW�PDQ\�VFUHHQV�FDQ�DOVR�EH�XVHG�DV�VXUYHLOODQFH�WRROV��$Q�H[DPSOH�LV�XVLQJ�D�SDUHQWVȇ�
FRQFHUQV�VFUHHQ�DQG�GLVFRYHULQJ�FRPPHQWV�VXFK�DV��Ȋ,�GRQȇW�NQRZ�ZKDW�D���PRQWK�ROG�VKRXOG�EH�VD\LQJȋ�RU�
Ȋ,�GRQȇW�WDON�WR�P\�EDE\�PXFK�EHFDXVH�,�NQRZ�VKH�FDQȇW�XQGHUVWDQG�ZKDW�,�DP�VD\LQJ�ȋ�6XFK�D�FKLOG�PD\�SDVV�
D�PLOHVWRQHV�IRFXVHG�VFUHHQ��PHDQLQJ�GHOD\V�DUH�QRW�SUHVHQWȐ�DW�OHDVW��QRW�\HW��%XW�E\�DGGUHVVLQJ�SDUHQWVȇ�
FRQFHUQV��DQG�RXU�RZQ���ZH�DUH�FRQGXFWLQJ�VXUYHLOODQFH��DQG�VXUYHLOODQFH��LQ�WXUQ��OHDGV�XV�WR�LQWHUYHQH��
L�H��� HGXFDWH� WKH�SDUHQW� LQ�GHYHORSPHQWDO� SURPRWLRQ�DQG�SRVLWLYH�SDUHQW�FKLOG� LQWHUDFWLRQV��%RWWRP� OLQH�
VFUHHQLQJ�DQG�VXUYHLOODQFH�WRJHWKHU��XVLQJ�PXOWLSOH�PHWKRGV�IRU�YLHZLQJ�GHYHORSPHQW�DQG�ULVN�DUH�FUXFLDO��

:KLOH� WKH� OLVW�RI�PHDVXUHV�GHVFULEHG� LQ� WKLV� FKDSWHU� LV�YROXPLQRXV�DQG�PD\�VHHP� IRUPLGDEOH�JLYHQ� WKH�
WLPH�FRQVWUDLQWV�RI�SULPDU\�FDUH�YLVLWV�� WKHUH�DUH�HɚFLHQW�ZD\V� WR� LPSOHPHQW�PHDVXUHV� VR� WKDW�ZH�FDQ�
KHOS�SUHYHQW�SUREOHPV�IURP�GHYHORSLQJ�DQG�VZLIWO\�GHWHFW�DQG�LQWHUYHQH�ZLWK�HPHUJLQJ�GHȴFLWV��&KDSWHU�
�� GHVFULEHV� KRZ� UHDO�OLIH� SURYLGHUV� LPSOHPHQWHG� VFUHHQLQJ� DQG� VXUYHLOODQFH� HɚFLHQWO\� DQG� HIIHFWLYHO\�
�DQG�FRPSOLHG�ZLWK�YDULRXV�$$3�SROLF\�UHFRPPHQGDWLRQV���&KDSWHU���DOVR�GHOLQHDWHV�KHDULQJ�DQG�YLVLRQ�
VFUHHQLQJ�DQG�WKH�QHXURGHYHORSPHQWDO�H[DP�

Website note: 1HZ�WRROV�DULVH�DQG�UHVHDUFK�RQ�H[LVWLQJ�WRROV�LV�SXEOLVKHG�IUHTXHQWO\��2QFH�ZH�UHFHLYH�QHZ�
LQIRUPDWLRQ��ZH�ZLOO�SRVW�RQ�WKH�ZHEVLWH�IRU�WKLV�ERRN�XSGDWHV�WR�7DEOH������3OHDVH�FKHFN�WKH�VLWH�IRU�DQ\�QHZ�
LQIRUPDWLRQ�RQ�WRROV��DQG�GRZQORDG�DQ�XSGDWHG�WDEOH�EHIRUH�VKDULQJ�ZLWK�FROOHDJXHV��ZZZ�SHGVWHVW�FRP�
7KH%RRN�&KDSWHU���
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INTRODUCTION
In primary care, we have 15 minutes on average for an entire well-visit. Within those 15 minutes we have 
to address lingering or new health or other concerns, conduct a physical exam, screen vision and hearing, 
provide developmental promotion and anticipatory guidance, and detect developmental-behavioral 
problems. Out of the 15 minutes, most providers manage to cordon off about 3 for developmental-
behavioral issues. So, in 3 minutes what can we get done in terms of screening and surveillance? Answer: 
A lot—especially if we ask parents to complete measures on their own and encourage clinic staff to 
score. If we have results in-hand before a visit, we can walk into the exam room well-informed and 
prepared (e.g., with informational hand-outs focused on parents’ interests, or with referral information 
if needed). 

Although we emphasize well-visits as the best opportunity for primary care detection and intervention, 
clinicians should be well aware that screening/surveillance can be conducted at sick or return visits. 
While less optimal (especially if the tools used require an unwell child to perform tasks, and also due 
to the brevity of sick and return appointments), there is an enormous drop-off in attendance at well-
visits, most especially with children on Medicaid. So screening/surveillance should be “opportunistic,” 
meaning that we should be prepared to measure developmental-behavioral or psychosocial issues any 
time we encounter young children. It is surely wise to schedule a longer sick/return visit with children 
who have not arrived for recent well-child care.

CHAPTER HIGHLIGHTS 
  I. Policy, premises and tasks of screening and surveillance;

 II. A 10-step process for early detection and intervention incorporating various AAP policies on  
 early detection and intervention in primary care;

III.  The content of screening/surveillance (illustrated by case examples), the content for a careful  
 physical exam, details about documentation, referral coordination, communication with non- 
 medical interventionists, and subspecialists, and how to follow up with families and other  
 providers. Within this section we cover: 

(a) Well-visit encounter forms showing the different tasks for each visit. We include these in 
Appendix A and on the website for the book so you can download them for your clinics 
and customize as needed (e.g., adding prevention of frostbite in Alaska or snake bites in 
Florida). We’ve found the forms enormously helpful in getting all our clinicians on the same 
page (literally) and ensuring that our clinics provide quality care; 

(b) An example of a longitudinal form for tracking children’s progress, i.e., showing growth or 
delays in milestones over time. This provides an illustration of what various tests indicate 
in terms of monitoring development; and 

(c) An overall longitudinal problem/process checklist so that you can document what you’ve 
DFFRPSOLVKHG�ZLWK� VFUHHQLQJ�VXUYHLOODQFH��ZKDW� SUREOHPV� \RXȇYH� LGHQWLȴHG��ZKDW� QHHGV�
doing in terms of follow-up, what referrals you’ve made, and what was found;

 IV. Suggestions for how to stagger the process across well-visits to make it manageable;

  V. Referral resources focused on links to national sites (e.g., for IDEA, Head Start, parent-training)  
� IURP�ZKLFK�\RX�FDQ�ȴQG�ORFDO�VHUYLFHV�

 VI. Referral letter templates including a two-way consent form.
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I. SCREENING AND SURVEILLANCE: POLICY AND PREMISES
The American Academy of Pediatrics (AAP) has four different policy statements on developmental-
behavioral screening and surveillance including detection of autism spectrum disorders, mental 
health, and kindergarten readiness and establishing a medical home.1-4 In addition, the AAP’s Bright 
Futures Initiative5,6 adds a needed focus on detecting psychosocial risk and resilience, advocates for 
developmental-behavioral promotion, and provides a periodicity chart. While all AAP policies are 
both wise and invaluable, reconciling the many recommendations is needed. For example, the AAP’s 
mental health statement reviewed only narrow-band social-emotional screens and did not consider 
the voluminous research showing that broad-band developmental-behavioral screens also identify 
mental health problems (discussed further in Chapter 10). All this means that providers’ efforts to 
comply separately to each statement is distinctly over-whelming and duplicative. Further, some policy 
VWDWHPHQWV� DUH�PLVLQWHUSUHWHG� DQG� LQ� FRQȵLFW�ZLWK� WKH�$$3ȇV� OREE\LQJ� HIIRUWV� WR� HQVXUH� WKDW� SULYDWH�
payers and Medicaid reimburse for early detection well beyond 24- to 30-months of age. 

So, how can we merge the important messages from the various AAP policy statements in a way that is 
functional and do-able? Here are the premises behind the workable process described in this chapter: 

�D��$$3�SROLFLHV�DQG�DEXQGDQW�UHVHDUFK�FRQȴUP�WKH�QHHG�IRU�HYLGHQFH�EDVHG�WRROV��6HOHFWHG�LWHPV�
from measures such as the Denver lack evidence and scoring criteria. Delays and disorders are 
often so subtle in young children that we can’t spot them with “the naked eye” (or if we can, we 
probably don’t need to measure, but simply refer). So, we need to use evidence-based tools with 
the asymptomatic—those children we think are doing OK but who, in fact, may not be, but we 
will only know if we actually measure. With that information in hand, clinical reasoning shines 
brightly and helps us bring to bear on problematic results all that we know about families’ psy-
chosocial challenges, family medical history, and children’s health. With a combination of quality 
evidence collected routinely along with our observations and knowledge, primary care providers 
are thoroughly positioned to determine on the types of help families need;  

(b) Kindergarten readiness screening is incorporated into most broad-band screens with an age-
range of 3-years to 6+years (e.g., via items tapping letter/numeral/shape/color naming, gra-
pho-motor skills in drawing and writing, group social and attention skills, etc.). A separate mea-
sure of kindergarten readiness is rarely, if ever, needed; 

(c) If broad-band screens tap social-emotional/mental health/behavioral skills (some do and some 
don’t), a separate measure may not be needed. Nevertheless, when a child fails a broad-band 
screen, a more careful look is often necessary. When time is limited, measurement of mental 
health problems should become a recommended focus for subsequent evaluations conducted by 
IDEA programs; 

(d) Developmental-behavioral problems continue to emerge throughout childhood and adolescence. 
Therefore we promulgate ongoing screening/surveillance beyond 9-, 18-, 24- to 30-months, per 
the recommendation in the AAP 2006 statement for “a pattern and practice of attention to de-
velopment that can and should continue well beyond 3-years of age.”2 (p. 406) Note that the AAP is 
actively advocating that screening/surveillance should be reimbursable well beyond 30-months 
of age, and this is already offered and required in many States. The authors of the AAP 2006 
statement anticipate a revision by 2014 emphasizing screening/surveillance at all well-visits even 
after 30-months (Paul Lipkin, personal communication, 2013); 

(e) It is critical to keep an eye on risk and resilience factors. Although measuring risk and resilience 
factors is not needed at every visit, it is wise to assess these issues periodically; 

(f) Developmental-behavioral promotion should be an essential component of every visit, even if 
referrals are also needed; 

(g) A narrow-band screen for autism spectrum disorder is recommended at 18- and 24-months or 
whenever concerns arise. But such screens should never be used alone—they will miss the ma-
jority of children with more common disabilities;
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�K��:KHQ�FKLOGUHQ�IDLO�DQ�$6'�VSHFLȴF�VFUHHQ��DQ�,'($�UHIHUUDO�LV�HVVHQWLDO��DV�UHFRPPHQGHG�E\�WKH�
AAP’s ASD statement).2 Only a fraction of children will be found to have ASD after failing the Mod-
LȴHG�&KHFNOLVW�RI�$XWLVP�LQ�7RGGOHUV��0�&+$7��DQG�WKH�UHTXLVLWH�IROORZ�XS�LQWHUYLHZ�7 But failing 
both the M-CHAT and its interview continues to hold a high probability of other types of disabili-
ties. So it is best to refer to IDEA for further testing, for follow-up interviews, further observation 
and rule-outs. It is also important to note that ASD specialty clinics inevitably have long waiting 
lists and children should never languish without intervention in the interim; 

(i) Surveillance and screening can depend on the same evidence-based tools—separate measures 
for surveillance and screening are not needed; 

�M�� 0DQ\�6WDWHVȇ�0HGLFDLG�DJHQFLHV�UHTXLUH�VSHFLȴF�PHDVXUHV��)RU�H[DPSOH��7H[DV�DQG�7HQQHVVHH��
only reimburse via Medicaid when the ASQ or PEDS Tools are administered. Delaware, Massa-
chusetts, Hawaii and Arizona only reimburse when PEDS Tools are used; 

(k) Given a choice among measures, providers tend to select parent-report tools.8

THE TASkS Of SCREEnInG And SuRvEILLAnCE

These include: 

A. Eliciting and addressing parents’/other caregivers’ concerns;

B. Measuring milestones of developmental-behavioral/social-emotional/mental health along with 
DQ�DXWLVP�VSHFLȴF�VFUHHQ�DW�����DQG����PRQWKV�

C. Identifying and addressing family psychosocial risk factors (e.g., parental depression or other 
mental health problems including substance abuse, limited education, single parent, housing or 
food instability, unemployment, etc.);

D. Determining resilience/protective factors, such as positive parent-child interactions;

E. Identifying child and family medical history and addressing any potential impact of these on 
children’s health;

F. Conducting a thorough physical exam along with periodic vision and hearing screening;

G. Promoting developmental and behavioral skills via parent education;

H.� ,QWHUSUHWLQJ�UHVXOWV��GHFLGLQJ�RQ�DQ\�QHHGHG�UHIHUUDOV��DQG�H[SODLQLQJ�ȴQGLQJV�WR�SDUHQWV�

I. 'RFXPHQWLQJ�ȴQGLQJV��H�J���DQ�LQIRUPDWLYH�HQFRXQWHU�QRWH��D�VXPPDU\�UHSRUW�IRU�SDUHQWV��DQG�
referral letters), and making needed referrals;

J. Working with referral sources to share information and determine whether other services are 
needed (e.g., when children don’t qualify for IDEA programs), and follow-up with families on 
uptake, effectiveness of advice, etc. 
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Figure 5-1. Developmental-Behavioral Surveillance/Screening at Well-visits with 
Children from Birth to 6-Years of Age: Step-by-Step 

A. Elicit Caregivers’ Concerns* 

B. Measure Children’s Skills  
1. Screen Milestones in all Domains* 

���$GG�$XWLVP�VSHFLȴF�6FUHHQLQJ�DW�����DQG����0RQWKV*§† 
3. Social-emotional/Mental Health Screening When Screens are Failed*† 

C. Identify/Update Psychosocial Risk Factors*§

D. Observe/Measure Parent-child Interactions and Resilience Factors*§

E. Identify/Update Family and Child Medical History and Biological Risk Factors§

F. Conduct a Careful Physical Exam

G. Provide Developmental and Behavioral Promotion

H. Interpret Results and Explain Findings 
Decide on Any Needed Referrals§

I. Document Current Findings 
Make Needed Referrals§

J. Coordinate Referrals, Update Longitudinal Documentation, and Follow Up§

*Use evidence-based measures for each of these components 

† Can be accomplished by referral resources 
§ Not needed at every visit

II. A STEP-BY-STEP PROCESS FOR DEVELOPMENTAL-
BEHAVIORAL SURVEILLANCE AND SCREENING IN CHILDREN 

FROM BIRTH TO 6-YEARS
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III. WHAT WORKS IN DEVELOPMENTAL-BEHAVIORAL 
SCREENING/SURVEILLANCE: DETAILS FOR EACH  

OF THE 10 STEPS
The alphabetical assignments in Figure 5 – 1 are described below. Each step begins with a description 
RI�WKH�PHDVXUH�V��XVHG��IROORZHG�E\�RQJRLQJ�FDVH�H[DPSOHV�RIIHULQJ�D�UHDO�ZRUOG�QDUUDWLYH��7KH�ȵH[LEOH�
nature of early detection is highlighted because many steps must vary by the different issues at play for 
HDFK�SDWLHQW��DV�ZHOO�DV�E\�SUDFWLFH�ZRUNȵRZ��RɟFH�HTXLSPHQW��SDUHQWVȇ�WLPH�DQG�SDUHQWVȇ�SURYLGHUVȇ�
ability to collaborate with IDEA programs. The focus in this chapter is on children from birth to 6-/8- 
years (depending on the measures used).   

1. Case example #1 describes the work of more than 200 primary care clinics across 30 US States and 
is based on their aggregate experiences on more than 100,000 patients. In each of these settings 
an online screening service was used, whether or not electronic health records were present. 
Administration methods for tools varied (e.g., having parents go to a web-based parent portal and 
complete screens prior to the visit, using computers in the waiting or exam room, having parents 
complete paper-pencil questionnaires while in waiting rooms followed by staff entering parents’ 
answers into the online system, by a hands-on administration or via live interview with clinicians/
nursing staff). 

2. Case example #2 describes a multi-satellite pediatric clinic with 21 providers within a single US 
State. Within this case we follow a single patient and her provider who used somewhat different 
measures than in Case Example #1 without use of an online screening service. Measures were 
administered in various ways depending on parent literacy: live interview and/or parent self-
administration via paper-pencil. This case tracks the detection of emerging developmental-
behavioral problems and also illustrates issues in referral coordination—both successes and 
challenges. 

STEP A. ELICITInG And ATTEndInG TO CAREGIvERS’ COnCERnS

$W� HYHU\� YLVLW� ZH� ZDQW� WR� NQRZ�ZKDW� FRQFHUQV� SDUHQWV� KDYH� DQG� ȴJXUH� RXW� KRZ� WR� DGGUHVV� WKHP��
Unfortunately some questions don’t work well at eliciting parents’ concerns, including the ones shown 
in the AAP 2006 statement.9 If we don’t ask and don’t ask well, families may not tell us their worries, 
most especially families with limited education and elevated psychosocial risk.10-12 But when we do ask 
HIIHFWLYH�TXHVWLRQV��SDUHQWV�DOPRVW�DOZD\V�VKDUH�FRQFHUQVȃDQG�WKXV�WKHLU�XQLTXH�LVVXHV��7KH�VSHFLȴF�
topics parents raise enable us to capitalize on the “teachable moment” wherein parents are thought to be 
particularly receptive to focused developmental promotion and anticipatory guidance. Asking parents 
to express their concerns also lets them know clearly that developmental-behavioral issues are a part of 
health care (something many low-income parents do not know and tend not to discuss spontaneously).13 
Finally, use of carefully constructed questions focused on parents’ concerns, lessens the awkward nature 
of encounters with an “unvoiced agenda,” and the problematic consequences of “oh by the way concerns” 
raised at the tail-end of the encounter when there is little time to address them and when other families 
(and staff) are waiting.14 

Description of the Parents’ Concerns Measure Used in Case Example #1
An evidence-based approach to eliciting and addressing parents’ concerns is seen in Parents’ Evaluation of 
Developmental Status (PEDS), a 10-question measure that prompts parents to describe in their own words 
how their children are doing in all developmental-behavioral domains. Without the probing questions 
of PEDS, parents tend to announce only worries about children’s behavior.9 With probes, parents are 
better able to think through competing reasons for misbehavior (e.g., Does my child understand what I 
say? Does she hear me when I speak? Does he have the motor skills to execute my requests? etc.). 

PEDS also elicits the worries of healthcare providers who are advised to enter their own concerns onto 
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the PEDS Response Form before scoring. While a minority of parents fail to share concerns when they 
should (e.g., due to literacy barriers or anxiety), providers’ observations are also an essential part of early 
detection via PEDS. PEDS encourages providers to incorporate other surveillance information such as 
knowledge of psychosocial risk factors and physical exam results to broaden referral recommendations 
(e.g. mental health or social work services for parents, audiological evaluations for children, etc.). PEDS 
also calls, at times, for implementation of other aspects of surveillance, including administration of a 
milestones-focused screen for children at moderate but not high risk (usually on about 20% of children).

PEDS LV�!�����������VHQVLWLYH�DQG�VSHFLȴF�WR�WKH�SUHVHQFH�RU�DEVHQFH�RI�SUREDEOH�SUREOHPV�LQFOXGLQJ�
ASD, cerebral palsy, language impairment, etc. PEDS scoring also provides clinicians a basic triage 
approach to sorting patients and guidance on how best to respond. Its decision-support suggests which: 

1. Children need prompt referral to IDEA (and which types of evaluations are needed); 
2. Children need further screening. If screening is passed, advise parents on topics of concern and 

vigilantly monitor development, and/or refer to non-IDEA programs such as Head Start or parent 
education; 

3. Parents are the “worried well,” i.e., parents who have concerns needing attention but not concerns 
associated with measurable developmental-behavioral problems; 

4. Families need evaluations for potential mental health problems and/or referrals for parent 
training; 

5. Parents have communication or literacy problems and thus need alternative measures and 
measurement methods (e.g. interview, direct-elicitation of children’s skills), and provider 
attention to psychosocial risk factors;

6. Children are doing well, and thus have parents who simply need reassurance that their child-
rearing skills are appropriate and their children are typically developing; 

7. Parents need advice about health issues (e.g., problems with eating, sleeping, vision, hearing, 
DVWKPD��HWF����,Q�PDQ\�FDVHV��WKHVH�GLɟFXOWLHV�PD\�KDYH�EHHQ�DGGUHVVHG�DW�SULRU�YLVLWV�EXW�WKH�
persistence of complaints affords an opportunity to re-explain and provide more in the way of 
supportive information (if not also re-evaluate medical issues). 

5HVHDUFK�RQ�WKH�EHQHȴWV�RI�PEDS shows that when concerns are elicited in advance of the encounter, 
there is a substantial reduction in “oh by the way” concerns. As a consequence, PEDS appears to shave 
an average of three minutes from the average visit length—leaving more time for actually addressing 
parents’ issues.15 In turn, when parents have an opportunity to describe their unique concerns, providers 
can carefully focus the content of developmental promotion.10 For example, knowing that parents 
DUH�FRQFHUQHG�DERXW� WRLOHW� WUDLQLQJ�YHUVXV� WHPSHU� WDQWUXPV�HQDEOHV�D�VHOHFWLRQ�RI� VSHFLȴF�SDUHQWLQJ�
information appropriate to the issues parents raised. PEDS also engenders parent-provider collaboration 
and increases use of  positive parenting techniques (discipline not punishment).16 Finally, parents are 
more likely to return for well-visits when PEDS is used.17

Studies critical of PEDS�DUH�VHYHUDO�DQG��LQ�JHQHUDO��WKHVH�VWXGLHV�QRWH�WKDW�LW�LGHQWLȴHV�WZLFH�WKH�QXPEHU�
of children in need of attention than do other screens and thus that PEDS�VSHFLȴFLW\�LV�SUREOHPDWLF�13,18-20 
6XFK�ȴQGLQJV� DUH� TXLWH� FRUUHFW� EHFDXVH�PEDS is designed to identify not just IDEA eligible children 
(e.g., the bottom 2% on reference standard measures), but also those at moderate levels of risk who 
likely need something other than an IDEA referral. It is also evident that many providers ignore the 
recommendations generated by PEDS and thus tend to refer far fewer patients than they do when other 
measures are used. Worrisome is the distinct possibility that the “junk science” of informal milestones 
may be used to over-ride evidence. Obviously, PEDS needs to be deployed with care and its results taken 
seriously. And so PEDS may work best when coupled with another component of screening/surveillance—
accurate measurement of children’s milestones.20

Eliciting/Addressing Parents’ Concerns: Clinic Case Example #1
We use PEDS (via PEDS Online) at all visits starting at 4-months of age. At earlier ages we use Bright 
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Futures Trigger questions. Our rationale is that in the 0 through 3-month age-range, parents are largely 
concerned about health issues—feeding, diaper rash, sleep—and that existing developmental-behavioral 
problems are likely to be apparent with clinical observation, knowledge of medical history, and physical 
H[DP�ȴQGLQJV��3('6�2QOLQH� LV� XVHG� LQ� YDULRXV�ZD\V�DFURVV�RXU� FOLQLFV�� GHSHQGLQJ�RQ� FOLQLF� HTXLSPHQW��
provider preferences, and parents’ access to the internet from home, by live interview with staff asking 
parents questions at the medical technician or nursing station, by having parents complete PEDS questions 
in the waiting or exam room and then having staff or providers enter comments into PEDS Online or by 
prompting parents to complete measures before the encounter at home or through a public library or 
school computer. 

%\�XVLQJ�3('6��ZHȇYH�YLUWXDOO\�HOLPLQDWHG�ȊWKH�JUHQDGHV�RI�WKH�GD\ȋ�WKDW�DUH�VR�GLVUXSWLYH�WR�RXU�ZRUN�ȵRZ��
aggravating to staff, and irksome for the parents who must wait even longer. By knowing in advance what 
SDUHQWVȇ�FRQFHUQV�DUH��ZH�ZDON�LQWR�WKH�H[DP�URRP�UHDG\�WR�DGGUHVV�VSHFLȴF�WRSLFV��DQG�DUPHG�ZLWK�SDUHQW�
and referral information as needed. PEDS Online also provides a referral letter to mail or email to referral 
sources, a summary report for parents explaining next steps, and guidance on billing and procedure codes. 

Because PEDS calls for a second screen for children at moderate risk, we also use routinely, starting at 
4-months, the PEDS:DM, a milestones-focused measure offered by PEDS Online. This helps us better identify 
the “worried well” and thus address the concerns of such parents via developmental-behavioral promotion 
and watchful waiting. Because some level of risk remains (e.g., when parents tell us they don’t know how to 
help a 6-month-old talk or what exactly a child that age should be doing), by adding a short but validated 
milestones-focused screen to PEDS, we can swiftly identify which children and families need hands-on 
intervention. 

STEP B. MEASuRE CHILdREn’S SkILLS

6WHS�%�IRFXVHV�RQ�GHȴQLQJ�ZKDW�FKLOGUHQ�DUH�DEOH�WR�GR�DQG�WKH�GRPDLQV�LQ�ZKLFK�WKH\�PD\�EH�KDYLQJ�
WURXEOH�� 7KH� LQIRUPDWLRQ� JDWKHUHG� LQ� WKLV� VWHS� KHOSV� FRQȴUP� RU� GLVFRQȴUP� SDUHQWVȇ� FRQFHUQV�� DQG�
thus better indicates when parenting advice or referrals are needed. Evidence-based measures are 
UHTXLUHG��VR�SOHDVH�UHDG�RU�UHUHDG�&KDSWHU���LI�\RX�UHPDLQ�QHHGOHVVO\�FRQȴGHQW�LQ�DG�KRF�PLOHVWRQHVȃ
these are thoroughly proven not to work well in early detection. Step B has three components, per AAP 
recommendations, some of which can be staggered across visits and/or become questions posed to 
referral sources: 

STEP B (PART 1): SCREEn MILESTOnES In ALL dOMAInS

Descriptions of broad-band milestones screens used in Case Examples # 1 and # 2

Ages and Stages Questionnaire-3 (ASQ-3) PHDVXUHV� GHYHORSPHQWDO� VNLOOV� LQ� ȴYH� GRPDLQV��
FRPPXQLFDWLRQ��D�FRPELQDWLRQ�RI�H[SUHVVLYH�DQG�UHFHSWLYH�ODQJXDJH���ȴQH�PRWRU��JURVV�PRWRU��
problem-solving (cognitive/academic/preacademic), and self-help (referred to as personal-social). 
Across the 0 to 5½-year age-range, parents answer 30 multiple choice questions—about six per 
domain. Some questions, especially with children 2 ½-years and older, require parents to elicit 
skills directly from children. Ideally, parents (and children) complete the ASQ at home prior to an 
encounter (e.g., via an online application or with print-outs taken home or mailed out after prior 
YLVLWV���2WKHUZLVH��IDPLOLHV�FDQ�ZRUN�WKURXJK�WKH�TXHVWLRQV�JLYHQ�VXɟFLHQW�WLPH��DQG�PDWHULDOV��LQ�
the waiting room. Cutoff scores identify children with probable disabilities, i.e., those performing 
at the 2nd percentile or lower, but also those in “the gray zone” who are at risk, may not qualify 
for IDEA, but need other types of intervention. The ASQ’s informal questions to parents may 
identify other surveillance foci including medical/developmental history, parental worries about 
vision/hearing, and behavioral issues.  

 The ASQ-3 (and its earlier editions) have enjoyed abundant research. When compared with 
pediatricians’ clinical impressions (often based on informal milestones drawn from the Denver), 
the ASQ detected six times more children at 12-months of age, and three times more children 
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at 24-months of age.20-29 As with PEDS, ASQ research has focused on discriminant validity, i.e., 
ZKDW�W\SHV�RI�FRQGLWLRQV�DUH�LGHQWLȴHG�YLD�XQLTXH�SHUIRUPDQFH�SDWWHUQV��,Q�D�VWXG\�FRQGXFWHG�
in nineteen countries with the ASQ (2nd ed.),22 its sensitivity to neurosensory disabilities (severe 
FHUHEUDO�SDOV\��IXQFWLRQDO�EOLQGQHVV��GHDIQHVV��HWF���ZDV�KLJK��ZLWK�JRRG�VSHFLȴFLW\�WR�WKH�DEVHQFH�
of problems (82.3%).23 Performance patterns were striking in that the communication domain 
ZDV� PRVW� SUHGLFWLYH� RI� GLVDELOLWLHV�� IROORZHG� FORVHO\� E\� GHȴFLWV� LQ� WKH� JURVV� PRWRU� DQG� VHOI�
help domains.22�'HȴFLWV� LQ�ȴQH�PRWRU�DQG�SUREOHP�VROYLQJ� FRQWULEXWHG� OLWWOH� WR� WKH�SUHGLFWLRQ�
of neurosensory disabilities.26 Preliminary studies suggest that the ASQ is highly sensitive at 
detecting ASD via unique performance patterns. Retrospectively, children with ASD (N=73) were 
found frequently to have delays in communication, problem-solving and self-help domains; and 
parents were likely to have concerns about children’s behavior. The ASQ-3 in Spanish is known to 
EH�ERWK�VHQVLWLYH�DQG�VSHFLȴF��DQG�VWXGLHV�RI�LWV�.RUHDQ�DQG�1RUZHJLDQ�WUDQVODWLRQV�DOVR�SURYLGH�
evidence of accuracy.27,28

PEDS: Developmental Milestones (PEDS:DM) is for children from birth to eight-years of age and 
has 6 – 8 items per well-visit—one item per domain, i.e., expressive language, receptive language, 
JURVV�PRWRU��ȴQH�PRWRU��VHOI�KHOS��VRFLDO�HPRWLRQDO��DQG�IRU�ROGHU�FKLOGUHQ��UHDGLQJ�SUH�UHDGLQJ�DQG�
math/pre-math/writing/spelling. Thus the PEDS:DM serves as a developmental-behavioral/mental 
health, as well as a kindergarten readiness screen. The screen is designed to replace informal 
PLOHVWRQHV�FKHFNOLVWV��VXFK�DV�WKRVH�IRXQG�RQ�DJH�VSHFLȴF�HQFRXQWHU�IRUPV��ZLWK�HYLGHQFH�

 Administration options include parent-report (via PEDS Online or paper-pencil in the waiting 
room), observation (for infants and toddlers) but also direct elicitation (which requires about 3 – 5 
minutes of professional time). PEDS Online automates scoring instantly, while hand-scoring takes 
about 1 minute. Results indicate when a child performs at or below the 16th percentile in each 
domain—meaning that the PEDS:DM�LGHQWLȴHV�ERWK�DW�ULVN�DQG�KLJK�ULVN�FKLOGUHQ��$�FXPXODWLYH�
recording form charts progress in each domain over time and indicates how to integrate results 
with PEDS, a measure of parents’ concerns. A scored example of the longitudinal tracking form 
for both PEDS and the PEDS:DM are shown in Section VI.

 In addition, the PEDS:DM via PEDS Online houses the 0RGLȴHG�&KHFNOLVW�RI�$XWLVP� LQ�7RGGOHUV�
(M-CHAT). PEDS:DM in print also includes the Family Psychosocial Screen, the Brigance Parent 
Child Interactions Scale, and several measures for older children, such as the Safety Word Inventory 
and Literacy Screener (SWILS), the Pictorial Pediatric Symptoms Checklist (Pictorial PSC), and the 
Vanderbilt ADHD Scale.

 PEDS:DM items were culled from two diagnostic measures, the Brigance Inventory of Early 
Development-II and the Brigance Comprehensive Inventory of Basic Skills via logistic regression 
to identify skills optimally predictive of performance in each domain. Research illustrates high 
OHYHOV�RI�VHQVLWLYLW\�DQG�VSHFLȴFLW\�DFURVV�DJHV�DQG�SHU�GRPDLQ� LQ�FRPSDULVRQ�ZLWK�GLDJQRVWLF�
measures of development and school skills.30 One study showed the combination of PEDS and 
the PEDS:DM (a total of 18 items capturing both concerns and milestones) was as sensitive to 
developmental-behavioral problems as a lengthier screen and more likely than other tools to 
GHWHFW�WKH�PRVW�FRPPRQ�GHYHORSPHQWDO�GLɟFXOW\ȃODQJXDJH�LPSDLUPHQW�31

Milestones-focused Screening/Surveillance: Clinic Case Example #1 

We use the PEDS:DM (also via PEDS Online) at all visits after 3-months, due to its brevity (only 6 – 8 
questions, one per domain). Many clinics have parents complete the age-appropriate milestones questions 
in print in the waiting or exam room although some clinics ask parents to complete the items at home 
before the visit via the PEDS Online parent portal. The print version for gathering responses (and having 
staff enter responses into PEDS Online) is the preference of most clinicians, because the PEDS:DM has 
a built-in developmental promotion component in which parents are encouraged to read aloud to their 
children (even in early infancy), a story about age-appropriate parent-child interactions (e.g., talking with 
your baby, imitating his/her sounds, naming things the child is attending to, etc.). We are aware that the 
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PEDS:DM detects children with mild and often emerging delays; delays often associated with psychosocial 
risk factors. This means that some children with unmet milestones on the PEDS:DM do not qualify for IDEA 
but we know such children need other kinds of help.

So here is our decision-making paradigm based on the combination of PEDS and PEDS:DM: 

1. ,I�SDUHQWV�UDLVHG�FRQFHUQV�RQ�3('6�EXW�WKH�3('6�'0�KDV�QRW�LGHQWLȴHG�DQ\�SUREOHPV��ZH�ȴUVW�DWWHQG�
carefully to the content of parents’ concerns. If parents described disordered development such as 
disinterest in others, repeating the same phrases, loss of words (all issues not well captured by 
milestones-focused screens), we simply refer to IDEA;

2. If parents have concerns on PEDS, but disordered development does not appear present in parents’ 
comments (e.g., “I’m not sure what a 6-month-old should be saying”), and the PEDS:DM does not 
FRQȴUP�SUREOHPV��ZH�DGYLVH�SDUHQWV�RQ�GHYHORSPHQWDO�SURJUHVV�DQG�GHYHORSPHQWDO�SURPRWLRQ�YLD�
information handouts and discussion. We consider parents who don’t know much about development 
to be “pre-risk” and so we monitor development carefully with an eye toward whether our advice 
was effective or whether parent training and/or IDEA referrals are needed;

3. Whether or not parents have raised concerns on PEDS, but the child has unmet milestones on the 
PEDS:DM, we refer to IDEA for more in-depth screening;

4. :KHQ�VFUHHQV�DUH�IDLOHG�EXW�,'($�GRHV�QRW�ȴQG�SUREOHPV��ZH�UHIHU�WR�FRPPXQLW\�SURJUDPV�VXFK�DV�
Head Start or quality daycare (and we monitor these children carefully so that mild delays do not 
become bigger ones).

STEP B (PART 2): AuTISM SPECIfIC SCREEnInG AT 18- And 24-MOnTHS

The AAP recommends screening for ASD at 18-months and again at 24-months (and at other ages if 
concerns are suggestive of ASD). Although many broad-band screens have been the focus of discriminant 
YDOLGLW\�VWXGLHV�VKRZLQJ�UHDVRQDEOH�VHQVLWLYLW\�DQG�VSHFLȴFLW\�WR�$6'��QRQH�DUH�DV�DFFXUDWH�DV�DGGLQJ�D�
VHSDUDWH�QDUURZ�EDQG�DXWLVP�VSHFLȴF�VFUHHQ��1HYHUWKHOHVV��$6'�IRFXVHG�VFUHHQV�VKRXOG�QHYHU�VHUYH�DV�
the only screening tool used at well-visits because they fail to detect most children with other types of 
problems—problems far more common than ASD—such as language impairment, intellectual disabilities, 
or learning disabilities. Also, not all children who fail an ASD screen will actually be found to have ASD 
(although they are highly likely to have a substantial disabilities of other types).32-34 For this reason we 
UHFRPPHQG�UHIHUULQJ�ȴUVW�WR�,'($�VHUYLFHV�IRU�IXUWKHU�HYDOXDWLRQ�DQG�LQWHUYHQWLRQ�ZKHQ�DQ�$6'�VFUHHQ�
is failed. Although a simultaneous referral to ASD specialists can be considered, IDEA services can help 
FRQȴUP�RU�GLVFRQȴUP�WKH�QHHG�IRU�D�VSHFLDOW\�HYDOXDWLRQ�

Description of the ASD screen Used in Case Example #1 and #2 

7KH�0RGLȴHG�&KHFNOLVW� RI�$XWLVP� LQ�7RGGOHUV� �0�&+$7� consists of 23 short questions about 
children’s behaviors and social communications to which parents indicate ‘yes’ or ‘no.’ The 
M-CHAT is freely downloadable in multiple languages at www.mchatscreen.com. A scoring 
template is also downloadable on the site. 

 When the M-CHAT is failed, the M-CHAT Follow-up Interview is required. The exact questions are 
available at www.mchatscreen.com but the interview may be too lengthy to complete during a 
well-visit. But almost all M-CHAT over-referrals are children with other kinds of problems—often 
language impairment or intellectual disabilities. The best option is to refer to IDEA programs with 
D�VSHFLȴF�UHTXHVW�WR�SURYLGH�WKH�IROORZ�XS�LQWHUYLHZ�DV�ZHOO�DV�RWKHU�HYDOXDWLRQVȃDOORZLQJ�,'($�
to decide if an ASD-focused evaluation is warranted. Referring only to ASD services is not advised 
due to the inevitably long waiting lists. 

 Research on the M-CHAT is voluminous. The M-CHAT detects ~ 5 times the number of children 
with ASD than does clinical judgment alone.32-34 In a primary care sample of 41 patients diagnosed 
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ZLWK�$6'��RQO\���KDG�EHHQ�SUHYLRXVO\�ȵDJJHG�E\�WKH�SHGLDWULFLDQ�34 Other studies of the M-CHAT 
are housed on its website (www.mchatscreen.com). In-progress studies are focused on whether 
a shorter set of items works as accurately (which would be helpful for fast-paced primary care 
visits). 

$XWLVP�6SHFLȴF�6FUHHQLQJ��&OLQLF�&DVH�([DPSOH���

Per AAP recommendations, we use the M-CHAT via PEDS Online at 18-months and again at 24-months (and 
RWKHUZLVH� ȵH[LEO\�� L�H���ZKHQ� SDUHQWVȇ� FRPPHQWV� GHVFULEH� GLVRUGHUHG� GHYHORSPHQW� FRQVLVWHQW�ZLWK�$6'��
such as repetitive behavior, lack of interest or responsiveness, etc.). When the M-CHAT is failed, parents 
usually have substantial concerns, and their children have not performed well on the PEDS:DM and/or 
3('6��6R�LQ�DOO�FDVHV�ZKHQ�WKH�0�&+$7�LV�IDLOHG��ZH�NQRZ�ZH�QHHG�WR�UHIHU�WR�,'($�ZLWK�D�VSHFLȴF�UHTXHVW�
to view all aspects of a child’s development, and we also ask IDEA to complete the requisite M-CHAT follow-
up interview. In the rare cases when parents don’t have concerns and other screens are passed, but the 
M-CHAT is failed, that’s when we tend to do the M-CHAT follow-up interview on our own (because parents 
may have misunderstood items, may have literacy problems we failed to detect, and perhaps parents simply 
needed more help understanding the questions). PEDS Online shows us which questions on the M-CHAT 
ZHUH�IDLOHG��DQG�VR�ZH�FDQ�VRPHWLPHV�ȴW�WKH�LQWHUYLHZ�LQ�GXULQJ�D�YLVLW��HVSHFLDOO\�LI�RQO\�D�IHZ�LWHPV�QHHG�
more discussion. Our practices downloaded the exact wording for the follow-up interview from the MCHAT 
website (www.mchatscreen.com) and we keep this in the desk in every exam room.

STEP B (PART 3): SOCIAL-EMOTIOnAL SCREEnInG WHEn OTHER SCREEnS ARE fAILEd 

Developmental problems often co-occur with social-emotional/mental health problems. When broad-
band developmental screens do not measure this domain, a social-emotional/mental health screen should 
be deployed (or referred for) . There are a range of measures for social-emotional screening as described 
in Chapter 4, (including ones for older children with more extended descriptions of the latter in Chapter 9). 

Descriptions of Social-Emotional Screens used in Case Example # 1 and # 2

Parents’ Evaluation of Developmental Status (PEDS) and PEDS:Developmental Milestones 
(PEDS:DM) are described above. PEDS captures parents concerns about social-emotional and 
behavioral issues. The PEDS:DM includes a brief social-emotional scale. 

ASQ:Social-Emotional (ASQ:SE) is for children 3-months through 5½-years. In a specialized medical 
home which served foster care children, the periodic use of the ASQ:SE promptly detected six times 
more children (ages 6-months to 5½-years) with suspected social-emotional delays (i.e., evolving 
disorders) than a clinician’s unstructured surveillance alone.22,24,35 Of note, all pediatricians who 
participated in this study possessed knowledge that each child was high-risk for a developmental 
and social-emotional delay. Use of the ASQ:SE detected 24% of children as having a suspected 
social-emotional problem, while a clinician’s unstructured surveillance detected only 4%.22,24,35In 
these studies caregivers were asked to complete either the ASQ or ASQ:SE before every well-
child visit for children ages 4-months to 5½-years. Administration of the ASQ�DW�WKH�ȴUVW�YLVLW�ZDV�
alternated with that of the ASQ:SE at the next visit, but for feasibility reasons, both questionnaires 
were not administered simultaneously. The agreement between the ASQ:SE and ASQ ranged from 
����WR�����ZKHQ�GDWD�ZHUH�VWUDWLȴHG�E\�DJH�JURXS�24�7KLV�UHVHDUFK�GHPRQVWUDWHG�WKH�EHQHȴW�RI�
alternating the ASQ with the ASQ:SE at every well-child visit (4-months to 5½-years) in a high-risk 
population.

 Despite the ASQ:SE’s� DELOLW\� WR� GUDPDWLFDOO\� LQFUHDVH� WKH� LGHQWLȴFDWLRQ� UDWHV� RI� FKLOGUHQ�ZLWK�
social-emotional problems, an organized strategy is needed for preparing a community (e.g., 
social and educational sectors and a primary care practices).36 In a general population sample, an 
Illinois statewide initiative advocated and implemented universal ASQ:SE screening in the second 
year of life, at least by the 18-month well-child visit.36 In addition, the ASQ was completed at least 
once by the 12-month well-child visit, and again by the 24-month well-child visit. Interestingly, 
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69% of clinic sites had ASQ screening rates > 85%. The feasibility of ASQ tools is visible because 
half of the primary care sites met the objective of screening 85% of children, although in the 
remaining sites screening rates ranged from 5% to 81%.36 Developmentalists or mental health 
specialists co-located in primary care also offer a feasible approach to monitoring progress once 
children are enrolled in special services.37 Another common primary-care strategy is to employ 
the ASQ:SE along with the ASQ at the 4-year well-child visit because social-emotional skills, as 
well as developmental skills correlate closely with high school graduation rates.24 Compared to 
the ASQ��SDUHQWV�W\SLFDOO\�ȴQG�WKH�ASQ:SE easier to complete because its items do not require 
children to perform developmental tasks, but instead are based on parental recall.

6RFLDO�(PRWLRQDO�0HQWDO�+HDOWK�6FUHHQLQJ��&OLQLF�&DVH�([DPSOH���

When parents repeatedly express social-emotional or behavioral concerns on PEDS, we take this as a sign 
that our brief advice has not been effective, and that more intensive interventions are needed. When we 
see this pattern or when social-emotional items on the PEDS:DM are below cutoffs, we refer to IDEA with 
D�VSHFLȴF�UHTXHVW�WR�DGPLQLVWHU�WKH�$64�6(�RU��LQ�WKH�FDVH�RI�ROGHU�FKLOGUHQ��IRU�DGPLQLVWUDWLRQ�RI�PHQWDO�
health measures such as the PSC (as described in Chapter 9)��:KHQ�,'($�ȴQGV�SUREOHPV��ZH�RIWHQ�UHIHU�WR�
a mental health specialist as well. 

C. IdEnTIfY/uPdATE PSYCHOSOCIAL RISk fACTORS

Psychosocial risk factors are predictors of future developmental-behavioral problems, even when 
FXUUHQW� VWDWXV� ORRNV� ȴQH�� 5LVN� IDFWRUV� LQFOXGH�� OLPLWHG� SDUHQWDO� HGXFDWLRQ�� SDUHQWDO� GHSUHVVLRQ� RU�
VXEVWDQFH�DEXVH��KRXVLQJ��IRRG��MRE�LQVWDELOLW\��GLɟFXOW\�VSHDNLQJ�(QJOLVK��IRU�IDPLOLHV�UHVLGLQJ�LQ�WKH�
US and most Canadian provinces), etc. As with developmental-behavioral problems, psychosocial risk 
factors are often not amenable to clinical observation. For example, families may have dressed up for an 
appointment and obvious symptoms of poverty may be masked. Families may be on their best behavior 
and look happy even in the face of depression simply because a provider is paying attention to them. So, 
measurement is the best way to capture psychosocial risk factors.12,38-46

Description of a Psychosocial Risk screen used in Case Example #1 and #2

The Family Psychosocial Screen (FPS). The FPS captures many different risk factors including 
educational attainment and income, health and safety issues (such as gun storage and smoking in 
the home), parents’ medical history, social support, child care arrangements, etc.40,41 Within the 
FPS are several short (e.g., 4-item) screens for depression, substance abuse, domestic violence, 
and so forth. Compared with a clinician’s medical records, the FPS�LGHQWLȴHV�VLJQLȴFDQWO\�PRUH�
parents with possible substance abuse, depression, low self-esteem, and/or history of abuse as a 
child, including worries about current disciplinary methods (p < .01 for each).40 While clinicians 
may initially think some FPS�TXHVWLRQV�DUH�LQȵDPPDWRU\��WKLV�LV�QRW�VXSSRUWHG�E\�UHVHDUFK��)RU�
example, the FPS response rate for sensitive questions is > 85%.40

 Nevertheless, a cover letter is wise in which you inform parents that in order to provide optimal 
care for their child, it is necessary to understand and address important issues within the family. 
We recommend using the FPS with parents of all new patients and then repeating subsets of 
LWHPV��H�J���SDUHQWDO�GHSUHVVLRQ�TXHVWLRQV��ODWHU�LQ�WKH�ȴUVW�\HDU�RI�OLIH�DQG�DJDLQ�VRPHWLPH�LQ�WKH�
second year, i.e., during the time frame when post-natal depression is common (for both mothers 
and fathers). In addition, we recommend repeating items focused on any risk factors previously 
addressed (e.g., did the family actually stop smoking inside the house? Improve the safety of gun 
storage?). 

 Use of the FPS requires providers to have thorough knowledge of available services. Without 
awareness of referral resources, the FPS feels like “opening a can of worms” although one worth 
opening given preparation, i.e., knowledge of referral resources and ability to collaborate with 
them. At the end of this chapter is a list of referral options including those addressing the many 
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issues of families with psychosocial risk factors. 

3V\FKRVRFLDO�5LVN�)DFWRUV��&OLQLF�&DVH�([DPSOH����

We use the FPS with all new patients of any age. We address any problems found at intake visits and 
make any needed referrals (e.g., social work, mental health). Because most new patients are newborns, 
and because we know that risk factors, including parental depression, change with time, we re-administer 
by interview the depression items, usually at 6-months and again at 15-months, i.e, close to the middle of 
WKH�ȴUVW�DQG�DJDLQ�LQ�WKH�VHFRQG�\HDU�RI�OLIH��$W�VXFK�YLVLWV��DQG�XVXDOO\�RWKHUV���ZH�UHVFUHHQ�IROORZ�XS�ZLWK�
FRQFHUQLQJ�LVVXHV�ZHȇYH�SUHYLRXVO\�LGHQWLȴHG��H�J���KRXVLQJ�LQVWDELOLW\��XQHPSOR\PHQW��DQG�DGGUHVVHG�ZLWK�
referrals to determine whether help was received and effective. For issues not requiring a referral (e.g., 
smoking in the house, gun safety) we explore in subsequent visits whether our advice helped, and thus 
whether we need to repeat our messages, provide more information, etc.

Because the most problematic issues (e.g., domestic violence, homelessness) are thorny and time-consuming, 
we collaborate closely with our local departments of social services who can take over challenging cases. We 
are also in the midst of hiring care-coordinators who can work with social services, educational programs 
IRU�FKLOGUHQ�DQG�SDUHQWV��DQG�NHHS�WUDFN�RI�IDPLOLHV�ZKR�DUH�VRPHWLPHV�KDUG�WR�ȴQG�IRU�IROORZ�XS�FDUH��

d. OBSERvE/uPdATE PAREnT-CHILd InTERACTIOnS/RESILIEnCE fACTORS

It is important to take note of parent-child interactions throughout the encounter, including asking staff 
about their observations. Receptionists are often well aware that a parent is barking orders or spanking 
a child when in the waiting room. Staff may notice that a child is clingy and wary of other adults (well 
beyond the typical ages for separation anxiety—a potential indicator of child abuse). During the physical 
H[DP�SURYLGHUV�PD\�QRWLFH�GLɟFXOW�LQWHUFKDQJHV�EHWZHHQ�SDUHQW�DQG�FKLOG��DV�ZHOO�DV�SRVLWLYH�RQHV��H�J���
ZKHQ�ZH�HQWHU�WKH�H[DP�URRP�WR�ȴQG�D�SDUHQW�VKDULQJ�D�ERRN�ZLWK�WKHLU�FKLOG���1HYHUWKHOHVV��WKH�IXOO�
complement of parent/child interactions may not be fully manifest during a visit. 

Description of the Resilience Measure Used in Case Example #1

 The Brigance Parent Child Interactions Scale (PBCIS). The BPCIS is designed for children 
between birth and 30-months of age. Its 18-item parent-report version can be completed by parents 
in the waiting room or sent home to complete and return by the next visit. The BPCIS can also 
be completed by provider observation (although this may be challenging, because all behaviors 
may not be visible during an encounter). With either measurement method, BPCIS questions 
identify positive interactions and parents’ feelings about parenting (e.g., the parent reads books 
to their child, enjoys communicating, actively teaches their child new things, feels their child is 
interested in communicating, feels competent to soothe their child when he or she is distressed). 
Research on the BPCIS showed that 6-, 12-, 18-, and 24-month-olds scored in the average range 
on developmental measures when their parents had positive interactions and perceptions, even 
when psychosocial risk factors were present.42

 The BPCIS� DOVR� LGHQWLȴHV�QRQ�SURWHFWLYH� IDFWRUV�� L�H���SUREOHPDWLF� LQWHUDFWLRQV�DQG�SHUFHSWLRQV�
that are highly predictive of future delays (e.g., parents who feel their children aren’t interested 
in communicative play; don’t talk with their children during meals; state they don’t actually like 
their children or believe their children don’t like them; don’t share books with their children; 
etc.). The development of children whose parents had negative perceptions and a dearth of 
positive interactions begins to plummet dramatically with differences visible by 6-months of age, 
and became strikingly low (e.g., ~ the 8th percentile) by 24- to 30-months of age.42

 So when resilience factors are present, i.e., positive parent perceptions and positive parent-child 
interactions, but a parent has risk factors such as limited education, resilience factors can trump 
the potential impact of psychosocial risk factors. Indeed the presence of resilience factors is a 
stronger predictor of outcome than are psychosocial risk factors alone (e.g, factors captured by the 
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FPS). But the absence of resilience/protective factors without psychosocial risk factors also calls 
for swift and early developmental promotion plus careful monitoring of parenting skills. Even 
more problematic is the absence of resilience/protective factors in the presence of psychosocial 
risk. This should constitute an alarm call for swift and very early assistance from social work 
services, mental health programs, along with educational intervention for children and hands-on 
parent training. 

Parent-Child Interactions and Resilience: Clinic Case Example #1

We provided training to providers and staff on observing parents and children during visits so they could 
keep in mind the content of critical items on the BPCIS: 

ȏ� Is the parent playing with their child—talking about and showing him/her things (e.g., toys)? 

ȏ� Is the parent sharing books with their child?

ȏ� If a child looks at or touches something does the parent talk about the object? 

ȏ� Does the parent face the child (especially infants) when talking to him or her? 

ȏ� Has the parent brought food, toys, diapers, etc. to the visit? 

ȏ� Does the parent seem to enjoy interacting with their child?

We encourage staff to alert us when they notice parent-child interaction problems in the waiting room, at 
weigh-in, at the nursing station, etc. [e.g., use of punishment instead of praise and discipline (by which we 
mean teaching a better way to behave), shouting, excessive use of “No,” and the parents’ overall affect—
angry, glum, passive versus joyful, engaged, etc]. 

Because we can’t always see positive parenting behaviors during our brief visits, we also use the BPCIS 
by parent report (coupled with clinical observation using the examiner version as a guide) at 6-months 
and again at 15-months. Because we actively promote development in our clinic, repeating the BPCIS at 
���PRQWKV�FRQȴUPV�ZKHWKHU�RXU�DGYLFH�DERXW�WDONLQJ�ZLWK�FKLOGUHQ��VKDULQJ�ERRNV��DFWLYHO\�WHDFKLQJ�QHZ�
things, etc. is working or not. The BPCIS also helps us see when parents are developing negative perceptions 
about their children (which is often associated with depression and psychosocial risk factors) and thus that 
parents need more help than brief developmental promotion can provide, i.e., when we need to refer to 
more intensive services. 

:H�XVH�WKH�%3&,6�ȵH[LEO\�ZKHQ�SDUHQWV�UDLVH�FRQFHUQV�RQ�3('6��HYHQ�ZKHQ�WKH�3('6�'0�ORRNV�2.��WKDW�
UHȵHFW�OLPLWHG�NQRZOHGJH�RI�GHYHORSPHQW�RU�VNLOOV�LQ�SURPRWLQJ�GHYHORSPHQW�VR�WKDW�ZH�FDQ�H[SORUH�IXUWKHU�
whether protective factors are minimal, and thus better focus our developmental-behavioral promotion 
and progress monitoring. 

The BPCIS is presented in full in Chapter 10, including the scoring. The six critical BPCIS items are shown 
in Appendix A, including the well-visit envounter forms.

E. IdEnTIfY/uPdATE fAMILY And CHILd MEdICAL HISTORY And 
BIOLOGICAL RISk fACTORS

The family and child medical history requires documentation at intake along with periodic updates. 
Appendix A includes well-visit forms that capture not only the steps in screening and surveillance 
but also medical history issues. These forms are also downloadable on the website for this book,  
www.pedstest.com/TheBook/AppendixA. 

1. Child’s Medical History: a Note in-utero exposure to teratogenic/ harmful substance, APGAR score 
less than 5 at 5 minutes, late or moderate preterm (> 32 0/7 to 36 6/7 weeks gestational age), very 
preterm (< 32 weeks gestational age, low birth weight (< 2500g), very low birth weight (<1500g), 
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SGA or IUGR, congenital hydrocephalus, meningomyelocele, interventricular hemorrhage 
(Grades III or IV), respiratory distress syndrome, anoxic brain injury, encephalopathy, genetic, 
metabolic or neuro-developmental disorder with a high probability of a developmental delay, 
IDLOXUH�WR�WKULYH��LURQ�GHȴFLHQF\�DQHPLD��HOHYDWHG�EORRG�OHDG�OHYHO��YLVLRQ�RU�KHDULQJ�LPSDLUPHQW��
HIV, congenital heart disease, obstructive sleep apnea, seizure disorder, etc.

2. Family Medical/Developmental History:b  Note the presence of Communication Disorder/ 
Language Impairment, Learning Disability, Intellectual Disability, Autism Spectrum Disorders, 
PRWRU� GLVRUGHU�� )UDJLOH� ;� 6\QGURPH�� $WWHQWLRQ� 'HȴFLW� +\SHUDFWLYLW\� 'LVRUGHU�� PHQWDO� LOOQHVV�
such as anxiety disorder, major depression, bipolar disorder, and history of deafness, 
genetic or metabolic disorder, cataract, retinoblastoma, retinal dysplasia, or glaucoma. 
 
a Numerous states in the USA consider children automatically eligible for IDEA Part C (birth to three-years) 
if they have a diagnosed physical condition (biological/ medical risk factors). Prompt referrals should be made.  
 
b Some State IDEA Part C  programs also serve children whose parents have substantive psychosocial risk factors 
(e.g., a parent who is mentally ill or intellectually disabled) as well as children in foster care due to a history of abuse 
or neglect. If IDEA services do not cover psychosocial risk, make sure to refer to (surely a range of) other types of 
interventions. 

&KLOG�DQG�)DPLO\�0HGLFDO�+LVWRU\��&OLQLF�&DVH�([DPSOH���

Some family medical history is captured by the FPS (administered at new patient intake), although we have 
downloaded it for our clinic and added a few questions to it. All noteworthy aspects of medical history are 
noted separately on our well-visit encounter forms and also on each patient’s problem checklist so that we 
are constantly aware of medical risk as well as current problems, how we’ve addressed these, and what 
information we’ve received from any involved subspecialists. A longitudinal problem checklist reminds 
us to check at each visit on ongoing issues and their resolution. We are also aware that the conditions 
(superscripted with a or b above) are ones that may lead to automatic eligibility for IDEA services. So we 
carefully document such problems in our referral letters.

F. CONDUCT A CAREFUL PHYSICAL EXAM
When a child fails a developmental-behavioral screen or when surveillance suggests risk even when 
development seems typical, the physical exam needs to be particularly attentive to health status, hearing 
and visual acuity, and the possibility of various conditions that might contribute to delays. Be aware that 
most children with developmental-behavioral problems do not have a discernable physical cause. But, 
ZH�VWLOO�QHHG�WR�ORRN�FDUHIXOO\�DW�KHDOWK��VHQVRU\�DQG�SK\VLFDO�ȴQGLQJV��DQG�DGGUHVV�WKHVH�SURPSWO\��7KH�
foci of a quality physical exam should include the following:

1. Note potentially teratogenic exposures such as radiation or medications, infectious illnesses, fever, 
addictive substances or trauma. Review results of neonatal screens including phenylketonuria, 
hypothyroidism, and other metabolic conditions. Your evaluation should also consider perinatal 
history including birth weight, gestational age, Apgar scores and any medical complications. 

2. Identify postnatal medical factors such as chronic respiratory or allergic illness, recurrent otitis, 
head trauma and sleep problems including symptoms of obstructive sleep apnea. 

3. Attend to known symptoms of developmental-behavioral problems including growth parameters, 
head shape and circumference especially in light of prior visits, such as failure to thrive, 
microcephaly or markedly decelerating head circumference, macrocephaly or markedly 
accelerating head circumference, facial and other body dysmorphology symptomatic of genetic 
FRQGLWLRQV��H\H�ȴQGLQJV��H�J���FDWDUDFWV�FRPPRQ�WR�YDULRXV�LQERUQ�HUURUV�RI�PHWDEROLVP���YDVFXODU�
markings, testicular volume, and signs of neurocutaneous disorders (e.g., > 6 café-au-lait spots in 
QHXURȴEURPDWRVLV��K\SRSLJPHQWHG�PDFXOHV�LQ�WXEHURXV�VFOHURVLV���OLVFK�QRGXOHV��DVK�OHDI�PDFXOHV��
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etc. Neurodevelopmental assessment should include muscle strength, joint laxity, presence of 
DEQRUPDO�UHȵH[HV��DQG�GLVWXUEDQFH�RI�WRQH�DQG�PRYHPHQW��0DQ\�RI�WKH�DERYH�ȴQGLQJV�DQG�
associated conditions will automatically qualify children for IDEA Part C programs (birth to 3) and 
so referral for early intervention should be axiomatic in such cases. 

4. )RFXV�FDUHIXOO\�RQ�SK\VLFDO�ȴQGLQJV�VXJJHVWLYH�RI�DEXVH�RU�QHJOHFW�DQG�HQVXUH�SURPSW�UHIHUUDOV�
to child protective services. When indicated, explain to parents that you are required by law to 
UHSRUW�VXFK�SUREOHPV�DQG�WKDW�IXUWKHU�DVVHVVPHQW�RI�SK\VLFDO�ȴQGLQJV�ZLOO�EH�FDUHIXOO\�FRQGXFWHG��

5. Undetected hearing loss results in increasingly expensive interventions along with increasingly 
problematic long-term outcomes for children. Newborn hearing screening is essential but 
requires follow-up, especially with infants who were asymptomatic at birth. The AAP recommends 
oto-acoustic emissions (OAE) testing for all children at 6-months of age regardless of risk factors 
(see Harlor & Bower43 for AAP practice guidelines, equipment options, etc.). In addition, providers 
need to consider middle ear (ME) pathology. The following guide is helpful for understanding 
results of OAE together with tympanometry:  
 
���ȏ��3DVV�2$(���3DVV�0(��:LWKLQ�1RUPDO�/LPLWV���  
 
���ȏ��3DVV�2$(���)DLO�0(��3RVVLEOH�RWLWLV�PHGLD�ZLWK�HIIXVLRQ�  
 
���ȏ��)DLO�2$(���3DVV�0(��3RVVLEOH�VHQVRULQHXUDO�KHDULQJ�ORVV� 
 
���ȏ��)DLO�2$(���)DLO�0(��3RVVLEOH�FRQGXFWLYH�SDWKRORJ\�RU�PL[HG�ORVV��  
 
 7KH�ODWWHU�WZR�RXWFRPHV�VKRXOG�UHVXOW�LQ�DQ�D[LRPDWLF�UHIHUUDO�WR�DQ�DXGLRORJLVW�� � 
 
Children should be rescreened routinely at 4- to 5-years of age although pure tone audiometry is 
recommended at these ages because it detects the more subtle losses (e.g., 30 to 40 decibels). In 
between 6-months and 4- to 5-years, screening should be offered whenever there are risk factors 
�LQFOXGLQJ�GHȴFLWV�LQ�H[SUHVVLYH�RU�UHFHSWLYH�ODQJXDJH��43 Note that both OAE and ME testing are 
considered a routine aspect of a well-visit and rarely confer separate reimbursement. 

6. 9LVLRQ�DVVHVVPHQWV�VKRXOG�EHJLQ�DW�ELUWK�EHFDXVH�XQWUHDWHG�DEQRUPDOLWLHV�LQ�WKH�ȴUVW�IHZ�PRQWKV�RI�
life (e.g., cataracts, strabismus) can lead to amblyopia and vision loss. Vision loss can also be a sign 
of a life-threatening disease. Vision assessment should be included (at every visit): 

ȏ� $EQRUPDO�UHG�UHȵH[��PD\�LQGLFDWH�FDWDUDFW��JODXFRPD��UHWLQREODVWRPD��UHWLQDO�DEQRUPDOLW\��RU�
strabismus, or unequal or high refractive error); 

ȏ� $EQRUPDO�RFXODU�DOLJQPHQW��LH��VWUDELVPXV��RU�DV\PPHWULFDO�FRUQHDO�OLJKW�UHȵH[��

ȏ� 3XSLOODU\�DV\PPHWU\�RI�Ȳ��PP��VXJJHVWLYH�RI�QHXURORJLF�FRQGLWLRQ���

ȏ� Corneal asymmetry (suggestive of glaucoma); 

ȏ� Unilateral ptosis or other lesions obstructing the visual axis (e.g., eyelid hemangioma, which 
may cause amblyopia; and 

ȏ� Nystagmus.

 For children 3- to 4-years of age, measures of visual acuity are needed for which the Lea Symbols 
are helpful because letter naming is not required. At age 5- to 6-years, Snellen charts can be used. 
Prompt referral to a pediatric opthalmalogist is warranted when acuity is less than 20/40 in children 
ages 3- to 5-years or 20/30 in children > 6-years. See the American Academy of Ophthalmology for a 
helpful video on vision screening (http://one.aao.org).
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7. Lead screening should be provided whenever developmental problems arise, but preferably for 
all children. Lead screening should be repeated at several points during the 0 to 6-year age-range. 
Children living in older homes or near busy streets are at particular risk, as are those who play with 
adult makeup or who have recently immigrated. 

Physical Exam: Clinic Case Example #1

Some clinicians feel less than well-versed in neurological and dysmorphology examinations. These are of 
much importance when investigating developmental-behavioral issues. To help our clinicians refresh and 
improve their skills, we’ve done several things: 

(a) Encouraged newly hired clinicians to watch an online video on giving a neurological exam (see the 
Resources section at the end of this chapter); and

�E��6HW�XS�FROODERUDWLYH�RɚFH�URXQGV�ZKHUH�ZH�KDYH�SHULRGLF��URWDWLQJ�GLVFXVVLRQV�ZLWK�D�JHQHWLFLVW��D�
pediatric neurologist and a child psychiatrist who give us updates on various conditions. In these 
RɚFH�URXQGV�ZH�FDQ�SUHVHQW�FDVHV�DQG�WDON�LQ�GHSWK�DERXW�SDWLHQWV�ZHȇYH�UHIHUUHG��2XU�FOLQLFLDQV�
have learned much from this process (and we’ve even managed to get Continuing Medical Education 
Credits for these efforts from our local teaching hospital).

G. PROvIdE dEvELOPMEnTAL-BEHAvIORAL PROMOTIOn
Developmental promotion should be a major part of every encounter—even when you decide to refer 
(due to delays, health problems, psychosocial risk or absence of resilience). Parents receiving referral 
recommendations, more urgently than ever, want immediate ideas about how to help at home. We know 
that some parents don’t follow-up with referrals, at least not right away, and some get “lost in the cracks.” 
So at every encounter we need to address parents’ concerns and also provide parenting information and 
guidance. 

Clinicians should comment on positive interactions viewed during an encounter (e.g., “I like the way you 
are pointing out new things to your baby.”; "I like the way you are sharing books with your toddler.”). Praise 
works wonders for reinforcing desired behavior and parents very much appreciate hearing they are 
doing well. Providers should not shy away from gently commenting on and then redirecting problematic 
interactions (e.g., “I see that you mostly talk with your baby when she cries but not so much when she is 
calm. Let me show you the best thing to do to make sure she has the best chance to learn to talk well.”). 
Clinicians can then model face-to-face communication, preferably also allowing parents to practice what 
you’ve demonstrated (e.g., “Let me get you to try it.”). 

Evidence for the effectiveness of developmental promotion is strong. Findings from the Healthy Steps 
program reveal a positive, sustained impact on parenting that increases developmental stimulation, 
anticipatory guidance and well-child care compliance, while also reducing the odds of severe discipline/ 
physical abuse.44,45 These and other developmental promotion approaches are thoroughly covered in 
Chapter 7 including the value of providing written information, videos, etc.

But it is critical to note that a few minutes of developmental promotion once or twice a year may not 
EH�HIIHFWLYH�IRU�VRPH�SDUHQWV��2IWHQ�SURYLGHUV�DUH�RYHUO\�FRQȴGHQW�WKDW�DQ�LQIRUPDWLRQ�KDQGRXW�RU�D�
EULHI�HIIRUW�WR�PRGHO�DSSURSULDWH�LQWHUDFWLRQV�LV�VXɟFLHQW��ZKHQ�LQ�IDFW��PDQ\�SDUHQWV�QHHG�KDQGV�RQ��
continuous support to promote development or acquire better disciplinary techniques. So, it is essential 
to monitor the effectiveness of advice to parents. Follow-up is particularly essential when parent-child 
interactions are problematic, i.e., lack of developmental promotion or use of punishment rather than 
positive disciplinary techniques. By checking with parents on the effectiveness of our advice and any 
unresolved issues, we can identify families who need more intensive help (e.g., parent training classes, 
community intervention programs with a parent training component, social work services, etc.). Options 
for follow-up include: staff call-back, a text or e-mail message or a request that parents call the clinic in 
a few weeks to report on progress. 
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$V�ZLWK�RWKHU�DVSHFWV�RI�VFUHHQLQJ�VXUYHLOODQFH��ȵH[LELOLW\�LV�QHHGHG�LQ�WKH�GHOLYHU\�RI�GHYHORSPHQWDO�
behavioral promotion. For example, some providers prefer to offer information at the end of an encounter 
after conveying screening test results. Others offer developmental promotion at the beginning of an 
encounter (e.g., Reach and Read). Clinicians with websites often host links to approved parenting sites, 
and encourage parents to seek information when issues arise between visits. 

Summary of Developmental-Behavioral Promotion 
ȏ� Promote development at each visit;
ȏ� Monitor effectiveness of advice;
ȏ� Have back-up referral options in hand when advice is not effective;
ȏ� Read Chapter 7 for information on parent education methods and resources. 

Developmental-Behavioral Promotion: Clinic Case Example #1

Our clinicians feel developmental-behavioral promotion is one of the most important services we provide 
because we are doing more than just identifying problems. We are preventing problems. We depend heavily 
RQ�WKH�FRQFHUQV�SDUHQWV�UDLVH�RQ�3('6�DQG�DGGUHVV�WKRVH�VSHFLȴFDOO\��:H�DOVR�KDYH�D�ODUJH�SRVWHU�LQ�RXU�
ZDLWLQJ�URRP�� OLVWLQJ�HYHU\� ODVW�GHYHORSPHQWDO�EHKDYLRUDO�DQG�KHDOWK�VDIHW\� WRSLF�ZH�FRXOG�ȴQG� �H�J��� LQ�
books like "Encounters with Children").46 The poster helps parents know that such topics are an important 
part of well-child care and it encourages parents to list topics of interest on their PEDS Forms so that we 
can focus on these during the encounter. 

:H�UHO\�KHDYLO\�RQ�TXDOLW\�SDUHQWLQJ�ZHEVLWHV�IRU�ȴQGLQJ�LQIRUPDWLRQ�WR�VKDUH�ZLWK�SDUHQWV��DQG�VRPHWLPHV�
to refresh ourselves on issues such as toilet training stages). Our exam room computers enable us to print 
out hand-outs for parents to pick up when they check out. 

In addition, we use Reach Out and Read at every visit. Parents (and children) very much enjoy the positive 
LQWHUFKDQJH�DQG�KDYLQJ�D�ERRN� WR� WDNH�KRPH��:KHQ�ZDONLQJ� LQWR� WKH�H[DP�URRP��ZH�QRZ�ȴQG�SDUHQWV�
sharing books with their children, and that’s enormously rewarding to staff and clinicians (and good 
evidence of resilience, too). 

We also have packets of information prepared for every visit and these include not only vaccine information, 
but also a short guide to what children are doing and learning at each age along with basic anticipatory 
guidance. We use the downloadable age-by-age guides from the Nemours Foundations (www.kidshealth.
RUJ��� ,Q� DGGLWLRQ�� ZKHQ� SDUHQWV� UDLVH� VSHFLȴF� LVVXHV� �WRLOHWLQJ�� WDQWUXPV��� ZH� XVH� WKH� 1HPRXUV� RU� WKH�
$$3�+HDOWK\�&KLOGUHQ�ZHEVLWHV�WR�ȴQG�VSHFLȴF�LQIRUPDWLRQ�KDQGRXWV�WR�JLYH�WR�SDUHQWV��DIWHU�ZH�YHUEDOO\�
highlight the essentials).

We don’t have a website for our clinic yet, but we are keeping a list of parenting information sites we like so 
ZHȇOO�EH�UHDG\�WR�JR�ZKHQHYHU�ZH�ȴQG�D�ZHEPDVWHU�DQG�D�FOLQLFLDQ�WR�VSHDUKHDG�WKLV�SURMHFW��

Finally, we make a chart note on our problem/process checklist (shown in Section J) DERXW� WKH�VSHFLȴF�
topics parents raised so we can follow-up on the effectiveness of our advice at subsequent visits. If the topic 
is particularly troubling (e.g., use of physical punishment rather than discipline) we add a “follow-up by 
date” to schedule a return call or often schedule a return visit in 1- to 2-months to evaluate how well parents 
were able to use the information we provided. We can decide from there whether hands-on parent training 
or other services are needed. 
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H. INTERPRET RESULTS, DECIDE ON ANY NEEDED REFERRALS AND  
EXPLAIN FINDINGS

There are three components to this process:

1. Interpret Results. At this point, you’ve gathered lots of information that needs synthesizing. 
There are many permutations of information from which different conclusions and decisions can 
be drawn (given combinations of parents’ concerns, developmental-behavioral delays, health/
physical exam results, psychosocial risk and resilience factors). But with results in hand, the 
following self-queries aid in decision-making:

(a) Are subspecialty medical referrals needed and if so what type? Genetics? Endocrine? Audiology? 
etc;

�E�� 'RHV� WKLV� FKLOG� KDYH� VLJQLȴFDQW� GHOD\V�� SV\FKRVRFLDO� ULVN� IDFWRUV� DUH� DEVHQW� DQG� UHVLOLHQFH�
factors are present? If so refer to IDEA services and audiological and vision evaluations as 
indicated;

(c) Does this child have symptoms of autism spectrum disorder? If so, provide or refer for lead/
KHDULQJ�YLVLRQ�VFUHHQLQJ��UHIHU�WR�,'($�ZLWK�D�VSHFLȴF�UHTXHVW�WR�HYDOXDWH�SRVVLEOH�$6'�DQG�
discuss whether a simultaneous referral to an ASD specialty clinic is needed;

�G��'RHV�WKLV�FKLOG�KDYH�VLJQLȴFDQW�GHOD\V�WRJHWKHU�ZLWK�SV\FKRVRFLDO�ULVN�IDFWRUV�ZLWK�RU�ZLWKRXW�
resilience factors? If so, refer to IDEA services plus consider referrals to social work, adult 
mental health services, and or parent training. Swift follow-up with families is advised;

(e) Does this child have mild delays or no delays but psychosocial risk factors are present and  
resilience factors are absent? If so, refer to Head Start or other non-IDEA services, and consider 
possible referrals to social work, adult mental health, and most especially parent-training;

(f) Is the child achieving milestones on time, lacks risk factors, has resilience factors, but the 
parent describes concerns suggestive of disorder development? If so, refer to IDEA, establish a 
FRRUGLQDWHG�ȵRZ�RI�LQIRUPDWLRQ��DQG�IROORZ�XS�EHWZHHQ�YLVLWV�WR�HYDOXDWH�SURJUHVV�

2. Decide on Any Needed Referrals. Easily accessible information about referral options is 
essential (as is knowledge of what various services offer). A visible list (e.g., posted in each exam 
room) serves as a helpful reminder, for both parents and providers, about what is available and 
KRZ�WR�FRQWDFW�SURJUDPV��.HHSLQJ�EURFKXUHV�DERXW�SURJUDPV�LV�DOVR�ZLVH�IRU�HɟFLHQW�GHOLYHU\�RI�
the information parents need. 

3. Explain Findings. Providers are often uncomfortable conveying problematic results. None of 
us want to be the bearer of bad tidings. We want all families and children to be well and we 
always hope for the best. But failing to take action when delays, concerns, or psychosocial risk 
factors are present is just wishful thinking that helps no one. Remembering that developmental-
behavioral problems are the most common challenges of childhood, and some of the most subtle 
SUREOHPV�ZH�FRQIURQW��VKRXOG�SURPSW�XV�WR�OHDUQ�KRZ�WR�FRPIRUWDEO\�H[SODLQ�GLɟFXOW�ȴQGLQJV��
ever mindful that the earliest possible intervention is especially effective. As discussed in Chapter 
3, providers are more compelled to take developmental-behavioral issues seriously when there is 
a possible medical cause. So it is important to remember that for most children with disabilities, 
a physical cause will never be known. Therefore taking the results of screening/surveillance 
measures seriously is essential and ensuring referrals (along with developmental promotion) as 
LQGLFDWHG�E\�SUREOHPDWLF�ȴQGLQJV�LV�D�IDU�PRUH�KHOSIXO�DQG�SRVLWLYH�UHVSRQVH�WKDQ�LV�GLVPLVVLQJ�
problematic results in favor of “wait and see” or “watchful waiting.”

 Explaining results to families requires thoughtful regard for the limitations of any screening/
surveillance measure whether physical or developmental-behavioral. But it also requires 
appreciation for the high probability that evidence-based measures are accurate. All this means 
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we must strive not to be “sugar-coaters” but rather “straight-talkers.”47 Chapter 8 offers guidance 
RQ�KRZ� WR� H[SODLQ�ȴQGLQJV� LQ�D�ZD\� WKDW� LV� RSWLPLVWLF�� FOHDU�� DQG�HQFRXUDJHV� IDPLOLHV� WR� VHHN�
recommended services. 

Interpreting Results, Deciding on Referrals and Explaining Results: Clinic Case 
Example #1: 

$OWKRXJK�RXU�FOLQLFLDQV�DUH�DGHSW�DW�K\SRWKHVL]LQJ�DERXW�SRVVLEOH�SUREOHPV�DQG�DW�ȴJXULQJ�RXW�WKH�NLQGV�
of referrals needed, some are uncomfortable explaining results to parents and so need training in how to 
do this well. We built skills by having clinicians read suggestions such as those in Chapter 8. As part of 
our continuing medical education efforts, we brought in a social worker to role-play with us (taking turns 
as to who played the provider and who acted as the parent). Our providers, after learning how to explain 
results in a positive way, became much more comfortable with disclosing interviews. Afterward, we saw 
DQ�LQFUHDVH�LQ�UHIHUUDOVȃEHFDXVH�FOLQLFLDQV�ZHUHQȇW�DYRLGLQJ�WKH�GHOLYHU\�RI�GLɚFXOW�QHZV��6LQFH�ZH�DOVR�
WUDFNHG�RXU�ȴQGLQJV�DQG�UHIHUUDOV�LQ�D�GDWDEDVH�>XVHG�IRU�RXU�RQJRLQJ�4XDOLW\�,PSURYHPHQW�,QLWLDWLYH�(a 
process explained in Chapter 19)], we could see that families were more willing to seek the services we 
UHFRPPHQGHG�DIWHU�ZH�VKDUHG�RXU�ȴQGLQJV�LQ�SRVLWLYH�ZD\V�

I. DOCUMENT CURRENT FINDINGS AND MAKE REFERRALS

1. Document Current Findings��7KHUH�DUH�WKUHH�HVVHQWLDOV�IRU�GRFXPHQWLQJ�ȴQGLQJV�IRU�HDFK�ZHOO�
visit (apart from billing and coding information covered in Chapter 16). These include: 

(a) Well-visit forms that capture the screening/surveillance measures used, their essential results, 
details from your physical exam and hearing/vision screens, clinical observations of families, 
risk and resilience factors, the range of referrals made, expected time frames for evaluations 
and follow-up.

 We provide in Appendix A (and at www.pedstest.com/TheBook/AppendixA) sample encounter 
forms by age. If using electronic records, the well-visit forms in this book illustrate essential 
PRGLȴFDWLRQV�WR�VWRFN�GLJLWDO�WHPSODWHV�VR�WKDW�\RX�FDSWXUH�FULWLFDO�LQIRUPDWLRQ�DERXW�GHYHORSPHQW�
DQG� EHKDYLRU�� 0RVW� HOHFWURQLF� VRIWZDUH� FRQVXOWDQWV� FDQ� UHDGLO\� FUHDWH� WKH� QHFHVVDU\� ȴHOGV�
(although hiring your own information technologist is sometimes speedier). If you haven’t yet 
SXUFKDVHG�HOHFWURQLF�PHGLFDO�UHFRUG�VRIWZDUH��LW�LV�EHVW�WR�LQVLVW�RQ�PRGLȴFDWLRQV�EHIRUH�\RX�EX\�
�PDQ\�FOLQLFLDQV�ȴQG�WKH\�ODFN�SURPSW�DWWHQWLRQ�DIWHU�SXUFKDVLQJ���

(b) Referral letters.�:KHQ�\RX�ȴQG�SUREOHPV��\RX�ZLOO�QHHG�WR�GRFXPHQW�WKHVH�LQ�D�UHIHUUDO�OHWWHU�WR�
each service you wish to invoke. Online screening services generate referral letters automatically, 
which is a big time-saver. Whether you use an electronic record or not, electronically generated 
referral letters can be printed or downloaded (e.g., into a word processing program) and then 
PRGLȴHG�DV�QHHGHG��RU�VLPSO\�SDVWHG�LQWR�WKH�HOHFWURQLF�PHGLFDO�UHFRUG��%XW�LI�\RX�DUH�QRW�XVLQJ�
online screening services, you will need to dictate a referral letter in which you list the results 
RI�VFUHHQV�\RXȇYH�DGPLQLVWHUHG��DQ\�PHGLFDO�GLDJQRVHV��PHGLFDO�ȴQGLQJV�LQ�QHHG�RI�VXEVSHFLDOW\�
DWWHQWLRQ��KHDULQJ�YLVLRQ�VWDWXV�DQG�DQ\�VSHFLȴF�LVVXHV�\RXȇG�OLNH�DGGUHVVHG��,I��IRU�H[DPSOH��\RX�
could not complete the M-CHAT follow-up interview after a failed M-CHAT or lacked the time to 
provide additional social-emotional/mental health screening after a broad-band developmental/
beahvioral screen was failed, you should ask IDEA programs to help you with these tasks. If you 
were not able to screen vision or hearing, you can also ask for help with that (although it is much 
faster if you take care of this before referring). Indicate in your letter where else you’ve referred 
the child and family (e.g., genetics, endocrine, etc.) so that IDEA programs get a good sense of any 
medical issues that might qualify a child for services. 

 We include referral letter templates to facilitate dictation at the end of this chapter and they 
are also downloadable at www.pedstest.com/TheBook/Chapter5. Below is a sample referral letter 
generated by an online screening service. 
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Figure 5-2. Sample Referral Letter from an Online Screening Service

(c) Parent summary reports. Ideally, every family who is referred or who needs developmental-
EHKDYLRUDO�SURPRWLRQ�GXH�WR�VSHFLȴF�FRQFHUQV��VKRXOG�UHFHLYH�D�VXPPDU\�UHSRUW�WR�WDNH�KRPH��
:H�SURYLGH�D�VXPPDU\�OHWWHU�WHPSODWH�LQ�&KDSWHU����ZKHUH�ZH�FRYHU�KRZ�WR�H[SODLQ�GLɟFXOW�
news to parents). Again, many electronic screening services generate these in real-time so a 
parent summary can be printed and taken home after the visit. In Chapter 8 we also include a 
sample summary report generated by an online screening service.

02-05-2013

Dear Child Development Specialist/ Health Provider,

On 02-05-2013, we administered three highly accurate developmental-behavioral screening tests to Peter

Piper, born 04-06-2011��7KHVH�LQFOXGH��3DUHQWV
�(YDOXDWLRQ�RI�'HYHORSPHQWDO�6WDWXV��3('6���WKH�0RGLÀHG
Checklist of Autism in Toddlers (M-CHAT) and/or PEDS: Developmental Milestones (PEDS:DM). All three
measures were standardized on thousands of children around the United States and validated against
diagnostic measures of intelligence, adaptive behavior, speech-language, etc. All are approved by the
American Academy of Pediatrics and shown to be highly accurate in identifying children in need of various
types of evaluations and intervention services.

Although the results of the PEDS:DM show milestones met in Fine Motor, Receptive Language, Expressive

Language, Gross Motor, Self Help, Social Emotional, the results of PEDS place suggest that Peter is at
risk. The M-CHA7�UHVXOWV�VXJJHVW�GLIÀFXOWLHV�ZLWK�VRFLDO�UHODWHGQHVV�DQG�XQGHUVWDQGLQJ�RI�SUDFWLFDO�ODnguage
skills.

Given the above results, further testing is needed and should begin with no-cost evaluations through early
intervention or through the public schools. Hearing, vision, and overall health status, including lead levels
should also be checked. Your clinical judgment is needed to determine whether assessment of intelligence,
adaptive behavior, academics/preacademics, mental health, social services or other assessments would be
helpful.
After these referrals are made, Peter should also be referred to an autism specialty service, if available.

$VVHVVPHQW�LV�DYDLODEOH�ZLWKRXW�FKDUJH�WKURXJK�\RXU�ORFDO�FKLOG�ÀQG�SURJUDP��www.nectac.org). or through the
public schools-- please contact the school psychologist or speech language pathologist to make a referral. If
Peter does not qualify for intervention or special education, please refer for services such as Head Start, after
school tutoring, summer school, quality daycare, and parent training.

We encourage you to monitor Peter's progress and encourage you to make sure that families sign a two-way
consent form so that you can share these results with other providers and they with you.

3OHDVH�DVVLVW�WKLV�IDPLO\�LQ�ÀQGLQJ�WLPHO\�WHVWLQJ�DQG�VHUYLFHV�DQG�DOVR�KHOS�WKHP�JHW�LQIRUPDWLRQ�RQ�how to
help at home.

Sincerely,

Provider

____________________________
Clinic

____________________________
Phone

____________________________

Procedure code: 96110 (X 3)
Possible ICD-9 code: 315.9
PEDS results: at-risk
PEDS:DM results: milestones met
M-CHAT: fail

Scored by PEDS online
The online implementation of the PEDS child development screen

Letter of Referral https://forepath.org/site_returns/PCDMmetMF_ref.php?code=...

1 of 2 2/5/13 3:56 PM

©2013 PEDStest.com, LLC
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2. Make referrals. Along with sending referral letters to relevant services, it is also best to make 
appointments for families. This keeps parents from avoiding a phone call because they are 
LQWLPLGDWHG�E\�SURIHVVLRQDOV��RU�WRR�VWUHVVHG�WR�UHPHPEHU�KRZ�WR�GHVFULEH�\RXU�ȴQGLQJV��7KLV�LV�
HVSHFLDOO\�FULWLFDO�IRU�IDPLOLHV�ZKR�GRQȇW�VSHDN�(QJOLVK�ZHOO�DQG�ZKR�PD\�QRW�ȴQG�VRPHRQH�ZKR�
speaks their language when calling for an appointment. Making appointments for families is 
known to greatly improve the chance they will follow-up.48 A list of national services from which 
\RX�FDQ�ȴQG�ORFDO�RQHV�LV�LQFOXGHG�DW�WKH�HQG�RI�WKLV�FKDSWHU��ZLWK�OLYH�OLQNV�DW www.pedstest.com/
TheBook/Chapter5). 

'RFXPHQWLQJ�&XUUHQW�)LQGLQJV�DQG�0DNLQJ�5HIHUUDOV��&OLQLF�&DVH�([DPSOH���
Whether or not our clinics have electronic health records software, the documentation provided by online 
VFUHHQLQJ�VHUYLFHV�LV�VWLOO�KLJKO\�HɚFLHQW�DQG�PXFK�DSSUHFLDWHG��&OLQLFLDQV�ȴQG�WKLV�D�PDMRU�WLPH�VDYHU�DQG�
DUH�PRUH�FRQȴGHQW�LQ�WKH�UHVXOWV�DOWKRXJK�ZH�KDG�D�ELW�RI�WUDLQLQJ�WR�GR�RQ�KRZ�WR�VZLWFK�EHWZHHQ�RXU�(+5�
and a browser, copy, paste, etc. (Chapter 16 covers how some clinics got this started and other issues in 
implementation). 

We are also working toward use of a parent portal (e.g., a link on each clinic’s website) that leads parents 
into our web-based screening service—so that measures can be completed by parents at home, prior to the 
YLVLW�DQG�ZLWK�UHVXOWV�VHQW�GLUHFWO\�WR�RXU�FOLQLFV��:HȇYH�EHHQ�LPSUHVVHG�DW�KRZ�PDQ\�SDUHQWV��DɛXHQW�RU�QRW��
have access to computers, and with an email or cell-phone text reminder, are willing and able to complete 
measures on their own. Parents do not see the results but we get an e-mail when screens are completed 
and thus results are available for printing or pasting into a patient’s charts. This ensures we know, even 
before entering the exam room, what information we need to bring (e.g., printed information hand-outs on 
VSHFLȴF�WRSLFV��EURFKXUHV�DERXW�UHIHUUDO�VRXUFHV���7KLV�DOVR�PHDQV�ZH�FDQ�RIWHQ�DUUDQJH�DSSRLQWPHQWV�LQ�
advance and share times and details with parents. The automatically generated parent summary reports 
and referral letters save time because billing/coding information are supplied for us and we can modify 
the reports and letters as needed (e.g., adding in details about a physical exam, important medical history, 
and other details regarding medical diagnoses we’ve made or are considering). When parents have not 
completed measures via the parent portal, we show them how when they are in the clinic, and also complete 
measures by interview.

We still keep a report dictation template handy for clinicians who have not yet trialed electronic services. 
This also remind us of details, particularly regarding the medical exam and history, that we may need to 
add to automatically generated reports.

In addition, our careful coordination with IDEA and other services enabled us to establish 
a two-way consent form (an example is shown at the end of this chapter, downloadable at  
www.pedstest.com/TheBook/Chapter5) between our clinics and various agencies. This means we can e-mail 
RXU�UHSRUWV�DQG�UHFHLYH�FRQȴUPDWLRQ�WKDW�WKHVH�ZHUH�UHFHLYHG��IROORZHG�E\�XSGDWHV�RQ�ZKHWKHU�SDUHQWV�
arrived and the results of further testing). We are trying to work out a shared appointment system where 
ZH�FDQ�DFFHVV�,'($ȇV�LQWDNH�FDOHQGDU�DQG�GLUHFWO\�VFKHGXOH�SDWLHQWV�EHIRUH�WKH\�OHDYH�RXU�RɚFH��7KDWȇV�VWLOO�
in the works so in the meanwhile, we call, get a time, and can usually get an IDEA appointment before the 
family leaves the clinic.

Above all, our well-visit encounter forms (see Appendix A) have been crucial for reminding us of the tasks 
DW�KDQG��7KHVH�HQVXUH�ZH�UHPHPEHU�WR�XVH�HYLGHQFH��GRFXPHQW�RXU�ȴQGLQJV��WKH�UHIHUUDOV�ZHȇYH�PDGH��GDWHV�
to follow up, etc. We cannot stress enough the value of constantly seeing these forms, and how these direct 
us to implement quality screening/surveillance in a timely way. 
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J. COORDINATE REFERRALS, UPDATE LONGITUDINAL DOCUMENTATION 
AND CREATE FOLLOW-UP PLAN

This multi-pronged process involves three components:

1. Coordinating Referrals. Multiple studies indicate that children with suspected delays, even 
ZKHQ�LGHQWLȴHG�E\�TXDOLW\�WRROV��GR�QRW�DOZD\V�JHW�WR�,'($�RU�RWKHU�VHUYLFHV��7KH�UHDVRQV�DUH�
many and well documented.9,13,18,20,49-52 All represent problems communicating, collaborating and 
following up. Below is a list of issues we must address in order to coordinate referrals:

ȏ� 5HOXFWDQFH�WR�H[SODLQ�SUREOHPDWLF�ȴQGLQJV�
ȏ� 6NLOO� OLPLWDWLRQV� LQ� GHOLYHULQJ� GLɟFXOW� QHZV� �H�J��� LI� ZH� IULJKWHQ� WKHP� ZLWK� TXHVWLRQDEOH�

diagnoses or “sugar-coat” to the point they don’t take results and recommendations seriously);
ȏ� Resistance from other family members who may disbelieve our results or discourage follow-

through with recommendations;
ȏ� Parents sense that they may be capable of intervening on their own and so don’t follow through 

(in which case, careful monitoring and repeated measurement is needed);
ȏ� Our frequent willingness to “temporize,” i.e., “wait and see,” even when quality measures 

indicate the need to refer;
ȏ� Lack of knowledge about referral options especially for children with needs who don’t qualify 

for IDEA;
ȏ� Limited familiarity with alternative community programs;
ȏ� Ensuring that our referrals don’t become a “black hole” or a “runaway train”—so that we know 

what happens to our patients and parents and that subspecialty and non-medical services 
communicate effectively with us or we with them;

ȏ� Our own frustration because some children we refer don’t qualify for services and some IDEA 
programs aren’t allowed to refer elsewhere—meaning that we need prompt feedback on 
children’s eligibility so we can decide on alternative services.

 
It is understandable that practices struggle to consistently refer and track children with failed 
screening results (or to monitor the effectiveness of developmental promotion activities). One 
helpful approach is to participate in State-wide monitoring and service coordination initiatives 
such as Help Me Grow, ABCD or practice-based programs such as Healthy Steps or PRIDE 
(described in Chapter 17: North American Models). These projects provide helpful assistance 
with referrals, referral monitoring, and are known to improve referral rates and uptake.44,45,53-56 
But when national programs aren’t present in our communities, we need to reach out to non-
medical services and they to us.

Coordinating Referrals: Clinic Case Example #1

One of the most helpful efforts we’ve made is to ensure that non-medical services respond to us 
like the ideal medical subspecialist would, i.e., call us back and let us know that a referral has 
EHHQ�UHFHLYHG��FRQȴUP�DSSRLQWPHQW�WLPHV��VHQG�UHVXOWV��DQG�FRQIHU�ZLWK�XV�DIWHU�DQ�HYDOXDWLRQ�VR�
that we discuss results together and devise additional plans, etc. It took a bit of work for IDEA and 
other programs to discover that when all of us communicated promptly, their referrals increased. 
Eventually our providers became the main source of all referrals to our regional IDEA (which is as it 
VKRXOG�EH��VLQFH�ZH�KDYH�WKH�FKLOGUHQ�DQG�,'($�KDV�WURXEOH�ȴQGLQJ�FKLOGUHQ�ZLWK�SUREOHPV�ZLWKRXW�
our help). Our clinicians stopped dreading making referrals to IDEA or making comments like “I 
never know what happens to my patients when I refer.” 

7R� IDFLOLWDWH� FRRUGLQDWLRQ�� ȴUVW�ZH� QHHGHG� WR� NQRZ�ZKDW� RXU� ,'($� VHUYLFHV� DFWXDOO\� GLG�� 6R�ZH�
invited them to meet with us and tell us about their programs. We set up several noon conferences 
in which we were able to discuss our issues with referring, i.e., that we rarely heard what happened 
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afterward. Together we established a two-way consent form, and IDEA agreed keep us in the loop on 
evaluations, eligibility, etc. IDEA personnel brought brochures, shared videos about their programs, 
and realizing that we were less than fully aware of the range of local services to which we could 
refer non-eligible children, also made laminated contact lists—one for each of our exam rooms. As 
it turned out, United Way and Easter Seals had funded a voluminous service directory—a bit too 
much for us because it included lots of geriatric services, but this helped IDEA cull a list focused on 
our referral needs. 

2. Update Longitudinal Documentation. It is also helpful, rewarding, and compliant with AAP 
policy2 to have a form that captures children’s progress over time. There are two essential 
components to longitudinal documentation: 

(a) Growth Charts. These are forms that track developmental-behavioral growth over time. In 
general these focus on milestones as measured by evidence-based tools. An example from 
a print-based screening tool is shown in Figure 5-3 and from an online screening service  
(www.ASQOnline.com) in Figure 5-4. With electronic records (and help from software vendors), 
the results of online screening tests recorded at a well-visit can simultaneously populate a 
longitudinal growth chart to illustrate progress over time. 

Figure 5-3. Annotated Longitudinal Growth Chart and Documentation for 
PEDS:Developmental Milestones
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Figure 5-4. Example of a Longitudinal Growth Chart and Documentation for the 
ASQ-3

(b) Problem/process checklist. All medical charts whether paper or electronic should include a 
problem checklist. Ideally these show not only problems but also what’s been accomplished 
with screening/surveillance, what needs additional attention and follow-up, what actions 
you’ve taken, etc. Figure 5-5 is an example of such a form, downloadable at www.pedstest.com/
TheBook/Chapter5,�DQG�PRGLȴDEOH�VR�WKDW�\RX�FDQ�OLVW�WKH�VSHFLȴF�PHDVXUHV�\RX�XVH��1RWH�WKDW�
this chart covers the birth through 21-years of age, not just the birth to six-years’ focus of this 
chapter. So please see Chapter 9 for details about screening/surveillance with older children. 

©2001, www.patienttools.com
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3. Follow-up. The problem/process checklist shown in Figure 5.5 also serves as an approach to 
reminding us when to review, i.e., a tickler system that alerts us when to follow up on the 
effectiveness of developmental promotion advice, to list all referrals made, to check on uptake 
of referrals and expected time frames in which evaluations will be completed, etc. The example 
provided in Figure 5.5 can be used in paper charts (and is typically placed in the inside front cover 
as an overview of issues) but can be included in electronic records and programmed by software 
consultants so that it is simultaneously updated when the well-visit encounter form is completed. 
Programming should also include follow-up dates that send alerts to ourselves and staff about the 
need to check on referrals, developmental-behavioral promotion effectiveness, etc.

 Flagging medical charts is essential, whether electronic or paper, to keep track of children with 
special needs, who are at-risk or chronically ill. It is invaluable to have a care-coordinator who 
manages follow-up, communicates with services, and locates information (including reports 
from medical subspecialties).57 Care-coordinators are also much appreciated by IDEA and other 
non-medical interventionists who often need information and advice about medical conditions 
and how to handle them. Chapter 17 (North American Models) provides a case-study of the AAP 
Medical Home and how helpful it is for providers, both medical and non-medical. 

Longitudinal Documentation and Follow-up Planning: Clinic Case Example #1

Our careful collaboration with local IDEA programs has enabled us to get feedback on where our families 
are in the evaluation process, whether they kept their appointments or whether we need to bring them back 
for a discussion and rescreening, and whether a child was found eligible or not (meaning that we know we 
need to refer elsewhere). We wish all our medical subspecialists were as responsive as IDEA, but we do have 
a note in our tickler system to remind us to call if the subspecialists don’t get back to us. We also use our 
tickler system to remind us to check on developmental promotion advice (especially for worrisome issues 
with parent-child interactions and discipline). 

)RU�WKRVH�RI�XV�VWLOO�XVLQJ�SDSHU�FKDUWV��ZH�DWWDFK�D�VSHFLȴF�FRORUHG�WDJ�WR�LQGLFDWH�WKDW�HYDOXDWLRQV�DUH�LQ�
progress and note on the tags an expected completion date—making these visible reminders to follow-up. 
Our nurses have designated time to make needed calls, although we are striving to implement the Medical 
Home model and hire a full-time care coordinator to work with special needs children. As for ongoing 
monitoring, some of our IDEA programs routinely reassess non-eligible children in 6 months, but some 
don’t. So our chart tags indicate which children to bring back for rescreening, alternative referrals and 
when. 

In addition to internal coordination, some of our clinics participate in initiatives such as Help Me Grow 
or ABCD. Clinicians are routinely appreciative of how these programs bring healthcare and non-medical 
providers together to establish referral coordination and monitoring. So we highly recommend joining one 
of these collaboratives (described in Chapter 17, National Models).

Case Example #2
In this next “real-world” case example, we describe one little girl’s story, and how her primary care provider 
LPSOHPHQWHG�WKH�ȵRZ�FKDUW�LQ�)LJXUH������,Q�WKLV�FDVH�VWXG\��\RX�ZLOO�VHH�SHULRGLF�XVH�RI�YDULRXV�HYLGHQFH�
EDVHG�VFUHHQLQJ� WRROV�DQG�KRZ�WKHVH�HQKDQFHG�FOLQLFDO� MXGJPHQW��$OVR�H[HPSOLȴHG� LV�KRZ�WKLV�SURYLGHU�
collaborated with medical sub-specialists and non-medical providers. We start with his correspondence at 
the point of referral (and show his notes on the family/child’s history and the results of screening tests as 
documented in chart notes). Next we show what the provider observed at subsequent well-child visits and 
how he followed up with the parents and with the referral resources. You will also see how these services 
responded in order to engage a reluctant family to move forward, i.e., the inordinate value of communication 
and collaboration with other service providers. To remain HIPAA compliant, we have changed the names of 
the provider, patient name and birthdate, and the names of early childhood referral sources.
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i
v
e
 
f
a
m
i
l
y
 
h
i
s
t
o
r
y
 
o
f
 
A
u
t
i
s
m
 
S
p
e
c
t
r
u
m
 
D
i
s
o
r
d
e
r
 

(
A
S
D
)
,
 
A
t
t
e
n
t
i
o
n
 
D
e
f
i
c
i
t
 
H
y
p
e
r
a
c
t
i
v
i
t
y
 
D
i
s
o
r
d
e
r
 
(
A
D
H
D
)
,
 
a
 
m
i
x
e
d
 
r
e
c
e
p
t
i
v
e
 
&
 
e
x
p
r
e
s
s
i
v
e
 

l
a
n
g
u
a
g
e
 
d
i
s
o
r
d
e
r
 
(
R
L
D
 
a
n
d
 
E
L
D
)
,
 
m
o
r
b
i
d
 
o
b
e
s
i
t
y
 
&
 
o
b
s
t
r
u
c
t
i
v
e
 
s
l
e
e
p
 
a
p
n
e
a
 
(
O
S
A
)
 
i
n
 
h
e
r
 

o
l
d
e
r
 
b
r
o
t
h
e
r
,
 
p
l
u
s
 
a
 
p
o
s
i
t
i
v
e
 
f
a
m
i
l
y
 
h
i
s
t
o
r
y
 
o
f
 
d
e
p
r
e
s
s
i
o
n
 
i
n
 
t
h
e
 
m
o
t
h
e
r
.
 
T
h
e
 
m
o
t
h
e
r
 

i
s
 
i
d
e
n
t
i
f
i
e
d
 
a
s
 
b
e
i
n
g
 
h
i
g
h
-
r
i
s
k
 
f
o
r
 
a
 
p
o
s
t
-
p
a
r
t
u
m
 
m
o
o
d
 
d
i
s
o
r
d
e
r
.
 
T
o
 
l
i
n
k
 
t
h
i
s
 
f
a
m
i
l
y
 

t
o
 t
h
e
 a
p
p
r
o
p
r
i
a
t
e
 c
o
m
m
u
n
i
t
y
 r
e
s
o
u
r
c
e
s
,
 t
h
e
 m
o
t
h
e
r
 i
s
 r
e
f
e
r
r
e
d
 t
o
 t
h
e
 a
 s
y
s
t
e
m
-
w
i
d
e
 c
a
r
e
 

c
o
o
r
d
i
n
a
t
i
o
n
 
p
h
o
n
e
 
n
u
m
b
e
r
.
 
P
a
r
e
n
t
i
n
g
 
c
l
a
s
s
e
s
 
a
r
e
 
r
e
c
o
m
m
e
n
d
e
d
.
 
I
n
 
a
d
d
i
t
i
o
n
,
 
t
h
e
 
m
o
t
h
e
r
 

i
s
 
t
a
c
t
f
u
l
l
y
 
i
n
s
t
r
u
c
t
e
d
 
t
o
 
f
o
l
l
o
w
-
u
p
 
w
i
t
h
 
h
e
r
 
o
b
-
g
y
n
 
f
o
r
 
c
o
n
t
r
a
c
e
p
t
i
o
n
/
f
a
m
i
l
y
 
p
l
a
n
n
i
n
g
 

a
n
d
 
w
i
t
h
 
h
e
r
 
f
a
m
i
l
y
 
p
r
a
c
t
i
t
i
o
n
e
r
 
f
o
r
 
h
e
r
 
h
i
s
t
o
r
y
 
o
f
 
m
e
n
t
a
l
 
h
e
a
l
t
h
 
p
r
o
b
l
e
m
s
.
 
T
h
e
 
s
e
c
o
n
d
 

n
e
w
b
o
r
n
 
m
e
t
a
b
o
l
i
c
 
s
c
r
e
e
n
 
w
a
s
 
n
e
g
a
t
i
v
e
.

2
-
m
o
n
t
h
 
W
C
V
-
 
T
h
e
r
e
 
w
e
r
e
 
n
o
 
m
a
t
e
r
n
a
l
 
c
o
n
c
e
r
n
s
 
a
n
d
 
t
h
e
 
P
E
D
S
:
D
e
v
e
l
o
p
m
e
n
t
a
l
 
M
i
l
e
s
t
o
n
e
s
 

(
P
E
D
S
:
D
M
)
 
w
a
s
 
p
a
s
s
e
d
 
i
n
 
a
l
l
 
d
o
m
a
i
n
s
;
 
h
o
w
e
v
e
r
 
t
h
e
 
f
i
n
e
 
m
o
t
o
r
 
i
t
e
m
 
w
a
s
 
s
k
i
p
p
e
d
.
 
T
h
e
 

E
d
i
n
b
u
r
g
h
 
P
o
s
t
n
a
t
a
l
 
D
e
p
r
e
s
s
i
o
n
 
S
c
a
l
e
 
(
E
P
D
S
)
 
s
c
o
r
e
 
w
a
s
 
b
e
l
o
w
 
1
0
 
o
r
 
n
e
g
a
t
i
v
e
.

4
-
m
o
n
t
h
 W
C
V
-
 T
h
e
r
e
 w
e
r
e
 n
o
 m
a
t
e
r
n
a
l
 c
o
n
c
e
r
n
s
 a
n
d
 t
h
e
 P
E
D
S
:
D
M
 w
a
s
 p
a
s
s
e
d
 i
n
 a
l
l
 d
o
m
a
i
n
s
.
 

A
g
a
i
n
,
 
t
h
e
 
E
P
D
S
 
w
a
s
 
n
e
g
a
t
i
v
e
.

6
-
m
o
n
t
h
 
W
C
V
 
–
 
T
h
e
r
e
 
w
e
r
e
 
n
o
 
m
a
t
e
r
n
a
l
 
c
o
n
c
e
r
n
s
.
 
B
e
c
a
u
s
e
 
t
h
e
 
m
o
t
h
e
r
 
a
r
r
i
v
e
d
 
l
a
t
e
 
f
o
r
 
t
h
e
 

a
p
p
o
i
n
t
m
e
n
t
,
 
n
o
 
s
c
r
e
e
n
i
n
g
 
t
e
s
t
 
w
a
s
 
c
o
m
p
l
e
t
e
d
.
 
I
n
s
t
e
a
d
,
 
t
h
e
 
m
o
t
h
e
r
 
w
a
s
 
g
i
v
e
n
 
t
h
e
 
a
g
e
 

a
p
p
r
o
p
r
i
a
t
e
 
A
g
e
s
 
&
 
S
t
a
g
e
s
 
Q
u
e
s
t
i
o
n
n
a
i
r
e
-
3
 
t
o
 
f
i
l
l
 
o
u
t
 
a
t
 
h
o
m
e
 
a
n
d
 
m
a
i
l
 
b
a
c
k
 
t
o
 
t
h
e
 

c
l
i
n
i
c
.
 
U
n
f
o
r
t
u
n
a
t
e
l
y
,
 
s
h
e
 
n
e
v
e
r
 
r
e
t
u
r
n
e
d
 
t
h
e
 
f
o
r
m
.

9
-
m
o
n
t
h
 W
C
V
-
 T
h
e
r
e
 w
e
r
e
 n
o
 m
a
t
e
r
n
a
l
 c
o
n
c
e
r
n
s
 a
n
d
 t
h
e
 P
E
D
S
:
D
M
 w
a
s
 p
a
s
s
e
d
 i
n
 a
l
l
 d
o
m
a
i
n
s
.
 

T
h
e
 
w
e
i
g
h
t
/
h
e
i
g
h
t
 
r
a
t
i
o
 
h
a
d
 
a
c
c
e
l
e
r
a
t
e
d
 
a
b
o
v
e
 
t
h
e
 
9
7
t
h
 
%
t
i
l
e
 
i
n
d
i
c
a
t
i
n
g
 
o
b
e
s
i
t
y
.
 
A
 

c
o
m
p
l
e
t
e
 
b
l
o
o
d
 
c
o
u
n
t
 
(
C
B
C
)
 
a
n
d
 
f
e
r
r
i
t
i
n
 
l
e
v
e
l
 
d
i
d
 
n
o
t
 
i
n
d
i
c
a
t
e
 
a
n
 
i
r
o
n
 
d
e
f
i
c
i
e
n
c
y
 
a
n
d
 

t
h
e
 C
-
r
e
a
c
t
i
v
e
 p
r
o
t
e
i
n
 (
C
R
P
)
 w
a
s
 <
0
.
5
 (
C
R
P
 i
s
 u
s
e
d
 t
o
 m
a
k
e
 s
u
r
e
 t
h
a
t
 F
e
r
r
i
t
i
n
 l
e
v
e
l
s
 a
r
e
 

n
o
t
 
f
a
l
s
e
l
y
 
e
l
e
v
a
t
e
d
 
d
u
e
 
t
o
 
a
n
 
i
n
f
e
c
t
i
o
n
 
o
r
 
i
n
f
l
a
m
m
a
t
i
o
n
)
.
 
A
 
q
u
a
n
t
i
t
a
t
i
v
e
 
b
l
o
o
d
 
l
e
a
d
 

l
e
v
e
l
 
w
a
s
 
u
n
c
o
n
c
e
r
n
i
n
g
 
a
t
 
<
5
 
u
g
/
d
l
.

1
2
-
m
o
n
t
h
 
W
C
V
-
 
T
h
e
r
e
 
w
e
r
e
 
n
o
 
m
a
t
e
r
n
a
l
 
c
o
n
c
e
r
n
s
 
a
n
d
 
t
h
e
 
A
S
Q
-
3
 
w
a
s
 
a
d
m
i
n
i
s
t
e
r
e
d
.
 
H
e
r
 
t
h
e
 

w
e
i
g
h
t
/
h
e
i
g
h
t
 
r
a
t
i
o
 
w
a
s
 
s
t
i
l
l
 
a
b
o
v
e
 
t
h
e
 
9
7
t
h
 
%
t
i
l
e
.
 
I
n
t
e
r
e
s
t
i
n
g
l
y
,
 
t
h
e
 
A
S
Q
-
3
 
r
e
s
u
l
t
s
 

i
n
d
i
c
a
t
e
d
 t
h
a
t
 s
h
e
 w
a
s
 i
n
 t
h
e
 “
m
o
n
i
t
o
r
i
n
g
 z
o
n
e
”
 f
o
r
 t
h
e
 p
e
r
s
o
n
a
l
-
s
o
c
i
a
l
 d
o
m
a
i
n
.
 T
h
e
 A
S
Q
-

3
 
a
c
t
i
v
i
t
y
 
s
h
e
e
t
s
 
a
n
d
 
P
a
r
e
n
t
 
H
e
l
p
l
i
n
e
 
p
h
o
n
e
 
#
 
w
e
r
e
 
g
i
v
e
n
 
t
o
 
t
h
e
 
m
o
t
h
e
r
.
 
A
t
 
t
h
i
s
 
v
i
s
i
t
,
 

I
 
c
o
n
s
i
d
e
r
e
d
 
a
n
 
I
D
E
A
 
r
e
f
e
r
r
a
l
 
b
u
t
 
t
h
e
 
m
o
t
h
e
r
 
a
s
s
u
r
e
d
 
m
e
 
D
e
s
t
i
n
y
 
w
a
s
 
“
c
l
e
a
r
l
y
 
d
i
f
f
e
r
e
n
t
 

t
h
a
n
 
h
e
r
 
o
l
d
e
r
 
b
r
o
t
h
e
r
 
a
n
d
 
w
a
s
 
d
o
i
n
g
 
j
u
s
t
 
f
i
n
e
”
 
s
o
 
n
o
 
I
D
E
A
 
r
e
f
e
r
r
a
l
 
w
a
s
 
m
a
d
e
 
f
o
r
 
e
a
r
l
y
 

i
n
t
e
r
v
e
n
t
i
o
n
 
(
E
I
)
.

1
8
-
m
o
n
t
h
 
W
C
V
-
 
H
e
r
 
h
e
a
d
 
c
i
r
c
u
m
f
e
r
e
n
c
e
 
h
a
d
 
a
c
c
e
l
e
r
a
t
e
d
 
f
r
o
m
 
t
h
e
 
9
0
t
h
 
%
t
i
l
e
 
a
t
 
1
2
-
m
o
n
t
h
s
 

t
o
 
w
e
l
l
 
a
b
o
v
e
 
t
h
e
 
9
7
%
 
t
i
l
e
 
a
t
 
1
8
-
m
o
n
t
h
s
.
 
T
h
e
 
w
e
r
e
 
s
o
m
e
 
p
o
s
s
i
b
l
e
 
m
a
t
e
r
n
a
l
 
c
o
n
c
e
r
n
s
 
b
u
t
 

t
h
e
 
M
-
C
H
A
T
 
w
a
s
 
p
a
s
s
e
d
/
n
e
g
a
t
i
v
e
 
(
h
o
w
e
v
e
r
,
 
1
 
c
r
i
t
i
c
a
l
 
i
t
e
m
 
w
a
s
 
f
a
i
l
e
d
 
b
e
c
a
u
s
e
 
s
h
e
 
w
a
s
 

n
o
t
 
r
e
s
p
o
n
d
i
n
g
 
w
h
e
n
 
h
e
r
 
n
a
m
e
 
w
a
s
 
c
a
l
l
e
d
 
a
n
d
 
1
 
n
o
n
-
c
r
i
t
i
c
a
l
 
i
t
e
m
 
w
a
s
 
f
a
i
l
e
d
 
b
e
c
a
u
s
e
 
s
h
e
 

n
e
v
e
r
 
u
s
e
d
 
h
e
r
 
i
n
d
e
x
 
f
i
n
g
e
r
 
t
o
 
p
o
i
n
t
,
 
t
o
 
a
s
k
 
f
o
r
 
s
o
m
e
t
h
i
n
g
)
.
 
I
n
t
e
r
e
s
t
i
n
g
l
y
,
 
t
h
e
 
P
E
D
S
:
D
M
 

w
a
s
 
f
a
i
l
e
d
 
i
n
 
t
h
e
 
e
x
p
r
e
s
s
i
v
e
 
l
a
n
g
u
a
g
e
 
d
o
m
a
i
n
 
b
e
c
a
u
s
e
 
D
e
s
t
i
n
y
 
w
a
s
 
n
o
t
 
t
r
y
i
n
g
 
t
o
 
g
e
t
 
h
e
r
 

m
o
t
h
e
r
’
s
 
a
t
t
e
n
t
i
o
n
 
b
y
 
p
o
i
n
t
i
n
g
 
t
o
 
t
h
i
n
g
s
.
 
P
e
r
 
m
y
 
c
l
i
n
i
c
a
l
 
o
b
s
e
r
v
a
t
i
o
n
s
,
 
D
e
s
t
i
n
y
 
w
a
s
 

n
o
t
 
r
e
s
p
o
n
d
i
n
g
 
(
t
u
r
n
i
n
g
 
t
o
 
f
a
c
e
 
h
e
r
 
m
o
t
h
e
r
)
 
w
h
e
n
 
h
e
r
 
n
a
m
e
 
w
a
s
 
c
a
l
l
e
d
.
 
H
e
a
r
i
n
g
 
s
c
r
e
e
n
 

w
a
s
 
n
o
r
m
a
l
.
 
A
 
r
e
f
e
r
r
a
l
 
w
a
s
 
g
e
n
e
r
a
t
e
d
 
t
o
 
t
h
e
 
l
o
c
a
l
 
I
D
E
A
 
a
g
e
n
c
y
 
b
y
 
f
a
x
i
n
g
 
a
 
s
t
a
t
e
w
i
d
e
 

“
I
D
E
A
 
R
e
f
e
r
r
a
l
 
a
n
d
 
R
e
f
e
r
r
a
l
 
F
e
e
d
b
a
c
k
 
F
o
r
m
”
 
s
o
 
t
h
a
t
 
D
e
s
t
i
n
y
’
s
 
r
e
f
e
r
r
a
l
 
c
o
u
l
d
 
b
e
 
t
r
a
c
k
e
d
.
 

E
v
e
n
 
i
f
 
t
h
e
 
m
o
t
h
e
r
 
f
a
i
l
e
d
 
t
o
 
i
n
i
t
i
a
t
e
 
c
o
n
t
a
c
t
 
t
h
e
 
I
D
E
A
 
a
g
e
n
c
y
,
 
s
h
e
 
w
o
u
l
d
 
a
u
t
o
m
a
t
i
c
a
l
l
y
 

r
e
c
e
i
v
e
 
a
 
f
o
l
l
o
w
-
u
p
 
p
h
o
n
e
 
c
a
l
l
 
f
r
o
m
 
t
h
e
 
I
D
E
A
 
a
g
e
n
c
y
.
 
I
n
 
a
d
d
i
t
i
o
n
 
t
o
 
t
h
e
 
I
D
E
A
 
r
e
f
e
r
r
a
l
,
 

I
 
r
e
c
o
m
m
e
n
d
e
d
 
t
o
 
m
o
m
 
a
n
 
e
a
r
l
y
 
r
e
t
u
r
n
 
o
f
f
i
c
e
 
v
i
s
i
t
 
i
n
 
1
 
m
o
n
t
h
.

A
t
t
a
c
h
m
e
n
t
 
(
c
o
n
t
i
n
u
e
d
)

ID
EA

, P
A

RT
 C

 

C
LE

A
R

 S
K

IE
S 

C
O

U
N

TY
 

J
u
n
e
, 
2
0
1
1

D
e
a
r 

D
r.

 L
a
rs

e
n
,

T
h
a
n
k
 y

o
u
 f

o
r 

y
o
u
r 

ID
E

A
 r

e
fe

rr
a
l 

fo
r 

D
e
s
ti

n
y
 J

a
m

e
s
, 
D

O
B

: 
1
1
/1

1
/0

9
. 
A

s
 p

e
r 

RX
U�U
RX
WLQ
H�
LQ
WD
NH
�S
UR
FH
GX
UH
V��
Z
H�
ÀU
VW�
UH
VF
UH
HQ
HG
�K
HU
�Z
LWK
�WK
H�$

64
��
�D
QG
�

WK
LV�
LQ
GL
FD
WH
G�
VX
VS
HF
WH
G�
GH
OD
\V
�LQ
�WK
H�
FR
P
P
XQ
LF
DW
LR
Q�
DQ
G�
SH
UV
RQ
DO
�V
RF
LD
O�

d
o
m

a
in

s
. 
T

h
e
n
, 
w

e
 a

d
m

in
is

te
re

d
 a

 b
a
tt

e
ry

 o
f 

d
e
v
e
lo

p
m

e
n
ta

l 
te

s
ts

, 
in

c
lu

d
in

g
 

3(
'
6�
'
HY
HO
RS
P
HQ
WD
O�0

LOH
VWR

QH
V³

$
VV
HV
VP

HQ
W�/

HY
HO
��D
QG
�WK
H�
0
�&
+
$7

�
IR
OOR
Z
�X
S�
LQ
WH
UY
LH
Z�
�'
HV
WLQ
\�
Z
DV
�G
LUH
FW
O\
�R
EV
HU
YH
G�
E\
�R
XU
�VS

HH
FK
�D
QG
�

la
n
g
u
a
g
e
 p

a
th

o
lo

g
is

t 
fo

r 
o
v
e
r 

2
0
 m

in
u
te

s
. 
W

e
 a

ls
o
 s

c
re

e
n
e
d
 D

e
s
ti

n
y
’s

 v
is

io
n
 

DQ
G�
KH
DU
LQ
J³

DQ
G�
ER
WK
�Z
HU
H�
QR
UP
DO
��

'
HV
WLQ
\�
FO
HD
UO\
�T
XD
OLÀ
HV
�IR
U�H
DU
O\
�LQ
WH
UY
HQ
WLR
Q�
VH
UY
LF
HV
�G
XH
�WR
�G
HO
D\
V�L
Q�
VH
YH
UD
O�

DU
HD
V�L
QF
OX
GL
QJ
�WK
H�
FR
P
P
XQ
LF
DW
LR
Q�
�VR

FL
DO
�H
P
RW
LR
QD
O��
FR
JQ
LWL
YH
�D
QG
�VH
OI�
KH
OS
�

GR
P
DL
QV
��0

V��
-D
P
HV
��Z

KR
�LV
�Q
RW
�F
RQ
FH
UQ
HG
�D
ER
XW
�'
HV
WLQ
\�
KD
YL
QJ
�D
XW
LVP

�D
W�W
KL
V�

p
o
in

t 
in

 t
im

e
, 
is

 w
il

li
n
g
 t

o
 h

a
v
e
 h

e
r 

e
n
ro

ll
e
d
 i

n
 E

I 
s
e
rv

ic
e
s
. 
D

e
s
ti

n
y
 w

il
l 

b
e
g
in

 

UH
FH
LY
LQ
J�
VH
UY
LF
HV
�D
W�R
XU
�S
UR
JU
DP

�WK
UR
XJ
K�
RX
U�K
RP

H�
YL
VLW
LQ
J�
SU
RJ
UD
P
��:

H�
Z
LOO
�

k
e
e
p
 y

o
u
 i

n
fo

rm
e
d
 a

b
o
u
t 

h
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Comment on Case Example # 2: This case example shows screening/surveillance in action following 
WKH�VWHSV�LQ�)LJXUH������7KH�FDVH�H[HPSOLȴHV�WKH�YDOXH�RI�XVLQJ�D�YDULHW\�RI�WRROV��H�J���KRZ�D�EULHI�WRRO�VXFK�
DV�WKH�3('6�'0�FDQ�EH�XVHG�WR�ȊȴOO� LQ� WKH�JDSVȋ�EHWZHHQ� OHVV� IUHTXHQW�DQG�PRUH� ODERU�LQWHQVLYH�$64���
screening). This case also shows how attention to performance on individual items, combined with the 
family/child’s biological and environmental risk factors, can be used to hone clinical observation and decide 
on needed referrals. Also of note is the value of communication and collaboration with referral sources. In 
this example, the parent disagreed with the notion that ASD might be a problem in her 2-year old daughter 
because the older brother was more impaired at that same age. The mother’s “wishful thinking” was much 
aided by repeated follow-up—not only with her child’s pediatrician but also by IDEA services. Effective 
communication and collaboration was also the key to reducing this child’s waiting time at a multi-specialty 
'%�FOLQLF��IRU�DQ�$6'�VSHFLȴF�HYDOXDWLRQ�DQG�FRPSUHKHQVLYH�(,�SODQ��IURP���PRQWKV�GRZQ�WR���PRQWK�

IV. SCREENING AND SURVEILLANCE: WELL-VISIT BY WELL-
VISIT

At every visit, there are certain routine screening/surveillance tasks, but other efforts 
can be staggered over time. Below we highlight our recommendations for routine versus 
staggered measurement. The well-visit encounter forms in Appendix A (and downloadable at  
www.pedstest.com/TheBook/Chapter5) also illustrate what needs to be done and when. We also remind 
you that screening/surveillance can be performed (and billed for) at sick or return visits. Many families 
do not adhere to the well-visit schedule and so we need to use the opportunities we have available to 
identify and intervene with children’s and parents’ issues. When we notice that families are not coming 
for well-visits, it is wise to schedule extra time at sick or return visits in order to make sure these (often at-
risk) families receive careful attention for developmental-behavioral issues. As always, we recommend 
use of evidence-based measures regarding all tasks.  

TASkS fOR ALL WELL-vISITS In THE BIRTH TO 6-YEAR AGE-RAnGE (OR 
OPPORTunISTICALLY If nEEdEd AT SICk OR RETuRn vISITS):

Routine Tasks:

ȏ� Elicit and address parents’ concerns;

ȏ�Measure milestones;

ȏ�Conduct physical exam;

ȏ� Provide development -behavioral promotion.
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Staggered Tasks:
ȏ� 0 to 2-weeks: Newborn hearing screening, and newborn metabolic screens;

ȏ� 0 to 1-month (or at new patient intake): Screen for a broad array of family psychosocial risk and 
protective factors, identify family medical history and health risks;

ȏ� ��PRQWKV�RU����WR���PRQWKV� Re-screen for parental mood disorder;

ȏ� 6-months: Repeat hearing screen; measure parent-child interactions, i.e., presence or absence of 
resilience factors;

ȏ� 9- or 12-months:�5H�PHDVXUH�DGGUHVV�IDPLO\�SV\FKRVRFLDO�ULVN�IDFWRUV��VFUHHQ�IRU�LURQ�GHȴFLHQF\�
and, as indicated, lead screening;

ȏ� 15-months: Rescreen for parental mood disorder; re-measure resilience factors;

ȏ� ����DQG����PRQWKV� Screen for autism spectrum disorders;

ȏ� 3-years: Rescreen hearing and vision;

ȏ� ���DQG���\HDUV� Vision screens.

V. REFERRAL RESOURCES: COMMONLY NEEDED SERVICES
 American Academy of Pediatrics: Find a Pediatrician (www.aap.org/referral) to locate 

developmental-behavioral, neurodevelopmental, general and other subspecialty pediatricians.

  For after school/tutoring programs, check with the child’s school of zone, visit the websites of the 
Boys and Girls Club (www.bgca.org), and the YWCA (www.ywca.org).

  For locating state, regional and local Early Intervention programs under the Individuals with 
Disabilities Education Act, and testing services for young children with suspected or known 
disabilities go to www.ectacenter.org.

  For help locating Head Start programs see www.ehsnrc.org.

  For help locating mental health services go to www.mentalhealth.org.

 For help locating parent training programs see www.patnc.org and the YWCA (www.ywca.org).

 For help locating quality preschool and daycare programs visit www.childcareaware.org, and 
www.naeyc.org.

 For locating special education services for school age children, call the school psychologist or 
speech-language pathologist in the child’s school of zone.

 Social services including domestic violence, child abuse and neglect, adoption, state, and local 
services, etc. can be found at www.acf.hhs.gov.
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VI. REFERRAL LETTER TEMPLATES
%HORZ�ZH�SURYLGH� WHPSODWHV� IRU� GLFWDWLQJ� UHIHUUDO� OHWWHUV�� 7KH�ȴUVW� LV� D� VLPSOH� IRUP� IRU�KLJKOLJKWLQJ�
results with a request for referral services to return information (with signed parental consent if this 
is acceptable to parents). The second is a formal two-way consent form plus referral letter template. 
Negotiating with referral services is needed to ensure they agree to automatically return such information 
as evaluation reports, progress updates, and, if services provide monitoring for non-eligible children 
and allow referrals elsewhere, their monitoring updates. These templates are downloadable at www.
pedstest.com/TheBook/Chapter5.

Figure 5-7. Simple Referral Letter Template

Practice

Address

Phone

Fax

Dear Child Development Specialist/Health Provider,

On ______________, we saw _______________________________________, age ___________ , d.o.b. _________ 
parents’ names(s) _______________________________________________ Phone:_________

Address ___________________________________________________________________________________________

We viewed _____________’s development using:

__screening tools including (list measures)____________________________________________assessment 
tools including (list measures)_________________________________________

__diagnostic measures including: _________________________________________________

  _________________________________________________________________________

7KH�UHVXOWV�VXJJHVW�VLJQLȴFDQW�FKDOOHQJHV�LQ�WKHVH�DUHDV�

BBȴQH�PRWRU�VNLOOV

__receptive language

__expressive language and articulation

__gross motor skills

__self-help skills

__social-emotional-behavioral/mental health skills

__preacademic and academic skills

__chronic illness or other conditions associated with developmental-behavioral problems (list): ____
___________________________________________

We have responded by:

Figure continues...
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Figure 5-7. Cont’d

__giving parents information on things to do at home

__screening hearing, vision, and lead levels: results ________________________________________________

__scheduling a follow-up visit to address ___________________________________________________________

__explaining to parents the need for additional testing of _______________________________’s learning, 
development and behavior

__recommending that _________________________________ receive additional evaluations (list medical 
subspecialty, therapy or other specialized evaluation services: _____________________________________
_______________________________________________________

We would like your program to:

__contact this family to schedule an appointment

BBDOORZ�RXU�RɟFH�WR�VFKHGXOH�DQ�DSSRLQWPHQW�IRU�WKLV�IDPLO\

__give parents information on things to do at home

__provide parent training in developmental promotion

__address issues in parent and child well-being

__arrange for social services to assist with ____________________________________

__administer more detailed measures of learning, development and behavior

BBDVVHVV�WKHVH�VSHFLȴF�DUHD�V��RIBBBBBBBBBBBBBBBBBBBBBBBB�LQ�DGGLWLRQ�WR�\RXU�XVXDO�DVVHVVPHQWV�

__screen _______________________________’s __hearing, __vision, __lead levels, __health

Please obtain parents’ permission for your program to send us evaluation results and progress 
updates so that we remain informed about this child’s needs.

I prefer to be contacted by:

__e-mail : _______________ 

 __fax: _________________ 

__surface mail: ____________________________________________________________________________

BBSKRQH�DW�BBBBBBBBBBBBBBBBBBBBBBB��7KH�EHVW�KRXUV�WR�UHDFK�RXU�RɟFH�DUH�BBBBBBBBBBBBBBBBB

Thank you,

___________________________________________________

Provider
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Figure 5-8. Referral Letter plus Two-way Consent Form (Created in Collaboration  
          with Local IDEA Agencies)

IDEA (EI/ECSE) Agency Referral & Referral Feedback Form – Birth to Age 5  

* This form was developed as part of a collaboration between the Oregon Department of Education (ODE), Oregon Center for Children & Youth with Special Healthcare Needs 

(OCCYSHN), Oregon Public Health Division and Northwest Early Childhood Institute (NWECI) in partnership with Oregon ABCD Screening Initiative.  The original referral form 
was developed by the American Academy of Pediatrics. Kevin Marks, MD made further modifications to improve communications between medical homes & IDEA agencies. 

CHILD/PARENT CONTACT INFORMATION 

Child’s Name: ____________________________________________________________________  Date of Birth: ______/______/______                                        

Parent/Guardian: ______________________________________________ Relationship to the Child: ______________________________ 

Home Address: _______________________________________________  County: ___________________________________________ 

Primary Phone: _______________________________________________  Other Phone: _______________________________________  

Primary Language: _____________________________________________ Interpreter Needed:             ��Yes              ��No 

PARENT CONSENT FOR RELEASE OF INFORMATION 

Consent for release of medical information (HIPAA)*  

I, ________________________________________________________ (print name of parent or guardian), give permission for my child’s  

health provider,________ ___________________________ (print providers name), to share any and all pertinent information regarding my 

child, ____________________________________ (print child’s name), with Early Intervention/Early Childhood Special Education services.  

Parent/Guardian Signature: _______________________________________________________ Date: ______/______/______ 

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Consent for release of educational information (FERPA)* 

I, _________________________________  (print name of parent or guardian), give permission for Early Intervention/ Early Childhood 

Special Education services to share developmental and educational information regarding my child, _______________________________ 

(print child’s name), with the child health provider who referred my child to ensure they are informed of status of my child.  

Parent/Guardian Signature: _______________________________________________________ Date: ______/______/______ 

*Consent is effective for a period of one year from the date of your signature on this release. 

PROVIDER REASON FOR REFERRAL  

Provider completed information. Please check all that apply.  

� Identified medical or environmental risk factor with a high probability of resulting in developmental delays (automatically IDEA eligible):-
Please describe:______________________________________________________________________________________________ 

� Dev-behav. risk factors (medical):____________________________ (psychosocial):________________________________________ 

� (+) Medical practitioner concerns   �(+)Caregiver concerns   ��Concerning screen(s) (Please fax scored screen(s) to IDEA agency) 

� ASQ     � ASQ:SE    � PEDS     ��PEDS:DM      � M-CHAT     � M-CHAT Follow-up Interview    � Other____________________  

Concerns for possible delays in the following domains (please check and/or circle all areas of concern):  
� Communication/Expressive Lang.    � Communication/Receptive Lang.    � Social-Emotional/Behavior       � Personal-Social  

��Gross Motor                                      �  Fine Motor                                     ��Self-help/Adaptive                � Hearing 

� Problem-Solving/Cognitive               �  Academic (pre-reading)                  ��Academic (pre-math)               � Vision 

REFERRING PROVIDER INFORMATION  

Name referring provider: ____________________________________________Signature: ______________________________________ 

Address: _______________________________________________________________________________________________________ 

City: ____________________________________ State: __________________________________  Zip: ___________________________ 

Office Phone: ____________________________________________ Office Fax: ______________________________________________ 

Please fax (or mail) our office copies of the following documents (to be reviewed by the child’s health provider): 

� Evaluation Report         �  Eligibility Statement         ��Individual Family Service Plan (IFSP)          � Referral status/ feedback notes 
 

IDEA (EI/ECSE) REFERRAL FEEDBACK  

IDEA agency:  please complete this portion and return to the child’s medical home/ referral source above.  

The child was evaluated on ______/_______/______ (date) and was found to be: � Eligible for IDEA services  � Not IDEA eligible 

If not eligible, check those that apply:  � Lost to follow-up  � Refusal of services  � Screened out   � Not eligible but to be monitored 

Not eligible so referred to this community resource:______________________________________________________________________   

IDEA County Contact: ____________________________________________________________________________________________ 

Figure continues...PDF Editor
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CONSENT FOR USE OR DISCLOSURE OF HEALTH INFORMATION BETWEEN                     
HEALTHCARE PROVIDERS and EARLY INTERVENTION

This consent for release of information authorizes the disclosure and/or use of your child’s health information from 
your child’s doctor to the Individuals with Disabilities Education Act (IDEA) or Early Intervention/Early Childhood 
Special Education (EI/ECSE) program. This consent form also authorizes the disclosure of developmental and 
educational information from the Early Intervention/Early Childhood Special Education program to your child’s 
doctor. 

Why is this consent form important?

Your child’s healthcare provider sees your child at well-child screening visits and for medical treatment. Sometimes 
your child’s healthcare provider may see the need for more information, like evaluation or follow up by other 
specialists, to identify your child’s special healthcare needs. The EI/ECSE program can be a resource to help identify 
your child’s needs. The primary goal of this consent form is to allow communication between your child’s healthcare 
provider and EI/ECSE programs so these providers can work together to help your child.

Why am I asked to sign two separate consents on this form?

;OL�ÄYZ[�JVUZLU[�HSSV^Z�`V\Y�OLHS[OJHYL�WYV]PKLY�[V�ZOHYL�PUMVYTH[PVU�HIV\[�`V\Y�JOPSK�^P[O�,0�,*:,��;OL�ZLJVUK�
consent allows EI/ECSE to share information about your child with your healthcare provider. Your consent for the 
release of information allows your child’s healthcare provider and EI/ECSE communicate with one another to ensure 
your child gets the care your child needs. However, as your child’s parent or legal guardian you may refuse to give 
consent to this release of information. 

What is the purpose of this consent form?

This consent form was developed to ensure compliance with all federal and state laws regarding the protection of 
patient information. This consent includes the sharing of information as authorized under both Health Insurance 
Portability and Accountability Act (HIPAA) and Family Educational Rights and Privacy Act (FERPA) guidelines. The 
purpose of the HIPAA consent is to provide EI/ECSE with information necessary to determine your child’s eligibility 
for EI/ECSE services. The purpose of the FERPA consent is to ensure that your child’s doctor receives information 
regarding the status of your child. By authorizing EI/ECSE to provide the doctor who referred your child with 
pertinent information the doctor remains an active participant in your child’s growth and development.

How will this consent be used?

This consent form will follow your child as he/she is screened and/or evaluated at EI/ECSE. The information generated 
by this release will become a part of your child’s educational record. EI/ECSE will protect this information as 
prescribed by FERPA. Information will be shared with only individuals working at or with EI/ECSE for the purpose 
of providing safe, appropriate and least restrictive educational settings and services. 

How long is the consent good for? 

This consent is effective for a period of one year from the date of your signature on the release. 

What are my rights? 

You have the following rights with respect to this consent: 

�� @V\�TH`�YL]VRL�[OPZ�JVUZLU[�H[�HU`[PTL��

�� @V\�OH]L�[OL�YPNO[�[V�YLJLP]L�H�JVW`�VM�[OL�(\[OVYPaH[PVU��

Figure 5-8. Cont’d
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Chapter Comments: As healthcare providers, we’ve had to make life and death decisions about patients.
And we’ve had to make these on our own—in a split second—and without any time to ask for advice from 
colleagues or preceptors. So it understandable that we think we have to know everything and make every 
decision on our own. 

We must change this mental set when it comes to developmental-behavioral issues, and make use of the 
supports available to us. These supports come in the form of well-child visit encounter forms and problem/
process checklists that remind us what to do and when. Supports exist within evidence-based screening tools 
that improve our decision-making. Supports exist in collaborating with parents, eliciting and addressing 
their concerns, and helping parents promote their child’s development. 

There is a village of additional supports we need to depend on: School psychologists, social workers, family 
therapists, teachers, speech-language pathologists, and medical subspecialists. The careful and complex 
work involved in developmental screening/surveillance is a team effort that depends heavily on how well 
we make use of quality instruments and how well we collaborate with others. Only by working together, 
sharing information, using validated tools, and respecting the unique expertise of parents and professionals 
in various disciplines, can we hope to do an optimal job helping children and families with developmental 
and behavioral issues. 

If you’ve gotten this far into Chapter 5 you may be feeling totally overwhelmed. But it takes far more time 
to read through the various steps than it does to execute them. Organizing for well-visits when each may 
require somewhat different developmental-behavioral agendas is a challenge. We explain how to make 
this work in greater detail in Chapter 16 (Implementation). And, it is entirely clear that thousands and 
thousands of primary care providers are thoroughly able to provide quality developmental-behavioral 
care—all within the 15 minutes allotted for most well-child visits. 

We encourage clinicians to send descriptions of their own processes and solutions to the editors 
(www.pedstest.com/ContactUs). We will post these on the website for this book so that a wide range of 
approaches, implementation and challenges  and ideas are covered (www.pedstest.com/TheBook/Chapter5).
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INTRODUCTION
This chapter continues with a focus on helping parents understand the importance of surveillance and 
screening. We describe what parents need to know and how primary care providers should explain 
their focus on developmental-behavioral (DB) issues. We describe how to help parents understand why 
repeatedly completing screens is critical and how to address any consternations parents may have about 
billing or denied claims. 

Understanding and explaining developmental-Behavioral screening 
and sUrveillance 

What clinicians need to know. Early intervention depends on early detection. And, early detection 
depends on primary care providers. Standardized screening tools dramatically enhance the quality of 
care at well-child visits. Quality broad-band, developmental-behavioral screens (see Chapter 4), identify 
three to six times the number of children detected by informal approaches (milestones, unstructured 
clinical observation, non-validated questions to parents).1 Even in foster care populations, already known 
WR� EH� DW� YHU\� KLJK� ULVN�� DFFXUDWH� VFUHHQV� GRXEOH� WKH� LGHQWLȴFDWLRQ� UDWH� RI� GHYHORSPHQWDO�EHKDYLRUDO�
delays.1,2

Accurate tools make referral and decision-making an evidence-based process that is less prone to subjective 
human error. And, we know that early intervention is associated with better long-term outcomes such 
as improvements in math and receptive vocabulary achievement scores. Early intervention lowers a 
child’s risk of subsequent alcohol abuse, smoking, illegal drug use, high-risk sexual activities, teenage 
pregnancy, antisocial behaviors, suicidal thoughts/attempts and need for special education services. 
In turn, early intervention leads to enormous cost savings for our schools and society. So clinicians’ 
use of accurate tools followed by prompt referrals is a critical aspect of providing quality care, as is 
our collaboration with IDEA and other intervention programs. Gathering feedback and/or evaluation 
reports from these services helps us know far more about the type and nature of any problems than we 
can possibly garner in a brief well-visit. Meanwhile, providers need to be ever-mindful that we never 
make a diagnosis on the basis of screening/surveillance tools. The information we gather from referral 
VRXUFHV�HQDEOHV�XV�WR�EHWWHU�GHȴQH�WKH�ELJ�SLFWXUH�RI�SUREOHPV�DQG�SURJUHVV�VR�WKDW�ZH�FDQ�FROOHFWLYHO\�
decide whether there are better ways to address children’s and families’ needs.

What parents need to know. Whether or not parents have concerns about their children’s development 
or behavior, parents are intensely interested in how to optimize their children’s learning and life success. 
3DUHQWV�ZDQW�WR�NQRZ�KRZ�ZHOO�WKHLU�FKLOGUHQ�DUH�GRLQJ��DQG�ZKHWKHU�WKH�FRQFHUQV�WKH\�KROG�UHȵHFW�UHDO�
problems. 

We need to prepare parents for the types of questions we will ask—most especially when probing  
challenging issues (e.g., parents’ own history as a child, domestic violence, substance abuse, etc.). 
Providing a rationale for asking such questions is essential, i.e., letting them know that we need this 
information so we can do our best for helping families and their children.

Parents need to be informed in advance that if problems are found, there are many programs available. 
Families need assurance that your clinic works in a collaborative partnership with community programs, 
and that all professionals will monitor children’s progress and parents’ needs for child-rearing guidance. 
)LQDOO\��SDUHQWV��DQG�DGROHVFHQWV��QHHG�DVVXUDQFH�RI�FRQȴGHQWLDOLW\�WKDW�ZLOO�RQO\�EH�EURDFKHG�GXH�WR�
potentially life-threatening events.

All the above must be conveyed in plain, intelligible language. To assist you in helping parents understand 
screening and surveillance, we provide a cover letter at the end of this chapter (downloadable at www.
pedstest.com/TheBook/Chapter6���7KH�OHWWHU�FDQ�EH�XVHG�DW�QHZ�SDWLHQW�LQWDNH�EXW�LI�JLYHQ�LQ�WKH�ȴUVW�IHZ�
weeks of life, it is best to reissue at 4- to 6-months (when formal screening should begin in your practice), 
along with updated HIPAA forms.
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developmental-Behavioral promotion: explaining its valUe to parents

What Clinicians Need to Know. Screening/surveillance measures help us know which parents are 
the “worried well.” Parents’ verbatim concerns provide a scaffold for enhancing parent-provider 
FRPPXQLFDWLRQ�DERXW�VSHFLȴF�GHYHORSPHQWDO�EHKDYLRUDO�LVVXHV�DORQJ�ZLWK�PHGLFDO�FRQFHUQV��ZKHWKHU�
parents have inappropriate expectations or limited health literacy. Quality tools help parents think 
about development as professionals do; as a range of domains. When families have the opportunity to 
discuss concerns with providers, this provides some relief from parenting stress, i.e., parents learn they 
have a collaborator/advisor in the developmental care of their child. Meanwhile, milestones-focused 
tools such as the PEDS:DM and the ASQ-3 help parents learn a great deal about age-appropriate skills 
and behaviors important for relieving parents of needless worries (while also helping providers know 
with precision when parents’ concerns in combination with children’s skills should be addressed with 
developmental promotion and follow-up versus referrals).3 

:KHWKHU�IDPLOLHV�QHHG�D�UHIHUUDO�RU�QRW��VSHFLȴF�SDUHQWLQJ�LQIRUPDWLRQ�VKRXOG�EH�SURYLGHG�DW�HDFK�YLVLW��
DQG�VKRXOG�EH�EDVHG�RQ�FOLQLFDO�REVHUYDWLRQV�RI�FKLOGUHQȇV�DQG�IDPLOLHVȇ�QHHGV��DV�ZHOO�DV�RQ�WKH�VSHFLȴF�
issues parents raise. Providing written handouts is always wise so that parents can repeatedly review your 
suggestions. Be sure to highlight essential points and also hand-deliver written information to families. 
Your verbal highlights (e.g., circling important points) and your hand-delivery confer credibility and 
help parents take the messages to heart and home. Even if information is not available in the parents’ 
primary language or if suspecting parents are not literate, providing written information is still wise. 
Most parents know someone who can interpret or read to them. We also suggest providing parents a 
list of websites offering quality information. Even if your patient mix is mostly Medicaid families, well 
over 80% of parents have access to the internet.4 When our observations or parents’ concerns focus on 
problematic discipline and limited parental skill in promoting development, we need to follow-up on the 
effectiveness of our advice. We should promptly link families with more intensive community resources 
when brief advice is found to be ineffective. See Chapter 7 for more information.

What Parents Need to Know: We should inform parents that developmental-behavioral promotion is 
a critical healthcare service, and that deciding on the best approaches for each family depends, in large 
part, on information from screening/surveillance measures. We want parents to know that providers are 
prepared to discuss an enormous range of issues and solutions and that we need parents to tell us about 
WKHLU�VSHFLȴF�WRSLFV�RI�FRQFHUQ�

explaining Billing and denied claims to parents

What clinicians need to know: In the high-cost world of medicine, standardized screening/
surveillance is an absolute bargain for parents and practitioners alike. It may come as a surprise, but 
having families list their concerns (e.g., on PEDS) and complete other screening/surveillance measures 
before an appointment, saves time at well-visits (e.g., keeps visit length at predictable levels). The time 
saved can then be devoted to the critical tasks of promoting development and making needed referrals. 
,GHDOO\��VFUHHQLQJ�VXUYHLOODQFH�ZLWK�TXDOLW\�LQVWUXPHQWV�VKRXOG�EH�YLHZHG�DV�D�SRWHQWLDO�SURȴW�FHQWHU�IRU�
SUDFWLFHV��DQG�LV�FHUWDLQO\�D�SURȴW�FHQWHU�IRU�RXU�VRFLHW\�DV�D�ZKROH�

Meanwhile, parents may still receive a bill for screening/surveillance and may be understandably upset—
especially when their child is typically developing. Some will want to opt out of the process altogether. 
:H�GRQȇW�ZDQW�WKDW�WR�KDSSHQ�EHFDXVH�HYHQ�LI�D�FKLOGȇV�GHYHORSPHQWDO�EHKDYLRUDO�VWDWXV�ORRNV�ȴQH�QRZ��
we don’t know if that will be the case in the future. 

Aside from assuring parents that we will do our best to bill and code accurately so that their insurance 
is accepted, it is also wise to avoid over-charging for screening. Consider that:

ȏ� Parents can do most of the work required to complete measures of development and behavior;

ȏ� Staff probably spend just 1 – 2 minutes scoring tools (and even that can be circumvented if online 
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screening services are used); and

ȏ� Clinicians’ time is needed to explain results, promote development and make referrals. This time 
is covered, in large part, by reimbursement for the well-visit, if not from the 96110 screening code. 

The above illustrates that parents, and to a lesser extent staff, are usually doing most of the leg-work 
on screening/surveillance. Under Medicaid, the average reimbursement is about $8.00 per screen—
meaning that if you use State-approved measures, for example, PEDS+ ASQ + M-CHAT, you would garner 
$24.00. That seems reasonable. 

Clinic supervisors inevitably want to charge the highest possible rate accorded by any payers (e.g., $20 to 
$70 per measure). While that is understandable, we also don’t want families opting out of early detection 
when claims are denied. This can happen especially with children whose early development is typical. 
We don’t want parents refusing screening because we know that developmental-behavioral status and 
psychosocial risk/resilience may change with time, i.e., opting out is not in the best interest of the child 
or the family.

So the many considerations are:

1. &KHFN�ZLWK� HDFK�SD\HU� RQ� WKHLU� VSHFLȴF�ELOOLQJ�FRGLQJ� UHTXLUHPHQWV� �VHH�&KDSWHU� ��� IRU�PRUH�
information);

2. Bill and code accurately for screening/surveillance. Reimbursement is more likely when the results 
of screens occur on the day of service via face-to-face discussion with parents about the results;

3. Charge amounts in line with Medicaid;

4. Let parents know they will need to appeal denied claims on their own, but that your clinic will 
ZRUN�ZLWK�SD\HUV�LI�UH�ȴOLQJ�LV�QHHGHG�

5. Explain how you will deal with these issues (e.g., in your cover letter to parents); 

6. When payers consistently deny coverage for screening/surveillance, clinic business managers 
need to contact the State AAP Chapter and direct concerns to the AAP Chapter’s Council on Practice 
(which can also advocate with the national AAP);

7. Bottom line, advocacy for payment of developmental behavioral services requires collaboration 
among parents, providers, and the AAP (both National and State Chapters).

What parents need to know: You’ll need to explain to parents that the American Academy of Pediatrics 
formally recommends screening/surveillance at every well-visit, and that screening/surveillance helps 
optimize children’s developmental-behavioral well-being. Parents need to be informed that most medical 
insurance plans throughout the country, including State Medicaid plans, usually cover the “quality-
driven service” of standardized screening/surveillance. Finally, parents need an alert that there may be 
FRVWV�LQYROYHG�EXW�WKDW�\RXU�RɟFH�ZLOO�GR�LWV�EHVW�WR�PDNH�VXUH�LQVXUDQFH�RU�0HGLFDLG�FRYHUV�WKHVH��:H�
explain this in family-friendly terms in our sample cover letter.
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Clinic 
Address  
Phone

Dear Parent,

One of the most important things we do is help with children’s learning and behavior. To do this 
we use screens. Screens are short tests that help us decide how best to help you and your child.

We want you to be the best parent you can be. That means we need to make sure all is well in 
your own life. Some of our screens check on how you are doing as a parent. We may ask questions 
about your housing, how your partner treats you, how you deal with guns or smoking in your 
home, and how you are feeling as a person.

Our screens also check on how your child is coming along and what worries you have. The 
answers you give let us know how best to help you and your child. Help can be giving you 
information to take home. Help can also mean referring you and your child to programs that can 
do more. 

As you know, children’s learning and behavior changes as children grow. How you and your 
family are doing can change too. That’s why we give screens over time—to make sure all is well, 
stays well or what other kind of help may be needed.

Just as we charge for shots and other services, we also charge when we give screens. We can’t 
guarantee your insurance will cover this. But we will do our best to bill carefully so that your 
insurance pays what it should.

,I�\RXU�LQVXUDQFH�GRHV�QRW�FRYHU�VFUHHQLQJ��ZH�DVN�\RX�WR�FRQWDFW�WKHP�DQG�ȴJXUH�RXW�ZK\��3OHDVH�
OHW�XV�NQRZ�ZKDW�\RX�ȴQG��

Meanwhile, our clinic will work with the American Academy of Pediatrics to make sure that 
screens for learning and behavior are paid for. When families and clinics work together we can 
make this happen. 

We want you to stick with us as we look carefully during each visit at how you and your child are 
doing.

 

Sincerely,

______________________________________________________

Provider 
Clinic Name

sample cover letter to parents explaining the importance of 
developmental-Behavioral sUrveillance and screening.

The following letter is written at the 5th to 6th grade level which is about one to two grade levels 
KLJKHU� WKDQ� WKH� UHDGLQJ� OHYHO� ZKHUH� DOPRVW� DOO� SDUHQWV� FDQ� XQGHUVWDQG� ZKDW� LV� VDLG�� ,W� LV� GLɟFXOW�
to explain in family-friendly language the complex issues of what screens measure and what 
reimbursement may or may not cover. So feel free to download it from the website for this book  
(www.pedstest.com/TheBook/Chapter6) and see if you can make it easier. We used  
www.readabilityformulas.com�WR�FKHFN�RQ�UHDGLQJ�OHYHOV�DQG�\RX�PD\�ȴQG�WKH�VLWH�KHOSIXO�IRU�ZRUNLQJ�
further on our sample letter and for any other communications you write for parents.
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Chapter Comments: Parents aren’t always aware of the scope of well-child visits—what we do and 
why. Some families do not realize we are conducting screening/surveillance when we actually are. Many 
parents remain unaware that developmental-behavioral issues are something we routinely address. We 
want families to become partners in care because parents, if asked well, can give us critical information 
about their child’s development—information that is also crucial for clinical decision-making, for 
encouraging well-visit uptake and positive parenting practices. As importantly, parents are their child’s 
ȴUVW� DQG�KRSHIXOO\� EHVW� LQWHUYHQWLRQLVW� �PRVW� HVSHFLDOO\� LI�ZH�KHOS� WKHP�ZLWK� GHYHORSPHQWDO� SURPRWLRQ�
DQG� UHIHUUDOV�ZKHQ�QHHGHG��� ,QIRUPLQJ� SDUHQWV� DERXW� WKH� FDUH�ZH� SURYLGH� LV� WKH� ȴUVW� VWHS� WR� VROLFLWLQJ�
families’ willingness to spend time completing measures, and encouraging them to share their worries and 
challenges so we can address them. Essential to engaging parents is our provision of a compelling rationale 
for why families should participate in ongoing screening/surveillance. Offering reasons and a description 
of the process can prevent parents from refusing developmental-behavioral care because our bills are too 
high or because we’ve not prevented denied claims effectively.

&DUHIXO� ELOOLQJ�FRGLQJ� LV� FULWLFDO�� ,Q� &KDSWHU� ��� ZH� GHVFULEH� $PHULFDQ� $FDGHP\� RI� 3HGLDWULFV� �$$3��
recommendations, current reimbursement, dealing with denied claims, and the importance of having a 
clinic supervisor determine the optimal coding approach for each plan in which you participate. But some 
SULYDWH�SD\HUV�PDNH�OLIH�GLɚFXOW�IRU�SDUHQWV�DQG�SURYLGHUV�E\�HOHFWLQJ�WR�QRW�FRYHU�WKH�VFUHHQLQJ�SURFHGXUH�
FRGH��RU�RQO\�FRYHULQJ�LW�DW�FHUWDLQ�YLVLWV�DQG�QRW�EH\RQG�WKH����PRQWK�DJH�UDQJH���:URQJ�DQG�ZURQJ��7KH�
AAP is lobbying hard against such restrictions and denials. But in the meantime, denied claims will occur, 
despite appeals. Appealing denied claims is frequently successful, and informs us how to code and bill 
appropriately for each of the plans we accept.
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INTRODUCTION
In recent decades, pediatric medicine shifted focus from infectious diseases to the effects of behavior, 
lifestyle and environment on the health and development of children.1 By the early 1970s, only 12% 
of patients presented with problems purely physical in nature.2,3 The most common issues raised 
during well-visits are behavior management, elimination, sleep, feeding problems, child-rearing, and 
developmental/school problems.4-11 Accordingly, the American Academy of Pediatrics (AAP) advocates 
that well-visits cover far more than health and vaccinations including: Injury prevention and anticipatory 
guidance (e.g., explaining that parents need to carefully clean under furniture so that a baby who will 
VRRQ�EH�FUDZOLQJ�GRHVQȇW�ȴQG�DQG�FKRNH�RQ�VPDOO�REMHFWV���GHYHORSPHQWDO�EHKDYLRUDO�SURPRWLRQ��H�J���
HQFRXUDJLQJ�SDUHQWV�WR�VKDUH�ERRNV�ZLWK�WKHLU�FKLOGUHQ���DQG�DGGUHVVLQJ�SDUHQWVȇ�FRQFHUQV��ZKLFK�RIWHQ�
embrace developmental-behavioral issues). It is fortunate that in nursing school and pediatric residency, 
trainees have at least one month of protected time to learn about development and behavior and thus 
SULPDU\�FDUH�SURYLGHUV�DUH�LQFUHDVLQJO\�VNLOOHG�DW�DGGUHVVLQJ�SDUHQWVȇ�GHYHORSPHQWDO�DQG�EHKDYLRUDO�
concerns. 

Helpful is the “big-picture” of the developmental-behavioral content we should cover across visits. Our 
goals are: 

ȏ� Promoting Parent-Child Communication. Parents’ ability to engage their child verbally 
(including sound-play with infants) is highly associated with school success. Providers should 
routinely counsel parents that early family language experience and children’s subsequent 
LQWHOOHFWXDO�JURZWK�DQG�DFKLHYHPHQW�DUH�VFLHQWLȴFDOO\�VXEVWDQWLDWHG�12,13 Providers should explain 
WKH� YDOXH� RI� ODQJXDJH� VWLPXODWLRQ� DQG� VKRZ� SDUHQWV� KRZ� WR� WDON�ZLWK� WKHLU� \RXQJ� FKLOGUHQ��
Expanding on what children have said, using new words to describe what children are seeing 
and doing, and encouraging parents to verbally describe what they themselves are doing during 
care-giving, mealtimes and play (e.g., “I am washing the plates. Now I am drying the cups.”). 

ȏ� Preventing Delays and Emergence of Behavior Problems.�%HFDXVH�PDQ\�FKLOGUHQ�DUH�DW�ULVN�
for disabilities, behavioral challenges and school dysfunction,14�LQ�RɟFH�FRXQVHOLQJ�LV�FULWLFDO�IRU�
promoting optimal development and one of the most important reasons for health supervision 
visits.15 Various committees of the American Academy of Pediatrics including the Bright Futures 
guidelines encourage providers to use well-child care as an opportunity to: Promote learning, 
encourage positive parenting practices, help children acquire behavioral self-control, and 
enhance the well-being of children and their families.16–19 Via anticipatory guidance we can avert 
many problems (e.g., by advising parents, by the time their children are 4-months-old, about 
effective approaches to helping infants go to sleep without enormous disruption. In so doing, we 
can usually prevent future bedtime hassles and protracted fussiness). 

ȏ� Demystifying/Reframing Behavior Challenges.� 3DUHQWV� PD\� WKLQN� RI� D� FKLOGȇV� EHKDYLRU� DV�
aberrant or disobedient when it could be more accurately described as exploratory or exuberant, 
i.e., an understandable effort on the child’s part to get what he or she wants. But such behavior is 
a clear call to help parents teach their children better ways of self-expression and self-restraint.20 
3DUHQWV�QHHG�WR�NQRZ�WKDW�FKLOGUHQ�DUH�VRFLDO�FUHDWXUHV�DQG�VHHN�DWWHQWLRQ�KRZHYHU�LW�LV�RIIHUHG��
We want parents’ attention focused mostly on positive behaviors, i.e., “time-in” in which children 
are praised for complying, thus allowing parents to enjoy time with their children in order to 
encourage them to learn new things, read together, etc. Thus we want parents to use “time-out,” 
i.e., remove the attention children so desire, when they are misbehaving, and to “time-in” far 
more than “time-out.” 

ȏ� Capitalizing on “Teachable Moments.” Parental concerns and clinicians’ observations offer an 
ideal teaching opportunity rooted in the real-life context of each visit, i.e., a ‘teachable moment,’ 
WKDW� KHOSV� SURIHVVLRQDOV� WDLORU� DGYLFH� WR� IDPLOLHVȇ� VSHFLȴF� QHHGV� DQG� WKXV� LQVSLUHV� SDUHQWV� WR�
PDNH�XVH�RI�WKDW�DGYLFH��$GYLFH�FRPHV�LQ�PDQ\�IRUPV�LQFOXGLQJ�YHUEDO�GLUHFWLRQV�DQG�ZULWWHQ�
hands-outs, but particularly powerful are providers’ comments and demonstrations: modeling, 
HQFRXUDJLQJ� SDUHQWV� WR� SUDFWLFH� D� QHZ� VNLOO�� DQG� SURYLGLQJ� IHHGEDFN� RQ� SHUIRUPDQFH�� )RU�
example, whether or not parents raise concerns about children’s language development, clinical 
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REVHUYDWLRQ�PD\�GHWHFW� SUREOHPV�ZLWK�KRZ�SDUHQWV�SRVLWLRQ�DQG� WDON�ZLWK� WKHLU� FKLOGUHQ�� 6R�
parental concerns and/or providers’ perceptions can be used to illustrate how parents should 
WDON�ZLWK� WKHLU� FKLOGUHQ�DQG� WR�SUDFWLFH�QHZ�VNLOOV� �IROORZHG�E\� VXJJHVWLRQV� IRU�ZKDW� WR�GR�DW�
home). 

ȏ� Teaching Appropriate Disciplinary Techniques. Behavior issues are the most common concern 
but are also the most challenging to address. Parents often use punishment to deter problematic 
behavior rather than discipline (which means teaching children better ways to behave). 
Instructing parents about discipline often requires them to learn multiple steps to better manage 
WKHLU�FKLOGUHQ��0HDQZKLOH��YHUEDO�WKRXJK�LW�LV��ZH�DOVR�NQRZ�LW�LV�LQHIIHFWLYH�WR�PDQDJH�FKLOGUHQȇV�
behavior with reasoning, explanations, lectures or yelling. So in teaching effective discipline, we 
must encourage parents to verbalize less (e.g., using simple commands such as “No” or “Time 
out”) wherein parents deploy differential attention to shape behavior. 

These suggestions give rise to many questions. First, what are the best and most effective ways to counsel 
families during clinic visits so that they adopt needed changes to child-rearing? Second, how can we 
prioritize visit content given the bewildering array of important topics? Third, how can we promote 
independent learning (e.g., use multi-media resources to promote health and well being)? Fourth, how 
can we discern whether parents have learned from our advice, i.e., how can we effectively follow-up 
ZLWK�IDPLOLHV�WR�PDNH�VXUH�WKH\�DUH�PDVWHULQJ�WKH�VNLOOV�ZHȇYH�WDXJKW"�)LQDOO\��KRZ�FDQ�ZH�GR�DOO�WKLV�LQ�
the tight time-constraints of pediatric encounters?

Visit length doubled from the mid-eighties to the mid nineties (from 10.3 minutes in a 1983 study to 20.4 
+ 6.7 minutes in a 1997 study) as did the time devoted to anticipatory guidance (formerly < 1 minute 
but currently averaging ~ 2 ½ minutes, i.e., 12.4% of visit time).21-24 Nevertheless, the allotment for 
anticipatory guidance and counseling remains modest.5 Primary care providers devote less than 10% of 
well-visit time to anticipatory guidance—spending 9 - 42 seconds on each topic.25 Most clinicians report 
the time available for anticipatory guidance and development-behavioral promotion is inadequate for 
the range of issues requiring discussion.26

CHAPTER HIGHLIGHTS

7R�DGGUHVV� WKH� LVVXHV�RI�GHOLYHULQJ� FULWLFDO� LQIRUPDWLRQ�HɟFLHQWO\� DQG�HIIHFWLYHO\�� LQ� WKLV� FKDSWHU�ZH�
describe: 

ȏ� Techniques in building a collaborative relationship;

ȏ� How to pin-point topics of interest to families, thereby reducing topics covered and enhancing 
the teachable moment;

ȏ� (ɟFLHQW�DSSURDFKHV�WR�SDWLHQW�HGXFDWLRQ�WKDW�DUH�PLQLPDOO\�WLPH�FRQVXPLQJ��XVH�D�UDQJH�RI�
media, and encourage parent self-instruction;

ȏ� 0HWKRGV�IRU�IROORZLQJ�XS�ZLWK�IDPLOLHV�WR�FKHFN�RQ�PDVWHU\�RI�FRQWHQW�

ȏ� How to determine when more than brief methods are needed; 

ȏ� Resources for parent/patient information.

METHODS AND ISSUES IN PARENT-CLINICIAN COLLABORATION 

The Value of CollaboraTing wiTh families 

(VWDEOLVKLQJ�D�ZRUNLQJ�DOOLDQFH�EHWZHHQ�SURYLGHUV�DQG�SDUHQWV�SDWLHQWV�LV�HVVHQWLDO�IRU�HQVXULQJ�WKDW�
IDPLOLHV�PDNH�XVH�RI�JXLGDQFH�JLYHQ�DW�YLVLWV��7KH�SURFHVV�UHTXLUHV�JDUQHULQJ�SDWLHQW�WUXVW��LPSURYLQJ�
FRPPXQLFDWLRQ�VNLOOV��LGHQWLI\LQJ�DQG�H[SODLQLQJ�SUREOHPV��FROODERUDWLQJ�RQ�JRDOV��UHDFKLQJ�D�PXWXDO�
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understanding and agreement by engaging the parent/patient in treatment planning, and encouraging 
adherence.27,28 Providers report that such efforts contribute substantially to quality of care and satisfaction 
with visits for both clinicians and parents.29-30 Parents and patients who perceive their provider to be 
FDULQJ�DQG�ZLOOLQJ� WR� OLVWHQ�DUH�PRUH� OLNHO\� WR�EH�DW�HDVH�DQG�PRUH�FRPIRUWDEOH�VKDULQJ� IHHOLQJV�DQG�
concerns.31-34�6DWLVIDFWLRQ�ZLWK�KHDOWKFDUH�H[SHULHQFHV�LQFUHDVHV�WKH�SUREDELOLW\�WKDW�SDWLHQWV�ZLOO�NHHS�
future appointments and comply with clinicians’ recommendations.33-36 A collaborative relationship 
ZLWK�IDPLOLHV�FRQWULEXWHV�PRUH�WR�WUHDWPHQW�VXFFHVV�WKDQ�GR�WKH�VSHFLȴFV�RI�LQWHUYHQWLRQ�PHWKRGV�RU�WKH�
characteristics of families or providers.37-39 

sTraTegies for building a working relaTionship

So how do providers establish a therapeutic alliance with parents, children and adolescents? Critical 
to this process are clinicians’ expressions of empathy, positive regard, warmth, and genuine interest 
in families and their experiences.37-40 The process begins with the recognition that each partner has a 
sphere of expertise. Clinicians are experts in medical and non-medical diagnosis and treatment. Families 
are experts in their own experiences, concerns and challenges. It is essential to reframe encounters so 
that families’ perspectives are valued. Below are the three major topics explaining how: 

1. Nonverbal Behavior. Nonverbal factors are vital for developing and maintaining a collaborative 
DQG�WUXVWLQJ�ZRUNLQJ�UHODWLRQVKLS��2QH�RI�WKH�ȴUVW�HOHPHQWV�RI�QRQYHUEDO�FRPPXQLFDWLRQ�LV�D�
warm greeting that includes comfortable but consistent eye contact. Another important strategy 
is for the physician to get on the parents’ and patients’ physical level during conversation. 
Clinicians should habitually sit down in the room with the family and the child, even on their most 
rushed and hectic days in clinic. The act of sitting down models a genuine interest in listening to 
and helping the family. Children and adolescents are much more comfortable in conversation if 
WKH�SK\VLFLDQ�LV�DW�WKHLU�OHYHO�DQG�WKH\�DUH�ORRNLQJ�H\H�WR�H\H�ZLWK�WKHP��,Q�DGGLWLRQ��JHWWLQJ�RQ�
the same level as the parents and patient models an equal and collaborative relationship. Other 
nonverbal factors include maintaining an openness in body position to the family and a forward 
DQG�DWWHQWLYH�EXW�UHOD[HG�ERG\�SRVWXUH��,Q�DGGLWLRQ��DOWKRXJK�LW�LV�LPSRUWDQW�WR�WDNH�QRWHV�DQG�
ZULWH�GRZQ�SHUWLQHQW�LQIRUPDWLRQ�GXULQJ�WKH�YLVLW��QRWH�WDNLQJ�DQG�ORRNLQJ�DW�WKH�SDWLHQW�FKDUW�
should be minimized during conversation. 

2. Opening Channels of Communication. :DUP�JUHHWLQJV��ȊVPDOO�WDON�ȋ�TXHVWLRQV�DERXW�ZHOO�
being, and a search for shared interests help families feel comfortable raising eventually, 
WURXEOLQJ�LVVXHV��)RU�VWDUWHUV�SDUHQWV�FDQ�EH�DVNHG��“How have you and your family been since 
our last visit?”�&KLOGUHQ�DQG�DGROHVFHQWV�FDQ�EH�DVNHG��“Tell me some of the fun things you’ve 
been doing.” Such questions enable providers to proffer appropriate and well-timed self-
disclosure (e.g., “Very exciting. I’m also interested in …X”). Note that such questions do not fully 
explore parents’ concerns about development and behavior. Evidence-based measures are 
needed to probe all domains.

� $�ZRUNLQJ�UHODWLRQVKLS�LV�EXLOW�ZLWK�DFWLYH�OLVWHQLQJ�VNLOOV��7KHVH�VNLOOV�LQFOXGH�VXPPDUL]LQJ��
UHVWDWLQJ��TXHVWLRQLQJ�DQG�VHHNLQJ�IXUWKHU�FODULȴFDWLRQȃDOO�DLPHG�DW�WKH�JRDO�RI�HQVXULQJ�
mutual comprehension. Open-ended questions such as “Tell me about concerns or questions 
you have today,” convey that providers want to hear about families’ issues and perspectives. 
:KHQ�FODULȴFDWLRQ�LV�QHHGHG��LW�LV�KHOSIXO�WR�LQFRUSRUDWH�WKH�ZRUGV�DQG�SKUDVHV�XVHG�E\�
IDPLOLHV��)RU�H[DPSOH��LI�D�SDUHQW�VD\V��Ȋ,�WKLQN�VKH�LV�K\SHU�ȋ�FOLQLFLDQV�FDQ�UHVWDWH�DQG�UHTXHVW�
GHWDLOV��H�J���Ȋ3OHDVH�WHOO�PH�PRUH�DERXW�ZK\�\RX�WKLQN�VKH�LV�K\SHU�ȋ���3DUHQWVȇ�UHVSRQVHV�
typically include a symptoms list that should be probed further with questions such as “Does 
she seem more hyper at certain times?”—thus facilitating exploration of whether a high activity 
OHYHO�UHVXOWV�IURP�VSHFLȴF�FLUFXPVWDQFHV�RU�HYHQWV�WKH�FKLOG�ȴQGV�RYHUZKHOPLQJ��

� $FWLYH�OLVWHQLQJ�DOVR�LQYROYHV�DFFHSWLQJ�DQG�DFNQRZOHGJLQJ�WKH�FRQFHUQV�SDUHQWV�UDLVH��
even if these seem trivial or misinformed. Providers should allow parents to complete their 
thoughts thus ensuring that providers are fully informed on each family’s need for advice and 
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information. For example, a parent may be worried that their one-year-old is still wearing 
diapers. It isn’t clear from that comment alone whether the parent can’t afford diapers or 
WKLQNV�WKDW�D�\RXQJ�WRGGOHU�VKRXOGQȇW�UHTXLUH�WKHP��%XW�LI�DOORZHG�WR�FRQWLQXH��D�SDUHQW�PD\�
state, “But I’m really not sure when toddlers are ready to use the potty.” The later statement 
opens the door to parent education about readiness, timing and steps in toilet training. 

3. Setting Up the ‘Teachable Moment.’ Because it is impossible to cover the vast range of safety, 
nutrition and developmental-behavioral topics during a single visit (e.g., those in the Bright 
Futures Guidelines), we must winnow our list. We can do this by determining which issues are 
pressing to parents or deemed urgent by clinicians. Focusing on pertinent challenges not only 
FXOOV�WRSLFV�EXW�DOVR�PDNHV�VXUH�WKH�LVVXHV�ZH�GLVFXVV�DUH�UHOHYDQW�WR�IDPLOLHV��$V�D�FRQVHTXHQFH��
SDUHQWV�DUH�PRUH�OLNHO\�WR�DWWHQG�WR�WKH�DGYLFH�ZH�JLYH�DQG�WR�IROORZ�WKURXJK�ZLWK�VXJJHVWLRQV��
Thus we want to create ‘teachable moments.’ To do this, clinicians should capitalize on either 
their own observations during the health-care or by eliciting parents’ unique concerns—but 
SUHIHUDEO\� ERWK�� 0RVW� SDUHQWV�� LI� DVNHG� ZHOO�� UDLVH� LVVXHV� DERXW� GHYHORSPHQW� DQG� EHKDYLRU��
For the small proportion of families who do not raise concerns, clinicians can start a needed 
conversation by commenting on child or parent behavior during the visit (e.g., “He sure is a 
EXV\�OLWWOH�ER\��7HOO�PH�KRZ�KH�LV�DW�KRPH�ȋ�RU�Ȋ6KH�ORRNV�YHU\�WLUHG�WRGD\��3OHDVH�WHOO�PH�DERXW�
her sleep habits.” or “You seem down. Are you doing OK?”).41,42 Thus sleeping, activity levels, and 
parents’ well-being become a focus for the visit enabling providers to further explore the issues 
�H�J���Ȋ6R�ZKHQ�KH�VKH�GRHV�;��ZKDW�GR�\RX"ȋ���$IWHU�ȴUVW�ZRUNLQJ�WKURXJK�SDUHQWVȇ�RU�FOLQLFLDQVȇ�
own concerns, additional injury prevention/anticipatory guidance tips can be added at the end 
of the encounter. 

 In initial discussions regarding behavior, it is essential that providers respond calmly and without 
judgment (even when disagreeing with parents’ methods). The initial goal is to fully understand 
WKH�IDPLOLHVȇ�H[SHULHQFHV�DQG�MXVWLȴFDWLRQ�IRU�WKH�WHFKQLTXHV�XVHG��:KHQ�WKHVH�DUH�SUREOHPDWLF�
(e.g., “I just yell at him a lot.” or “I usually give her a good whipping.”), clinicians should search 
for examples of any effective disciplinary approaches parents deploy (e.g., “What other things 
KDYH�\RX�WULHG"ȋ�DQG�Ȋ+RZ�GLG�WKDW�ZRUN"ȋ���,I�SRVLWLYH�H[DPSOHV�DUH�LGHQWLȴHG��SURYLGHUV�FDQ�
then praise parents for using appropriate methods and thus help families generalize these to 
other situations.43 

METHODS IN PARENT/PATIENT EDUCATION

We now shift attention to various approaches to educating parents during primary care visits including: 
Verbal advice, role-playing and rehearsal, written information, i.e., parent education handouts, group 
well-visits, use of websites as well as multi-media methods. Covered are the strengths and limitations of 
each method and the teaching strategies required. We focus heavily on behavioral guidance because it 
is the most common and most challenging issue clinicians face. 

Verbal insTruCTions

The most common intervention approach is verbal advice. A recent study found that 96% of pediatricians 
used verbally-delivered suggestions to address: Anxiety or depression (51% of pediatricians), behavioral 
LQWHUYHQWLRQV� IRU� $'+'� ������� FKLOG�UHDULQJ� LVVXHV� ������� EHKDYLRU� PRGLȴFDWLRQ� WHFKQLTXHV� IRU�
noncompliance and oppositional behavior (29%), and stress management (8%).27 After establishing a 
collaborative environment, verbal advice can be a powerful tool for information and behavior change. 
'HOLYHU\�RI�VSHFLȴF�UDWKHU�WKDQ�JHQHUDO�DGYLFH�DSSHDUV�EHVW�IRU�KHOSLQJ�IDPLOLHV�OHDUQ�DQG�DSSO\�QHZ�
information.44-46 One study compared three approaches to reducing excessive infant crying: (a) concrete 
suggestions on behavior management (offered by telephone to mothers of infants between 1- to 5-months 
RI�DJH����E��JHQHUDO�VXSSRUWLYH�FRXQVHOLQJ��YHUVXV��F��QR�FRXQVHOLQJ��6SHFLȴF�VXJJHVWLRQV�ZHUH�WKH�PRVW�
effective method.45�2WKHU�VWXGLHV�IRXQG�VSHFLȴF�YHUEDO�DGYLFH�LQ�FRPELQDWLRQ�ZLWK�JHQHUDO�VXSSRUWLYH�
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FRXQVHOLQJ�OHDG�WR�RSWLPDO�DFTXLVLWLRQ�RI�NQRZOHGJH�DQG�VNLOOV�44 An example is seen in a study on helping 
SDUHQWV�ZKRVH�FKLOGUHQ�KDYH�HSLOHSV\��$�FRPELQDWLRQ�RI�LQIRUPDWLYH�WDONV�DQG�VXSSRUWLYH�FRXQVHOLQJ�XVHG�
WRJHWKHU�ZDV�PRUH�HIIHFWLYH�WKDQ�LQIRUPDWLRQ�DORQH�LQ�LQFUHDVLQJ�NQRZOHGJH�DQG�GHFUHDVLQJ�SDUHQWDO�
anxiety.46 When it comes to behavioral issues, the AAP urges providers to offer clear verbal advice about 
ZKDW�FRQVWLWXWHV�DFFHSWDEOH�GLVFLSOLQH�DQG�WR�VXJJHVW�VSHFLȴF�PRGLȴFDWLRQV�WR�IDPLOLHVȇ�FXUUHQW�PHWKRGV�
LQ�RUGHU�WR�PDNH�WKHP�PRUH�HIIHFWLYH�DQG�DSSURSULDWH�41 

Verbal advice is particularly effective when the content is a single one-step recommendation. Simple 
messages such as “Make sure your baby sleeps on her back.” or “Don’t smoke in your home.” are powerful 
and effective. But requiring parents to remember many different “bullet points” is far more challenging.

Limitations of Verbal Advice 
7KH� OLPLWDWLRQV� RI� KXPDQ�PHPRU\� LPSHGH� WKH� HIIHFWLYHQHVV� RI� YHUEDO� DGYLFH�� )DPLOLHV� KDYH� NQRZQ�
GLɟFXOW\� UHPHPEHULQJ� DQG� XQGHUVWDQGLQJ� LQIRUPDWLRQ� FRYHUHG� GXULQJ� HQFRXQWHUV�47-50 One study 
VKRZHG�WKDW�����RI�SDUHQWV�KDG�GLɟFXOW\�UHPHPEHULQJ�WKH�GLDJQRVLV�JLYHQ�DW�D�VLFN�YLVLW��ZKLOH�����
KDG�GLɟFXOW\�UHFDOOLQJ�GRVLQJ�LQVWUXFWLRQV�RI�PHGLFDWLRQV�50 Human recall is particularly poor when it 
comes to numerical data—all compounded by challenges understanding the vocabulary used in pediatric 
encounters.49 Most clinicians report frequent experiences with parents who failed to understand health 
information due to problems with literacy, whether verbally or in writing.51 

Stress, Depression and Impact on Recall. 'LɟFXOWLHV� UHPHPEHULQJ� DQG� XQGHUVWDQGLQJ� YHUEDO�
information are often related to stress.44 For many parents, healthcare encounters elevate stress: Parents 
may enter a visit already worried about the health of their child, their own parenting abilities, family 
IXQFWLRQLQJ��DQG�PDQ\�RWKHU�HYHU\GD\�FKURQLF�KDVVOHV��3DUHQWV�ZLWK�KLJK�OHYHOV�RI�DQ[LHW\�DUH�NQRZQ�WR�
KDYH�SDUWLFXODU�GLɟFXOW\�UHFDOOLQJ�LQIRUPDWLRQ�LPPHGLDWHO\�IROORZLQJ�D�SHGLDWULF�YLVLW�52 

Parental depression also interferes with recall, and depression often co-occurs with anxiety—meaning 
we should remain alert to the symptoms of both problems. It is helpful to monitor depression (because it 
can arise postnatally in both mothers and fathers, but not manifest itself for months or years).  Measures 
appropriate for monitoring depression are discussed elsewhere (e.g., selected items from the Family 
Psychosocial Screen which is presented in full in Chapter 10 with follow-up items included in the well-
visit forms shown in Appendix A). With possible anxiety, we should be attentive to its symptoms (e.g., 
agitation, rapid rate of speech, excessive repetition of the same worry, comments about feeling pressured 
or unduly worried, trouble adjusting to false-positive medical screens, etc.). Providers can point out in 
a supportive way that a parent seems highly stressed and address this supportively (e.g., “I worry about 
how well you are coping and adjusting and I would like to explore this with you so we can think together 
about what might help.”). Whenever parents are highly anxious or depressed, we should refer when 
indicated, for example to parents’ own healthcare provider or to mental health services).  

Parents with anxiety and/or depression tend to focus on negative far more than positive information. 
Thus anxious/depressed parents need far more repetition than most to ensure recall and understanding. 
Repeating our messages and having families tell us what they understood is essential. Adding other 
approaches such as written information (as discussed below) is wise.

Improving Recall of Verbal Advice. The way verbal advice and suggestions are delivered is important 
for improving recall and understanding. Pediatricians should use consistent and simple language to 
describe medical and behavioral issues. Many articles on health literacy emphasize the need to simplify 
language and use plain communication.53�)RU�FRPSOH[�WRSLFV��LQIRUPDWLRQ�VKRXOG�EH�EURNHQ�GRZQ�LQWR�
the major points and then addressed one step at a time. One simple strategy is to number the major points 
�H�J���Ȋ7KH�ȴUVW�WKLQJ�,�ZDQW�\RX�WR�UHPHPEHU�LVȐ7KH�VHFRQG�WKLQJ�LVȐ�ȋ���7KH�PDMRU�SRLQWV�VKRXOG�EH�
FRORUIXOO\�GHVFULEHG�ZLWK�VSHFLȴF�UHOHYDQW�H[DPSOHV��5HFDOO�DQG�PHPRU\�DUH�LPSURYHG�ZKHQ�JXLGDQFH�
relates to families’ personal experiences.
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$QRWKHU�WHFKQLTXH�IRU�JLYLQJ�YHUEDO�LQIRUPDWLRQ�RU�DGYLFH�LV�WR�DVN�SDUHQWV�RU�ROGHU�SDWLHQWV�WR�ȊWHDFK�
EDFNȋ�WKH�LQIRUPDWLRQ�JLYHQ��L�H���VXPPDUL]H�LW�WR�WKH�FOLQLFLDQ��$VNLQJ�WKH�SDUHQW�RU�SDWLHQW�WR�WHOO�\RX�
what they understood in their own words, strengthens understanding and memory. Providers can 
simply say, “Please explain that back to me so we make sure I was clear.”

Follow-up after a visit involving complex instructions has established effectiveness. For example a group 
RI�SDUHQWV�ZKR�UHFHLYHG�D�SKRQH�FDOO�UHPLQGHU��H�J���WR�ȴOO�SUHVFULSWLRQV��IROORZ�GLVFKDUJH�LQVWUXFWLRQV��
had 90% compliance with directives compared to 55% in the group of parents who did not receive the 
phone call.54 Reminder phone calls require staff time but are worth the effort to improve compliance 
and quality of care. 

Standardized Verbal Instructions
7R� PDNH� LQIRUPDWLRQ� HDVLHU� WR� XQGHUVWDQG�� VFULSWHG� YHUEDO� GLUHFWLRQV� DUH� DQRWKHU� PHWKRG� IRU�
circumventing recall problems. Standardized instructions are carefully pre-prepared statements 
designed to cover all important aspects of diagnosis and treatment and are usually read or paraphrased to 
families during the visit. Ideally these statements are tested for verbal and written intelligibility (e.g., with 
reading ease formulas such as those on www.readabilityformulas.com). One study of children receiving 
emergency room care for otitis media found that standardized instructions increased the clarity and 
scope of information provided, and also improved recall of discharge instructions, medication, dosing, 
signs of improvement, and worrisome symptoms.55 Nevertheless, a previous review made the important 
point that standardized verbal information is useful for simple content and is not as useful for teaching 
WKH�FRPSOH[�VNLOO�VHTXHQFHV�UHTXLUHG�IRU�EHKDYLRU�LQWHUYHQWLRQ�5

Role-playing, Teach-Back, Modeling and Coaching
These verbally-driven approaches to education involve demonstrations to families, often followed by 
DVNLQJ�SDUHQWV�RU�SDWLHQWV�WR�LPLWDWH�ZKLOH�FOLQLFLDQV�RIIHU�IHHGEDFN��DQG�HQFRXUDJH�DGGLWLRQDO�SUDFWLFH�
if needed). For example, with an unruly young patient, providers might say, “OK! We are going to play 
WKH�Ȇ2EH\�*DPH�ȇ�,�ZLOO�DVN�\RX�WR�GR�VRPHWKLQJ�DQG�WKHQ�,ȇOO�WHOO�\RX�Ȇ*RRG�2EH\LQJ�ȇ�1RZ��,�ZDQW�\RX�WR�
stand up. Great! Good obeying. Now your parents will play the ‘Obey Game.’” Providers can then turn 
LW�RYHU�WR�SDUHQWV�DQG�KDYH�WKHP�DVN�WKHLU�FKLOG�WR�VLW�GRZQ��EULQJ�VRPHWKLQJ�RYHU��DQG�VR�IRUWKȃDOO�
while praising both parents and children for their efforts. These simple approaches are helpful for many 
DVSHFWV�RI�GHYHORSPHQWDO�EHKDYLRUDO�FDUH�VXFK�DV� LQVWUXFWLRQ�LQ�ERRN�VKDULQJ�DQG�SURPRWLQJ�SDUHQW�
infant vocal play. Role-play, modeling, and coaching are helpful in creating the teachable moment, such 
as when parents fail to comment on a child’s interests or simply yell when a child touches even harmless 
REMHFWV��H�J���Ȋ/HW�PH�VKRZ�\RX�D�JRRG�ZD\�WR�WDON�ZLWK�KLP�ȋ�IROORZHG�E\�PRGHOLQJ�GHVLUHG�LQWHUDFWLRQV�
and having parents practice). 

A review of role-playing, modeling and coaching research with adolescents showed the value of this 
DSSURDFK�IRU�UHGXFLQJ�DJJUHVVLYH�EHKDYLRU��LPSURYLQJ�VRFLDO�VNLOOV��LQFUHDVLQJ�WKH�XVH�RI�FRPPXQLFDWLRQ�
WR�UHVROYH�FRQȵLFWV��DQG�LQ�SUHYHQWLQJ�VXEVWDQFH�DEXVH�56,57 Modeling and shaping have been shown to 
improve the ability of children to learn to swallow pills so they can be compliant with their prescribed 
pharmacological therapy.58,59�5ROH�SOD\LQJ��UHKHDUVDO�DQG�FRDFKLQJ�LPSURYHG�FKLOGUHQȇV�NQRZOHGJH�DERXW�
health and safety, parents’ ability to identify and report on children’s illnesses, and in teaching parenting 
VNLOOV�60-64 Direct coaching of children is successful in pain management (e.g., use a party blower as a 
distraction technique) and in helping children learn such procedures as self-catheterization.65-67

0RGHOLQJ�LV�XVHG�LQ�PXOWL�PHGLD�VHOI�LQVWUXFWLRQ��DQG�VR�WKH�HɟFDF\�RI�YLGHRV�DQG�LQWHUDFWLYH�&'�520V�
is discussed further in this chapter. Although role-playing, modeling, and coaching may appear time-
FRQVXPLQJ��VHYHUDO�VWXGLHV�LOOXVWUDWH�WKDW�VLPSOH�DQG�EULHI�LQWHUYHQWLRQV�HQMR\�UHPDUNDEOH�VXFFHVV��,Q�DQ�
evaluation of brief, preventive behavioral family intervention in a primary care setting (Primary Care 
7ULSOH�3�Ȃ�3RVLWLYH��3DUHQWLQJ�3URJUDP���IDPLOLHV�H[SHULHQFHG�VLJQLȴFDQW�UHGXFWLRQV�LQ�WKHLU�FKLOGUHQȇV�
problematic behavior.68 The simplicity of these interventions, coupled with the power of clinicians’ 
VXJJHVWLRQV��LQGLFDWHV�WKH�HIIHFWLYHQHVV�RI�VLPSO\�SRLQWLQJ�RXW�KLJK�ULVN�SDUHQWLQJ�EHKDYLRUV��SURYLGLQJ�
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appropriate models and opportunities for practice.69 Visible demonstrable behaviors should be the focus 
(e.g., having children pretend to go to time-out with quiet hands, feet and mouth and without crying 
RU� WDONLQJ���$QG�DOZD\V��ZKHQ�DVNLQJ� FKLOGUHQ� WR�SUDFWLFH� UHVSRQVLYHQHVV� WR�GLVFLSOLQDU\� WHFKQLTXHV��
parents should be coached in providing the essential social reinforcement, i.e., praise.

Verbal Advice Summary: Clear one-step directives (e.g., “Put your baby to sleep on her back.”) are 
thoroughly effective in changing simple behaviors. Carefully scripting complex instructions to make them 
clear and intelligible is helpful. But human recall is hardly infallible and we are especially challenged when 
asked to remember multiple steps or anything numerical (e.g., dosage, dates, times, etc.). Human recall 
is enormously disrupted by stress—whether just the hassles of daily living or from ongoing anxiety and 
depression. Parents are inevitably stressed when they are worried about their children, and one way we can 
reduce that is by giving parents a chance to share their worries, not appearing rushed, and asking open-
ended questions that help parents feel we are interested in their concerns. We should also intervene with 
parental depression and anxiety because it is not only harmful for parents and parenting skills but also 
detrimental to recall of instructions. While we can’t spend an entire day with a family, we can use tools to 
capture, before the visit, the central issues parents want to talk about, and gather information about well-
being. And by helping parents state their concerns, providers can often prepare the messages to be shared 
and thus better focus visits.  

Verbal messages, given the limitations of human memory, need to be short and concise. We should always 
check on whether parents understood our recommendations. We can enhance recall with the power of 
example: With verbal descriptions of both problematic and desirable behavior, and most especially with 
modeling, role-playing, teach-back and coaching. In the education of medical professionals, we know that 
case examples are often the most vivid reminders of what we have learned. Parents are no exception. Even 
so, a combination of teaching methods is always helpful because each of us learn in different ways. 

using wriTTen handouTs wiTh and wiThouT Verbal adViCe 
The use of written information and handouts has enjoyed a great deal of research. We distill the three 
main conclusions followed by discussion of the literature:  

���3DUHQWV�DQG�SDWLHQWV�DSSHDU�WR�WDNH�LQ�ZULWWHQ�LQIRUPDWLRQ�EHVW�ZKHQ�WKH�WRSLF�LV�RI�LQWHUHVW�DQG�
concern; 

2. Written information is a more effective teaching tool if accompanied by a personalized verbal 
message from a healthcare professional; and

���&DUHIXOO\�FRQVWUXFWHG�LQIRUPDWLRQ�KDQGRXWV�DUH�KHOSIXO�IRU�WHDFKLQJ�FRPSOLFDWHG�VHTXHQFHV�RI�VNLOOV���

Written Handouts Alone
In one study, pediatricians received brief training on sharing written material about discipline.56 Three 
ZHHNV�DIWHU�D�ZHOO�FKLOG�YLVLW��SDUHQWV�ZHUH�IDU�PRUH�OLNHO\�WR�XVH�WLPH�RXW�DV�FRPSDUHG�WR�WKH�FRQWURO�
group which did not receive the written material. Laine and colleagues showed that an informational 
ERRNOHW�UHJDUGLQJ�WKHLU�FKLOGȇV�WRWDO�SDUHQWHUDO�QXWULWLRQ�ZDV�PRUH�HIIHFWLYH�LQ�UHGXFLQJ�SDUHQWDO�DQ[LHW\�
and increasing satisfaction with care than was verbal instruction alone.70 Sleep problems were effectively 
HOLPLQDWHG�LQ�D�JURXS�RI�IDPLOLHV�UHFHLYLQJ�ZULWWHQ�OHDȵHWV�ZKLOH�RQ�D�ZDLW�OLVW�IRU�FRXQVHOLQJ��ZULWWHQ�
information was found to be as effective as individual counseling.71 A study of oppositional behavior 
LQ�FKLOGUHQ�ZLWK�DWWHQWLRQ�GHȴFLW�K\SHUDFWLYLW\�GLVRUGHU�UHYHDOHG�WKDW�D�WHQ�SDJH�KDQGRXW�RQ�EHKDYLRU�
PRGLȴFDWLRQ�UHGXFHG�SUREOHP�EHKDYLRUV�DQG�WKH�QHHG�IRU�PXOWLSOH�WUDLQLQJ�VHVVLRQV�ZLWK�SDUHQWV�72  

One option for deploying written information is to send newsletter mailings in print or by e-mail. For 
example, age-paced newsletters addressing common parental concerns were sent periodically to parents 
following the birth of their child.73 Seventy percent of the parents surveyed reported improvements in 
NQRZOHGJH�DERXW�GHYHORSPHQW��SDUHQW�FKLOG�UHODWLRQVKLSV��DQG�SDUHQWDO�VHOI�FRQȴGHQFH��7KH�ZHEVLWHV�RI�
many parenting magazines use this approach by encouraging parents to register children at birth, create 
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DQ�RQOLQH�EDE\�ERRN�ZLWK�SKRWRJUDSKV�DQG�PLOHVWRQHV�XSGDWHV��$W�WKH�VDPH�WLPH��PDJD]LQHV�SURYLGH�
age-appropriate messages about child development and anticipatory guidance (and inevitably highlight 
the products they sponsor). 

$QRWKHU�PHWKRG�RI�GLVVHPLQDWLQJ�KDQGRXWV� LV� H[HPSOLȴHG�E\�7KH� ,QMXU\�3UHYHQWLRQ�3URJUDP� �7,33��
from the American Academy of Pediatrics. This involves individualized assignment of instructional 
FRQWHQW�EDVHG�RQ�LQIRUPDWLRQ�JDWKHUHG�VXUYH\LQJ�SDUHQWV��$IWHU�QHHGV�DUH�LGHQWLȴHG�IRU�HDFK�LQGLYLGXDO�
RU�IDPLO\��VSHFLȴF�KDQGRXWV�DQG�RWKHU�PDWHULDOV�FDQ�EH�VHOHFWHG�IRU�XVH��7KH�7,33�SURJUDP�LPSURYHV�
SDUHQWVȇ� NQRZOHGJH� DQG�XVH� RI� VDIHW\�PHDVXUHV�� VXUHO\� EHFDXVH� WKH� SURJUDP� IRFXVHV� RQ� WKH� VSHFLȴF�
needs and concerns of the families.74-76

Written Information Together with Verbal Advice 
With the exception of “just in time” information such as age-paced or individual selected topics, written 
instructions without verbal discussions do not appear as effective as a combination of verbal and 
written information.77,78�5HVHDUFK�GLVFRXUDJLQJ�VPRNLQJ�LQ�PRWKHUV�RI�QHZERUQV�VKRZHG�WKDW�SDUHQWV�
who received written information along with verbal instruction had higher quit rates and lower relapse 
rates than the parents who received only written information.79,60 Another study combined 10 minutes 
RI� JURXS� JXLGDQFH� ZLWK� DQ� HGXFDWLRQDO� ERRNOHW� HQFRXUDJLQJ� SURPRWLRQ� RI� IDYRUDEOH� VOHHS� SDWWHUQV�
in infants and compared this to standard education alone.81 When the groups were questioned three 
PRQWKV�ODWHU��SDUHQWV�ZKR�DOVR�UHFHLYHG�ZULWWHQ�LQIRUPDWLRQ�ZHUH�PRUH�OLNHO\�WR�XVH�DSSURSULDWH�VOHHS�
techniques. 

Written information handouts are an effective intervention tool if offered in the right way and if the 
information is important to the family. Pamphlets in the waiting room might appear to be a reasonable 
approach because information is readily accessible to families. Nevertheless, a review of research 
VKRZHG� WKDW� SDUHQWV� DUH� XQOLNHO\� WR� EHQHȴW� FRQVLVWHQWO\� IURP� WKLV� PHWKRG�5 Families learn best if 
written information on topics of interest is directly conferred by their provider and the content verbally 
summarized.

So it is best to incorporate verbal advice along with written information during a visit. The use of 
handouts as a supplement to verbal counseling allows more complicated or multiple step interventions 
to be delivered. This approach reduces the demand on human recall as well as the time demands on 
SURYLGHUV��&RPELQLQJ�YHUEDO�DGYLFH��LQFOXGLQJ�UROH�SOD\��WHDFK�EDFN��PRGHOLQJ��DQG�FRDFKLQJ��DORQJ�ZLWK�
written handouts is optimal. For example, in our clinical practice we often teach behavior interventions 
such as differential and positive attention [helping parents praise positive behaviors (time-in), and 
time-out negative ones]. The main points are reviewed verbally and modeled during the visit. Next, we 
introduce an information handout and go through techniques step-by-step with parents. The family is 
WKHQ�DVNHG�WR�UHYLHZ�WKH�KDQGRXW�DW�KRPH�IRU�IXUWKHU�XQGHUVWDQGLQJ��$W�WKH�IROORZ�XS�YLVLW��ZH�UHYLHZ�
and expand on the recommended intervention methods. 

We recommend this approach in primary care. For example, once a behavior concern is raised (the 
most common and complex issues raised by parents at well-visits),82 clinicians can provide a written 
information handout and highlight verbally (and also literally with a highlighter pen) the salient points. 
This approach personalizes and gives credibility to the contents and also enables parents and providers 
WR�NQRZ�SUHFLVHO\�ZKDW�LV�FRYHUHG��,Q�WXUQ��WKLV�IDFLOLWDWHV�IRFXVHG�IROORZ�XS��H�J���ZKDW�VWHSV�LQ�D�WRLOHW�
training sequence are giving parents trouble).

Literacy Issues in Written Information and Verbal Counseling
:KHQ�SDUHQWVȇ�OLWHUDF\�LV�OLPLWHG�RU�ZKHQ�IDPLOLHV�VSHDN�ODQJXDJHV�RWKHU�WKDQ�(QJOLVK�RU�6SDQLVK��WKH�
most common languages in which information handouts are written, at least in the US) there are many 
FRQVLGHUDWLRQV��$OWKRXJK�WKH�PHGLDQ�UHDGLQJ�VNLOOV�RI�86�DGXOWV�LV�URXJKO\�DW�WKH��WK�JUDGH�OHYHO�83 written 
KHDOWK�LQIRUPDWLRQ�RIWHQ�UHPDLQV�WRR�GLɟFXOW�IRU�PRVW�DGXOWV�WR�FRPSUHKHQG����LQ���DGROHVFHQWV�DQG�
young adults have limited literacy and read at or below the 4th grade level.84 Meanwhile most child 
health information is written above the 10th grade level. Note that adults who do not read well are more 
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WKDQ�WZLFH�DV�OLNHO\�WR�H[KLELW�QHJDWLYH�SDUHQWLQJ�RU�FKLOG�SUHYHQWLYH�EHKDYLRUV��$GROHVFHQWV�ZLWK�ORZ�
OLWHUDF\�VNLOOV�DUH�IDU�PRUH�OLNHO\�WR�H[KLELW�DQWLVRFLDO�RU�DJJUHVVLYH�EHKDYLRU���

Caregiver brochures produced by the American Academy of Pediatrics and the Injury Prevention Program 
tend to be written at the 10th grade level (range 6th-16th grade).85,86 As with verbal advice embracing 
challenging vocabulary, most healthcare providers report experiences with families who could not 
understand written health information.51 Nevertheless, it is also clear that literacy and language barriers 
do not deter parents’ interest in receiving information, including written information—meaning that 
SDUHQWV�FDQ�DQG�GR�ȴQG�ȊFRPPXQLW\�KHOSHUVȋ�WR�DVVLVW�WKHP�LQ�XQGHUVWDQGLQJ�UHDGLQJ�FRQWHQW�5

Written information needs to deploy the same plain and simple language used for verbal directions. 
Even highly literate families prefer easy-to-read material.87 Improving intelligibility/readability is 
accomplished by reducing: Sentence length and multiple prepositional phrases, use of polysyllabic 
words, and passive verb tenses. Pairing everyday language with medical terms in crucial. It is wise to 
FKHFN�UHVXOWV�ZLWK�UHDGDELOLW\�IRUPXODV�IRXQG�LQ�PRVW�ZRUG�SURFHVVLQJ�SURJUDPV�88 Most importantly, 
ZKHQ�ZH�DGG�YHUEDO�DGYLFH�DV�D�ZD\�WR�KLJKOLJKW�ZULWWHQ�LQIRUPDWLRQ��ZH�PXVW�NHHS�RXU�ODQJXDJH�VLPSOH�
and perhaps focus on two to three main concepts or points at one time. So bottom line, whether we 
VXVSHFW�SDUHQWV�GRQȇW�UHDG�ZHOO��GRQȇW�XQGHUVWDQG�(QJOLVK�RU�6SDQLVK��DQG�ZKHQ�ZH�ODFN�WUDQVODWLRQV�
LQ�WKH�ODQJXDJH�SDUHQWVȇ�VSHDN�EHVW��VHH�&KDSWHU����IRU�GHWDLOV�RQ�WUDQVODWLRQV���ZH�VWLOO�ZDQW�WR�SURYLGH�
written information and highlight verbally (and visually) the central points of our message. “Teach-
EDFNȋ�E\�TXHVWLRQLQJ�SDUHQWV�DERXW�ZKDW�WKH\�XQGHUVWRRG�LV�HVVHQWLDO�IRU�GHWHUPLQLQJ�ZKHWKHU�SDUHQWV�
understood our advice and thus whether we need to repeat our messages (in even simpler language).

alTernaTiVe and innoVaTiVe meThods for parenT eduCaTion

There are helpful adjuncts to verbal and written information that are effective for the many parents who 
QHHG�H[WUD�KHOS�ȊWDNLQJ�RXU�PHVVDJHV�WR�KRPH�DQG�KHDUW�ȋ�:H�GHVFULEH�VRPH�RI�WKHVH�EHORZ�LQFOXGLQJ�
intensive hands-on training (e.g., via group well-visits and parent education services) as well as multi-
media programs (e.g., videos, DVDs, and internet sites) that promote life-long learning in parenting. 

Group Well-Child Visits and Group Education
One alternative to delivering individual behavioral advice and written information in primary care is 
group well-child visits, usually organized around families with children of the same age. Osborn and 
colleagues89,90 found group well-child care just as effective as traditional well-visits. Group well-child 
FDUH� DOORZV� VLJQLȴFDQWO\�PRUH� WLPH� WR� EH� GHYRWHG� WR� SDUHQW� HGXFDWLRQ� WKDQ� WUDGLWLRQDO� YLVLWV�� 2WKHU�
advantages are that parental participation is active, there is far more time for providers to observe 
parents and their children, and parents receive more guidance (and peer support).89 Osborn and Wooley 
VKRZHG�WKDW�PRWKHUV�DWWHQGLQJ�JURXS�YLVLWV�ZHUH�PRUH�OLNHO\�WR�DWWHQG�VXEVHTXHQW�ZHOO�YLVLWV�DQG�ZHUH�
OHVV�OLNHO\�WR�VHHN�DGYLFH�EHWZHHQ�YLVLWV�90 In their study, the amount of time physicians spent on group 
versus traditional well care was identical across conditions. However, parents participating in group 
visits received, collectively, an hour of physician time while those in the traditional care received an 
average of 16 minutes (most of which is devoted to topics other than developmental-behavioral issues).90 

*URXS�ZHOO�YLVLWV�DUH�DOVR�NQRZQ�WR�JUHDWO\�LPSURYH�SDUHQWVȇ�XVH�RI�DSSURSULDWH�VDIHW\�SUDFWLFHV��H�J���
improved burn prevention practices in the home).91�3DUHQWV�DUH�DOVR�PRUH�OLNHO\�WR�UDLVH�WRSLFV�RI�FRQFHUQ�
than they are at individual visits.92�3DUHQWV�DUH�PRUH�VDWLVȴHG�ZLWK�JURXS�ZHOO�YLVLWV�DQG�����SUHIHU�WKLV�
approach over individual visits.90,93,94� 3DUHQWV� DOVR� UHSRUW� JUHDWHU� OLNHOLKRRG�RI�ȴQGLQJ� VRFLDO� VXSSRUW��
SHHU�UROH�PRGHOV��L�H���RWKHU�SDUHQWV�WR�ZKRP�WKH\�FDQ�WDON�DQG�VKDUH�LGHDV�

Organizing Group Well-visits
Establishing group well-visits is a challenge, although one worth addressing. Osborn89 discusses issues 
with space and scheduling, noting that a dedicated nurse and receptionist support are essential for group 
visits to run smoothly. Someone in the pediatric practice needs to be responsible for identifying groups 
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RI�IDPLOLHV��PDUNHWLQJ��H�J���ȵLHUV��SRVW�FDUGV��SRVWHUV���DQG�FUHDWLQJ�DQ�HDV\�VLJQ�XS�SURFHVV��

A compelling alternative to organizing by children’s ages is to organize groups based on interest in 
similar topics or conditions. In this case, providers or clinic staff identify families’ issues (e.g., tantrums, 
VOHHS�SUREOHPV�� WRLOHWLQJ�� HDWLQJ�� REHVLW\�� DQG�RUJDQL]H� JURXS�PHHWLQJV� DURXQG� VSHFLȴF� WRSLFV�� 6RPH�
practices collaborate with various disciplines (e.g., speech-language pathologists or child psychologists) 
WR�FRQGXFW��DQG�RIWHQ�ELOO�RQ�WKHLU�RZQ�IRU��JURXS�PHHWLQJV��6XFK�FROODERUDWLRQ�VKRXOG�LQFOXGH�NHHSLQJ�
providers apprised of ongoing issues so that reinforcement of information and techniques can be offered 
at subsequent well-visits. Discussed later in this chapter are published, proven curricula that can be 
used for topic-focused group meetings, i.e., parenting classes. 

Challenges in Organizing Group Visits
2XU�H[SHULHQFH�LV�WKDW�RQH�RI�WKH�PRVW�VLJQLȴFDQW�EDUULHUV�WR�RUJDQL]LQJ�JURXS�ZHOO�FKLOG�FDUH�YLVLWV�RU�
WRSLF�IRFXVHG�JURXS�YLVLWV�LV�VLPSO\�ODFN�RI�FRPIRUW�DQG�H[SHULHQFH�ZLWK�WKH�PRGHO��,Q�VKRUW��LW�LV�QRW�D�
SDUW�RI�UHVLGHQF\�WUDLQLQJ�DQG�VR�DELOLW\�WR�RUJDQL]H�JURXS�YLVLWV�LV�QRW�D�VNLOO�VHW�PRVW�SURYLGHUV�KDYH��
How to bill and code for reimbursement is another barrier for providers (and covered in Chapter 16). If 
such concerns can be addressed by training, this effective delivery model may and should become much 
more prevalent.

Internet Resources

The world wide web is an ever-expanding source for health information. In 2010, the US Census Bureau 
reported that 77% of households had at least one member who has access to the internet with 69% of 
US households having internet access at home.95 Information provided on the Web has much potential 
for helping families arrive at visits with (what we hope are) informed choices about diagnoses and 
WUHDWPHQWV��&RPSXWHU�OLWHUDWH�SDUHQWV��DQG�ROGHU�SDWLHQWV��LQHYLWDEO\�VHHN�LQIRUPDWLRQ�WR�EHWWHU�PDQDJH�
health and development.96,97 And there is some evidence that at least certain sites are helpful. For example, 
randomized-controlled trials of internet-based interventions for anxiety and depression were found to 
EH�EHQHȴFLDO�98-100 Another study showed decreases in depression symptoms in a group of adolescents 
who used an internet intervention in primary care.101  

Parents arriving at visits armed with print-outs from websites, change the dynamics and focus of 
HQFRXQWHUV��+HDOWKFDUH�SURYLGHUV�KDYH�XQGHUVWDQGDEOH�VNHSWLFLVP�DERXW�WKH�TXDOLW\�RI�VRPH�LQWHUQHW�
based information.102-104� =XFNHUPDQ� DQG� FROOHDJXHV� FRPPHQWHG� WKDW�PHGLD� �79�� QHZVSDSHUV�� YLGHRV��
internet) present an array of “expert information” with messages that are mixed if not contradictory.  
3DUHQWV�DUH�OLNHO\�WR�EH�FRQIXVHG�DERXW�ZKLFK�PHVVDJHV�WR�DWWHQG��$V�D�FRQVHTXHQFH��PDQ\�SDUHQWV�DQG�
SDWLHQWV�PD\��DQG�KRSHIXOO\�GR��DVN�WKHLU�FKLOGȇV�KHDOWKFDUH�SURYLGHU�WR�KHOS�WKHP�PDNH�VHQVH�RI�WKH�YDVW�
array of available information.42

Directing parents to sites with quality information is essential. Ideally, providers need to give parents a 
list of sites with trusted information (and perhaps a list of sites to avoid). Our recommendation is that 
FOLQLFLDQV�VHUYH�DV�WKH�ȊJDWHNHHSHUȋ�RI�ZHE�EDVHG�LQIRUPDWLRQ�IRU�WKHLU�SDWLHQWV�DQG�IDPLOLHV��2QH�ZD\�WR�
accomplish this is to have a written information handout listing websites with quality information (e.g., 
the list provided in this chapter) along with access locations (e.g., public schools and libraries). 

Clinic Websites
(YHQ�EHWWHU� LV� IRU�FOLQLFLDQV�WR�XVH��RU�GHYHORS��D�XQLTXH�FOLQLF�ZHEVLWH�ZLWK� OLYH� OLQNV�WR�VLWHV�\RXȇYH�
approved. It is easy to register a domain (e.g., with Yahoo.com) and use the templates provided to 
GHVFULEH�\RXU�SUDFWLFH�DQG�DGG�OLQNV�WR�SUHIHUUHG�SDUHQWLQJ�LQIRUPDWLRQ�VLWHV��,I�\RXȇYH�VXEVFULEHG�WR�
services such as interactive parent self-instruction or to online developmental-behavioral screening, 
\RX�ZLOO�QHHG�EULHI�KHOS� IURP�D�ZHEPDVWHU� WR�ȊSUH�ORDGȋ�\RXU� OLQNV�ZLWK�XVHUQDPHV�DQG�SDVVZRUGV��
In this way, you also establish a parent portal where families can complete screens prior to a visit or 
engage in instruction afterward. This approach enables clinicians to be optimally prepared for visits 
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ZLWK�VSHFLȴF�SDUHQWLQJ�LQIRUPDWLRQ��UHIHUUDO�UHVRXUFHV��HWF���,QIRUPDWLRQ�DERXW�RQOLQH�HDUO\�GHWHFWLRQ�
services is included in Chapter 4. Note that many electronic records vendors offer a parent portal but its 
PRGLȴDELOLW\�UHTXLUHV�DVVLVWDQFH�IURP�WKH�VRIWZDUH�FRQVXOWDQW�DVVLJQHG�WR�\RXU�FOLQLF�

Multimedia Approaches to Developmental-Behavioral Promotion and Intervention

Multimedia technology refers to diverse methods for instructing parents. Some technologies offer video 
and audio, others enable parents to select among topics of interest. Some programs deliver “just in time” 
information expected to be relevant to the challenges families are probably facing based on the age 
of their child. Multimedia methods are constantly evolving but to date they include videos, internet 
DQG�ZHE�EDVHG�SURJUDPV��FRPSXWHU�EDVHG�&'�520�RU�WRXFK�VFUHHQ�NLRVNV��YRLFH�UHVSRQVH�WHFKQRORJLHV�
�DND� WHOHSKRQ\��� DQG� LQWHUDFWLYH� HOHFWURQLF�PHGLFDO� UHFRUGV� LQFOXGLQJ� SDUHQW� SRUWDOV� �ZKHUH� SDUHQWV�
can often complete screening/surveillance tools, access information about their children’s health and 
development, and/or be directed to websites approved by providers).

The use of multimedia technology offers exciting and innovative ways to reinforce messages to 
families. Because patient education, especially for complex procedures is time-consuming, multi-media 
approaches to developmental-behavioral interventions have enormous potential to both engage families 
and provide the repetition needed for learning new ways to deal with the inevitable challenges of child-
rearing.29 

Videos
One of the earliest of multimedia methods, videos have much proven effectiveness in advancing parents’ 
NQRZOHGJH�RI�FKLOG�UHDULQJ�LVVXHV�105,106 For example, parents using abusive punishment methods watched 
D�VHULHV�RI�YLGHRV�DERXW�EHWWHU�VROXWLRQV�WR�FRPPRQ�EHKDYLRU�SUREOHPV�RU�SDUHQW�FKLOG�FRQȵLFWV��3DUHQWV�
PDGH�VLJQLȴFDQW�JDLQV�LQ�NQRZOHGJH�RI�QRUPDO�FKLOG�GHYHORSPHQW��LQVLJKW�LQWR�ZK\�FKLOGUHQ�PLVEHKDYH��
and learned alternative behavior management strategies.107�9LGHR�LQWHUYHQWLRQV�DUH�NQRZQ�WR�EH�KLJKO\�
HIIHFWLYH�LQ�FKDQJLQJ�NQRZOHGJH��DWWLWXGHV�DQG�EHKDYLRUV��SDUWLFXODUO\�ZLWK�DW�ULVN�DQG�FXOWXUDOO\�GLYHUVH�
populations.108 It is important to note that videos, including public service announcements on television, 
ZRUN�EHVW�ZKHQ�WKH�VSHDNHU�LV�D�SHHU��H�J���DQ�$IULFDQ�$PHULFDQ�WHHQ�PRWKHU�VSHDNLQJ�WR�RWKHU�$IULFDQ�
American teen mothers about the virtues of breast-feeding).5

Interactive Technology
Although videos continue to be a relatively affordable and easy method of delivering behavioral 
information, interactive approaches transform instruction from passive viewing to active engagement. 
Interactive technology includes computer-based tools (e.g., internet and web-based programs, CD-ROM 
LQWHUYHQWLRQV�XVLQJ�FRPSXWHUV�RU�WRXFK�VFUHHQ�NLRVNV��YRLFH�UHFRJQLWLRQ�V\VWHPV�L�H���WHOHSKRQ\��SHUVRQDO�
digital assistants, and interactive electronic medical records). An extended review by Glasgow and 
colleagues focused on health-related behavioral change. But the authors also describe how technology 
can address developmental-behavioral interventions and both inform and enhance patient–clinician 
discussions. Some approaches enable families to complete assessments prior to an encounter and then 
families and providers receive advice on recommended approaches.109 Clinicians can then reinforce 
the information families received. Kelleher and Stevens described the use of touchpad computers or 
LQIRUPDWLRQ�FHQWHUV�LQ�ZDLWLQJ�URRPV�WR�RYHUFRPH�SUDFWLFH�WLPH�FRQVWUDLQWV��)RU�NLRVN�VW\OH�LQIRUPDWLRQ�
FHQWHUV�QHLWKHU�FOLQLF�VWDII�QRU�SURYLGHUV�QHHG�WR�ȊPDQȋ�WKH�V\VWHP��WDNH�WLPH�WR�DGPLQLVWHU�VFUHHQLQJV�RU�
complete by interview family history.28 Such approaches enable clinicians to offer more individualized 
assessment and counseling during face-to-face visits. 

Computer-Based Training and Waiting Room Kiosks
A large clinical trial showed that 21 out of 22 computer-based trainings (CBTs) produced positive results 
LQFOXGLQJ� UHGXFWLRQ� RI� WDUJHWHG� V\PSWRPV� RU� EHKDYLRUV�� LPSURYHPHQWV� LQ� SDWLHQW� NQRZOHGJH� DQG�
understanding of information, and high parent satisfaction rates.110 Among the technologies in greatest 
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XVH�LV�LQWHUDFWLYH�ZDLWLQJ�URRP�NLRVNV�WR�SURYLGH�SDWLHQW�HGXFDWLRQ�78,111-116 Sanghavi used a waiting-room 
NLRVN�DV�DQ�LQWHUDFWLYH��VHOI�JXLGHG��FRPSXWHUL]HG�GHOLYHU\�IRU�WXWRULDOV�SURYLGLQJ�DQWLFLSDWRU\�JXLGDQFH�
DQG� WKHQ�DVVHVVHG� LPSDFW�RQ�SDUHQWVȇ�NQRZOHGJH��7KH� LQWHUYHQWLRQ�UHTXLUHG�QR�DGGLWLRQDO�SK\VLFLDQ�
time and automatically printed a summary report for the medical record. Parents who completed the 
LQWHUYHQWLRQ�GHPRQVWUDWHG�VXSHULRU�NQRZOHGJH�RI�FKLOG�GHYHORSPHQW��EHKDYLRU��DQG�VDIHW\�LVVXHV�WKDQ�D�
comparison group who received written information only.111

6FKROHU�DQG�FROOHDJXHV�DVNHG�SDUHQWV�WR�YLHZ�IURP�KRPH�D����PLQXWH�PXOWLPHGLD�SURJUDP�FDOOHG�Ȋ3OD\�
Nicely” focused on managing children’s aggression. One year after intervention, most parents who 
viewed the program agreed that it helped them better manage aggression.113 In another study, caregivers 
of 1- to 5-year-olds who viewed an adjunctive multimedia intervention as part of the well-child visit 
ZHUH� ��� WLPHV�PRUH� OLNHO\� WR�KDYH� OHDUQHG�DOWHUQDWLYH�GLVFLSOLQH� VWUDWHJLHV�114 The researchers noted 
that fewer than 50% of parents participated if given a choice, but all parents agreed that viewing the 
information should be a required aspect of well-visits—95% of the parents who viewed the multimedia 
program stated that the information about discipline was valuable.78,117 

In an additional study, families were divided into two groups: One watched “Play Nicely” and then had 
a discussion with their child’s healthcare provider about discipline. The second group had physician 
counseling if requested. Only 4% of families in the second group reported plans to change how they 
GLVFLSOLQHG�WKHLU�FKLOG��%XW�LQ�WKH�ȴUVW�JURXS������RI�IDPLOLHV�KDG�SODQV�WR�FKDQJH�WKHLU�PHWKRGV��7KH�
authors concluded that multimedia instruction is a powerful and effective tool for instruction especially 
when delivered along with physician–parent discussions about discipline.78,114 

6LPLODUO\� DQ� LQWHUDFWLYH� LQWHUQHW� SURJUDP� VLJQLȴFDQWO\� LQFUHDVHG� FDUHJLYHUVȇ� NQRZOHGJH� RI� DVWKPD��
decreased children’s asthma symptoms as well as emergency department visits.118-121 The intervention 
ZDV�LPSOHPHQWHG�ZLWKRXW�GLVUXSWLRQ�RI�WKH�UHJXODU�YLVLW�ȵRZ��DQG�WKH�VLWH��E\�LGHQWLI\LQJ�ZKLFK�SDUWV�RI�
WKH�SURJUDP�SDUHQWV�VHOHFWHG��SURYLGHG�IHHGEDFN�WR�SURYLGHUV�ZKR�FRXOG�WKHQ�SURYLGH�HQFRXUDJHPHQW�
and redirection. Overall, use of multimedia educational material along with clinician guidance appears 
WR�EH�D�PRUH�HIIHFWLYH�PHDQV�RI�DIIHFWLQJ�SDUHQWVȇ�VNLOOV�WKDQ�DUH�SK\VLFLDQȂSDUHQW�GLVFXVVLRQV�DORQH�

Telephony, E-mail and Cell Phone Messages
Automated phone calls or telephone support services (TSSs), text messages, or e-mails are often used 
for appointment reminders but are also useful in reinforcing important health and safety messages, 
behavior intervention issues, and follow-up dates. In addition to answering parents’ phone calls, e-mail 
and text messages can be used to respond to questions from parents—ideally with help from trained 
support staff with consultation from clinicians. Cell phone messaging (e.g., Text4Baby, Baby Center) is 
another approach that sends text messages on health, safety, and developmental promotion based on 
the child’s age. 

One study found text messages helpful for augmenting face-to-face interactions with healthcare 
providers by repeating basic messages—essential for mastery of new information.121 The Text4Baby 
cell phone text messaging service sponsored by the Maternal Health Bureau is one example. Low-
income mothers are enrolled when their child is born and then receive age-paced safety, health and 
developmental promotion messages. Among participating mothers: 63% reported that Text4Baby helped 
them remember an appointment or needed immunizations; 75% reported that Text4Baby messages 
LQIRUPHG�WKHP�RI�PHGLFDO�ZDUQLQJ�VLJQV�WKH\�GLG�QRW�NQRZ������UHSRUWHG�WDONLQJ�WR�WKHLU�GRFWRU�DERXW�D�
topic they had read in a Text4Baby message; and 38% reported they had called a service recommended 
by Text4Baby.122 Because of this program’s success, it is not surprising that Text4Baby received, in 2013, 
substantial funding to add developmental-behavioral/mental health screening to its offerings. 

Summary of Multimedia Parent Education: The use of technology in patient education is 
increasingly common. Multimedia applications reinforce providers’ messages, engage parents in selecting 
VSHFLȴF�WRSLFV�RI� LQWHUHVW�DQG�PDVWHU\�RI�FRQWHQW�RXWVLGH�SHGLDWULF�HQFRXQWHUV�� L�H���KHOS�SDUHQWV�EHFRPH�
independent life-long learners. Advancing technology often enables medical records to be updated as 
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parents work through training programs thus allowing clinicians to track families’ acquisition of new 
information. Portals, often built into electronic records, are useful for such interventions and for eliciting 
parents’ concerns and facilitating screening prior to encounters. Cell phone applications are particularly 
helpful in reaching families with limited access to other technologies. Providers may need to advocate for 
assistance from electronic records vendors for installing software on a clinic website or into an electronic 
record. Collaboration between medical providers and information technology companies is encouraged so 
that clinicians and families can take full advantage of interactive patient education programs. 

puTTing behaVioral inTerVenTions inTo praCTiCe

General child management strategies  
We focus in this section on behavioral interventions because they are particularly challenging for 
SURYLGHUV�WR�WHDFK��:KDW�GR�FOLQLFLDQV�DQG�SDUHQWV�QHHG�WR�NQRZ�DERXW�FKLOG�GHYHORSPHQW�DQG�GLVFLSOLQDU\�
techniques? The most important points are that:

ȏ� &KLOGUHQ�DUH�FRQVWDQWO\�OHDUQLQJ�DERXW�KRZ�WKHLU�ZRUOG�ZRUNV��

ȏ� Children learn from experience and also by imitation; 

ȏ� &KLOGUHQ�DUH�VRFLDO�EHLQJV�DQG�VHHN�DWWHQWLRQ�DQG�LQWHUDFWLRQ�ZLWK�RWKHUV��

For these reasons, time-out is a powerful management tool, because it withdraws social attention and 
stimuli of interest. Time-out involves placing a child in a boring location contingent on the occurrence of 
an inappropriate behavior and withdrawing all attention including eye, verbal and physical contact. But 
WLPH�RXW�RQO\�ZRUNV�LI�SDUHQWV�SURYLGH�ȊWLPH�LQ�ȋ�)DPLOLHV�RIWHQ�FRPSODLQ�WKDW�FKLOGUHQ�GRQȇW�OLVWHQ�RU�
IROORZ�GLUHFWLRQV��:H�QHHG�WR�PDNH�VXUH�WKDW�ZKHQ�FKLOGUHQ�GR�OLVWHQ�DQG�GR�IROORZ�GLUHFWLRQV��SDUHQWV�
SURYLGH�ORWV�RI�DWWHQWLRQ�DQG�SUDLVH��,Q�VXFK�DQ�HQYLURQPHQW��FKLOGUHQ�ȴQG�WKH�FRQWUDVW�EHWZHHQ�WLPH�
in and time-out quite obvious. On the other hand, if parental interaction involves mostly reasoning, 
lecturing, and reprimands, children learn that the best way to get their parents’ attention is by repeating 
problematic behavior. 

The contingent use of praise for pro-social behavior increases the occurrence of desirable conduct. 
The use of severe or loud reprimands actually increases disruptive behavior.123 Developmentally, this 
PDNHV�VHQVH�EHFDXVH�FKLOGUHQ�DUH�SUH�DEVWUDFW�WKLQNHUV��7KH\�FDQQRW�SURFHVV�ZRUGV��HDVLO\�JHQHUDOL]H�
to new situations and thus change future behavior. Compliant children typically require 6 - 9 seconds 
to understand the instruction and begin to act upon it.124 Too many of us pepper children with the same 
instruction without waiting long enough for children to obey. Too many of us give commands that are 
DFWXDOO\�FKRLFHV��$�TXHVWLRQ�VXFK�DV�Ȋ&DQ�\RX�SLFN�XS�\RXU�WR\V�SOHDVH"ȋ�GRHV�QRW�FRQYH\�ZKDW�ZH�UHDOO\�
PHDQ��Ȋ,W�LV�WLPH�WR�SLFN�XS�\RXU�WR\V��1RZ�ȋ��

$IWHU�JLYLQJ�SDUHQWV�EHKDYLRU�VWUDWHJLHV��LW�LV�FULWLFDO�WR�ȴQG�RXW�LI�UHFRPPHQGDWLRQV�ZRUNHG��,I�QRW��ZH�
QHHG�WR�ȴQG�RXW�ZKDW�PDGH�WKH�EHKDYLRU�ZRUVH��6RPHWLPHV�FKLOGUHQ�HQJDJH�LQ�ȊUHVSRQVH�EXUVWVȋ��L�H���
escalating challenging behavior. Response bursts actually mean parents’ new disciplinary methods are 
VWDUWLQJ�WR�ZRUN�DQG�WKDW�PRUH�WLPH�LV�QHHGHG��3DUHQWV�QHHG�DVVXUDQFH�IURP�\RX�WKDW�LI�WKH\�KDYH�WULHG�
DQG�IDLOHG��LWȇV�2.��WKDW�\RX�ZDQW�WR�KHDU�DERXW�LW��DQG�ZLOO�KHOS�ȴJXUH�RXW�RWKHU�ZD\V�WR�KHOS��6R�DVN�
SDUHQWV�WR�FDOO�EDFN�LQ�VL[�RU�VR�ZHHNV�LI�SUREOHPV�SHUVLVW��RU�SODQ�WR�FRQWDFW�IDPLOLHV���

7DEOH�����KLJKOLJKWV� WKH�NH\�SRLQWV�RI�EHKDYLRU�PDQDJHPHQW� IRU�SDUHQWV��2Q�RXU�ZHEVLWH�ZH�SURYLGH�
downloadable informational handouts in (English and Spanish) addressing parents’ most common 
issues in both developmental and behavioral promotion: discipline and behavior, social development, 
SUHVFKRRO�DQG�VFKRRO�VNLOOV��VSHHFK�DQG�ODQJXDJH��GHDWK�DQG�G\LQJ��PDULWDO�SUREOHPV�DQG�GLYRUFH��PRWRU�
and self-help, and parents and careers (www.pedstest.com/TheBook/Chapter7).
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Table 7-1. Techniques in Effective Child Management

Preventing Problems:

ȏ� Discipline is not mostly punishment. Discipline is teaching new behaviors—in yourself and your children. 
&KLOGUHQ�RIWHQ�GR� WKH� VDPH� WURXEOLQJ� WKLQJV�RYHU� DQG�RYHU�EHFDXVH� WKH\�GRQȇW� NQRZ�DQRWKHU�ZD\� WR� DFW��
KRZ�WR�DVN�IRU�ZKDW�WKH\�UHDOO\�ZDQW��RU�KRZ�WR�WHOO�\RX�ZKDW�LV�ERWKHULQJ�WKHP��6R��RQH�RI�WKH�PDLQ�JRDOV�RI�
discipline is to teach children a better way to behave and communicate. Discipline also involves preventing 
misbehavior and practicing good behavior. These suggestions should help:

ȏ� 7KH�VLQJOH�PRVW�LPSRUWDQW�SDUW�RI�GLVFLSOLQH�LV�WR�FDWFK�\RXU�FKLOG�EHLQJ�JRRG�DQG�OHW�KLP�NQRZ�KRZ�SURXG�
you are (e.g., “You put on your shoes this morning—way to go!”). Use praise often. It motivates your child to 
ZDQW�WR�EHKDYH�ZHOO�DQG�WR�VHHN�\RXU�DSSURYDO��(YHU\���WR����PLQXWHV��WU\�WR�FDWFK�\RXU�WRGGOHU�EHLQJ�JRRG��
every 15 minutes or so for preschoolers and every 30 minutes or so with older children.

ȏ� 6SHQG�VRPH�WLPH�HYHU\�GD\�GRLQJ�D�IHZ�WKLQJV�\RXU�FKLOG�OLNHV�WR�GR�DQG�WKDW�\RX�OLNH�WR�GR�WRJHWKHU��$�FKLOG�
ZKR�KDV�VSHFLDO�DWWHQWLRQ�IURP�SDUHQWV�LV�OHVV�OLNHO\�WR�PLVEHKDYH��

ȏ� &KLOGSURRI�\RXU�KRXVH��5HPRYH�GDQJHURXV��EUHDNDEOH��DQG�YDOXDEOH�REMHFWV�IURP�DUHDV�ZKHUH�\RX�VSHQG�WLPH�
ZLWK�\RXU�\RXQJ�FKLOG�VR�WKDW�FRQVWDQW�QDJJLQJ�LV�QRW�QHFHVVDU\��,I�SRVVLEOH��PDNH�\RXU�RXWVLGH�\DUG�DV�VDIH�
and child-friendly as possible—get a fence, give away a dangerous dog, move lawn chemicals and equipment. 
,I�\RX�FDQQRW�PDNH�FKDQJHV�LQ�\RXU�\DUG�RU�SOD\�DUHD��WDNH�WXUQV�ZLWK�RWKHU�SDUHQWV�VXSHUYLVLQJ�FKLOGUHQ�
outside.

ȏ� Rotate your child’s toys. Keep some in a closet out of your child’s reach and some where she can play with 
them. When she needs a new activity and is tired of the toys she has out, switch them with one of the ones in 
the closet.

ȏ� $QWLFLSDWH� FKLOGUHQȇV� QHHGV� IRU� DFWLYLWLHV��+DYH� D� OLVW� RI� WKLQJV� \RXU� FKLOG� OLNHV� WR� GR� �\RX� FDQ� FUHDWH� WKLV�
together). When he is restless and needs a new activity, go to the list and let him chose something. When 
travelling long distances, even on the way to and from the grocery store, have some fun activities prepared 
OLNH “I see something...”, “20 Questions”,�GUDZLQJ�SDGV�RU�ERRNV�WKDW�DUH�RQO\�IRU�XVH�LQ�WKH�FDU�RU�EXV��

ȏ� +HOS�\RXU�FKLOG�NHHS�KLV�RU�KHU�SOD\�DUHD�WLG\ȃSUHIHUDEO\�EHIRUH�SOD\LQJ�ZLWK�GLIIHUHQW�WR\V�DQG�LI�QRW��WKHQ�
RQ�D�GDLO\�EDVLV��7KLV�FUHDWHV�DQ�LQYLWLQJ�VSDFH�LQ�ZKLFK�WR�SOD\�DQG�LW�WHDFKHV�LPSRUWDQW�WKLQNLQJ�VNLOOV��&OHDQ�
up time and organization are not easy for children because they are easily distracted, i.e., tend to start playing 
rather than tidying up, and because their understanding of what types of things go together (e.g., putting 
EORFNV�RU�/HJRV�LQ�WKH�VDPH�SODFH��LV�VWLOO�HPHUJLQJ��6R�PDNH�FOHDQ�XS�D�JDPH��)RU�H[DPSOH�PDNH�XS�D�WXQH�WR�
go with “Pick up your book. Pick up your book. Everybody knows you’ve gotta pick up your books.” When the 
ERRNV�DUH�SLFNHG�XS��RIIHU�ORWV�RI�SUDLVH�DQG�WKHQ�VWDUW�DJDLQ�ZLWK�EORFNV��WUXFNV��GROOV��RU�ZKDWHYHU��

ȏ� Distract young children from things you don’t want them doing by starting another activity—getting out a 
GLIIHUHQW�WR\��UHDGLQJ�D�ERRN�ZLWK�WKHP��VLQJLQJ�D�VRQJ��HWF��

ȏ� Offer limited choices. If, for example, a child is reluctant to bathe, say, “It’s bath time. What do you want to 
ZDVK�ȴUVWȃ\RXU�IHHW�RU�\RXU�OHJV"ȋ

ȏ� 3UDLVH�\RXU�FKLOG�HYHQ�ZKHQ�VKH�GRHV�VRPHWKLQJ�\RX�H[SHFW�KHU�WR�GR��0DNH�D�VKRUW�OLVW�RI�WKLQJV�\RX�ZDQW�
\RXU�FKLOG�WR�GR�RQ�KLV�RZQ��3XW�WKHVH�RQ�D�FKDUW��ZLWK�ROGHU�FKLOGUHQ�\RX�FDQ�DOVR�OLVW�WKH�GD\V�RI�WKH�ZHHN�
and hours of the day). With younger children every 30 minutes or so, go with him to the chart and draw a 
VWDU�RU�SXW�D�VWLFNHU�RQ�LW�LI�KH�KDV�GRQH�ZKDW�ZDV�UHTXLUHG��)RU�ROGHU�FKLOGUHQ��WZR�RU�WKUHH�WLPHV�D�GD\�PD\�
be enough.  You can mention a few minutes in advance that it’s almost chart time—as a reminder to do what 
he should. 

ȏ� Practice in a playful way how you want your child to behave. Try saying “Now we are going to play ‘The Obey 
Game’. I’m going to ask you to do something and then when you do it, I’m going to give you a big hug. Are you 
ready? O.K., go get your shoes!” When your child returns with his shoes say, “That was very good obeying. I am 
proud of you. Let me give you a big hug. Now, let’s obey Daddy again.....” You can also use this to practice social 
VNLOOV�OLNH�WDNLQJ�WXUQV��ZDLWLQJ�SDWLHQWO\��DQG�VR�IRUWK��

ȏ� :LWK�ROGHU�FKLOGUHQ�KDYH�IDPLO\�WLPH�IRU�WDONLQJ�DERXW�EHKDYLRU��/HW�\RXU�FKLOGUHQ�WDON�DERXW�ZK\�UXOHV�DUH�
LPSRUWDQW��ZKDW�WKH�UXOHV�VKRXOG�EH�DQG�UHZDUGV�DQG�FRQVHTXHQFHV��&KLOGUHQ�DUH�PRUH�OLNHO\�WR�DJUHH�DQG�
FRRSHUDWH�ZKHQ�WKH\�XQGHUVWDQG�ZK\�DQG�DUH�DOVR�LQYROYHG�LQ�UXOH�PDNLQJ��

table continues on next page...
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ȏ� 7DNH�WLPH�IRU�\RXUVHOI��<RX�ZLOO�GR�EHWWHU�ZLWK�\RXU�FKLOGUHQ�ZKHQ�\RX�DUH�UHIUHVKHG��,I�\RX�KDYH�JLYHQ�\RXU�
child special time, it is easier to insist on your own special time too. 

Dealing with Problem Behaviors: Even if you do the above often and well, children will misbehave. These 
suggestions should help you manage problem behavior:

ȏ� With older children, use natural consequences whenever possible (and safe). For example, if you have to nag 
\RXU�FKLOG�WR�JHW�GUHVVHG�HYHU\�PRUQLQJ��OHW�KHU�NQRZ�\RX�ZLOO�EH�WDNLQJ�KHU�WR�VFKRRO�ZKHWKHU�VKH�LV�GUHVVHG�
RU�QRW��:KHQ�WKH�WLPH�FRPHV��ZDON�KHU�RXW�WR�WKH�EXV�RU�FDU�LQ�KHU�SDMDPDV�DQG�OHW�KHU�JHW�GUHVVHG�WKHUH��(QG�
of nagging!

ȏ� :KHQ�\RXU�SUHVFKRRO�DJH�FKLOG�NHHSV�GRLQJ�VRPHWKLQJ�WKDW�\RX�KDYH�DVNHG�KLP�QRW�WR�GR��JLYH�RQH�ZDUQLQJ�
and then “time out.” Put your child in another room or in a chair facing away from you for a few minutes 
(only a few minutes is needed) and give her no attention. With older children, use “reverse time out.” Say, “I 
can’t be around you when you act like this. I’ll be back when you can ....” Do not respond to pounding on the 
door, etc. Come out when he is behaving appropriately. Then practice with your child the behavior you want 
WR�VHH��$QRWKHU�ZD\�WR�GR�WKLV�LV�WR�KDYH�D�WLPH�RXW�FKDLU�WKDW�\RXU�FKLOG�PXVW�VLW�LQ�EULHȵ\�XQWLO�KH�LV�UHDG\�WR�
behave better. 

ȏ� Sometimes parents don’t try good discipline methods for enough time. When you have tried lots of methods 
DQG�QRWKLQJ�VHHPV�WR�ZRUN�� WKLQN�DERXW�ZKHWKHU�RQH�DSSURDFK�PDGH�WKLQJV�ZRUVH��7KLV� LV� WKH�RQH�WR�WU\�
DJDLQ��&KLOGUHQ�XVXDOO\�WU\�WKH�VDPH�PLVEHKDYLRUV�D�IHZ�ODVW�WLPHV�EHIRUH�WKH\�OHDUQ�WKDW�LWȇV�QRW�ZRUNLQJ�DQ\�
more.

ȏ� Don’t hit your child. It only shows them that aggression and anger are a way to solve problems. Physical 
SXQLVKPHQW�DOVR�GULYHV�EHKDYLRU�ȊXQGHUJURXQGȋȃPDNLQJ�FKLOGUHQ�PRUH�OLNHO\�WR�PLVEHKDYH�DQG�DOVR�PRUH�
DQG�PRUH�VNLOOHG�DW�KLGLQJ�WKHLU�PLVEHKDYLRU�IURP�\RX��

ȏ� Don’t curse or call your children names. Name-calling is emotionally damaging and often causes children to 
act worse. 

ȏ� 7DON�ZLWK�FKLOGUHQ�GXULQJ�D�FDOP�PRPHQW�DERXW�WKHLU�EHKDYLRU�DQG�KHOS�WKHP�XQGHUVWDQG�ZKDW�\RX�ZDQW�
DQG�ZK\��$VN�WKHP�WR�WHOO�\RX�ZKDW�WKH\�WKLQN�VKRXOG�KDSSHQ��/LVWHQ�WR�ZKDW�WKH\�VD\��UHSKUDVLQJ�LW�FDUHIXOO\��
Helping a child state rules helps them put words with desired actions. 

Addressing Common Child Behavioral Issues: A Few Examples

7DEOH�����VKRZV�H[DPSOHV�RI�WHFKQLTXHV�WR�KHOS�SDUHQWV�PDQDJH�VSHFLȴF�SUREOHPDWLF�EHKDYLRU��$OO�FDQ�
EH�HQKDQFHG�ZLWK�YHUEDO�JXLGDQFH��PRGHOLQJ��WHDFK�EDFN��DGGLQJ�ZULWWHQ�LQIRUPDWLRQ�WR�WDNH�KRPH��DQG�
or video instruction. 

Pill Swallowing. Modeling and shaping help children learn to swallow pills and maintain compliance with 
their prescribed pharmacological therapy.58,59 Blount and colleagues taught children of different ages to swallow 
medication in one training session via the following: 

ȏ� Model the pill-swallowing process;

ȏ� 8VH�SLHFHV�RI�FDNH�GHFRUDWLRQV�RU�VPDOO�FDQG\��VWDUWLQJ�ZLWK�YHU\�VPDOO�VSULQNOHV�DQG�JUDGXDOO\�SURJUHVVLQJ�
in size;

ȏ� Move to the next larger sized candy after the child has been successful with two of the smaller sized candies;  

ȏ� Practice daily while describing and praising cooperation with the steps;

ȏ� 0RGHO�DSSURSULDWH�FRSLQJ�VNLOOV�IRU�PDNLQJ�PLVWDNHV��H�J���GHHS�EUHDWK��VLS�RI�ZDWHU��WU\�DJDLQ��

Table 7-2. Examples of Techniques for Addressing Common Behavioral Issues

Table 7-1. Cont'd

table continues...
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Sleep Problems.�7ZR�YHU\�EULHI�WUHDWPHQWV��LJQRULQJ�DQG�JUDGXDWHG�LJQRULQJ��VLJQLȴFDQWO\�DQG�UDSLGO\�LPSURYH�
young children’s bedtime and nighttime sleep problems.125 Parents received information on the interventions 
during a visit and then received follow-up phone calls so that professionals could answer questions and address 
concerns. Mindell reviewed studies and reached the conclusion that extinction and parental education are as 
well-established methods for the treatment of sleep problems: 126

ȏ� Quiet time prior to bedtime (e.g., reading or coloring);

ȏ� Low lights and no television, computers, cell phones, etc.;

ȏ� Establish a bedtime routine and implement with consistency;

ȏ� Provide exercise and physical activity during the day;

ȏ� Limit or eliminate naps during the day (depending on age);

ȏ� 3XW�FKLOG�WR�EHG�ZKLOH�KH�VKH�LV�DZDNH�EXW�WLUHG�

ȏ� +DYH�FRQVLVWHQW�EHGWLPH�DQG�ZDNH�WLPHV��HYHQ�RQ�WKH�ZHHNHQGV��

ȏ� 0HHW�QHHGV�SULRU�WR�EHGWLPH��H�J���GULQNV�DQG�EDWKURRP��

ȏ� Ignore all crying; or

ȏ� ����FRPSOHWHO\�LJQRUH�DQ\�DWWHPSW�DW�JHWWLQJ�DWWHQWLRQ��RU�����FKHFNLQJ�LQ�DW�LQFUHDVLQJO\�ORQJHU�LQWHUYDOV�RQFH�
the child is in bed and quiet, and until asleep.  Many parents prefer the latter approach. 

Biting. Children bite for a reason. Teething babies and toddlers bite because it relieves the pain of tender gums 
and because mouthing/biting is a way to explore objects. Older toddlers and preschoolers bite to see what happens 
and because they do not understand yet that biting hurts other people. Young children bite when frustrated 
EHFDXVH�WKH\�KDYH�QRW�IXOO\�H[SHULHQFHG�WKH�IDFW�WKDW�ZRUGV�DORQH�DUH�XVXDOO\�VXɟFLHQW�WR�JHW�VRPHRQH�WR�VWRS�
GRLQJ�VRPHWKLQJ�ERWKHUVRPH��%XW��LW�LV�HVSHFLDOO\�LPSRUWDQW�WR�NQRZ�WKDW�FKLOGUHQ�ZDQW�DWWHQWLRQ��6R�LI�ELWLQJ�
JLYHV�FKLOGUHQ�ORWV�RI�DWWHQWLRQ��WKH\�DUH�IDU�PRUH�OLNHO\�WR�NHHS�ELWLQJ��

ȏ� 1HYHU�HYHU�ELWH�EDFN��7KDW�VHWV�DQ�DZIXO�H[DPSOH��<RXU�FKLOG�GRHV�QRW�\HW�XQGHUVWDQG�WKDW�KLV�KHU�DFWLRQV�
KXUW�RWKHUV�DQG�VR�ZLOO�QRW�PDNH�WKH�FRQQHFWLRQ�EHWZHHQ�Ȋ\RX�KXUW�PH�DQG�VR�,�KXUW�\RX�ȋ�

ȏ� Just say a bit loudly “No biting!” and “Biting hurts!” and remove your child from the action (without additional 
conversation). Then pay lots of attention to the person bitten; 

ȏ� Anticipate when biting may occur and prevent it by distracting your child and playmates with other activities;

ȏ� $�WLUHG�DQG�FUDQN\�FKLOG�LV�PRUH�OLNHO\�WR�ELWH�VR�PDNH�VXUH�\RXU�FKLOG�KDV�VQDFNV��ZDWHU�DQG�QDSV�EHIRUH�
playing with others;

ȏ� 0DNH�VXUH�\RXU�FKLOG�JHWV�ORWV�RI�SUDLVH�IRU�EHKDYLQJ�ZHOO��H�J���HYHU\����WR����PLQXWHV��YLD�FRPPHQWV�VXFK�DV�
“You are playing very nicely.”;

ȏ� ,I�\RXU�EDE\�LV�WHHWKLQJ��PDNH�VXUH�KH�RU�VKH�KDV�VRPHWKLQJ�DSSURSULDWH�WR�ELWH�RQ��H�J��D�WHHWKLQJ�ULQJ��D�FROG�
ZDVKFORWK��EXW�GR�QRW�RIIHU�LFH�EHFDXVH�LW�LV�D�FKRNLQJ�KD]DUG���

Temper Tantrums. As with biting, children have temper tantrums for a reason: tired, hungry, uncomfortable, 
can’t get or explain what they want, etc. Tantrums increase around two-years of age because children understand 
lots more than they can say (which is frustrating for them) and because they are increasingly driven to do things 
for themselves—even if they aren’t ready—hence the common refrain, “Me do it.” The drive for independence is 
crucial for new learning but independence is also scary for children (and adolescents). Almost every experience 
LV�QHZ�DQG�FKLOGUHQ�ODFN�WKH�SUDFWLFH�DQG�ZLVGRP�WR�FRQȴGHQWO\�FRQWURO�WKH�FKDOOHQJHV�WKH\�WU\�WR�WDFNOH��

There are two approaches needed for handling temper tantrums.127�7KH�ȴUVW�LV�SUHYHQWLQJ�WKHP�ZKHQ�SRVVLEOH��
Many of the techniques in Table 7-1 help prevent tantrums and other problem behaviors. The second approach 
is learning effective methods of dealing with tantrums when they occur. 

ȏ� If at home, remove yourself (if your child is not doing something dangerous) and say, “I’ll come back when you 
stop.” Do not respond if your child follows you; 

table continues...

table continues...
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ȏ� If your child is doing something dangerous and won’t stop after being told, hold him or her for a few minutes 
�ZLWK�KLV�KHU�EDFN�WRZDUG�\RX���

ȏ� Try humor. Raise an eyebrow and say, “Not that again!”;

ȏ� ,JQRUH�WKH�FKLOG�EULHȵ\��)RU�H[DPSOH��VLPSO\�WXUQ�DURXQG�DIWHU�VD\LQJ��Ȋ1R�ȋ��

ȏ� 7DNH�WKH�FKLOG�WR�D�TXLHW�SODFH��H�J���WKH�UHVWURRP�RU�D�FDU���

ȏ� 'R�QRW�WDON�RU�UHDFW�XQWLO�WKH�EHKDYLRU�VWRSV��

ȏ� 'RQȇW�JLYH�LQ�WR�GHPDQGV�MXVW�EHFDXVH�\RX�DUH�LQ�SXEOLF��,I�SDVVHUV�E\�ORRN�FULWLFDO�RU�\RX�IHHO�HPEDUUDVVHG��
just smile and say, “Terrible twos,” or “Minor meltdown.”;

ȏ� Children also tantrum when frustrated (e.g., aren’t able to put shoes on by themselves after trying). In such 
cases, they need soothing (e.g., “It is OK. Putting shoes on is hard to do.”) followed by assistance (e.g., loosening 
shoelaces and saying, “Let’s try it again.”).  

when brief inTerVenTions are noT effeCTiVe 
There are times, when despite our best efforts to give parents effective advice and written information, 
more intensive help is needed—help that is often well beyond what we can accomplish in brief primary 
FDUH�YLVLWV��0DUNHUV�IRU�ZKHQ�PRUH�WKDQ�EULHI�LQWHUYHQWLRQV�DUH�UHTXLUHG�LQFOXGH�SDUHQWV�ZLWK�UHSHDWHG�
EHKDYLRUDO�FRQFHUQV��WKRVH�ZKR�DUH�GHSUHVVHG�RU�DQ[LRXV�RU�KDYH�RWKHU�SV\FKRVRFLDO�ULVN�IDFWRUV�VXFK�
as limited literacy or major life stressors, and families who have a history of neglect or abuse (whether 
LQ�WKH�FKLOGȇV�RU�WKH�SDUHQWVȇ�RZQ�KLVWRU\���6R��WKH�ȴUVW�VWHS�LQ�LGHQWLI\LQJ�IDPLOLHV�ZKR�QHHG�PRUH�WKDQ�
EULHI�DGYLFH��LV�WR�IROORZ�XS�WR�PDNH�VXUH�RXU�DGYLFH�ZRUNHG��:KHQ�LQHIIHFWLYH��ZH�QHHG�WR�UHIHU�IDPLOLHV�
IRU�DVVLVWDQFH�ZLWK�SDUHQWLQJ��$W�WLPHV��WKLV�DVVLVWDQFH�ZLOO�QHHG�WR�FRPH�IURP�VRFLDO�ZRUN�VHUYLFHV��LQ�
the case of child abuse or neglect). From there, families will inevitably be required to attend parenting 
FODVVHV��,Q�WKH�DEVHQFH�RI�DEXVH�QHJOHFW��FOLQLFLDQV�QHHG�WR�NQRZ�DERXW�YLDEOH�SDUHQW�WUDLQLQJ�SURJUDPV�
�HLWKHU�RQHV�ZH�FDQ�HVWDEOLVK�ZLWKLQ�RXU�FOLQLFV��RU�RQHV�ZH�FDQ�UHIHU�WR�ZLWK�FRQȴGHQFH�WKDW�WKH�FXUULFXOD�
has proven effectiveness. Described below are several well-researched curricula for parent training. 

Positive Parenting Program (Triple P) (www.triplep.net)
Triple P was developed at the Parenting and Family Support Centre at the University of Queensland, 
$XVWUDOLD�DQG�UHȴQHG�DFURVV�WKH�ODVW�WZHQW\�\HDUV��7ULSOH�3�LV�SDUWLFXODUO\�XQLTXH�LQ�WKDW�LW�LV�D�PXOWL�
level, parenting and family support strategy that aims to prevent severe behavioral, emotional and 
GHYHORSPHQWDO�SUREOHPV�LQ�FKLOGUHQ�E\�HQKDQFLQJ�WKH�NQRZOHGJH��VNLOOV��DQG�FRQȴGHQFH�RI�SDUHQWV�

7ULSOH�3�LQFRUSRUDWHV�ȴYH�OHYHOV�RI�LQWHUYHQWLRQ�RI�LQFUHDVLQJ�VWUHQJWK�IRU�SDUHQWV�RI�FKLOGUHQ�IURP�ELUWK�
WR����\HDUV���:KDW�GLVWLQJXLVKHV�7ULSOH�3�IURP�RWKHU�SV\FKRVRFLDO�LQWHUYHQWLRQV�IRU�EHKDYLRUDO�GLɟFXOWLHV�
is that Levels 1, 2 & 3 of this program are designed to be carried out in primary care settings within the 
FRQVWUDLQWV�RI�D����PLQXWH�YLVLW��,W�LV�ZRUWK�QRWLQJ�WKDW�FKLOGUHQ�ZLWK�EHKDYLRUDO�GLɟFXOWLHV�SUHVHQW�ZLWK�
elevated frequency to primary care. Without programs such as Triple P, these visits can be quite lengthy.

Families begin Triple P at the lowest level of service. Movement to more intensive levels is dictated 
by failure to respond to the prior interventions: (1) Level 1, a universal parent information strategy, 
provides parents with access to information about parenting through a coordinated media and 
promotional campaign using print and electronic media. This level of intervention aims to increase 
community awareness of parenting resources, to encourage parents to participate in programs, and to 
create a sense of optimism by depicting solutions to common behavioral and developmental concerns. 
The service includes TV, newspaper, and waiting room materials and presentations; (2) Level 2 are one to 
two 15-minute sessions in which primary healthcare providers offer anticipatory guidance to parents of 
FKLOGUHQ�ZLWK�PLOG�EHKDYLRU�GLɟFXOWLHV��'HSOR\HG�DUH�XVHU�IULHQGO\�SDUHQWLQJ�WLS�VKHHWV�DQG�YLGHRWDSHV�
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WKDW�GHPRQVWUDWH�VSHFLȴF�SDUHQWLQJ�VWUDWHJLHV������/HYHO����D�IRXU�VHVVLRQ�SULPDU\�FDUH�LQWHUYHQWLRQ�����
PLQXWHV�SHU�VHVVLRQ���WDUJHWV�FKLOGUHQ�ZLWK�PLOG�WR�PRGHUDWH�EHKDYLRU�GLɟFXOWLHV�DQG�LQFOXGHV�DFWLYH�
VNLOOV�WUDLQLQJ�IRU�SDUHQWV������/HYHO���LQYROYHV�D�UHIHUUDO�WR�D�7ULSOH�3�PHQWDO�KHDOWK�SURYLGHU�WR�SURYLGH�
more intensive, longer term training; and (5) Level 5 adds social services. This tiered multi-level strategy 
recognizes that parents have differing needs and desires regarding the type, intensity and mode of 
DVVLVWDQFH�WKH\�UHTXLUH��7KH�7ULSOH�3�V\VWHP�LV�GHVLJQHG�WR�PD[LPL]H�HɟFLHQF\��FRQWDLQ�FRVWV��DQG�HQVXUH�
the program has wide reach in the community.

Research on Triple P is extensive and includes randomized controlled trials across various levels of 
Triple P services. In one study of Level 5 Triple P with a group of ADHD children, teachers and parents 
UHSRUWHG�VLJQLȴFDQW�UHGXFWLRQV�LQ�GLVUXSWLYH�FKLOG�EHKDYLRU�SUREOHPV�DQG�DYHUVLYH�SDUHQWLQJ�SUDFWLFHV��
along with maintenance of gains at three months post-training.128 A study of Triple P Level 4 focused 
RQ�D�JURXS�RI�FKLOGUHQ�UHSRUWHG�E\�WKHLU�SDUHQWV�DV�O\LQJ�DQG�VWHDOLQJ��7KHUH�ZHUH�QRW�RQO\�VLJQLȴFDQW�
improvements in child behavior but also in parental depression, anxiety, stress and parents’ sense of 
competence.129 Other researchers evaluated the success of Triple P’s Level 1 cross-promotional media 
campaign (newspapers, posters, magazine, telephone information lines) in encouraging participation 
(from families and primary care providers).130 In a comparison of families participating in Levels 3 and 
��RI�7ULSOH�3�YHUVXV�ZDLWLQJ� OLVW� FRQWUROV�� ����RI� WKH� IRUPHU�KDG� VLJQLȴFDQW� UHGXFWLRQV� LQ�GLVUXSWLYH�
behavior.131�(YHQ�D� WHOHYLVHG�YHUVLRQ�RI�7ULSOH�3�KDG�UHPDUNDEOH�HIIHFWLYHQHVV� LQ�UHGXFLQJ�GLVUXSWLYH�
child-behavior and a high degree of acceptability to families,132 although in another study, families and 
children made greater gains when exposed to more intense levels of services.133 The Triple P website 
houses ongoing research and information on leadership training and research projects. Also available 
DUH�ERRNV�DQG�RWKHU�UHVRXUFHV�IRU�SDUHQWV�RQ�VSHFLȴF�FRPPRQ�LVVXHV�

Overall, Triple P is well-researched, embraces a continuum of intervention, has well constructed and 
WHVWHG�PDWHULDOV��D�KLJK�GHJUHH�RI�HYLGHQFH�WKDW�WKH�SURJUDP�PDNHV�SRVLWLYH�FKDQJHV�LQ�SDUHQWLQJ�VNLOOV�
and child behavior, and incurs high levels of family satisfaction. Triple P is also one of the few programs 
to deploy an approach that focuses on population-based improvement.

Incredible Years (www.incredibleyears.com)
The Incredible Years’ Parents, Teachers, and Children Training Series was developed by Dr. Carolyn 
Webster-Stratton at the University of Washington in Seattle after several decades of formidable research 
on the issue of preventing and intervening with conduct disorders in children and adolescents. The 
Incredible Years (IY) is actually a series of different programs targeting parent training, teacher training, 
and child training (with the latter called “Dina the Dinosaur”).

,<�KDV�WZR�ORQJ�UDQJH�JRDOV��7KH�ȴUVW�LV�WR�GHYHORS�FRPSUHKHQVLYH�WUHDWPHQW�SURJUDPV�IRU�\RXQJ�FKLOGUHQ�
with early onset conduct problems. The second goal is the development of cost-effective, community-
based, universal prevention programs that all families and teachers of young children can use to promote 
VRFLDO�FRPSHWHQFH�DQG�WR�SUHYHQW�FKLOGUHQ�IURP�GHYHORSLQJ�FRQGXFW�SUREOHPV�LQ�WKH�ȴUVW�SODFH��EHFDXVH�
these often lead eventually to delinquency, drug abuse, and violence). The short-term goals of the series 
are to: decrease negative behaviors and noncompliance with parents at home, decrease peer aggression 
DQG�GLVUXSWLYH�EHKDYLRUV� LQ� WKH�FODVVURRP�� LQFUHDVH�FKLOGUHQȇV�VRFLDO� VNLOOV� LQFOXGLQJ�EHWWHU�DELOLW\� WR�
XQGHUVWDQG�IHHOLQJV��ERWK�WKH�FKLOGȇV�RZQ�DQG�WKRVH�RI�RWKHUV���LQFUHDVHG�VNLOO�LQ�FRQȵLFW�PDQDJHPHQW��
decreased negative attributions, and overall to facilitate academic engagement, school readiness and 
cooperation with teachers.

,<� HQMR\V� VRPH� RI� WKH� VWURQJHVW� UHVHDUFK� RI� DQ\� WUDLQLQJ� SURJUDP�� 3DUWLFLSDQWV� ZHUH� VLJQLȴFDQWO\�
PRUH� OLNHO\� WKDQ� PDWFKHG� FRQWUROV� WR� VKRZ� GHFUHDVHG� V\PSWRPV� RI� FRQGXFW� GLVRUGHU�� $'+'�� DQG�
noncompliance.134�$IWHU����Ȃ����ZHHNV�RI�LQWHUYHQWLRQ�WKHUH�ZDV�D�VXEVWDQWLYH�GHFUHDVH�LQ�FKLOG�DQWL�
social behavior and improvements in the ratio of parental praise to ineffective commands as compared 
with waiting list controls.135 In a Head Start population, the combination of parent- and teacher-
training decreased negative parenting practices and increased positive ones, improved parent-teacher 
UHODWLRQVKLSV��UHGXFHG�FKLOG�FRQGXFW�SUREOHPV��DQG�LPSURYHG�WHDFKHUVȇ�FODVVURRP�PDQDJHPHQW�VNLOOV��
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7KH�VWURQJHVW�HIIHFWV�ZHUH�VHHQ�LQ�WKRVH�FKLOGUHQ�ZLWK�WKH�PRVW�VLJQLȴFDQW�FRQGXFW�SUREOHPV�136  Overall, 
the research supporting this program is voluminous, consistent, and described in detail on the program’s 
website. Recently IY has been successfully exported and adapted for the United Kingdom. The IY website 
KRXVHV�PDWHULDOV�WKDW�SDUHQWV�DQG�WHDFKHUV�FDQ�SXUFKDVH��H�J���ERRNV�DQG�YLGHRV���UHVHDUFK�VWXGLHV��YLGHR�
clips of IY in action, etc.

IY should be in the armamentaria of training options for parents and teachers but providers should note 
that the program is quite specialized. It focuses on older children, those who are referred (or should 
be) to mental health services, and those with extant or emerging conduct problems including ADHD, 
RSSRVLWLRQDO�GHȴDQW�GLVRUGHU��HWF�

Parents as Teachers (PAT) (www.parentsasteachers.org)
Originally designed by Burton White, a prominent developmentalist, PAT is a partnership between home, 
school and community designed to provide parents of children, prenatally through age three, with the 
LQIRUPDWLRQ�WKH\�QHHG�WR�EH�WKHLU�FKLOGUHQȇV�EHVW�ȴUVW�WHDFKHU��8VHG�LQ�RQH�RI�WKH�ȴUVW�ODUJH�VFDOH�KRPH�
visiting programs, PAT offers parents of young children access to monthly home visits from trained 
parent educators who offer timely information on the child’s development and ways to encourage 
learning. In addition to home-visiting, PAT professionals hold group meetings with parents to encourage 
community building and support, provide periodic screening of children’s development, and connect 
providers and families with other needed services. 

PAT is one of the largest parenting education organizations in the country and has headquarters in 
each US State. Nationally recognized (due in part to enthusiastic support from members of Congress), 
PAT is also supported by several longitudinal studies and seems to have the greatest effect with low-
income families.140 Replication studies have not always fared as well: two evaluations revealed small but 
LQFRQVLVWHQW�SRVLWLYH�HIIHFWV�RQ�SDUHQWVȇ�NQRZOHGJH��DWWLWXGHV�DQG�EHKDYLRU��EXW�QR�JDLQV�RQ�FKLOGUHQȇV�
KHDOWK�RU�GHYHORSPHQW��6XEJURXS�DQDO\VHV�LQ�1RUWKHUQ�&DOLIRUQLD�IRXQG�3$7�SDUWLFXODUO\�EHQHȴFLDO�ZLWK�
6SDQLVK�VSHDNLQJ�IDPLOLHV��ZKRVH�FKLOGUHQ�PDGH�VLJQLȴFDQW�JDLQV�LQ�FRJQLWLYH��FRPPXQLFDWLRQ��VRFLDO��
DQG�VHOI�KHOS�GHYHORSPHQW��EXW�3$7�ZDV�OHVV�HIIHFWLYH�ZLWK�IDPLOLHV�ZKR�VSRNH�(QJOLVK�RU�RWKHU�ODQJXDJHV��
Nevertheless, teen parents and their children who received 10 home visits along with case-management 
VHUYLFHV�PDGH�VLJQLȴFDQW�JDLQV��7KH�3$7�ZHEVLWH�KRXVHV�WUDLQLQJ�LQIRUPDWLRQ�DQG�UHVRXUFHV��DLPHG�DW�
professionals). Of note, PAT is one of the only programs to focus on the issues of American Indians and to 
ZRUN�ZLWK�7ULEDO�&RXQFLOV�137�7KXV�3$7�DSSHDUV�EHVW�LQYRNHG�ZLWK�IDPLOLHV�DW�SV\FKRVRFLDO�ULVN�

Systematic Training for Effective Parenting (STEP) (www.steppublishers.com)

67(3�RIIHUV�WUDLQLQJ�IRU�SDUHQW�HGXFDWRUV�LQ�WKH�XVH�RI�LWV�QLQH�ZHHN�SURJUDP�IRFXVHG�RQ�FUHDWLQJ�VXSSRUW�
JURXSV�DQG�WHDFKLQJ�SDUHQWV�WKH�YDULRXV�67(3�SULQFLSOHV��67(3�UHOLHV�RQ�ZHOO�ZULWWHQ��HDV\�WR�UHDG�ERRNV�
along with multimedia approaches. There are unique versions focused on teens, early youth, Christian 
IDPLOLHV��%LEOH�67(3���DQG�6SDQLVK�VSHDNHUV��1H[W�67(3���(DFK�YHUVLRQ�RI�WKH�FXUULFXOD�LV�VXSSRUWHG�E\�
D�OHDGHUVȇ�JXLGH��YLGHRV��ȵ\HUV��FHUWLȴFDWHV�DQG�DXGLRWDSHV��/HDGHUVKLS�WUDLQLQJ�FRYHUV�GLVFUHWH�LVVXHV�
such as “Understanding Yourself and Your Child,” “Understanding Beliefs and Feelings,” “Encouraging 
<RXU�&KLOG�DQG�<RXUVHOI�ȋ�Ȋ/LVWHQLQJ�DQG�7DONLQJ�WR�<RXU�&KLOG�ȋ�Ȋ+HOSLQJ�&KLOGUHQ�/HDUQ�WR�&RRSHUDWH��
'LVFLSOLQH�WKDW�0DNHV�6HQVH�ȋ�DQG�Ȋ&KRRVLQJ�<RXU�$SSURDFK�ȋ

Research on STEP is reasonably extensive and current. One study showed that role-playing, when added 
to the STEP curricula, resulted in parents reporting substantial reductions in the frequency and intensity 
of children’s behavioral problems.138-140 It should be noted that in most studies, parent -subjects were 
ZKLWH��PLGGOH�FODVV��HGXFDWHG��DQG�PDUULHG��$WWULWLRQ�DSSHDUV�PRVW�OLNHO\�LQ�SDUHQWV�IRU�ZKRP�D�VHQVH�RI�
entitlement is high,141 suggesting that screening for adult personality issues may be helpful for deciding 
when mental health counseling is needed. A monograph summarizing research is downloadable from 
the site.
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Parents Anonymous (PA) (www.parentsanonymous.org)
$Q� LQWHUQDWLRQDO� VHOI�KHOS� RUJDQL]DWLRQ�ZLWK� RYHU� ������ FKDSWHUV� LQ� DERXW� ȴYH� FRXQWULHV� DQG� DOO� 86�
6WDWHV��3$�LV�GHVLJQHG�WR�EUHDN�WKH�F\FOH�RI�FKLOG�DEXVH�E\�SURYLGLQJ�ȊVDIH��VXSSRUWLYH�ZHHNO\�PHHWLQJV�
where parents under stress can discuss their problems with their peers and with trained volunteer 
professionals.” Founded in 1970, the organization is free and open to all parents who are overwhelmed, 
isolated or afraid of feeling angry with their children. As of 1981, PA became one of the largest self-
help programs in the nation. PA groups are co-facilitated by volunteer human service professionals 
called sponsors, along with a parent member or chairperson for each group. Sponsors receive training 
LQ�JURXS�IDFLOLWDWLRQ�DQG�WKHQ�ZRUN�ZLWK�WKH�FKDLUSHUVRQ�RQ�IDFLOLWDWLRQ�VNLOOV��:KHQ�PHPEHUV�MRLQ��WKH\�
UHFHLYH�D�KDQGERRN�H[SODLQLQJ� WKH�JRDOV�RI�3$�� LWV�EDVLF� JXLGHOLQHV� IRU�RSHUDWLRQ�� LQIRUPDWLRQ�DERXW�
anger management, a needs assessment, and a list of other members’ telephone numbers. PA research 
found that parents, after one month of attending, were able to stop physical abuse, and after two months 
stop verbal abuse. The site houses information about the many studies conducted.142,143

Home Visiting Programs 
Home visiting programs have proven effectiveness especially when using an evidence-based curriculum 
aimed at a targeted group (e.g., low-income, adolescent mothers). Because these initiatives are rare (at least 
LQ�WKH�8QLWHG�6WDWHV���ZH�SURYLGH�OLQNV�WR�WZR�DGGLWLRQDO�SURJUDPV�ZRUWK�H[SORULQJ�IRU�ORFDO�DYDLODELOLW\�� 
www.strengtheningfamilies.org and www.parentsasteachers.org.

Chapter Summary: Few of us are trained in the most important job we do: Raise our children well. 
So one of the most important tasks in our encounters with families is to help parents with child-rearing 
challenges and promoting optimal development. Fortunately, there are many viable ways to help. We’ve 
emphasized technological innovations because these are engaging, vivid, and, like a riveting movie, stick in 
our memory for a long while. But even simple approaches such as written handouts provide an opportunity 
for parents to re-read and thus reinforce learning. We recommend sharing websites and written information 
HYHQ�LI�SDUHQWV�GRQȇW�UHDG�ZHOO�RU�ODFN�LQWHUQHW�DFFHVV��$OPRVW�DOO�SDUHQWV�ZLOO�ȴQG�D�ZD\�WR�PDNH�VHQVH�RI�
the information shared by providers. Parents want to learn how to do their best, but some need more help 
learning than others. For this reason we’ve emphasized brief methods as well as more intensive ones. 

Whatever methods we make available to parents--written information, website recommendations, videos, 
interactive DVDs, or referrals to parenting programs, all need to be accompanied by providers’ verbal 
approval and highlighting of contents. Clinicians’ advice is powerful and confers enormous credibility on 
the services and information recommended. Not every problem can be solved with verbal advice because 
some parenting challenges are complex and need to be backed by other opportunities to learn. But even 
VR��IDPLOLHV�EHQHȴW�JUHDWO\�ZKHQ�SURYLGHUV�RIIHU�D�YHUEDO�RYHUYLHZ�RI�UHFRPPHQGDWLRQV���0HDQZKLOH��ZH�
encourage all clinics to become learning centers where families come to understand that health care is also 
about development and behavior, where families are prompted to identify issues of interest (and providers 
notice any problems parents have yet to recognize), where families receive good advice and information 
about other trusted resources, and can potentially have access to a lending library or take parenting classes.

But before we embark on behavioral interventions, it is absolutely imperative to make sure children are 
KHDOWK\��KHDU�DQG�VHH�ZHOO��DQG�WKDW�XQWUHDWHG�GHYHORSPHQWDO�GHȴFLWV�DUH�QRW�FRQWULEXWRUV�WR�DFWLQJ�RXW��
Many noncompliant children are those who cannot hear their parents’ requests, do not understand what is 
being said to them, lack the motor, memory or attentional skills to execute commands or who are frustrated 
E\�GLɚFXOWLHV�FRPPXQLFDWLQJ��+HDOWK�VHQVRU\�SOXV�EURDG�EDQG�GHYHORSPHQWDO�EHKDYLRUDO�VFUHHQLQJ�VKRXOG�
EH�D�ȴUVW�VWHS�LQ�GHFLGLQJ�RQ�QHHGHG�LQWHUYHQWLRQV��:KHQ�KHDOWK�RU�VHQVRU\�SUREOHPV�DUH�DSSDUHQW��ZH�QHHG�
to either treat these in our clinics or make referrals to subspecialists who can help. When communication 
or other delays are evident, we need to refer to IDEA or Head Start but also modify our advice to parents in 
light of children’s challenges [e.g., using shorter sentences when giving commands, expanding only slightly 
on children’s utterances and thus carefully modeling the next expected level of communication skills (such 
DV�UHȵHFWLQJ�ZLWK�WKUHH�ZRUG�VHQWHQFHV�ZKHQ�D�FKLOG�LV�XVLQJ�RQO\�WZR�ZRUGV�DW�D�WLPH���EUHDNLQJ�GRZQ�ȴQH�
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motor and self-help tasks into shorter steps, offering more encouragement for attempts, etc.]. The success of 
parent education depends on intervention with developmental and health/sensory problems and on helping 
families understand children’s developmental  status.

PARENTING RESOURCES 
%HORZ�DUH�OLQNV�WR�PDQ\�DYDLODEOH�RQOLQH�UHVRXUFHV��6RPH�OHDG�WR�VHUYLFHV�ZKLOH�RWKHUV�SURYLGH�ZULWWHQ�
LQIRUPDWLRQ�RQ�FRPPRQ�LVVXHV��RIWHQ�LQ�YDULRXV�ODQJXDJHV���:H�KDYH�ORRNHG�FDUHIXOO\�DW�DOO�RI�WKHVH�DQG�
our descriptions highlight contents and languages available. No single site has everything a parent might 
QHHG��DQG�SDUHQWV�ZLWK�FRQFHUQV�VXUHO\�EHQHȴW�IURP�ORRNLQJ�DW� LQIRUPDWLRQ�SUHVHQWHG�LQ�DOWHUQDWLYH�
ways). We’ve divided our voluminous list into two parts: sites that cover a wide-range of issues; and sites 
ZLWK�D�QDUURZHU�IRFXV��H�J���VSHFLȴF�GLVDELOLWLHV���:H�LQFOXGH�D�OLVW�RI�OLYH�OLQNV�RQ�WKH�ZHEVLWH�IRU�WKLV�
ERRN��www.pedstest.com/TheBook/Chapter7) and you are welcome to place any or all of these on your 
own site or create a handout to share with parents. 

siTes/serViCes addressing Common issues

KidsHealth   http://kidshealth.org
From the Nemours Foundation, this site has a well-visit guide for each age, anticipatory guidance 
information, and an easily searchable database for handouts (in English and Spanish) on health and 
safety, child development and positive parenting for babies through adolescence. 

American Academy of Pediatrics   www.healthychildren.org
The AAP has numerous handouts that can be downloaded for free and are available in multiple languages. 
Provides information on a variety of topics including health conditions, safety and prevention, mental 
health issues from birth through adolescence.

American Psychological Association   www.apa.org 
APA has a psychology help center that includes brochures (one copy is free) and articles for a variety of 
VLWXDWLRQV�LQFOXGLQJ�KHDOWK�DQG�HPRWLRQDO�ZHOOQHVV��ZRUN�DQG�VFKRRO��DQG�IDPLO\�DQG�UHODWLRQVKLSV��7KH�
VLWH�DOVR�KDV�LQIRUPDWLRQ�RQ�KRZ�WR�ȴQG�D�SV\FKRORJLVW�

Mayo Clinic   www.mayoclinic.com
One of the best one-stop-shops for information about various conditions includes diseases and behavioral 
issues. Although technical, the site is useful for both providers and fairly literate parents. 

National Association of School Psychologists   www.nasponline.org 
NASP provides handouts and materials in a variety of languages focused on resilience, school readiness, 
coping with crises, diversity, child behavior, etc. The site also explains the role of school psychologists 
and what to expect from a referral to public school special education services. 

Phoenix Children’s Hospital   www.phoenixchildrens.com
The website has as a lovely publication called “10 Guidelines for Living with Children” that should be 
recommended reading for all parents of children 12-months and older. The site also has infomation 
DERXW� YLVLRQ� DQG� KHDULQJ� VFUHHQLQJ�� LQIRUPDWLRQ� DERXW� IHHGLQJ� GLɟFXOWLHV�� DQG� DQ� HQRUPRXV� VHW� RI�
OLQNV� WR� DXWLVP�VSHFLȴF� VLWHV� DQG� RWKHU� GLVDELOLW\�VSHFLȴF� LQIRUPDWLRQ� LQFOXGLQJ� WKH� 6RFLDO� 6HFXULW\�
Administration. Many downloadable handouts are also provided in Spanish.
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Text4Baby (T4B)   www.Text4Baby.org
T4B is a free cellphone text messaging service sending crisp age-paced messages on health, safety, and 
developmental-behavioral issues. For children birth through 36-months, parents who register can opt 
for texts in English or Spanish.

American Academy of Child and Adolescent Psychiatry   www.aacap.org
$$&$3� ZDV� RQH� RI� WKH� ȴUVW� SURIHVVLRQDO� RUJDQL]DWLRQV� WR� GHYHORS� KDQGRXWV� IRU� IDPLOLHV�� 7KHVH� DUH�
IUHHO\�GRZQORDGDEOH�DQG�FRYHU�D�ZLGH�UDQJH�RI�WRSLFV�DV�GLYRUFH��VOHHS�SUREOHPV��VSHFLȴF�PHQWDO�KHDOWK�
GLDJQRVHV��KHOS�IRU�PLOLWDU\�IDPLOLHV��DQG�KRZ�DQG�ZKHUH�WR�ȴQG�D�SV\FKLDWULVW��+DQGRXWV�DUH�ZULWWHQ�
in many different languages including Spanish, Malaysian, Urdu, Arabic, Icelandic, Polish, and Hebrew. 
2WKHU�VLWH�RIIHULQJV�LQFOXGH�UHVHDUFK�UHYLHZV�IRU�SURIHVVLRQDOV��YLGHR�FOLSV��DQG�OLQNV�WR�RWKHU�UHVRXUFHV�

American Academy of Pediatrics, You and Your Family   www.aap.org 
7KH�$$3�RIIHUV�SXUFKDVDEOH�FKLOG�FDUH�ERRNV��YLGHRV��KDQG�KHOG�KHDOWK�UHFRUGV��ZDLWLQJ�URRP�PDJD]LQHV��
HWF��7KH�VLWH�KDV�D�ȊSHGLDWULFLDQ�ȴQGHUȋ�E\�VSHFLDOW\�DQG�]LS�FRGH�

British Columbia Council for Families   www.bccf.bc.ca
Provides advocacy and information focused on family issues such as marital issues, divorce, cohesion, 
extra-martial affairs, as well as child-rearing, especially raising adolescents. The site provides thoughtful 
DUWLFOHV� �IRU� SURYLGHUV� DQG�SDUHQWV�ZLWK� JRRG� OLWHUDF\� VNLOOV�� DQG�D�ERRNVWRUH� RIIHULQJ� WKH� DFFODLPHG�
“Nobody’s Perfect.” 

Center for Effective Parenting   www.parenting-ed.org
Funded by the US Department of Education, this site offers freely downloadable information in Spanish 
DQG�(QJOLVK�RQ�SURPRWLQJ�DFDGHPLF�VNLOOV��FKRUH�FRPSOHWLRQ��VHOHFWLQJ�D�GD\FDUH�HQWHU��GHDOLQJ�ZLWK�D�
death in the family, self-esteem, TV issues, etc. 

Children and Youth Health   www.cyh.sa.gov.au
This site houses one of the most extensive sources of information and covers an extremely rich range 
of information on health, development and behavioral issues for young children through adolescence.

6SHFLȴF�3DWLHQW�,QIRUPDWLRQ�LQ�$VLDQ�/DQJXDJHV��63,5$/����http://spiral.tufts.edu
Hosts parenting and health information in Cambodian, Laotian, Vietnamese, Chinese, Thai, Hmong, etc. 

Raising Healthy Children   http://raisingchildren.net.au 
Focused on parenting newborns to teenagers including children with special needs, this innovative site 
includes “Parenting in Pictures”, interactive video guides (e.g., for learning how to recognize infants’ 
FXHV��WDONLQJ�ZLWK�WHHQV��LPSURYLQJ�KRPH�VDIHW\��DGMXVWLQJ�WR�D�QHZ�FRXQWU\���LQWHUDFWLYH�QHLJKERUKRRG�
PDSV� �IRU� ȴQGLQJ� VHUYLFHV�� DOWKRXJK� RQO\� LQ� $XVWUDOLD��� WDEOHW�VPDUW� SKRQH� DSSV� IRU� ȴQGLQJ� LQVWDQW�
information on behavioral and health challenges, and also for simply having verbal fun with children 
�H�J���%DE\�.DUDRNH��DQG�WKH�YDOXH�RI�VSHDNLQJ�Ȋ3DUHQW�HVHȋ�WR�LQIDQWV���

Wellness Proposals   www.wellnessproposals.com 
An information consolidator drawing from multiple federal sites and thus housing a plethora of 
downloadable posters, information handouts, and a newsletter on health, mental health, etc. The site also 
addresses healthcare insurance issues, the common questions families have and facilitates insurance 
quotes (and comparative information about carriers).
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siTes foCused on speCifiC skill-building or on disabiliTies 

Reach Out and Read   www.reachoutandread.org
2IIHUV�SDUHQWLQJ�KDQGRXWV�RQ�KRZ�WR�VKDUH�ERRNV��OLWHUDF\�PLOHVWRQHV��DQG�JXLGDQFH�IRU�SURIHVVLRQDOV��
Tabs within the site include: Parents and Educators Home, Importance of Reading Aloud, Literacy 
0LOHVWRQHV��5HDGLQJ�7LSV��%RRNV�IRU�&KLOGUHQ��DQG�%RRNV�IRU�3DUHQWV

The U.S. Department of Education   www2.ed.gov/parents
This site provides guidance for families (in English and Spanish) on how to help their child learn to read, 
KRZ�WR�KHOS�ZLWK�KRPHZRUN��KRZ�WR�FROODERUDWH�ZLWK�WHDFKHUV��DORQJ�ZLWK�KHOSIXO�LQIRUPDWLRQ�DERXW�
VHOHFWLQJ�SRVW�VHFRQGDU\�VFKRROV�DQG�ȴQDQFLDO�DLG�IRU�FROOHJH�DJH�VWXGHQWV�

Play Nicely   http://playnicely.vueinnovations.com
)RFXVHV�RQ�GHFUHDVLQJ�DJJUHVVLYH�EHKDYLRU��3DUHQWV�WDNH�D�SUH�WHVW�WKDW�LGHQWLȴHV�ZKLFK�DPRQJ�WKH����
PRGXOHV��H�J��� LJQRULQJ�KXUWIXO�EHKDYLRU��VSHDNLQJ�DQJULO\��RU�SK\VLFDO�SXQLVKPHQW��DUH�PRVW�QHHGHG��
The site has video clips, research, assessment tools for trainers, and ordering information.

Kentucky Center for School Safety   www.kysafeschools.org
+RXVHV�GRZQORDGDEOH�LQIRUPDWLRQ�RQ�F\EHU�EXOO\LQJ��VH[WLQJ��LQWHUQHW�VDIHW\��VRFLDO�QHWZRUNV��JDQJV��HWF�

Black Dog Institute   www.blackdoginstitute.org.au 
Focused on depression and bipolar disorder, this site offers interactive tests, self-training information, 
charts for monitoring progress, fact sheets, etc. 

Centres for Clinical Interventions   www.cci.health.wa.gov.au 
Covers anxiety, excessive worries, procrastinating, etc. This site uses cognitive-behavioral research 
DV� DQ� DSSURDFK� WR� LQWHUYHQWLRQ� DQG� LQFOXGHV�ZRUNVKHHWV�� KDQGRXWV�� DQG�PDQXDOV� IRU�PHQWDO� KHDOWK�
practitioners

Cognitive Behaviour Therapy Self-Help Resources   www.get.gg
This website is for providers and families. Within are computer-based interactive training, self-help 
UHVRXUFHV�� WKHUDS\�ZRUNVKHHWV� DQG�ZULWWHQ� LQIRUPDWLRQ� IRFXVHG� RQ� D� UDQJH� RI�PHQWDO� KHDOWK� LVVXHV�
including eating disorders. 

Dolls and Associates   www.dollandassociates.com 
$�ZHEVLWH�IURP�D�PHQWDO�KHDOWK�FRQVXOWLQJ�VHUYLFH��,WV�FOLQLFLDQV�RIIHU�KDQGRXWV�DQG�OLQNV�WR�UHVRXUFHV�
for mental health in children and adolescents, school resources, and family/marriage. 

Motivational Interviewing   www.motivationalinterview.org
This site explains how to interview families in a way that encourages them to avoid substance abuse, 
comply with medication and treatment recommendations regarding obesity management, diabetes, and 
RWKHU�KHDOWK� DQG�PHQWDO� KHDOWK� LVVXHV�� )UHHO\� GRZQORDGDEOH�ZRUNVKHHWV� DQG�SXUFKDVDEOH� ERRNV� DUH�
housed on the site. 
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AtHealth   www.athealth.com 
Provides information for providers (and sophisticated parents) on an enormous range of health issues 
that often have mental health consequences (e.g., acne, psoriasis) as well as issues such as bullying. The 
site includes downloadable handouts, newsletters, practitioner directories, treatment center directions, 
UHVRXUFH�FHQWHUV��DQG�D�ERRNVWRUH�

Autism Speaks   www.autismspeaks.org 
Includes an enormous repository of current research, policy statements, and other information for 
families and adults coping with autism spectrum disorder. The site provides e-mail updates on current 
issues and the organization is a major force for ASD advocacy. 

National Dissemination Center for Children with Disabilities   www.nichcy.org
7KLV�VLWH�RIIHUV�EULHI�IDFW�VKHHWV�RQ�VSHFLȴF�GLVDELOLWLHV�DQG�RIIHUV�WLSV�IRU�SDUHQWV�DQG�WHDFKHUV�ZLWK�OLQNV�
to related information and organizations with special expertise in that disability. In English and Spanish.

First Signs   ZZZ�ȴUVWVLJQV�RUJ
Dedicated to educating parents and professionals about autism and other related disorders, the website 
is a repository of information for both parents and professionals and includes guidance on screening, 
diagnosis and treatment, and resources.

Here to Help   http://heretohelp.bc.ca
Focuses on substance abuse and mental health. Downloadable information is available in multiple 
languages including Russian, Chinese, Persian, Korean, French, Japanese, Punjabi, etc. The site also has 
ZHOOQHVV�PRGXOHV�DQG�OLQNV�WR�RWKHU�KHOSIXO�UHVRXUFHV��

Adults and Children Together Against Violence   http://actagainstviolence.apa.org
The purpose of this site is to mobilize communities and educate families to create safe, nurturing, healthy 
environments that protect children and youth from violence. It includes a variety of resources: articles, 
ERRNV��KDQGRXWV��7KHVH�UHVRXUFHV�FRPH�LQ�(QJOLVK�DQG�6SDQLVK�
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A PArent’s exPerience

When my son had been in the Neonatal Intensive Care Unit (NICU) for over 3 months, the staff Neonatologist 
called us in for a meeting to discuss his status. The social worker was present, as were my husband, my 
IDWKHU��DQG�P\VHOI��0\�VRQ�ZDV�VWLOO�KDYLQJ�WURXEOH�VZDOORZLQJ��VHYHUH�UHȵX[��IHHGLQJ�SUREOHPV��DQG�KDG�
FRSLRXV�UHVSLUDWRU\�VHFUHWLRQV��'LG�WKH�JRRG�GRFWRU�KDYH�DQ\�SUHYLRXV�H[SHULHQFH�ZLWK�WKHVH�SUREOHPV�LQ�
RWKHU�FKLOGUHQ"�&RXOG�KH�JLYH�XV�DQ�LQGLFDWLRQ�RI�ZKDW�ZH�PLJKW�H[SHFW"

“Well,” said Dr. “J,” as he put up his hand towards us, with a serious look on his face. “There are three 
possibilities.” He paused. 

Ȋ2QH�ȋ�VWLFNLQJ�XS�D�ȴQJHU�ȊLV�WKDW�LW�JHWV�EHWWHU�ȋ

Ȋ7ZR�ȋ�VWLFNLQJ�XS�D�VHFRQG�ȴQJHU�ȊLV�WKDW�LW�VWD\V�WKH�VDPH�ȋ

Ȋ7KUHH�ȋ�VWLFNLQJ�XS�D�WKLUG�ȴQJHU�ȊLV�WKDW�LW�JHWV�ZRUVH�ȋ

Shocked and devastated by his callous attitude, I broke out in tears for the umpteenth time since the NICU 
RUGHDO�KDG�EHJXQ��$IWHU�EHLQJ�GLVPLVVHG�IURP�WKH�PHHWLQJ��,�WULHG�WR�ȴQG�P\�EHVW�IULHQG�IURP�WKH�1,&8�DQG�
told her what Dr. “J” had said. “Oh my God,” she said. “He did the same thing to us.” 

,�ZLVK�WKDW�,�FRXOG�VD\�WKDW�WKLV�ZDV�DQ�LVRODWHG�LQFLGHQW��+RZHYHU��P\�H[SHULHQFH�LV�WKDW�PDQ\�KHDOWKFDUH�
professionals simply do not understand the devastating impact their words can have on parents in crisis. 
Often, the delivery is more upsetting than the actual problem at hand. Parents almost always know our 
FKLOGUHQ�DUH�VLFN�DQG�ZH�VXUH�DV�KHOO�NQRZ�WKLV�LV�QRW�WKH�ȊQRUPDOȋ�FKLOG�UHDULQJ�H[SHULHQFH��

So, please try not to tell us that our kids aren’t “normal”—we get it! We are doing our very best to keep 
RXUVHOYHV�WRJHWKHU��DQG�PDQ\�RI�XV�KDYH�RWKHU�FKLOGUHQ�WR�FDUH�IRU��SUREOHPV�JHWWLQJ�WLPH�RII�ZRUN��ȴQDQFLDO��
and other family concerns. For those doctors who deal with sick or “special needs” children, I would say to 
you:

:H�DUH�MXVW�WU\LQJ�WR�NHHS�RXU�KHDGV�DERYH�ZDWHU�DQG�ZH�GRQȇW�NQRZ�ZKHQ�WKH�QH[W�WLGDO�ZDYH�LV�JRLQJ�WR�KLW��
6RPH�RI�XV�DUH�GURZQLQJ�LQ�D�VHD�RI�XQFRQWUROODEOH�VDGQHVV�DQG�ZRUU\��DQG�ȴQG�LW�KDUG�WR�JHW�WKH�VWUHQJWK�
WR�GUDJ�RXUVHOYHV�RXW�RI�EHG��WR�WKH�KRVSLWDO��WR�DSSRLQWPHQWV�RU�GHDO�ZLWK�WKH�RQJRLQJ�DQG�H[KDXVWLQJ�VDJD�
of letting therapists into our homes. We know you see sickness, death and disability all the time, but for us 
WKH�H[SHULHQFH�RI�KDYLQJ�D�FULWLFDOO\�RU�FKURQLFDOO\�LOO�FKLOG�LV�HQWLUHO\�QHZ��6R�SOHDVH�GRQȇW�WHOO�XV�LW�FRXOG�EH�
worse—it could be better too! 

Our entire worlds are falling apart and our hearts are aching. Please count to ten before you deliver your 
prognosis, good news or bad news, and think about how you would feel if I said the same thing to you. Do 
you know what it feels like to be haunted by the sound of your baby screaming in pain? Do you know what 
it’s like to wake up in the middle of the night and replay a delivery gone wrong over and over in your head? 
+DYH�\RX�HYHU�ȵDVKHG�EDFN��OLNH�D�PRYLH��WR�WKH�PRPHQWV�ZKHUH�\RX�DOPRVW�ORVW�\RXU�EDE\"�'R�\RX�NQRZ�
what it feels like to leave your baby in the hands of strangers, and be reduced to asking how he is on the 
phone? You probably don’t, so maybe just acknowledge that you really don’t have a clue how it feels and 
treat us with the sensitivity and respect we deserve. 

:LWK� WKH� H[FHSWLRQ� RI� EHUHDYHPHQW�� QRWKLQJ�� DQG� ,� UHSHDW�� QRWKLQJ� LV�PRUH� DJRQL]LQJ� DQG� HPRWLRQDOO\�
GHELOLWDWLQJ�WKDQ�WKH�ȴUVW�ZHHNV��DQG�PRQWKV��DQG�\HDUV�RI�KDYLQJ�D�VLFN�RU�GLVDEOHG�FKLOG��3OHDVH�WU\�QRW�WR�
be a “Scare-ologist” and terrify us as you emotionlessly describe all the things that might go wrong—things 
might get better too. 

To all therapists, I ask that you take the word “just” out of your vocabulary, i.e. “Just do ten minutes of 
SK\VLR�ZLWK�KLP�HYHU\GD\�ȋ�Ȋ,I�\RX�MXVW�GR���KRXU�D�GD\�RI�ȵDVKFDUGVȐȋ�Ȋ<RXȇOO�MXVW�QHHG�WR�FRPH�IRU�FKHFN�
ups every two weeks  to three months,” etc. As a parent, I will do my best but I “just” can’t do it all, everyday. 
,�QHHG�WR�EH�D�0RP�ȴUVW��,�DOVR�QHHG�WR�EH�ȊMXVWȋ�PH��
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To the strangers who stare, ask rude questions, and make hurtful comments, I pray for the strength to treat 
you politely because you obviously have no idea about the pain you cause me and my family. 

Memo to myself: take a deep breath. Take it one day at a time. Keep talking about these things. Try to make 
a difference. Teach providers a better way. 

©2002, Cohen LR. Originally published in the American Academy of Pediatrics’ Section on Developmental Behavioral Pediatrics Newsletter (www.dbpeds.org) 
and adapted with permission.

A ProfessionAl’s exPeriences

0\�DEXQGDQW�H[SHULHQFH�DV�D�GLDJQRVWLFLDQ�PDGH�PH�TXLWH�LQFDXWLRXV�ZLWK�VFUHHQLQJ�WRROV��2QH�RI�WKH�ȴUVW�
children I screened was a four-year-old boy referred by his daycare teachers due to concerns that he was 
behind other children. Because he failed every subtest: language, motor, cognitive, self-help, and preacademic, 
RQ�D�IRUW\�PLQXWH�VFUHHQLQJ�WHVW��,�UHFRJQL]HG�WKH�SUREDEOH�KDOOPDUNV�RI�LQWHOOHFWXDO�GLVDELOLWLHV��%XW��ZLWKRXW�
EHQHȴW�RI�KLV�VRFLDO�KLVWRU\��NQRZOHGJH�RI�KLV�KRPH�HQYLURQPHQW��LQIRUPDWLRQ�DERXW�KLV�PHGLFDO�VWDWXV�DQG�
history or insight into his mother’s awareness and feelings about his diffculties, I advised her that he might 
have mental retardation (the alarming nomenclature at the time), might need special education, and should 
have additional evaluations to determine his eligibility for services.

His mother, without another word, put on her coat, wrapped up her son, and walked out the door. I asked 
KHU�WR�VWRS�DQG�WDON�ZLWK�PH�EXW�P\�UHTXHVWV�ZHUH�PHW�RQO\�ZLWK�KHU�UHWUHDWLQJ�ȴJXUH��6KH�GLG�QRW�UHWXUQ�
subsequent phone calls and never scheduled a follow-up evaluation.

I feel strongly that I lost this child to apparently much needed early intervention and doomed him to 
school failure and inevitable secondary emotional problems, by inappropriately using a diagnostic label, 
SDUWLFXODUO\� DQ� LQȵDPPDWRU\� RQH� IUDXJKW� ZLWK� XQSOHDVDQW� FRQQRWDWLRQ�� &OHDUO\�� P\� ȆGLDJQRVLVȇ� ODFNHG�
credibility and simply frightened this mother away at a time when she most needed encouragement to seek 
help.

I’ve seen the other side of the coin too. I watched a young pediatric resident clap and cheer a little girl all 
WKH�ZD\�WKURXJK�WKH�'HQYHU��D�PHDVXUH�QRW�NQRZQ�IRU�LWV�VHQVLWLYLW\�WR�GHYHORSPHQWDO�SUREOHPV�LQ�WKH�ȴUVW�
SODFH��+H�EHQW�D� ORW�RI� UXOHV�DERXW� VWDQGDUGL]HG�DGPLQLVWUDWLRQ�RI� WHVWV�� UHZRUGHG� LWHPV��JDYH�PXOWLSOH�
chances, and tons of prompts and cues. Even so, the child performed very poorly. The resident just found it 
too painful and dissonant to believe. He said things to the family like, “She seemed to have a little trouble 
with the tasks I gave her, but this test may be wrong. It’s just a screen and it may not mean anything. It may 
be there are no problems....”

7KLV�UHVLGHQW��XQGHUVWDQGDEO\��KDG�PXFK�ZLVKIXO�WKLQNLQJ��QR�RQH�ZDQWV�WR�ȴQG�D�VLJQLȴFDQW�SUREOHP�ZLWK�
D�FKLOG��%XW�KH�VR�ȆEDFN�SHGDOHGȇ�WKH�UHVXOWV�WKDW�WKH�SDUHQWV�GLGQȇW�KHDU�FOHDUO\�WKDW�WKHUH�ZDV�D�YHU\�ODUJH�
chance their daughter had a developmental problem and needed additional work-ups. And those parents 
neither came back for further evaluation nor sought recommended intervention programs. 

©2008 Glascoe FP, Robertshaw NS. PEDS:Developmental Milestones: Professional’s Manual. Nolensville, TN: PEDStest.com, LLC (adapted with permission)

INTRODUCTION
So now you have a good sense of what not to do. In the rest of this chapter, we’ll explain what to do. We 
focus mostly on disclosing screening test results. First, we list the “what-to-dos” and provide examples of 
the clear and supportive statements needed. After this, we provide a review of research. At the end of this 
chapter we present a template for dictating a summary report for parents—it is always a good idea for 
IDPLOLHV�WR�OHDYH�ZLWK�ZULWWHQ�LQIRUPDWLRQ�LQ�KDQG�ZKHWKHU�RU�QRW�GLɟFXOW�QHZV�KDV�EHHQ�LPSDUWHG��7KH�
VWUHVV�RI�WKH�HQFRXQWHU�ZKHWKHU�RU�QRW�WKHUH�DUH�SUREOHPDWLF�ȴQGLQJV��PDNHV�UHFDOO�RI�UHFRPPHQGDWLRQV�
GLɟFXOW�

Not all schools of medicine, nursing, education, and psychology offer training in delivering problematic 
UHVXOWV��HYHQ�WKRXJK�VXFK�VNLOOV�DUH�FULWLFDO��%XW�LQWHUSHUVRQDO�DQG�FRPPXQLFDWLRQ�VNLOOV�DUH�LQFUHDVLQJO\�
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a focus in medical education, i.e., required by the Accreditation Council for Graduate Medical Education 
(ACGME) (www.acgme.org���7KH�$&*0(�FRPSHWHQFLHV�LQFOXGH�VSHFLȴF�NQRZOHGJH��VNLOOV��EHKDYLRUV�DQG�
attitudes and appropriate educational experiences before graduation.  

The way “bad news” is delivered can have a lasting impact on those who receive it. An insensitive approach 
DGGV�WR�SDUHQWVȇ�GLVWUHVV��DQG�VRPHWLPHV�SURYRNHV�D�JUHDW�GHDO�RI�DQJHU��,Q�WXUQ��SRRU�FRPPXQLFDWLRQ�
VNLOOV� RQ� WKH� SDUW� RI� SURYLGHUV� LV� RQH� RI� WKH� OHDGLQJ� FDXVHV� RI�PDOSUDFWLFH� VXLWV�1,2 Meanwhile, some 
SURYLGHUV�DYRLG�VFUHHQLQJ�DOWRJHWKHU�EHFDXVH�WKH\�DUH�XQSUHSDUHG�IRU�GLɟFXOW�QHZV�3

Explaining the results of screening tests can be confusing for parents if they are not adequately prepared 
in advance. Professional organizations now pay considerable attention to helping providers prepare 
parents and explain results well. An example is the Center for Disease Control’s “Autism Case Training: 
A Developmental-Behavioral Pediatric Curriculum.” This is available for download free of charge and 
consists of seven cases with accompanying power-point presentations, handouts and videos. There 
is an entire module dedicated to communicating screening and diagnostic results that offers step-
E\�VWHS� GLUHFWLRQV� RQ� KRZ� WR� GLVFXVV� ȴQGLQJV� DQG� VKDUH� GLɟFXOW� QHZV�� 7KH�PRGXOH� HPSKDVL]HV� WKH�
challenges providers and parents face and how to help overcome them (www.cdc.gov/ncbddd/actearly). 
The Society for Developmental-Behavioral Pediatrics (www.sdbp.org) offers a course on parent-
provider communication. Vanderbilt University houses PARS (Patient Advocacy Reporting System) 
GHYRWHG�WR�LPSURYLQJ�SK\VLFLDQVȇ�FRPPXQLFDWLYH�VNLOOV��SDWLHQW�VDWLVIDFWLRQ��DQG�PDOSUDFWLFH�UHGXFWLRQ 
(www.vanderbilt.edu).

How to exPlAin findings

The process of explaining results starts with a shared understanding between parents and providers 
RI�HDFK�FKLOGȇV�FKDOOHQJHV��7KLV�PHDQV�ZH�ZDQW�WR�ȴQG�D�ZD\�WR�JHW�SDUHQWV�WR�DJUHH�ZLWK�SURIHVVLRQDOV�
about the possibility of delays. When professionals and parents are on the same page, parents are far 
PRUH�OLNHO\�WR�IROORZ�WKURXJK�ZLWK�UHFRPPHQGDWLRQV�

Professionals need to remember that tests sort children who probably have problems from those who 
probably do not. We are dealing with probabilities—although quite strong probabilities if using quality 
VFUHHQV�� ,Q�FRQWUDVW��DVVHVVPHQW�OHYHO�PHDVXUHV�SURGXFH�PRUH�GHȴQLWLYH� LQIRUPDWLRQ�DERXW�VWUHQJWKV�
DQG�ZHDNQHVVHV� �H�J��� DJH�HTXLYDOHQW� VFRUHV�� SHUFHQWLOHV��� EXW� GR� QRW� RIIHU� D� QDPH� IRU� WKH� SUREOHP��
Only diagnostic instruments identify types of disabilities. (If you need to understand more about the 
differences among screening, assessment-level, and diagnostic tools, we cover this in detail in Chapter 
�����6R�ZKHQ�ZH�XVH�VFUHHQLQJ�WHVWV�DQG�ȴQG�GHOD\V��ZH�PXVW�XVH�JHQHUDO�WHUPV�WR�GHVFULEH�UHVXOWV��%XW�
it is important to note that some of the terms we use, such as “delay” are often interpreted by parents to 
PHDQ�WKDW�WKHLU�FKLOG�ZLOO�FDWFK�XS��HYHQ�WKRXJK�ZH�GRQȇW�NQRZ�IRU�VXUH�WKDW�WKLV�LV�WKH�FDVH��%HORZ�DUH�
steps in explaining results well:

1. Create an Appropriate Environment
Never give worrisome screening results over the telephone. Instead invite parents for a return visit. Sit 
GRZQ�ZKHQ�\RX�JLYH�GLɟFXOW�QHZV�DQG�VLW�GRZQ�ZLWKRXW�D�GHVN�EHWZHHQ�\RX�DQG�WKH�IDPLO\��)LQDOO\��
DYRLG�DSSHDULQJ�UXVKHG��3DUHQWV�GHVHUYH�\RXU�DWWHQWLRQ�ZKHQ�\RX�H[SODLQ�UHVXOWV��0DNH�VXUH�\RX�KDYH�
DOORFDWHG�VXɟFLHQW�WLPH�IRU�GLVFXVVLRQ��

2. Elicit Parents’ Concerns
�,W�LV�DOZD\V�DGYLVDEOH�WR�DVN�SDUHQWV�LQ�DGYDQFH�ZKHWKHU�WKH\�KDYH�FRQFHUQV�DERXW�WKHLU�FKLOGȇV�OHDUQLQJ�
and behavior. When there is a problem, most parents have concerns whether they’ve shared them 
with providers or not. So if we can get parents to tell us their worries, explaining screening results 
LV�VXEVWDQWLDOO\�VLPSOLȴHG�EHFDXVH�SURYLGHUV�FDQ�WKHQ�DɟUP�SDUHQWVȇ�FRQFHUQV�DQG�REVHUYDWLRQV��)RU�
example, “I am impressed with how carefully you have observed Maria’s development.”
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3. Note Strengths
Describe the child’s strengths [e.g., “As I worked with her today, she seems to be doing well in_____” (list 
GRPDLQV�ZKHUH�SHUIRUPDQFH�ZDV�DJH�DSSURSULDWH�LQ�IDPLO\�IULHQGO\�WHUPV�VXFK�DV�ȊWDONLQJ��WDNLQJ�FDUH�
of herself,” etc.)].

4. Note Weaknesses
1H[W��PHQWLRQ�DUHD�V��RI�SUREDEOH�ZHDNQHVV� �H�J���ȊȐEXW�VKH�VHHPV�WR�EH�KDYLQJ�WURXEOH�ZLWKBBBBBBBȋ). 
8VH�IDPLO\�IULHQGO\�WHUPV�WR�GHVFULEH�WKH�EURDG�DUHD�RI�GHOD\��H�J���ȊXVLQJ�KLV�KDQGV�DQG�ȴQJHUV�WR�GR�
WKLQJVȋ� IRU� ȴQH�PRWRU�� ȊWDONLQJ� DQG�PDNLQJ� VSHHFK� VRXQGVȋ� IRU� H[SUHVVLYH� ODQJXDJH�� ȊOLVWHQLQJ� DQG�
understanding” for receptive language, etc.).

5. Arrive at a Mutual Understanding
Strive for a shared perspective with whichever of the following is needed:

�D��,I�SDUHQWV�UDLVHG�FRQFHUQV�SULRU�WR�\RXU�GLVFORVXUH�RI�SUREOHPDWLF�UHVXOWV��\RX�FDQ�WKHQ�DɟUP�
parents’ concerns and your observations, along with a broad recommendation (e.g., “We’ve both 
QRWLFHG�GLɚFXOWLHV�DQG�VR�,�UHFRPPHQG�WKDW�ZH�JHW�VRPH�H[WUD�KHOS�IRU�0DULD�ȋ���

�E��,I�SDUHQWV�KDYH�QRW�UDLVHG�FRQFHUQV��WU\�WR�JHW�SDUHQWV�WR�DɟUP�ZKDW�\RX�DUH�VHHLQJ��H�J���“Have 
\RX�HYHU�QRWLFHG�KLP�KDYLQJ�GLɚFXOWLHV�ZLWK�BBBB"ȋ�DJDLQ�XVLQJ�IDPLO\�IULHQGO\�WHUPV�OLNH�ȊOHDUQLQJ�
VFKRRO�VNLOOVȋ�IRU�DFDGHPLFV��ȊJHWWLQJ�DORQJ�ZLWK�RWKHUVȋ�IRU�VRFLDO�HPRWLRQDO�PHQWDO�KHDOWK�VNLOOV��
HWF���

�F�� ,I�SDUHQWV�VWLOO�GR�QRW�DɟUP�\RXU�EURDG�GHVFULSWLRQ��WU\�RIIHULQJ�VOLJKWO\�PRUH�GHWDLOV��H�J���IRU�
ȴQH�PRWRU��“Have you noticed him having more trouble than most children using a fork or spoon, 
holding a crayon, or picking up small toys or food?”���%H�VXUH�WR�XVH�PXOWLSOH�H[DPSOHV�RI�VNLOOV�LQ�
WKH�VDPH�GRPDLQ�VR�WKDW�SDUHQWV�GRQȇW�RYHU�IRFXV�RQ�D�VLQJOH�VNLOO�WKDW�D�FKLOG�PLJKW�EH�SHUIRUPLQJ�
ZHOO��

�G��,I�SRVVLEOH��DYRLG�GLVFXVVLQJ�VSHFLȴF�LWHPV�VNLOOV�FKLOGUHQ�KDG�WURXEOH�GHPRQVWUDWLQJ��3DUHQWV�PD\�
KDYH�VHHQ�FKLOGUHQ�GHPRQVWUDWH�D�YDULDWLRQ�RI�WKHVH�VNLOOV�LQ�GLIIHUHQW�VHWWLQJV�DQG�FLUFXPVWDQFHV�
DQG�PD\�GLVDJUHH� DERXW�ZKHWKHU� WKH� FKLOG� NQRZV� WKH� VNLOO� RU�QRW�� ,I� VXFK�GLVFXVVLRQV� FDQQRW�
be avoided (e.g., if the parent has watched hands-on testing), it is helpful to say things such as, 
“When we test children we have to present things in a certain way. Your child might have been able 
to answer if we had reworded it, but the hundreds of children on whom this test was developed all 
KDG�WR�DQVZHU�WKH�TXHVWLRQV�LQ�H[DFWO\�WKH�VDPH�ZD\�VR�ZH�FRXOG�FRPSDUH�WKHLU�SHUIRUPDQFH��:KHQ�
children cannot answer a question if it is worded a little differently, it means they are still learning 
the skill but need more practice to master it;”

�H�� ,I� WKH� DERYH� VWDWHPHQWV� KDYHQȇW� ZRUNHG�� WU\� DVNLQJ� “Have you watched him alongside other 
children? Do you think he does as well as they do with _______?”��OLVW�GRPDLQV�RI�GLɟFXOW\�LQ�IDPLO\�
IULHQGO\�WHUPV���

�I�� ,I�VXFK�TXHVWLRQV�GRQȇW�\LHOG�DJUHHPHQW��LW�LV�KHOSIXO�WR�DVN�SDUHQWV�WR�� ZDWFK� D� FODVVURRP� RI�
children and to have teachers guide observations and encourage  comparisons. 

���,I�1HHGHG��&RQȴUP�\RXU�2EVHUYDWLRQV�
If you still can’t get parents aligned with your observations (this is rare but may occur), reiterate your 
ȴQGLQJV�DQG�JHQWO\�HYRNH�FRPSDULVRQV��H�J���“Compared with other children I see, Toby is doing well in 
______but seems to be having trouble in _____.”): 

(a) Use euphemisms rather than diagnostic labels when interpreting screening tests. Use phrases 
such as, “seems behind other kids in ______;” or Ȋ+H�DSSHDUV� WR�EH�KDYLQJ�GLɚFXOW\�ZLWK� BBBBB�ȋ 
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This means completely avoiding terms for disabilities so that parents do not conjure images of a 
FKLOG�LQ�D�ZKHHOFKDLU�RU�RQH�ZLWK�PXOWLSOH�JHQHWLF�DQRPDOLHV��ZKLFK�LV�ZKDW�PRVW�SHRSOH�WKLQN�RI�
when the word “disabilities” is used). The phrases above are effective terms but not devastating 
RQHV��7KH\�HQFRXUDJH�IDPLOLHV�WR�VHHN�DGGLWLRQDO�HYDOXDWLRQV�ZLWKRXW�FDXVLQJ�SDUDO\WLF�IHDU�DQG�
GLVWUHVV��

(b)  Avoid using terms such as “positive” or “negative” results to describe screening tests. These terms 
DUH�FRQIXVLQJ�WR�SDUHQWV��DQG�WR�PDQ\�QRQ�PHGLFDO�SURIHVVLRQDOV�DV�ZHOO��

(c) Avoid expressing results of screening tests as percentages, odds or in other numerical ways 
based on the positive predictive value of the screens you’ve used. Such approaches, while helpful 
with diagnostic testing, are not as useful for explaining screening tests given their “fuzzier” 
probabilities. And, it is important to note that false-positive screens (meaning children you’ve 
UHIHUUHG�EXW�ZKR�GLG�QRW�TXDOLI\�IRU�,'($�VHUYLFHV��DUH�KLJKO\�DVVRFLDWHG�ZLWK�SV\FKRVRFLDO�ULVN�
factors and emerging delays in domains critical for future school success. Thus false-positive 
results are often an indicator of need for other types of services (e.g., Head Start, quality daycare, 
parent-training, and thoughtful developmental promotion coupled with careful monitoring of 
GHYHORSPHQWDO�VWDWXV��

�G��$FNQRZOHGJH� HPRWLRQV��:KHQ� SDUHQWV� DSSHDU� WR� EH� DQ[LRXV�� GHSUHVVHG� RU� GLVEHOLHYLQJ�� LW� LV�
helpful to state, “This is surely hard to hear” or “You look bummed by what I’ve just said.” Then 
pause for a minute to allow parents to express their fears or reluctance. This can help them move 
IRUZDUG�DQG�IROORZ�WKURXJK�ZLWK�UHFRPPHQGDWLRQV�

(e) Avoid false assurances. It is natural to want to comfort parents and assure them that nothing is 
WKH�PDWWHU��+RZHYHU��VLQFH�SUREOHPDWLF�VFUHHQLQJ�UHVXOWV�UHȵHFW�D�KLJK�SUREDELOLW\�RI�D�SUREOHP��
IDOVH�DVVXUDQFHV�PD\�GHWHU�IROORZ�WKURXJK�DQG�PDNH�SDUHQWVȇ�DGMXVWPHQW�PRUH�GLɟFXOW�LQ�WKH�
long run. Simply repeat, “We need to look further to decide if ______ needs more help learning.”

���6WDWH�\RXU�5HFRPPHQGDWLRQV�,Q�D�3RVLWLYH�ZD\�DQG�3URYLGH�D�3DUHQW�6XPPDU\
Explain the need for further evaluation in an upbeat manner (e.g., “There are lots of programs that can 
help _____ do his best. So let’s talk about ways to help him.”):

�D��3XW�UHFRPPHQGDWLRQV�IRU�SDUHQWV�LQ�ZULWLQJ��0DNH�VXUH�SDUHQWV�KDYH�D�VXPPDU\�RI�UHVXOWV�DQG�
UHIHUUDOV�WR�WDNH�KRPH�ZLWK�WKHP��$W�WKH�HQG�RI�WKLV�FKDSWHU�LV�D�VLPSOH�WHPSODWH�IRU�GLFWDWLQJ�
a parent summary report (downloadable on the website www.pedstest.com/TheBook/Chapter8). 
1RWH� WKDW� PDQ\� RQOLQH� VFUHHQLQJ� VHUYLFHV� DXWRPDWLFDOO\� JHQHUDWH� D� WDNH�KRPH� VXPPDU\� IRU�
SDUHQWV��$Q�H[DPSOH�LV�VKRZQ�LQ�)LJXUH������

�E��$VVLVW�SDUHQWV�ZLWK�UHIHUUDOV��DQG�EHWWHU�VWLOO��PDNH�DSSRLQWPHQWV�IRU�IDPLOLHV��7KLV�LQFUHDVHV�WKH�
OLNHOLKRRG�SDUHQWV�ZLOO� IROORZ�WKURXJK��)ROORZ�WKURXJK�LV�HVSHFLDOO\�FKDOOHQJLQJ�ZKHQ�IDPLOLHV�
KDYH� SV\FKRVRFLDO� ULVN� IDFWRUV� �H�J��� OLPLWHG� OLWHUDF\�� ODQJXDJH� EDUULHUV�� HWF���� 1HYHUWKHOHVV��
VRPH� UHIHUUDO� VHUYLFHV� UHTXLUH� WKDW� IDPLOLHV� WKHPVHOYHV� PDNH� DSSRLQWPHQWV�� ,Q� WKHVH� FDVHV��
WU\� WR�HVWDEOLVK�D� WZR�ZD\�FRQVHQW�UHIHUUDO� IRUP��VHH�H[DPSOHV� LQ�&KDSWHU����GRZQORDGDEOH�DW 
www.pedstest.com/TheBook/Chapter5) between your clinic and programs. If parents must call on 
their own, provide telephone numbers and also brochures about the program (programs can 
SURYLGH�WKHVH�IRU�\RX�WR�KDQG�RXW���

(c) Verbally describe the services to which you are referring. This helps parents visualize their child 
SDUWLFLSDWLQJ�DQG� LQFUHDVHV� WKHLU�ZLOOLQJQHVV� WR�PDNH� WKLV�KDSSHQ��7KLV�PHDQV� WKDW�SURYLGHUV�
QHHG�WR�OHDUQ�DERXW�SURJUDPV��DUH�SUHSDUHG�WR�ȴHOG�TXHVWLRQV�IURP�SDUHQWV�DQG�SURYLGH�DGHTXDWH�
DQVZHUV��

(d) Professionals and all trainees should, ideally, visit referral sources to best understand the services 
RIIHUHG�DQG�WKXV�KRZ�WR�GHVFULEH�WKHP�HIIHFWLYHO\�WR�IDPLOLHV��$VN�IRU�EURFKXUHV�ZKHQ�YLVLWLQJ�VR�
you can share these with families.
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8. Finalize Referrals in Writing
In documenting your results and recommendations:

(a) Be aware that in some States, referrals for further testing through IDEA programs, i.e., Early 
Intervention or public schools, often require information on the status of a child’s vision, 
hearing and health (including lead levels) before testing can proceed. So be sure to screen and 
GRFXPHQW�WKHVH�ȴQGLQJV�LQ�\RXU�UHIHUUDO�OHWWHU�RU�QRWH�WKDW�\RX�KDYH�PDGH�UHIHUUDOV�IRU�VHQVRU\�
health screening (e.g., to an audiologist). Sometimes programs can provide vision and hearing 
VFUHHQLQJȃDQRWKHU�JRRG�UHDVRQ�WR�NQRZ�ORWV�DERXW�WKH�SURJUDPV�WR�ZKLFK�\RX�UHIHU��

�E��,I�WKH�UHVXOWV�RI�WKH�PHDVXUHV�\RXȇYH�DGPLQLVWHUHG�VXJJHVW�WKH�QHHG�IRU�FHUWDLQ�NLQGV�RI�HYDOXDWLRQV�
(e.g., speech-language, physical therapy), be sure to mention in your referral letter the types of 
WHVWLQJ�QHHGHG��,I�DXWLVP�VSHFLȴF�UHIHUUDOV�DUH�QHHGHG��VHQG�\RXU�UHIHUUDO�OHWWHU�WR�DXWLVP�VSHFLDOW\�
FOLQLFV�� EXW� DOVR� WR� ,'($� VHUYLFHV� EHFDXVH� DXWLVP�VSHFLȴF� HYDOXDWLRQV�WUHDWPHQWV� XVXDOO\� KDYH�
ORQJ��ORQJ��ORQJ�ZDLWLQJ�OLVWV��

�F��0RVW� HDUO\� LQWHUYHQWLRQ�SXEOLF� VFKRRO� VHUYLFHV� FRPSO\�ZLWK� WKH�PDQGDWHV� RI� ,'($� WR� SURYLGH�
evaluations and placement within 30 - 45 school days. But some States are woefully non-compliant. 
For this reason it is wise to mention your awareness of the IDEA mandate (e.g., “I understand that 
\RXU�SURJUDP�LV�UHTXLUHG�WR�SURYLGH�WHVWLQJ�ZLWKLQ���������VFKRRO�GD\V�ȋ��

�G��7U\� WR�HVWDEOLVK�WZR�ZD\�FRQVHQW� �PHDQLQJ�WKDW�ZKHQ�\RX�DVN�SDUHQWV� IRU�SHUPLVVLRQ�WR�VHQG�
your results, you also get parents’ consent to allow referral sources to send you their results 
and updates). This is important because professionals, especially healthcare providers may be 
DVNHG�LQ�WKH�IXWXUH�WR�SUHVFULEH�DGGLWLRQDO�VHUYLFHV��H�J���RFFXSDWLRQDO�WKHUDS\���,W�ZLOO�IHHO�OLNH�
D�ȊUXQDZD\�WUDLQȋ�LI�\RX�GRQȇW�NQRZ�WKH�UHVXOWV�RI�IXUWKHU�WHVWLQJ��(VWDEOLVKLQJ�WZR�ZD\�FRQVHQW�
UHTXLUHV�ZRUNLQJ�ZLWK� HDFK� UHIHUUDO� VHUYLFH� �VLQFH� WKH\�KDYH� WR� DJUHH� WR� WKLV� WRR��� 7KLV� LV� \HW�
DQRWKHU�JRRG�UHDVRQ�WR�JHW�WR�NQRZ�WKH�SURJUDPV�WR�ZKLFK�\RX�UHIHU��

9. Offer Ongoing Support to Families 
Some families will not follow through with recommendations for further evaluations or services. Here 
are some reasons and what to do next: 

�D��3DUHQWV�PD\�UHWXUQ�KRPH�ZLWK�\RXU�QHZV��KDYH�GLɟFXOW\�H[SODLQLQJ�LW��PRUH�VR�LI�SDUHQWV�DUHQȇW�
given a summary report), and may be dissuaded by family members who weren’t present when 
\RX�H[SODLQHG�\RXU�UHVXOWV�DQG�UHFRPPHQGDWLRQV��7R�DGGUHVV�WKLV�DVN�SDUHQWV�VRPHWKLQJ�OLNH��
“Do you think other members of your family will try to talk you out of this recommendation?” If 
WKH�DQVZHU� LV� \HV�� DFNQRZOHGJH�SDUHQWVȇ� IHDUV� DQG� WKHQ� WDON�DERXW� VWUDWHJLHVȃLQFOXGLQJ�\RXU�
ZLOOLQJQHVV�WR�PHHW�ZLWK�WKH�HQWLUH�IDPLO\�WR�GLVFXVV�WKH�UHVXOWV��

�E��/HW�SDUHQWV�NQRZ�WKDW�LI�WKH\�JHW�ȊFROG�IHHWȋ�DQG�GRQȇW�IROORZ�WKURXJK�ZLWK�\RXU�UHFRPPHQGDWLRQV��
WKDW�\RX�ZDQW� WKHP�WR�FDOO�\RX�EDFN��/HW� IDPLOLHV�NQRZ�WKDW�\RXȇOO�EH�KDSS\�WR�UHVFUHHQ�WKHLU�
FKLOGȇV�GHYHORSPHQW��FKHFN�RQ�KLV�KHU�SURJUHVV��DQG�WDON�DJDLQ�DERXW�ZKDW�WR�GR�QH[W�

(c) Parents (and especially family members who are not present when you explain results), even 
if they observe a problem, may rationalize its meaning (e.g., “His dad was just like that as a boy 
DQG�KHȇV�GRLQJ�ȴQH�QRZ�ȋ�Ȋ,WȇV�MXVW�D�SKDVH��VKHȇOO�JURZ�RXW�RI�LW�ȋ���,W�PD\�WDNH�WKH�IDPLO\�WLPH�WR�
UHDOL]H�WKDW�D�SUREOHP�PD\�ZHOO�H[LVW��6R�EH�VXUH�WR�IROORZ�XS�ZLWK�UHIHUUDO�XSWDNH�DQG�ZKHQ�WKDW�
has not occurred in a reasonable time frame, encourage families to return in a few months for 
UHVFUHHQLQJ�DQG�D�UH�H[SODQDWLRQ�RI�UHVXOWV��

�G��6RPH�SDUHQWV�KHDU�\RXU�PHVVDJH�EXW�WKLQN�WKH\�FDQ�DGGUHVV�WKH�SUREOHPV�RQ�WKHLU�RZQ�DQG�ZDQW�
WR�WU\�WKDW�ȴUVW��D�YHU\�JRRG�UHDVRQ�WR�JLYH�LQIRUPDWLRQ�DERXW�ZKDW�SDUHQWV�FDQ�GR�WR�KHOS���6HH�
&KDSWHU���IRU�VXJJHVWLRQV�RQ�GHYHORSPHQWDO�EHKDYLRUDO�SURPRWLRQ��$JDLQ�PDNH�VXUH�\RX�KDYH�
D�IROORZ�XS�SODQ�WR�FKHFN�ZLWK�IDPLOLHV�LQ�D�IHZ�PRQWKV�WR�FRQȴUP�UHIHUUDO�QHHGV��,I�UHVXOWV�DUH�
FRQVLVWHQW��UHSHDW�\RXU�PHVVDJHV�DQG�UHFRPPHQGDWLRQV��

PDF Editor



156 Identifying and Addressing Developmental - Behavioral Problems

�H��$�IHZ�SDUHQWV�ZRUU\�DERXW�ZKDW�RWKHUV�ZLOO�WKLQN�DQG�ZRQGHU�ZKHWKHU�SDUWLFLSDWLRQ�LQ�VSHFLDO�
VHUYLFHV�ZLOO�VWLJPDWL]H�WKHLU�FKLOG�RU�LVRODWH�KLP�KHU�IURP�W\SLFDOO\�GHYHORSLQJ�SHHUV��(QFRXUDJLQJ�
families to visit programs is wise, as is offering options such as special services through Head 
6WDUW�(DUO\�+HDG�6WDUW��RU�YLD�SULYDWH�WKHUDSLHV�LQ�FRQMXQFWLRQ�ZLWK�D�JRRG�GD\FDUH�RU�SUHVFKRRO�
SURJUDP��DORQJ�ZLWK�,'($��

�I�� $OZD\V�JLYH�SDUHQWV�D�VXPPDU\�UHSRUW�WR�WDNH�KRPH�VR�WKDW�\RXU�UHVXOWV�DQG�UHFRPPHQGDWLRQV�
DUH�LQ�ȊEODFN�DQG�ZKLWH�ȋ

����&ROODERUDWH�ZLWK�([LVWLQJ�3URJUDPV�DQG�5HIHUUDO�6RXUFHV
,QHYLWDEO\�\RX�ZLOO�ȴQG�D�IHZ�SDUHQWV�ZKR��GHVSLWH�\RXU�XVH�RI�RSWLPDO�FRPPXQLFDWLYH�VNLOOV��DUH�XQZLOOLQJ�
to recognize problems with their child. So in addition to following up with families and referral sources, 
RQH�ȴQDO�VWUDWHJ\�LV�WR�FRQIHU�ZLWK�H[LVWLQJ�SURJUDPV�>DVVXPLQJ�D�FKLOG�LV�HQUROOHG��H�J���ZLWK�GD\FDUH�
personnel or classroom teachers)]. If parents have given permission for you to share information, you 
FDQ�DVN�WKDW�H[LVWLQJ�SURJUDP�VWDII�RIIHU�JXLGHG�REVHUYDWLRQ�ZKHUH�WKH\�VLW�ZLWK�D�SDUHQW�DQG�GLVFXVV�
differences between their child’s development and behavior and that of similar age peers. This approach 
can be enormously effective for ensuring parents understand your message and follow through with 
recommendations.

working witH cHildren wHo HAve estAblisHed disAbilities: A comment 
for interns And AdvAnced nursing/medicAl students

You will see families of children with disabilities in your continuity clinics, general pediatrics or 
community rotations. Many of these families have long received care in these clinics and from various 
providers. When families have a child with major disabilities and are already receiving services, 
VFUHHQLQJ�LV�QRW�H[DFWO\�QHHGHG��6WLOO��\RX�PD\�EH�UHTXLUHG�WR�SUDFWLFH�\RXU�VNLOOV�DW�HDUO\�GHWHFWLRQ��9LHZ�
SDUHQWV�DV�\RXU�EHVW�JXLGH�IRU�WLSV�RQ�KRZ�WR�ZRUN�ZHOO�ZLWK�D�FKLOG�ZKR�KDV�NQRZQ�GLVDELOLWLHV��+HUH�
are some tips: 

�D��5HYLHZ�PHGLFDO�UHFRUGV�EHIRUH�\RX�HQWHU�WKH�URRP�WR�PDNH�VXUH�\RX�DUH�DV�IDPLOLDU�DV�SRVVLEOH�
ZLWK�WKH�FKLOG�DQG�IDPLO\��,I�SRVVLEOH��DVN�SUHFHSWRUV�IRU�LQIRUPDWLRQ�

�E��:KHQ�\RX�HQWHU�� JUHHW� WKH�SDUHQW�DQG� WKH�FKLOG��7KHQ�VD\� VRPHWKLQJ� OLNH�“Tell me about your 
child and how he is doing?”, “What does he do best?”, “What skills is she working on at home and 
school?” and “How is he coming along in the services he is receiving?”; 

�F��:KHQ�DVNLQJ�DERXW�FRQFHUQV��DQWLFLSDWH� WKDW� IRU�FKLOGUHQ�ZLWK�PDMRU�GLVDELOLWLHV��SDUHQWV�ZLOO�
be enthusiastic about the smallest of gains (e.g., an 8-year-old with cerebral palsy who has 
ȴQDOO\�PDQDJHG�WR� OLIW�KLV�KHDG�LQGHSHQGHQWO\���:KLOH�\RX�PD\�EH�SHUWXUEHG�DW�VXFK�D�PLQRU�
accomplishment, for families this is a big deal and does not mean they are “in denial.” Families 
OHDUQ�WR�IRFXV�LQFUHPHQWDOO\�RQ�WKHLU�FKLOGUHQȇV�VNLOO�DFTXLVLWLRQ�DQG�WKDWȇV�DQ�LPSRUWDQW�SDUW�RI�
WKHLU�DGMXVWPHQW�WR�D�VSHFLDO�QHHGV�FKLOGUHQ��%H�VXUH�WR�VKDUH�WKHLU�HQWKXVLDVP��

�G��:KHQ�DVNLQJ�SDUHQWV�RI�FKLOGUHQ�ZLWK�HVWDEOLVKHG�GLVDELOLWLHV�DERXW�WKHLU�FRQFHUQV��GR�QRW�H[SHFW�
they will raise worries about current developmental status. Instead, anticipate a discussion about 
WKH� VHUYLFHV� WKHLU� FKLOG� UHFHLYHV� DQG� WKHLU� VDWLVIDFWLRQ� OHYHO�� ,I� SDUHQWV� DUH� VDWLVȴHG�� WKH\�ZLOO�
SUREDEO\�WHOO�\RX�WKH\�GRQȇW�KDYH�FRQFHUQV�EXW�WKDW�GRHVQȇW�PHDQ�WKH\�GRQȇW�NQRZ�WKHLU�FKLOG�KDV�
problems. If parents are disgruntled with special services, this issue is more than can be handled 
LQ�SULPDU\�FDUH��5HIHUUDOV�WR�DGYRFDF\�SURJUDPV�DUH�QHHGHG��6HH�&KDSWHU����IRU�RSWLRQV���

�H�� ,I�\RX�DUH�XVLQJ�D�VFUHHQLQJ�WHVW�IRFXVHG�RQ�VNLOOV��DVN�SDUHQWV�ȴUVW�DERXW�ZKDW�WKHLU�FKLOG�FDQ�GR��
This will give you a good feel for where to start testing. But be sure to start at an even younger 
OHYHO�WR�HQVXUH�VXFFHVV�DQG�EXLOG�FRPSOLDQFH��&KDSWHU����SURYLGHV�KHOSIXO�WLSV�RQ�ZRUNLQJ�ZLWK�
children during hands-on testing. Always be prepared to use interview-only versions of screens 
ZLWK�DQ�XSVHW�RU�QRQFRPSOLDQW�FKLOG��
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�I�� ,I�WKH�PHDVXUHV�\RX�XVH�UHYHDO�D�VSHFLȴF�DJH�UDQJH�IRU�WKH�WDVNV�SUHVHQWHG��FRQVLGHU�PDVNLQJ�WKDW�
information. Parents of children with disabilities don’t need to be constantly confronted by their 
FKLOGȇV�GHȴFLWV��7KH\�NQRZ�ZKDW�WKHVH�DUH�DOUHDG\��

�J�� ,I�\RX�DUH�FRQGXFWLQJ�D�SK\VLFDO�H[DP��DVN�WKH�SDUHQWV�IRU�VXJJHVWLRQV�RQ�SRVLWLRQLQJ�WKH�FKLOG�
DQG�ZKLFK�FRPSRQHQWV�DUH�OLNHO\�WR�EH�XSVHWWLQJ��)RU�H[DPSOH��LI�D�SDUHQW�WHOOV�\RX�WKHLU�FKLOG�JHWV�
completely distressed when having his ears examined, save that for the end of the physical. 

review of literAture on delivering difficult news

0RUH�WKDQ���LQ����SDUHQWV�UDLVH�PXOWLSOH�FRQFHUQV�NQRZQ�WR�EH�VLJQLȴFDQW�SUHGLFWRUV�RI�GLVDELOLWLHV��0RUH�
WKDQ�KDOI�WKHLU�FKLOGUHQ�KDYH�VLJQLȴFDQW�GHYHORSPHQWDO�RU�EHKDYLRUDO�GLVDELOLWLHV�DQG�WKH�UHVW�WHQG�WR�VFRUH�
IDU�EHORZ�DYHUDJH�RQ�PHDVXUHV�RI�ODQJXDJH��LQWHOOLJHQFH��PRWRU��VHOI�KHOS��DQG�VFKRRO�VNLOOV��$Q�DGGLWLRQDO�
��LQ����FKLOGUHQ�KDYH�SDUHQWV�ZKR�UDLVH�D�VLQJOH�VLJQLȴFDQW�FRQFHUQ�IRU�ZKLFK�WKH�EHVW�UHVSRQVH�LV�WR�
offer a second screening test. Of these children, 30% will fail screening and need to be referred. Another 
2 out of 10 parents raise only nonpredictive concerns about behavior. Of their children, 20% fail  screens 
of behavior and emotional well-being and thus need referrals. Finally, providers may notice via clinical 
REVHUYDWLRQV��DGGLWLRQDO�FKLOGUHQ�ZKR�DSSHDU�WR�KDYH�GHYHORSPHQWDO�RU�EHKDYLRUDO�HPRWLRQDO�SUREOHPV�
but whose parents have not raised concerns. When added together, about 15% to 20% of all pediatric 
SDWLHQWV�QHHG�UHIHUUDOV�GXH�WR�GHYHORSPHQWDO�DQG�RU�EHKDYLRUDO�HPRWLRQDO�GLɟFXOWLHVȃD�ȴJXUH�WKDW�LV�
quite close to the prevalence of disabilities in childhood.4,5�3UDFWLFHV�ZRUNLQJ�ZLWK�JUHDWHU�QXPEHUV�RI�
KLJK�ULVN�SDWLHQWV��H�J���WKRVH�ZKRVH�IDPLOLHV�DUH�SRRU�DQG�KDYH�OLPLWHG�HGXFDWLRQ��ZLOO�LGHQWLI\�D�KLJKHU�
percentage of children who need further assessment and intervention.

$�OLWHUDWXUH�UHYLHZ�LQ������DERXW�JLYLQJ�EDG�QHZV�LGHQWLȴHG�ȴYH�PDMRU�WKHPHV��WKH�SK\VLFDO�ORFDWLRQ�
GXULQJ� WKH� GLVFXVVLRQ� �FRPIRUW�� SULYDF\�� TXLHW��� SDUWLFLSDQWV� �VXSSRUW�� VHQLRULW\� RI� SK\VLFLDQ�� RWKHU�
KHDOWK�SURIHVVLRQDOV���FRQGXFW�RI�WKH�GLVFXVVLRQ��WLPLQJ��SDFLQJ��ERG\�ODQJXDJH���FRQWHQW��DQG�KRZ�WKH�
information is exchanged.6 A review conducted in 2010 includes general recommendations for giving 
EDG�QHZV�DQG�GLIIHUHQW�PHWKRGV�IRU�WHDFKLQJ�WKHVH�VNLOOV�7 Most of the literature on this topic is based on 
opinion and clinical experience. Investigational studies are usually interviews or surveys with family 
PHPEHUV�DQG�RU�SDWLHQWV�ZKR�UHFHLYHG�EDG�QHZV�3 In addition to qualitative research, there are also 
D� IHZ� TXDQWLWDWLYH� VWXGLHV� FRPSDULQJ� DSSURDFKHV� WR� GHOLYHULQJ� GLɟFXOW� UHVXOWV�� LQFOXGLQJ� +DUULVRQ�
DQG�:DOOLQJ�ZKR�UHVHDUFKHG�VSHFLȴF�DSSURDFKHV� WR�JLYLQJ�QHZV�DERXW�FKLOGKRRG�FDQFHU��FULWLFDOO\� LOO�
FKLOGUHQ��ORQJ�WHUP�QHXURORJLFDO��GHYHORSPHQWDO�GLDJQRVHV�7

7KH�GLVFXVVLRQ�EHORZ�LV�EURNHQ�RXW�E\�WKH�FULWLFDO�GLPHQVLRQV�RI�GHOLYHULQJ�GLɟFXOW�QHZV�DORQJ�ZLWK�
supporting research. In the absence of research devoted to developmental-behavioral screening or 
diagnosis, studies on other types of screens are described. 

Research on Preparing Parents for Screening
Parents need information about the value of screening. Throughout the world, as children reach two or 
PRUH�\HDUV�RI�DJH��SDUHQWV�EHFRPH�OHVV�DQG�OHVV�OLNHO\�WR�VHHN�ZHOO�FKLOG�FDUH��7KLV�LV�GLVWXUELQJ�IRU�PDQ\�
KHDOWK�UHODWHG�UHDVRQV��EXW�ZLWK�UHJDUG�WR�GHYHORSPHQWDO�DQG�EHKDYLRUDO�LVVXHV��ZH�NQRZ�WKDW�FKLOGUHQȇV�
ULVN�IRU�GLVDELOLWLHV�LQFUHDVHV�JUHDWO\�DIWHU����PRQWKV�RI�DJH� and that parents’ concerns rise dramatically.8 
Clearly parents need more encouragement and information about the value of health supervision visits 
where surveillance and screening occur (and probably an increased sense that such visits can address 
their concerns). A few studies view how best to do this. Clayton et al developed written and videotaped 
LQIRUPDWLRQ�DERXW�VFUHHQLQJ�IRU�F\VWLF�ȴEURVLV�DQG�WKHQ�DVVHVVHG�KRZ�HIIHFWLYH�WKHVH�ZHUH�LQ�HGXFDWLQJ�
SDUHQWV�DERXW�GLVHDVH�ULVNV�DQG�WKH�PHDQLQJ�RI�WHVW�UHVXOWV�9 Both methods produced equally high levels 
of comprehension although less educated parents learned somewhat less (70% comprehension and 
recall, compared with 95% for those who had graduated from college). Nevertheless, interest in pursuing 
screening did not vary by educational level. Seventy-six percent (76%) of subjects followed through by 
submitting blood samples. Of those with negative results, 89% understood their low but continuing 
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ULVN�RI�KDYLQJ�D�FKLOG�ZLWK�&)��7KRVH�ZLWK�SRVLWLYH�UHVXOWV�ZHUH�UHIHUUHG�WR�JHQHWLF�FRXQVHOLQJ�DQG�QRW�
followed in this study.

Kendall and Hailey viewed three methods for encouraging women to attend breast cancer screening 
FOLQLFV�E\�FRPSDULQJ�OHWWHUV�LQ�ZKLFK�WKH�WRQH�ZDV�HLWKHU�UHDVVXULQJ��DQ[LHW\�SURYRNLQJ��RU�D�VWDQGDUG�
clinic prompt.10� 6LJQLȴFDQWO\� PRUH� ZRPHQ� ZKR� UHFHLYHG� WKH� UHDVVXULQJ� OHWWHU� DFWXDOO\� NHSW� WKHLU�
DSSRLQWPHQWV�FRPSDUHG�ZLWK�WKRVH�ZKR�UHFHLYHG�VWDQGDUG�RU�DQ[LHW\�SURYRNLQJ�OHWWHUV��$SSRLQWPHQW�
NHHSHUV�ZHUH�DOVR�PRUH�OLNHO\�WR�KDYH�D�SRVLWLYH�IDPLO\�KLVWRU\�RI�FDQFHU�DQG�WR�KDYH�DJH�UHODWHG�ULVNV�
(e.g., to be older than 50). Another study found that phone calls were effective in helping low income 
IDPLOLHV�VHHN�ZHOO�FKLOG�YLVLWV��7KH�IUHTXHQF\�RI�UHPLQGHUV�DQG�WKHLU� WLPLQJ��H�J���GD\�EHIRUH��GD\�RI��
VHHPV�WR�LPSURYH�XSWDNH�11

6XFK�ȴQGLQJV��KRZHYHU�OLPLWHG��SURYLGH�JXLGDQFH�LQ�KRZ�WR�SUHSDUH�IDPLOLHV�IRU�DGGLWLRQDO�VFUHHQLQJ��
and also in facilitating their attendance at well-visits. In general, reminder letters or closing statements 
at the end of well-visit should have an encouraging tone. These messages should also alert parents about 
the purpose and content of well-visits (e.g., “We need to schedule your child’s annual check-up. This is a 
WLPH�WR�FKHFN�KLV�KHDOWK��YLVLRQ��KHDULQJ�DQG�LPPXQL]DWLRQV��,W�LV�DOVR�D�WLPH�IRU�XV�WR�WDON�DERXW�KRZ�KH�VKH�
is learning and behaving and decide together whether he is developing well or how best to help.”).

Parental Perceptions of Screening and Reactions to Test Results
Once parents are aware of the value and existence of screening, they typically adopt quite favorable 
attitudes, citing such reasons as a desire for reassurance and improved medical surveillance for 
themselves and their children. For example, after an intensive public education program on the 
virtues of beta-thalassemia screening, most prospective parents who were carriers opted for prenatal 
diagnosis, with a resulting 50% to 97% reduction in the numbers of children born with the condition.12 
2QH�VWXG\� IRXQG�SRVLWLYH�DWWLWXGHV� WRZDUG�VFUHHQLQJ� �IRU� F\VWLF�ȴEURVLV�JHQHV��DQG� OLWWOH�DQWLFLSDWRU\�
maladjustment.13�6LPLODUO\��SDUHQWV�DUH�NQRZQ�WR�EH�TXLWH�UHVSRQVLYH�WR�VFUHHQLQJ�WHVW�UHVXOWV��H�J���RI�
slightly elevated blood lead levels in their children or positive screens for tobacco use and environmental 
VPRNH�H[SRVXUH��DQG�XVH�WKHVH�WR�PDNH�DSSURSULDWH�PRGLȴFDWLRQV��H�J���VPRNH�RXWVLGH��UHGXFH�FKLOGUHQȇV�
exposure to leaded paint, etc.).14,15

Nevertheless, parental perspectives on screening are not always placid. A survey of parents whose 
FKLOGUHQ�KDG�VSLQD�ELȴGD�UHSRUWHG�DQJXLVK��FRQIXVLRQ��DQG�DPELYDOHQFH�DERXW�WKH�QHHG�WR�VHHN�VFUHHQLQJ�
especially if they decided to have another child. Even so, most parents stated that they would obtain 
testing if becoming pregnant again.16

/DJ�7LPHV�%HWZHHQ�6FUHHQLQJ�DQG�'LDJQRVLV
The most stressful aspects of screening are apparent when families must wait for long periods of time 
IRU�HLWKHU�VFUHHQLQJ�WHVW�UHVXOWV�RU�IRU�GLDJQRVWLF�FRQȴUPDWLRQ�DIWHU�D�SRVLWLYH�VFUHHQ��$�VWXG\�E\�&DUU�
of parents whose children were born with Down syndrome showed that the long lag time between 
VXVSLFLRQ�DQG� FRQȴUPDWLRQ�ZDV�GLɟFXOW� IRU�SDUHQWV�� SDUWLFXODUO\�ZKHQ� WKH\� WKHPVHOYHV� VXVSHFWHG�D�
problem.17� ,Q�WKH�LQWHULP��IHZ�SDUHQWV�UHFHLYHG�DQ\�FRQȴUPDWLRQ�RI� WKHLU�VXVSLFLRQV�DQG�PDQ\�ZHUH�
HLWKHU�PHW�ZLWK�IDOVH�DVVXUDQFHV�RU�VLPSO\�WROG�WR�ZDLW�IRU�WHVW�UHVXOWV��ZKLFK�LQ�������WRRN�FRQVLGHUDEO\�
longer to produce than at present). Parents of boys found to have Duchenne muscular dystrophy had 
similar complaints. Most families had waited an average of 2½ years between their observations of 
V\PSWRPV�DQG�WKH�ȴQDO�GLDJQRVLV�18 As a consequence, 75% advocated for neonatal screening in order 
WR� LPSURYH�ȴQDQFLDO�SODQQLQJ��GHFLVLRQV�DERXW�FRQWUDFHSWLRQ�DQG�KRXVLQJ��DQG� WR�EHWWHU�SUHSDUH� IRU�
WKHLU�RZQ�DQG�WKHLU�FKLOGUHQȇV�HPRWLRQDO�QHHGV��(YHQ�D�GHOD\�RI�WZR�WR�IRXU�ZHHNV�ZDV�QRW�WROHUDWHG�ZHOO�
E\�SDUHQWV�ZLWK�SRVLWLYH�VFUHHQV�ZKR�ZHUH�ZDLWLQJ�IRU�SRVVLEOH�FRQȴUPDWLRQ�RI�JHQHWLF�RU�PHWDEROLF�
disorders in their children.19,20

Lag times seem particularly challenging to individuals who have high levels of anxiety to start with. A 
VWXG\�RI�ZRPHQ�DW�ULVN�IRU�EUHDVW�FDQFHU�VKRZHG�WKDW�WKRVH�ZKR�ZHUH�YHU\�DQ[LRXV�RU�SV\FKRORJLFDOO\�
GLVWUHVVHG�ZHUH� OHVV� OLNHO\� WKDQ� EHWWHU� DGMXVWHG�ZRPHQ� WR� DGKHUH� WR� SUHYHQWLYH� UHJLPHQV� �H�J��� VHOI�
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examinations and clinical exams). Anxious adults were also those with few social supports and 
diminished social capital, which suggests that referrals for support groups may be helpful—even during 
the phase between screening and diagnosis.21

Adjustment to Positive Screening Test Results
0RVW� VWXGLHV� VXJJHVW� WKDW� SDUHQWV�SDWLHQWV� ZKR� UHFHLYH� SRVLWLYH� VFUHHQV� H[SHULHQFH� XQGHUVWDQGDEOH�
distress, but relief replaces distress when treatment begins. In one study, substance abusers about to 
be screened for HIV, received psychological evaluations at three points in time (before screening, one - 
WZR�ZHHNV�DIWHU��WZR���WKUHH�PRQWKV�DIWHU���7KLV�JURXS�ZDV�FRPSDUHG�WR�QRQ�WHVWHG�DEXVHUV�LQ�WHUPV�RI�
psychological and behavioral impact. Those found to have HIV had higher levels of anxiety immediately 
after testing, as might be expected. Several months later anxiety was substantially diminished, and HIV-
positive patients had developed healthier lifestyles between screening and follow-up.22 Parents who 
OHDUQHG�WKH\�KDG�SRVLWLYH�PDUNHUV�IRU�D�JHQHWLF�FRQGLWLRQ�UHSRUWHG�D�VHQVH�RI�UHOLHI�GXH�WR�LPSURYHG�
DELOLW\�WR�SODQ�IRU�WKH�IXWXUH��H�J���DUUDQJH�DSSURSULDWH�PHGLFDO�VXUYHLOODQFH�DQG�WDNH�RWKHU�SUHYHQWLYH�
steps).23

Nevertheless, adjustment to positive screens is not a simple matter of temporary anxiety followed by 
adaptive improvements and subsequent relief. In a study of screening for colon cancer genes, parents 
unaffected by colon cancer but whose children had the gene, had greater levels of depression and anxiety 
three months after screening.24 Children themselves were found to have higher levels of depression and 
anxiety, but only if their mothers but not fathers were affected by colon cancer. The authors suggest 
WKDW�PXFK�RI�WKLV�LV�H[SODLQHG�E\�WKH�NQRZQ�UHODWLRQVKLS�DPRQJ�FKURQLF�LOOQHVV��SDUHQWDO�PHQWDO�KHDOWK�
DQG�FKLOGUHQȇV�PHQWDO�KHDOWK��&HUWDLQO\�� WKHVH�ȴQGLQJV�FRUURERUDWH�VWXGLHV� VKRZLQJ� WKDW�SDUHQWV�DQG�
FKLOGUHQ�ZLWK�YXOQHUDELOLWLHV�WR�DQ[LHW\�RU�GHSUHVVLRQ�DUH�PRUH�OLNHO\�WR�EH�DGYHUVHO\�DIIHFWHG�E\�GLɟFXOW�
news and events. Even so, many parents do not share their distress about adverse test results.24 This 
FOHDUO\�PDNHV�LW�KDUGHU�IRU�SURYLGHUV�WR�LGHQWLI\�ZKHQ�SDWLHQWV�DUH�WURXEOHG��,Q�DQ\�FDVH��RQH�VHHPLQJO\�
appropriate response is to routinely refer families to supportive services (e.g., parent groups, family 
resource centers, etc.) after positive screening results are found.

Preparing parents for screening, well in advance, facilitates acceptance of screening test results. In 
one study, 208 (mostly low birth-weight) children received developmental, vision, hearing and growth 
screening at 8-months of age from a health visitor. About one-third of children failed some aspect of 
screening but 30% of parents appeared to disregard or disbelieve screening test results. Many reported 
that screening procedures were not explained to them or that their child had been rushed and so had 
not performed up to potential. More than 10% did not realize that their child had been screened at all. 
Almost 60% found the assessments reassuring even though their child had not performed well.25 The 
authors recommended that providers give parents adequate information about the tests performed, 
suggesting this might improve parents’ ability to value screening test results and follow through with 
recommendations.

Adjustment to False-Positive Screens
Some researchers speculate that parents who receive false-positive test results (meaning that the child 
failed screening but was found on diagnostic testing not to have a problem) have, as a consequence, long-
term, lingering worries about their children. For example, parents whose children had false-positive 
VFUHHQV�IRU�F\VWLF�ȴEURVLV�KDG�VXEVWDQWLDO�OHYHOV�RI�RQJRLQJ�DQ[LHW\�26 Some parents who received false-
positive information about congenital hypothyroidism in their newborns were found to have high levels 
of anxiety as many as four years after screening.27

In neither of the above studies was there an attempt to ascertain base rates of anxiety in parents, 
ZKHWKHU�RU�QRW� WKH\�UHFHLYHG�SRVLWLYH� WHVW� UHVXOWV��7KXV�ZH�FDQQRW�EH�FRQȴGHQW� WKDW� WKH�SUHVHQFH�RI�
anxiety is any different from what might be ordinarily found among new parents (or in parents with 
DQ[LHW\�GLVRUGHUV���7OXF]HN�HW�DO�EDVHG�WKHLU�FRQFOXVLRQ��RI�KLJK�OHYHOV�RI�OLQJHULQJ�DQ[LHW\��RQ�WKH�IDFW�
that 5% of parents (6 of the 126) receiving false-positive screens, had continuing concerns about cystic 
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ȴEURVLV�26 Of this group, all had received results over the telephone (a method of presentation shown to 
be problematic) and all six parents had children whose Apgar scores were well below average at 1 and 
5 minutes. In contrast, the majority of parents were grateful that a potential problem was found early, 
and experienced a sense of relief that their baby was not ill. Although this group was not immune to 
anxiety, distress was restricted to elevated concerns about children’s health during the three-day wait 
to have screening results negated. Another study compared anxiety related to false-positive screens to 
base rates of anxiety in a control group. Psychiatric morbidity was found to be transient and minor (in 
women screened for cervical cancer).28 Similarly, false-positive results (about ovarian cancer) increased 
short-term distress, but this was neither severe nor persistent.29

Parents’ willingness to use health care in the future was compared between infants with false-positive 
newborn screening results and those with normal results.30 The authors analyzed the administrative 
claims of 49,959 Medicaid-enrolled infants in Michigan in 2006. Of all infants, 818 were found to have 
had a false-positive newborn screening result when retested between 3- and 12-months of age. There 
were no differences between the families with false-poisitive versus negative newborn screening results, 
in terms of their attendance at subsequent healthcare visits. Nevertheless, preterm infants with false-
SRVLWLYH�UHVXOWV�UHTXLUHG�PRUH�DFXWH�RXWSDWLHQW�YLVLWV�WKDQ�WKRVH�ZLWK�QRUPDO�UHVXOWVȃȴQGLQJV�WKDW�PD\�
EH�H[SODLQHG�E\�HLWKHU�XQGHUO\LQJ�LOOQHVV�DQG�RU�SDUHQWDO�DQ[LHW\�30

Lingering anxiety over false-positive screens appears not only related to how the news was delivered 
but also to the quality of information parents received. In one study, 55% of families who received 
false-positive screening results (of metabolic problems in their newborns) had incorrect or incomplete 
information.20�0RVW�EHOLHYHG�WKDW�UHWHVWLQJ�ZDV�URXWLQH�RU�WKDW�PLVWDNHV�KDG�EHHQ�PDGH�LQ�WKH�ȴUVW�VHW�RI�
tests. Many parents in this group appeared untroubled by recommendations to pursue further testing. 
,Q�FRQWUDVW��SDUHQWV�ZKR�XQGHUVWRRG�WKDW�WKH�ȴUVW�WHVW�ZDV�DEQRUPDO�ZHUH�QRW�VKRZQ�WR�EH�PRUH�DQ[LRXV�
or depressed than ill-informed parents, although more than one-third had increased health concerns 
for their child. Nevertheless, such concerns were mostly associated with parents’ perceptions that they 
KDG�QRW�UHFHLYHG�VXɟFLHQW�LQIRUPDWLRQ�DERXW�WKH�VFUHHQLQJ�SURFHVV�DQG�LPSOLFDWLRQV�IRU�WKHLU�FKLOGUHQȇV�
KHDOWK��,QGHHG��PRVW�KDG�VRXJKW�RSSRUWXQLWLHV�WR�WDON�DERXW�WKH�LVVXH�ZLWK�IULHQGV�RU�IDPLO\�PHPEHUV�
and 30% had sought information from other healthcare professionals. As with most research on parents’ 
reactions to screening, misinformation about the testing and its implications are common, particularly 
among parents with limited education.

There is some evidence that poor quality information and increased anxiety co-occur whether or not 
SRVLWLYH�VFUHHQV�DUH�FRQȴUPHG�E\�GLDJQRVWLF� WHVWLQJ��7KLV�PDNHV�VHQVH�EHFDXVH�DQ[LHW\� LV�UHSHDWHGO\�
shown to be a deterrent to information recall. A study of men receiving prostate cancer screening 
LGHQWLȴHG� VXEVWDQWLDO� LQFUHDVHV� LQ� VHUXP� FRUWLVRO� �DQ� LQGLFDWRU� RI� HPRWLRQDO� VWUHVV�� EHWZHHQ� LQLWLDO�
VFUHHQLQJ�DQG�ELRSV\�WZR�ZHHNV�ODWHU��6HUXP�FRUWLVRO�GURSSHG�IROORZLQJ�ELRSV\�UHJDUGOHVV�RI�WKH�UHVXOWV��
7KH� ȴQGLQJV� VXJJHVW� WKDW� XQDQVZHUHG� TXHVWLRQV� HYRNHG� E\� VFUHHQLQJ� SURYRNH� VWUHVV� DQG� WKDW� RQFH�
GHȴQLWLYH�DQVZHUV�DUH�SURYLGHG��FRSLQJ�VNLOOV�LPSURYH�31 Still, some parents attribute lasting concerns to 
IDOVH�SRVLWLYH�UHVXOWV��%HFDXVH�WKLV�LV�SUREDEO\�D�PDUNHU�IRU�JHQHUDOL]HG�DQ[LHW\��LW�LV�DGYLVDEOH�WR�SURYLGH�
parents repeated opportunities to understand the results and to offer parent-to-parent support groups or 
counseling when indicated.32�$JDLQ��ZULWWHQ�WDNH�KRPH�LQIRUPDWLRQ�LV�LQYDOXDEOH��

Adjustment to False-Negative Screens
Because screening tests have inherent error, results need to be interpreted cautiously. This is particularly 
WKH�FDVH�ZLWK�GHYHORSPHQWDO�DQG�EHKDYLRUDO�LVVXHV�EHFDXVH�GLɟFXOWLHV�PD\�QRW�EH�IXOO\�DSSDUHQW�XQWLO�
ODWHU�LQ�FKLOGKRRG��H�J���OHDUQLQJ�GLVDELOLWLHV�DUH�GLɟFXOW�WR�GHWHFW�EHIRUH���\HDUV�RI�DJH�RU�ROGHU���2QH�
study focused on a subset of parents who had held concerns (about their child’s health), who were 
told initially that nothing was wrong, but whose children were later diagnosed with cancer.33 Although 
WKH�GLDJQRVLV�PDUNHG�WKH�HQG�RI�IUXVWUDWLRQ�IRU�PDQ\�SDUHQWV�� WKRVH�ZLWK�IDOVH�QHJDWLYH�UHVXOWV�ZHUH�
often angry with healthcare professionals. These parents felt providers had neither listened to them 
QRU�WDNHQ�WKHLU�FRQFHUQV�VHULRXVO\��0DQ\�IHOW�GHQLJUDWHG�ZKHQ�WROG�WKH\�ZHUH�VLPSO\�RYHU�DQ[LRXV��1RW�
surprisingly, such parents were far less tolerant of the time-lag between symptoms and diagnosis and 
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construed this as further evidence of their providers’ thoughtlessness. In contrast, parents who felt health 
professionals had been responsive to their concerns, were less critical of negative screening test results 
even when disabilities were found. The results suggest the need to convey to parents that development 
develops, developmental problems do too, and that your clinic will measure children vigilantly for any 
signs of developing problems. 

Screening Refusals
As with immunizations, some patients and parents refuse to participate in developmental-behavioral 
screening. This phenomena has implications for preparing families if screening and for conveying 
screening test results. In one study, researchers interviewed patients who elected not to receive screening 
for Huntington’s disease. Most “refusers” felt they would be unable to cope emotionally with the results.23 
Unfortunately, refusing to be screened may not reduce stress. In a long-term study of substance abusers 
DW�ULVN�IRU�+,9��WKRVH�RSWLQJ�WR�UHFHLYH�VFUHHQLQJ�KDG�OHVVHQHG�DQ[LHW\�DQG�KHDOWKLHU�OLIHVW\OHV�WZR���WKUHH�
months after screening, regardless of test results. In contrast, subjects who elected not to be tested had 
increased anxiety at follow-up about contracting HIV.22 So screening refusals may be an indicator of pre-
existing anxiety requiring unique attention from clinicians. 

Another dimension of screening refusal is visible when parents are less than careful or (less commonly) 
untruthful when answering screening test items. For some parents, literacy factors may be at play. For 
RWKHUV��WKHUH�PD\�EH�D�ȊIDWLJXHȋ�RU�ȊUHVSRQVH�VHWȋ�IDFWRU�ZKHUH�SDUHQWV�DQVZHU�WKH�ȴUVW�IHZ�TXHVWLRQV�
accurately but then start circling all “yes” or all “no” answers. And some parents don’t want to tip the 
provider’s hand by stating their concerns. For example, in unpublished studies of Parents’ Evaluation 
of Developmental Status (PEDS), parents were debriefed after participating in research about the 
relationship between parents’ concerns and children’s performance on developmental and behavioral 
tests. Some parents who had not raised concerns but whose children performed poorly were particularly 
distressed when informed of the results. Many such parents stated they had deliberately refused to 
disclose their worries to researchers. Some had declined similar opportunities during prior encounters 
with their child’s healthcare provider (e.g., “I thought I was just being overly worried and that if there 
really were a problem, her pediatrician would notice and tell me.”). While it is not clear that some parents 
are less than truthful on screens because of limited ability to cope emotionally with adverse responses, 
it does appear that parents who are worried or anxious about their children need encouragement over 
time to discuss their worries. 

6RPH�SDUHQWV�PD\�FRXFK�WKHLU�SV\FKRVRFLDO�FRQFHUQV�LQ�VRPDWLF�WHUPVȃD�ȴQGLQJ�QRWHG�LQ�VRPH�FURVV�
FXOWXUDO� VWXGLHV�� )RU� H[DPSOH��$VLDQ�SDWLHQWV�ZLWK� SV\FKLDWULF� SUREOHPV�ZHUH�PRUH� OLNHO\� WR� SUHVHQW�
ZLWK�SK\VLFDO�FRPSODLQWV�WKDQ�ZHUH�QRQ�$VLDQV�ZLWK�SV\FKLDWULF�SUREOHPV��WKH�ODWWHU�ZHUH�PRUH�OLNHO\�
WR�FOHDUO\�FRPSODLQ�DERXW�HPRWLRQDO�DQG�EHKDYLRUDO�GLɟFXOWLHV��34 Ideally, by repeatedly encouraging 
parents to discuss their behavioral and developmental concerns, families receive a clear message that 
these topics are the province of health care and that parents’ concerns are of legitimate interest to 
providers. This, in turn, may deconstruct barriers to effective provider-parent communication.

Some parents refuse developmental-behavioral screening because of its costs—especially when claims 
are denied. Chapter 6 discusses fees, parent preparation, and other ways to encourage parents to continue 
to participate in screening. 

&RQYH\LQJ�6FUHHQLQJ�DQG�$VVHVVPHQW�5HVXOWV�DQG�(QVXULQJ�)ROORZ�7KURXJK
Only a few studies evaluated the way in which parents were informed of screening results. One showed 
WKDW�SDUHQWV�LQIRUPHG�RI�VFUHHQLQJ�WHVW�UHVXOWV�RYHU�WKH�WHOHSKRQH�ZHUH�IDU�PRUH�OLNHO\�WR�PLVXQGHUVWDQG�
WKH� ȴQGLQJV� WKDQ�ZHUH� SDUHQWV� JLYHQ� UHVXOWV� LQ� SHUVRQ�26 Another study revealed that parents given 
UHVXOWV�RYHU�WKH�SKRQH�ZHUH�PRUH�OLNHO\�WR�KDYH�OLQJHULQJ�GLVWUHVV��DQ[LHW\��ZRUU\��DQG�PLVLQIRUPDWLRQ��
Parents themselves appeared aware of these problems and most felt that they had received unclear or 
inadequate information.35

&RPPXQLFDWLRQ�VNLOOV�DUH�HVVHQWLDO�LQ�GHOLYHULQJ�EDG�QHZV�DQG�PHGLFDO�HGXFDWLRQ�UHVHDUFK�LQFUHDVLQJO\�
IRFXVHV�RQ� WKH�HIIHFWV�RI�EXLOGLQJ� VXFK� VNLOOV�� )RU�H[DPSOH��QLQH� MXQLRU� UHVLGHQWV�DW� WKH�8QLYHUVLW\�RI�
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0HOERXUQH�ZHUH�JLYHQ�WZR�VFHQDULRV�WR�UROH�SOD\�ZLWK�D�VLPXODWHG�SDUHQW�DFWRU��5HVLGHQWV�JDYH�GLɟFXOW�
QHZV�WR�WKH�SDUHQW�DQG�WKHQ�UHFHLYHG�IHHGEDFN�RQ�WKHLU�GHOLYHU\��7KH�LQWHUDFWLRQ�ZDV�UHFRUGHG�VR�WKDW�
interactions could be reviewed by another simulated parent and a pediatrician. The video ratings helped 
FODULI\� ȊSDUHQW�FHQWHUHGȋ� FRPPXQLFDWLRQ� VNLOOV�� DVNLQJ�DERXW� VXSSRUW�� HQFRXUDJLQJ� WKH�SDUHQW� WR�DVN�
TXHVWLRQV��DQG�UHSHDWLQJ�NH\�PHVVDJHV�WKDW�SDUHQWV�PD\�IRUJHW�ZKHQ�KHDULQJ�EDG�QHZV�36

$Q�DQDO\VLV�RI�WHQ�IHHGEDFN�VHVVLRQV�ZLWK�SDUHQWV�RI�FKLOGUHQ�ZLWK�GHYHORSPHQWDO�GLVDELOLWLHV�LOOXVWUDWHG�
better outcomes when parents received forthright information.37� 6RPH� UHVHDUFKHUV� UHSRUW� WKDW� WDNH�
home audiotapes help families process information and aid their ability to share results with others.38 A 
VWXG\�RQ�PRWKHUVȇ�SUHIHUHQFHV�DERXW�EUHDNLQJ�EDG�QHZV�IRXQG�WKDW�D�RQH�VL]H�ȴWV�DOO�DSSURDFK�GRHV�QRW�
ZRUN�ZHOO�IRU�DOO��$�VWXG\�RI�����PRWKHUV�SDUWLFLSDWHG�LQ�D�VWXG\�RI�SUHIHUHQFHV�IRU�GHOLYHU\�RI�GLɟFXOW�
information (via a hypothetical diagnosis of Trisomy 21). The mothers showed moderate agreement (via 
.UXVNDOȂ:DOOLV�QRQ�SDUDPHWULF�RQH�ZD\�DQDO\VLV�RI�YDULDQFH��WKDW�EDG�QHZV�VKRXOG�EH�JLYHQ�DV�HDUO\�
as possible (K=0.48), in detail (K=0.52), in person (K=0.58), and in a quiet setting (K=0.53). Having both 
SDUHQWV�SUHVHQW�ZDV�SUHIHUUHG�EXW�ZLWK�ZHDN� OHYHOV� RI� DJUHHPHQW� �. �������+DYLQJ�D�NQRZQ�SHUVRQ�
present for support, to have close bodily contact with their babies, and to have no other patients present 
KDG�H[WUHPHO\�ZHDN�DJUHHPHQW�LQ�WKLV�VWXG\��3DUHQWV�DJUHHG�RQ�WKH�YDOXH�RI�GHȴQLQJ�LQ�DGYDQFH�WKHLU�
SUHIHUHQFHV�DERXW�UHFHLYLQJ�GLɟFXOW�QHZV��. �������%HFDXVH�SUHIHUHQFHV�IRU�GHOLYHU\�RI�D�SUREOHPDWLF�
GLDJQRVLV�ODFN�FRQVHQVXV�DFURVV�SDUHQWV��LGHQWLI\LQJ�SUHIHUHQFHV�LQ�DGYDQFH�DQG�NHHSLQJ�WKHVH�LQ�WKH�
medical record may be useful.39

Other studies viewed positive and negative factors in delivery of a Down Syndrome diagnosis and 
rendered a number of helpful recommendations leading to the PACE strategy [Planning, Assessing, 
Choosing (the optimal strategies), Evaluating and Understanding].40-42 These are summarized in Table 8-1.

Table 8-1. Summary of Recommendations for Conveying Bad Medical News to Parents
� �����3ULYDWH��DSSURSULDWH�ORFDWLRQ� 
� �����1HZV�JLYHQ�E\�FOLQLFLDQ�PRVW�UHVSRQVLEOH�IRU�WKH�PDQDJHPHQW�GHFLVLRQV� 
� �����%RWK�SDUHQWV�LQIRUPHG�WRJHWKHU�DQG�GLUHFWO\� 
� �����3DUHQWV�LQIRUPHG�DV�VRRQ�DV�SRVVLEOH�DIWHU�GLDJQRVLV�FKDQJH�LQ�FRQGLWLRQ� 
� �����&RQVLGHU�KDYLQJ�LQIDQW�FKLOG�SUHVHQW� 
� �����$GHTXDWH�XQLQWHUUXSWHG�WLPH�IRU�TXHVWLRQV�DQG�GLVFXVVLRQ� 
� �����3ULYDWH�ORFDWLRQ�SURYLGHG�IRU�IDPLO\�UHȵHFWLRQ�DQG�GLVFXVVLRQ�DIWHU�WKH�HQFRXQWHU� 
� �����)ROORZ�XS�FDOO�DQG�LQWHUYLHZ�DUUDQJHG��ZLWKLQ�GD\V�� 
� �����:ULWWHQ�LQIRUPDWLRQ�RQ�WKH�FRQGLWLRQ�DQG�UHVRXUFHV�SURYLGHG� 
 10. Contact information provided for questions and support.

(YHQ�ZLWK�DGHTXDWH�LQIRUPDWLRQ��SDUHQWV�PD\�VWLOO�KDYH�GLɟFXOW\�IROORZLQJ�WKURXJK�ZLWK�UHFRPPHQGDWLRQV�
and results. One study showed that single parents, with limited incomes and multiple adversities (indeed 
WKRVH�PRVW�OLNHO\�WR�KDYH�FKLOGUHQ�ZLWK�VXEVWDQWLDO�EHKDYLRUDO�SUREOHPV��ZHUH�WKH�OHDVW�OLNHO\�WR�VHHN�
and receive services.43 Many such parents had trouble “negotiating the system,” especially if non-English 
VSHDNLQJ��7KHVH� IDPLOLHV�FOHDUO\�EHQHȴW� IURP�DVVLVWDQFH�ZLWK�UHIHUUDOV�44 Other parents felt problems 
would get better on their own or that parents should be able to handle problems independently. Providers 
VKRXOG�HGXFDWH�SDUHQWV�DQG�SRVLWLYHO\�LQȵXHQFH�WKHLU�DWWLWXGHV�DERXW�KHOS�VHHNLQJ�

,;��(QFRXUDJLQJ�)ROORZ�7KURXJK�
Schonwald and colleagues found that only half of parents with children who had been referred due to 
problematic screening test results followed through with recommendations. These researchers discovered 
WKDW�LI�DSSRLQWPHQWV�ZHUH�PDGH�IRU�SDUHQWV��IDPLOLHV�ZHUH�PRUH�OLNHO\�WR�FRPSOHWH�WKH�UHFRPPHQGHG�
evaluation.44 Additional reasons for limited follow-up rates may be that parents need some time to 
process the information given to them (and discuss with other family members). Parents may wish to 
WU\�KDUGHU�DW�KRPH�EHIRUH� VHHNLQJ� VHUYLFHV��6RPH�SDUHQWV�YLHZ�VSHFLDO� VHUYLFHV�DV�RQO\� IRU�FKLOGUHQ�
ZLWK�VXEVWDQWLDO�DQG�REYLRXV�GLɟFXOWLHV�DQG�PD\�QRW�UHDOL]H�WKHUH�LV�D�FRQWLQXXP�RI�SUREOHP�VHYHULW\�
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and interventions (e.g., therapists coming to the home, daycare, Head Start or regular classroom). It is 
HVVHQWLDO�IRU�SURYLGHUV�WR��LQIRUP�IDPLOLHV�DERXW�ZKDW�LV�DYDLODEOH��VHH�&KDSWHU���IRU�PRUH�LQIRUPDWLRQ���
DVVLVW�SDUHQWV�ZLWK�UHIHUUDOV�WR�VSHFLDOLVWV�DQG�HDUO\�LQWHUYHQWLRQ�VHUYLFHV��DQG�FKHFN�RQ�SURJUHVV�DQG�
XSWDNH�DV�SDUW�RI�WKH�ORQJLWXGLQDO�VFUHHQLQJ�VXUYHLOODQFH�GRFXPHQWDWLRQ�FOLQLFV�VKRXOG�SURYLGH��

PArent tAke-Home summAry rePorts

Figure 8-1 shows a sample summary report automatically generated by an online screening service. It 
describes the screens administered, the results, recommendations, a request to share the referral with 
UHFRPPHQGHG�VHUYLFHV��DV�ZHOO�DV�UHFHLYH�LQIRUPDWLRQ�EDFN�IURP�WKHVH�SURJUDPV��7DEOH�����SURYLGHV�
D�GLFWDWLRQ�WHPSODWH��RU�D�ȴOO�LQ�WKH�EODQN�OHWWHU��WKDW�FDQ�EH�FXVWRPL]HG�IRU�HDFK�FOLQLF��7KH�WHPSODWH�
is downloadable at www.pedstest.com/TheBook/Chapter8� �LQ�D�PRGLȴDEOH�YHUVLRQ�LQ�ERWK�(QJOLVK�DQG�
Spanish). :KHWKHU�XVLQJ�DQ�RQOLQH�VHUYLFH�RU�D�WHPSODWH��WKH�VSHFLȴF�ORFDO�SURJUDPV�UHFRPPHQGHG��H�J���
EURFKXUHV��QHHG�WR�EH�DWWDFKHG�WR�WKH�VXPPDU\�E\�HDFK�RɟFH��6HH�&KDSWHU���IRU�OLYH�OLQNV�WR�VHUYLFH�
options (or www.pedstest.com/TheBook/Chapter5).

Figure 8-1. Sample Parent Summary Report Generated from an Online Screening Service

About the Results of your Child's Screen

Dear Parent,

On 02-05-2013 we administered to Peter Piper, born 04-06-2011, several highly accurate brief tests of

learning, development and behavior. These include: Parents' Evaluation of Developmental Status" (PEDS),

*����%� 0�������!" )*�%��
+* )#��$��%��"�()������
���-� ��� )���#��)+(��%��)%� �"�)! "")��$��+$��()*�$ding

everyday language) and PEDS: Developmental Milestones (PEDS:DM).

Peter performed well on the PEDS:DM which suggests progress in Fine Motor, Receptive Language,
Expressive Language, Gross Motor, Self Help, Social Emotional. But your concerns along with Peter's

� �0�+"*.�%$�*�������
��)+���)*�*��*��+(*��(�*�)* $�� )�$��������� )�%�0���- ""�#�!��)�,�(�"�(���((�") starting

- *����&(%�(�#�*��*�- ""�$%*��%)*�.%+��$��- ""�"����*%�(��%##�$��* %$)��%(��$.�$%��%)*�&(%�(�#)��%(�-�ich

Peter may be eligible.

�$���� * %$��*� )�%�0���-%+"��" !��*%���,����*�(�)��$��.���)�(, ���*��*�)&�� �" /�)� $��+* )#�)&��*(+# disorder

to decide if Peter needs special help learning to understand others.

���-%+"���")%�" !��*%�#�!��)+(��*��*���*�(���*)�, ) %$�����( $���$��"����)�(��$ $��*%�#�!��)+(��*��(��are no

problems in these areas, and address any health questions you may have.

���-%+"��" !��.%+(�&�(# )) %$�*%�)�$��*���(�)+"*)�%��*%��.�)�*�)* $��*%�*���)�(, ��)�-���(��(��%##�$� ng. We

-%+"���")%�" !��.%+(�&�(# )) %$�*%�(��� ,�� $�%(#�* %$��(%#�*��#�%$�*������ * %$�"�*�)* $��*��.��%��$� the

recommendations they have for helping Peter.

���-%+"���")%�" !��*%�� ,��.%+� $�%(#�* %$�%$�*� $�)�.%+���$��%��*��%#��*%���"&�.%+(��� "��"��($�����.ou have

����))�*%�*��� $*�($�*��.%+�- ""�0$����"&�+"�" $!)��*�www.pedstest.com.

Sincerely,

Provider

____________________________

Clinic

____________________________

Phone

____________________________

Scored by PEDS online

The online implementation of the PEDS child development screen

© 2011 PEDS Online

Summary for Parents https://forepath.org/site_returns/PCDMmetMF_sum.php?code...

1 of 1 2/16/13 7:27 AM
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Table 8-2. Sample Parent Summary Report/Dictation Template for Screening Tests

(PrActice letterHeAd)

_____________ ________________ ________________________________________

date                   date of birth                   child’s name

Dear Parent(s),

'XULQJ�WRGD\ȇV�YLVLW��ZH�ORRNHG�FDUHIXOO\�DW�KRZ�\RXU�FKLOG�LV�OHDUQLQJ��GHYHORSLQJ�DQG�EHKDYLQJ� 
 __________________________________________ seems to be doing well in:       
         (child’s name)

BB8VLQJ�KDQGV�DQG�ȴQJHUV�WR�GR�WKLQJV 
__Listening and understanding 
BB7DONLQJ�DQG�VSHHFK 
__Using arms and legs 
BB/HDUQLQJ�WR�WDNH�FDUH�RI�KLPVHOI�KHUVHOI 
__Getting along with others and behaving 
BB/HDUQLQJ�SUHVFKRRO�DQG�VFKRRO�VNLOOV

:H�KDG�FRQFHUQV�DERXW�KRZ�KH�VKH�LV�GRLQJ�LQ�WKHVH�DUHDV�

BB8VLQJ�KDQGV�DQG�ȴQJHUV�WR�GR�WKLQJV 
__Listening and understanding 
BB7DONLQJ�DQG�VSHHFK 
__Using arms and legs 
BB/HDUQLQJ�WR�WDNH�FDUH�RI�KLPVHOI�KHUVHOI 
__Getting along with others and behaving 
BB/HDUQLQJ�SUHVFKRRO�DQG�VFKRRO�VNLOOV

:H�ZRXOG�OLNH�WR�

__Give you information on things you can do at home. 
BB/RRN�DW�KLV�KHU�OHDUQLQJ��GHYHORSPHQW�DQG�EHKDYLRU�PRUH�FDUHIXOO\� 
BB6FUHHQ�KLV�KHU�KHDULQJ��YLVLRQ��DQG�OHDG�OHYHOV� 
__Have your child seen by ____________________________, ___________________________ for tests of ________________________, 
_______________________________________________________________________________________________________________________.

,I�WKHUH�DUH�GLɟFXOWLHV��JRRG�KHOS�LV�DYDLODEOH��*HWWLQJ�KHOS�HDUO\�LV�ZLVH�

__We have made an appointment for your child at (time) __________________ on (date) _________________ 
 at (service)___________________________________ located at ________________________________phone: ________________  
__With additional appointments at (time) __________________ on (date) _________________ 
at (service)_________________________________ located at ______________________________________phone: _________________

BB:H�DVN�\RX�WR�PDNH�DSSRLQWPHQWV�IRU�\RXU�FKLOG�DW��WLPH��BBBBBBBBBBBBBBBBBB�RQ��GDWH��BBBBBBBBBBBBBBBBB� 
at (service)___________________________________ located at _______________________________phone: ________________ 
__And also at (time) __________________ on (date) _________________ at (service)___________________________________  
located at ________________________________________ phone: _________________

BB7KLV�RɟFH�ZRXOG�OLNH�WR�VHH�\RX�DQG�\RXU�FKLOG�LQ�BBB�PRQWK�V���:H�ZLOO�ORRN�DJDLQ�DW�KHDOWK��OHDUQLQJ��DQG�
progress.

If questions come up before then, please contact me at ___________________

7KDQN�\RX� 
____________________________________________________

Provider
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Chapter Summary: ([SODLQLQJ�WKH�UHVXOWV�RI�VFUHHQLQJ�WHVWV�GLIIHUV�VXEVWDQWLDOO\�IURP�H[SODQDWLRQV�RI�
GLDJQRVWLF�ȴQGLQJV��:LWK�WKH�ODWWHU��ZH�KDYH�GHȴQLWLYH�LQIRUPDWLRQ��:LWK�VFUHHQV��ZH�DUH�RQO\�GHDOLQJ�ZLWK�
a high probability of a problem—but what kind of problem or even if there is a problem are not known. 
)RU�H[DPSOH��HYHQ� WKRXJK�WKH�0�&+$7� LV�D�QDUURZ�EDQG�VFUHHQ� IRFXVHG�RQ�DXWLVP�VSHFWUXP�GLVRUGHUV��
only 17% of children with failing M-CHATs and a failed follow-up interview, will actually end up with a 
diagnosis of ASD.45 Most of these children will, nevertheless, receive a different diagnosis instead (e.g., 
speech-language impairment, intellectual disabilities) while others may have psychosocial risk, symptoms 
of neglect or abuse, etc. So even while screening test failures need to be taken seriously, a diagnosis is 
absolutely not advised. 

But whether we are using diagnostic or screening measures, the settings in which we deliver bad news 
(e.g., face-to-face, sitting down) and the words we use are crucial in propelling parents to go forward with 
referrals. It is also critical we make sure parents leave our clinics with a written summary (as well as 
written patient information hand-outs), because some parents will try to work on the issue on their own 
UDWKHU�WKDQ�IROORZ�WKURXJK�ZLWK�UHIHUUDOV���:H�PXVW�UHPHPEHU�WKDW�SDUHQWV�PD\�QHHG�WR�H[SODLQ�ȴQGLQJV�
to other family members and friends (who, just like professionals, really don’t want anything to be wrong 
and thus may be quite dissuasive). Parents may be burdened by arranging their own referrals (although 
we know that clinic-arranged appointments have far better uptake rates), meaning that we should help 
parents with this task whenever possible and most especially if families are not English-speaking.44 So, 
summary reports should carry a clear message, offer opportunities for review, and thus the repetition of 
information essential for new learning.
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INTRODUCTION
This chapter covers brief methods for screening/surveillance with children and adolescents, 6- through 
���\HDUV� RI� DJH��0DQ\� VWXGHQWV� DUH� QRW� \HW� LGHQWLȴHG� EHFDXVH� WKHLU� GHȴFLWV� DUH� HLWKHU� VXEWOH� RU� VWLOO�
HPHUJLQJ��,Q�VFKRRO�DJHUV��GLɟFXOWLHV�FDQ�DULVH�LQ�D�UDQJH�RI�DFDGHPLF�VNLOOV��0HQWDO�KHDOWK�SUREOHPV�
PD\�HPHUJH�IRU�WKH�ȴUVW�WLPH�DQG�PDQLIHVW�LQ�YDULRXV�ZD\V��H�J���GHSUHVVLRQ�DQ[LHW\��FRQGXFW�SUREOHPV��
VXEVWDQFH�DEXVH�� VXLFLGDO� WKLQNLQJ�� HDWLQJ�GLVRUGHUV�� HWF����'HVFULEHG�DUH�PHWKRGV� IRU� FDSLWDOL]LQJ�RQ�
information collected routinely by schools. Such data has greater depth and richness than afforded by 
brief primary care screens. But when healthcare providers bring their clinical acumen to bear on school 
GDWD� �LQFOXGLQJ� ORQJLWXGLQDO�H[SHULHQFHV�ZLWK�SDWLHQWV�DQG�IDPLOLHV���FDXVHV�DQG�WUHDWPHQW�SODQV�FDQ�
EH�FDUHIXOO\�KRQHG��:KHQ�LQIRUPDWLRQ�IURP�VFKRROV�LV�XQDYDLODEOH��ZH�SURYLGH�TXLFN�WRROV�IRU�WULDJLQJ�
DFDGHPLF�DQG�PHQWDO�KHDOWK�GLɟFXOWLHV�DQG�UHȴQLQJ�UHIHUUDO�RSWLRQV��)LQDOO\��RQ�WKH�ZHOO�YLVLW�WHPSODWHV�
VKRZQ�LQ�$SSHQGL[�$��ZH�SURYLGH�HVVHQWLDO�KHDOWK�ULVN�VFUHHQV�IRU�DGROHVFHQWV��5LVN\�EHKDYLRUV�DUH�RIWHQ�
a correlate of developmental and/or mental health problems.

Why healthcare Providers should engage in detecting Problems in  
school-age children

Well-visits with school-age children are important opportunities to identify developmental-behavioral 
problems. Even though the chance for intervention in infancy and early childhood are long past, in 
school-agers new problems can arise and intervention is still invaluable. Prompt detection in the 
HDUOLHU�JUDGHV�PD\�DPHOLRUDWH�RU�SUHYHQW�ORQJ�WHUP�DFDGHPLF�GHȴFLHQFLHV��2QJRLQJ�VFUHHQLQJ�RI�ERWK�
DFDGHPLF�DQG�PHQWDO�KHDOWK�LVVXHV�LV�QHHGHG�WKURXJKRXW�WKH�ZHOO�YLVLW�VFKHGXOH��7KH�$PHULFDQ�$FDGHP\�
RI�3HGLDWULFV� �$$3�� UHFRPPHQGV� VFUHHQLQJ�VXUYHLOODQFH� FRQWLQXH�EH\RQG����PRQWKV�RI� DJH��7KH�$$3�
periodicity schedule does not specify an age at which screening/surveillance should stop.

7LPHO\�LGHQWLȴFDWLRQ�RI�GHYHORSPHQWDO�EHKDYLRUDO�SUREOHPV�SD\V�HQRUPRXV�GLYLGHQGV��&KLOGUHQ�ZKRVH�
OHDUQLQJ��EHKDYLRUDO�DQG�RU�HPRWLRQDO�QHHGV�DUH�LGHQWLȴHG�DQG�DGGUHVVHG�EHFRPH�PXFK�PRUH�OLNHO\�WR�
remain in school and graduate from high school. Not only does academic success reduce much misery 
LQ�WKH�OLYHV�RI�FKLOGUHQ�DQG�WKHLU�IDPLOLHV��EXW�DFDGHPLF�VXFFHVV�DOVR�JHQHUDWHV�WHUULȴF�VRFLHWDO�UHWXUQV��
primarily in the form of decreased rates of teen pregnancies, decreased criminality, and higher rates 
of employment. No single non-medical intervention does more good than efforts to facilitate school 
success.1,2

Why healthcare Providers should collaborate With non-medical 
Providers

:KLOH�PDQ\�RI�WKH�SUREOHPV�ROGHU�FKLOGUHQ�DQG�DGROHVFHQWV�IDFH�DUH�HGXFDWLRQDO�LQ�QDWXUH��H�J��OHDUQLQJ�
GLVDELOLWLHV��G\VOH[LD��$'+'���LW�LV�XQZLVH�WR�UHO\�HQWLUHO\�RQ�WKH�VFKRRO�V\VWHP�WR�LGHQWLI\�WKHVH�GLɟFXOWLHV��
Although teachers spend many hours with students, a classroom rarely avails the opportunity for 
ZRUNLQJ�RQH�RQ�RQH�ZLWK�D�FKLOG�DQG�IDPLO\��LPDJLQH�KDYLQJ����SDWLHQWV�LQ�\RXU�H[DP�URRP����7HDFKHUV�
ZRUN�ZLWK�HDFK�FKLOG�RQO\�IRU�D�VLQJOH�\HDU�DQG�UDUHO\�KDYH�KHDOWKFDUH�SURYLGHUVȇ�ORQJ�WHUP�NQRZOHGJH�
of developmental-behavioral, medical and family histories that are helpful in identifying causes and 
QHHGHG�LQWHUYHQWLRQV��3K\VLFLDQV�KDYH�RIWHQ�NQRZQ�WKH�FKLOG�IRU�PDQ\�\HDUV�DQG�KDYH�D�ULFK�VHQVH�RI�
WKH� IDPLO\ȇV� HQYLURQPHQW��1HYHUWKHOHVV�� D�SDUWQHUVKLS�EHWZHHQ�SK\VLFLDQ�DQG� WHDFKHU� UHSUHVHQWV� DQ�
RSWLPDO�DOOLDQFH�IRU�KHOSLQJ�D�VWUXJJOLQJ�FKLOG��6FKRROV�KDYH�ORQJ�WHUP�LQIRUPDWLRQ�RQ�FKLOGUHQȇV�VNLOOV��
EXW�EHQHȴW�IURP�FROODERUDWLRQ�ZLWK�FOLQLFLDQV�RQ�LQWHUSUHWLQJ�VFKRRO�WHVW�UHVXOWV�

Collaboration with teachers and other non-medical providers is critical because healthcare providers 
LGHQWLI\� RQO\� DERXW� ���� RI� FKLOGUHQ� ZLWK� HPRWLRQDO� SUREOHPV�� Even when using quality screens, 
FOLQLFLDQV�WHQG�WR�UHIHU�RQO\�DERXW�����RI�WKRVH�ZLWK�SRVLWLYH�UHVXOWV��RIWHQ�GXH�WR�OLPLWHG�DZDUHQHVV�RI�
referral resources.4�)RU�H[DPSOH��LW�LV�QRW�ZHOO�NQRZQ�WKDW�VFKRRO�V\VWHPV�DUH�RQH�RI�WKH�ODUJHVW�SXUYH\RUV�
RI� RWKHUZLVH� KDUG�WR�ȴQG�PHQWDO� KHDOWK� VHUYLFHV�� &ROODERUDWLQJ�ZLWK� VFKRROV� DQG� RWKHU� QRQ�PHGLFDO�
SURIHVVLRQDOV�FXOWLYDWHV�FOLQLFLDQVȇ�NQRZOHGJH�RI�FRPPXQLW\�UHVRXUFHV�
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What tyPes of difficulties might school-age children have?
,Q�EURDG�WHUPV�� WKH�SUREOHPV�RI�VFKRRO�DJHUV�RIWHQ�EHJLQ�HDUO\� LQ� OLIH�DV�GHYHORSPHQWDO�GHȴFLWV� �H�J���
ODQJXDJH�RU�FRJQLWLYH�GHOD\V��HWF���RU�EHKDYLRUDO�HPRWLRQDO�DWWHQWLRQDO�GLɟFXOWLHV��/HIW�XQDWWHQGHG��VXFK��
SUREOHPV�WHQG�WR�EHFRPH�FR�H[LVWLQJ�FRQGLWLRQV��,W�LV�KDUG�WR�IHHO�JRRG�DERXW�\RXUVHOI�LI�\RX�DUH�IDLOLQJ�
LQ�VFKRRO��,W�LV�KDUG�WR�OHDUQ�HɟFLHQWO\�LI�GLVWUDFWHG�E\�GHSUHVVLRQ��DQ[LHW\��DQJHU�LVVXHV��HWF��,W�LV�KDUG�WR�
DWWHQG�LI�\RX�GRQȇW�NQRZ�SUHUHTXLVLWH�DFDGHPLF�VNLOOV�DQG�WKXV�GRQȇW�XQGHUVWDQG�ZKDW�LV�EHLQJ�WDXJKW��

'HYHORSPHQWDO�EHKDYLRUDO�GLɟFXOWLHV��LQFOXGLQJ�VRFLDO�HPRWLRQDO�PHQWDO�KHDOWK�SUREOHPV��DUH�FRPPRQ�
DQG�RFFXU�LQ�����������RI�VFKRRO�DJH�FKLOGUHQ��DV�GHVFULEHG�LQ�&KDSWHU���DQG����,Q�WKH�HDUO\�JUDGHV��VXFK�
GLɟFXOWLHV�DUH�KDUG� WR�UHFRJQL]H�ZLWKRXW�PHDVXUHPHQW��$�FKLOG�PD\�DSSHDU� WR�EH�DWWHQGLQJ� LQ�FODVV�
EXW� LV�� LQ�UHDOLW\��UXPLQDWLQJ�RQ�GLɟFXOW� LVVXHV�RU�GD\�GUHDPLQJ�EHFDXVH�LQVWUXFWLRQ�LV� WRR�DGYDQFHG��
HWF��3UREOHPV�WKDW�EHJLQ�DV�ODQJXDJH�RU�FRJQLWLYH�GHȴFLWV�TXLFNO\�DFTXLUH�VHFRQGDU\�PRUELGLWLHV�VXFK�
as behavior problems or diminished emotional well-being.��� And problems that begin as behavioral 
RU�VRFLDO�HPRWLRQDO�FDQ�TXLFNO\�PRUSK� LQWR� ODQJXDJH�� LQWHOOHFWXDO�RU�DFDGHPLF�GHȴFLWV��2XU�ȴUVW�JRDO�
LV�WR�SUHYHQW�SUREOHPV�IURP�RFFXUULQJ�LQ�WKH�ȴUVW�SODFH�ZKHQHYHU�ZH�FDQ��6HH�&KDSWHU�����2XU�VHFRQG�
goal is to prevent problems from acquiring co-morbidities and thus school dysfunction with its life-long 
adverse consequences.

HOW CAN PRIMARY CARE PROVIDERS IDENTIFY SCHOOL-AGED 
CHILDREN WITH EMOTIONAL OR DEVELOPMENTAL DIFFICULTIES?
6FKRRO�DJH�FKLOGUHQ�DUH�EHVW�LGHQWLȴHG�DQG�VHUYHG�E\��

   I. Questioning Students and/or Parents.

� �,,��*DWKHULQJ�([LVWLQJ�7HVW�'DWD�

  $��5HYLHZLQJ�VWDQGDUGL]HG�WHVW�UHVXOWV from schools ; and 

  %��'HSOR\LQJ�D�GHFLVLRQ�PDNLQJ�DOJRULWKP to aid clinical reasoning;

 III. Annual administration of mental health screens� �DQG�XVH�RI� LQ�RɟFH�VFUHHQV� LI�GDWD� IURP 
� �������VFKRROV�LV�QRW�DYDLODEOH��

 IV. Referring to Appropriate Services.

� �9��:RUNLQJ�&ROODERUDWLYHO\�ZLWK�6FKRROV

I. Questioning Parents and students

3DUHQWV�DQG�VWXGHQWV�PD\�QRW�UHDOL]H�WKDW�KHDOWK�FDUH�HPEUDFHV�GHYHORSPHQWDO�DQG�HPRWLRQDO�LVVXHV��
%HFDXVH�HQFRXQWHUV�WHQG�WR�EHJLQ�ZLWK�TXHVWLRQV�WR�VWXGHQWV�DQG�IDPLOLHV��H[SORULQJ�VFKRRO�SHUIRUPDQFH�
DQG�ZHOO�EHLQJ� LV�DQ�HVVHQWLDO�ȴUVW�VWHS��2SHQ�HQGHG�TXHVWLRQV�ZRUN�EHVW�DQG�PXOWLSOH�TXHVWLRQV�DUH�
QHHGHG�WR�HOLFLW�FRQFHUQV��PRVW�SDUWLFXODUO\�EHFDXVH�VFKRRO�SHUIRUPDQFH�FDQ�YDU\�DFURVV�VXEMHFW�DUHDV���
6FKRROV�SURYLGH�DEXQGDQW�IHHGEDFN�WR�SDUHQWV�DQG�VR�DOPRVW�DOO�SDUHQWV�DUH�DEOH�WR�GHVFULEH�WKHLU�RZQ�
DV�ZHOO�DV�WHDFKHUVȇ�FRQFHUQV��%XW�DVNLQJ�LV�HVVHQWLDOȃSDUHQWV�ZLWK�ORZ�VRFLR�HFRQRPLF�VWDWXV�DUH�OHVV�
OLNHO\�WKDQ�PRUH�HGXFDWHG�SDUHQWV�WR�UDLVH�FRQFHUQV�VSRQWDQHRXVO\�8,9

Table 9-1 is a list of suggested questions to parents and students. Either or both sets of questions help 
HOLFLW�YDOXDEOH�GHVFULSWLRQV�DERXW�HPRWLRQDO�ZHOO�EHLQJ�DQG�VFKRRO�VNLOOV��1RW�DOO�TXHVWLRQV�QHHG�WR�EH�
DVNHG�LI�WKH�VWXGHQW�LV�GRLQJ�ZHOO��%XW�ZKHQ�VFKRRO�SHUIRUPDQFH�LV�SUREOHPDWLF��DGGLWLRQDO�TXHVWLRQLQJ�
LV�QHHGHG��1RWH�WKDW�FORVHG�HQGHG�TXHVWLRQV�DUH�LQHIIHFWLYH�ZLWK�VWXGHQWV��H�J���“How is school going?” 
ZLOO�PRVW�OLNHO\�EH�DQVZHUHG�ZLWK�ȊFineȋ�ZKHWKHU�WKDWȇV�WKH�FDVH�RU�QRW���%HWWHU�OLQHV�RI�TXHVWLRQLQJ�DUH�
QHHGHG��)RU�VWXGHQWV�ZKR�PD\�EH�LQ�WURXEOH��DVNLQJ�PXOWLSOH�RSHQ�HQGHG�TXHVWLRQV�LV�QHFHVVDU\�EHFDXVH�
FKLOGUHQ�DUH�RIWHQ�UHOXFWDQW�WR�UHYHDO�WKHLU�ZHDNQHVVHV�DQG�ZRHV�XQOHVV�\RX�UHYHDO�\RXU�DELGLQJ�LQWHUHVW�
in how they are doing. 
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Table 9-1. Suggested Questions to Students and/or Parents

QUESTIONS TO PARENTS QUESTIONS TO STUDENTS

Please tell me about how he/she is doing in school? 3OHDVH�WHOO�PH�ZKDWȇV�XS�ZLWK�\RX�DW�VFKRRO��

'R�\RX�WKLQN�KH�VKH�LV�GRLQJ�DV�ZHOO�DV�PRVW�
students?

+RZ�GR�\RX�WKLQN�\RXȇUH�GRLQJ�FRPSDUHG�WR�RWKHU��
NLGV"

$UH�DQ\�VXEMHFWV�JLYLQJ�KLP�KHU�WURXEOH"�,I�VR��
which ones and why?

:KDW�NLQG�RI�JUDGHV�DUH�\RX�JHWWLQJ�LQ��probe each 
subject�"�

:KDW�NLQGV�RI�JUDGHV�LV�KH�VKH�JHWWLQJ�LQ�HDFK�
VXEMHFW" :KDWȇV�\RXU�IDYRULWH�VXEMHFW"

'RHV�\RXU�FKLOG�GR�EHWWHU�ZLWK�KRPHZRUN�RU�ZLWK�
tests? :K\�LV��favorite subject listed above��\RXU�IDYRULWH"

+RZ�ORQJ�GRHV�LW�WDNH�KLP�KHU�WR�JHW�KRPHZRUN�
ȴQLVKHG"� $UH�WKHUH�DQ\�VXEMHFWV�\RX�GRQȇW�OLNH"

&DQ�KH�VKH�JHW�KRPHZRUN�GRQH�RQ�KLV�KHU�RZQ�RU�
do you have to help him/her a lot?

:KDW�DUH�\RX�VWXG\LQJ�ULJKW�QRZ�LQ��probe a few 
subjects�"�

Where does he/she study? Is there a TV or music 
playing? 'R�\RX�GR�EHWWHU�ZLWK�KRPHZRUN�RU�ZLWK�WHVWV"

,V�KH�VKH�RUJDQL]HG"�%ULQJ�KRPH�WKH�ULJKW�ERRNV"�
8VH�DQ�DVVLJQPHQW�VKHHW"�3XW�KLV�KHU�KRPHZRUN�LQ�
WKH�ULJKW�SODFH�RU�KDYH�WURXEOH�ȴQGLQJ�LW"

'R�\RX�HYHU�VWXG\�IRU�D�WHVW�EXW�WKHQ�ȴQG�\RX�FDQȇW�
UHPHPEHU�WKLQJV�WKH�QH[W�GD\"

How does he/she study for tests? +RZ�RIWHQ�GR�\RX�JHW�\RXU�KRPHZRUN�ȴQLVKHG"�

:KDW�GRHV�KH�VKH�GR�DIWHU�VFKRRO��may need to probe 
for each day of the week�" +RZ�ORQJ�GRHV�LW�WDNH�\RX�WR�GR�\RXU�KRPHZRUN"

How much time do you spend each day helping with 
KRPHZRUN�RU�WHVW�SUHSDUDWLRQ"� +RZ�RIWHQ�GR�\RX�QHHG�KHOS�ZLWK�\RXU�KRPHZRUN"�

Do you have enough time for your other children 
�if any�"�,V�KHOSLQJ�ZLWK�KRPHZRUN�RU�SUHSDULQJ�IRU�
tests interfering with family life?

:KHQ�\RX�DUH�GRLQJ�KRPHZRUN�LV�WKH�79�RQ"

After studying for tests, does your child remember 
and perform well on the test? 

'R�\RX�HYHU�IRUJHW�WR�GR�\RXU�KRPHZRUN"�'R�\RX�
GR�\RXU�KRPHZRUN�EXW�VRPHWLPHV�FDQȇW�ȴQG�LW"�
)RUJHW�WR�WDNH�KRPH�WKH�ULJKW�ERRNV"

Does he/she try to avoid going school? How many 
absences on average each month?

:KDW�DUH�\RXU�IDYRULWH�VXEMHFWV"�:KDW�DUH�\RXU�
OHDVW�IDYRULWH�VXEMHFWV"�

'RHV�KH�VKH�OLNH�WR�UHDG"

How do you study for tests? (If an older student and 
more info needed, ask), How do you study for math, 
spelling, or foreign languages? How do study for 
history, science or English?

What are his/her favorite things to do? :KDW�GR�\RX�GR�DIWHU�VFKRRO��may need to probe for 
each day of the week�"

Does he/she have a very close friend with whom he/
she plays or does things with a lot? How often do you try to get out of going to school? 

table continues...
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Table 9-1. Cont’d

Does he or she get teased a lot? 'R�\RX�OLNH�WR�UHDG"�'R�\RX�HYHU�UHDG�MXVW�IRU�IXQ"

'LG�KH�VKH�VWDUW�NLQGHUJDUWHQ�RQ�WLPH" What are your favorite things to do?

+DV�KH�RU�VKH�HYHU�EHHQ�KHOG�EDFN�LQ�D�JUDGH�V�"�,I�
VR�ZKLFK�JUDGH�V�"�(YHU�WHVWHG�WR�VHH�LI�PRUH�KHOS�LV�
needed?

+DYH�\RX�WKRXJKW�DERXW�ZKDW�\RXȇG�OLNH�WR�EH�
when you grow up?

Has he/she ever gotten in trouble in school? If so, 
what for?

'R�\RX�KDYH�D�JRRG�IULHQG"�:KDW�NLQGV�RI�WKLQJV�
do you together? 

:KLFK�VXEMHFWV�LV�\RXU�FKLOG�GRLQJ�EHVW�LQ"�:RUVW�
in?

Do you get teased a lot at school? If so, what for? 
Do you tease others? If yes, What about? 

Does your child have a TV or computer in his or her 
room?

Have you ever gotten in trouble at school? If so, 
what for? How often?

How long does your child sleep from bedtime to 
ZDNH�XS�WLPH"�,V�WKHUH�WLPH�IRU�EUHDNIDVW"� +DYH�\RX�HYHU�KDG�WR�VWD\�EDFN��UHSHDW��D�JUDGH"�

Table 9-2. Red-Flag Comments from Parents or Students 
ȏ� Inconsistent performance/does better one-to-one 
ȏ� Poor retention of information 
ȏ� +DV�EHHQ�KHOG�EDFN�D�JUDGH��RU�HQWHUHG�NLQGHUJDUWHQ�ODWH��
ȏ� ([FHVVLYH�SDUHQWDO�LQYROYHPHQW�LQ�KRPHZRUN�RU�WHVWV�7DNHV�WRR�ORQJ�WR�FRPSOHWH�KRPHZRUN�
ȏ� Loss of self-esteem 
ȏ� Dropping grades 
ȏ� 'RHV�OHVV�ZHOO�RQ�WHVWV�WKDQ�KRPHZRUN
ȏ� 'RHV�QRW�DOZD\V�ȴQLVK�KRPHZRUN
ȏ� /RVHV�KRPHZRUN�
ȏ� Short attention span/hyperactivity 
ȏ� +LVWRU\�RI�VSHHFK�ODQJXDJH�SUREOHPV��WKHUDS\��RWLWLV�PHGLD�ZLWK�ȵXFWXDWLQJ�KHDULQJ�ORVV�
ȏ� Frequent school absences 
ȏ� Previously tested but not eligible for special education 
ȏ� Hates school/school phobic/psychosomatic symptoms 
ȏ� +LGHV�VFKRRO�ZRUN�OLHV�DERXW�DVVLJQPHQWV�ORVHV�KRPHZRUN�UHSHDWHGO\�
ȏ� Trouble with letter sounds or letter naming
ȏ� Hates to read/reads very slowly
ȏ� 5HDGV�ZHOO�EXW�GRHVQȇW�WDNH�LQ�LQIRUPDWLRQ
ȏ� Trouble with spelling or handwriting
ȏ� 0DNHV�ORWV�RI�PLVWDNHV�ZKHQ�UHDGLQJ�RU�FRPSOHWLQJ�PDWK�SUREOHPV��H�J���GRHVQȇW�SD\�DWWHQWLRQ�WR�VLJQV�

LQ�PL[HG�FRPSXWDWLRQDO�WDVNV��FRQVRQDQW�RU�YRZHO�VRXQGV�ZKHQ�UHDGLQJ��
ȏ� ,QVXɟFLHQW�VOHHS��ODFN�RI�EUHDNIDVW�EHIRUH�VFKRRO��79�RQ�ZKLOH�GRLQJ�KRPHZRUN��79�RU�FRPSXWHU�LQ�

bedroom
ȏ� 0RUH�WKDQ����KRXUV�SHU�ZHHN�RI�H[WUDFXUULFXODU�DFWLYLWLHV�LQFOXGLQJ�DIWHU�VFKRRO�MREV��DQG�MRE�UHODWHG�

WUDYHO�

7DEOH�����LV�D�VDPSOH�RI�SDUHQWVȇ�DQG�VWXGHQWVȇ�FRPPHQWV�DVVRFLDWHG�ZLWK�VFKRRO�GLɟFXOWLHV�
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Are Red-Flags Enough?
1R��6XSSRUWLQJ�HYLGHQFH�LV�QHHGHG�WR�WULDJH�SUREOHPV��L�H���IRU�DFTXLULQJ�DQ�HGXFDWHG�JXHVV�DW�WKH�URRW�
FDXVHV�DQG�SUREOHP�W\SHV�VR�DV�WR�GHWHUPLQH�ZKDW�NLQGV�RI�HYDOXDWLRQV��UHIHUUDOV�RU�WUHDWPHQWV�DUH�
QHHGHG��1RWH�WKDW�SDUHQWV��DQG�SURYLGHUV��KDYH�D�SDUWLFXODUO\�GLɟFXOW�WLPH�LGHQWLI\LQJ�PHQWDO�KHDOWK�
SUREOHPV��&KLOGUHQ�PD\�EH�VPLOLQJ�DQG�DWWHQWLYH�GXULQJ�DQ�HQFRXQWHU�EXW�WKLV�PD\�PDVN�LQKHUHQW�
GLɟFXOWLHV��6R�WKH�EHVW�DSSURDFK�LV�WR�PHDVXUH�PHQWDO�KHDOWK�LQ�\RXU�RɟFH�DQG�DOVR�JDWKHU�LQIRUPDWLRQ�
from schools on academic performance including data from group achievement tests. If school data is 
unavailable, other measurement options are described later in this chapter. 

II. gathering evidence

A. making use of existing information from grouP achievement tests

'HYHORSPHQWDO�DQG�PHQWDO�KHDOWK�GLɟFXOWLHV�PDQLIHVW�DFURVV�YDULHG�VNLOO�DUHDV�ZLWKLQ�VFKRRO�VXEMHFWV��
5HDGLQJ��UHDGLQJ�YRFDEXODU\��ZRUG�DWWDFN�VNLOOV��UHDGLQJ�FRPSUHKHQVLRQ���0DWK��PDWK�FDOFXODWLRQV��
PDWK�FRQFHSWV�DSSOLFDWLRQV���:ULWWHQ�ODQJXDJH��KDQGZULWLQJ��VSHOOLQJ��SXQFWXDWLRQ��FDSLWDOL]DWLRQ�DQG�
JUDPPDU���.QRZOHGJH��VFLHQFH��VRFLDO�VWXGLHV��KXPDQLWLHV���DQG�6WXG\�RUJDQL]DWLRQDO�VNLOOV��0HDVXULQJ�
DOO�DUHDV�LV�QRW�IHDVLEOH�LQ�SULPDU\�FDUHȃLW�WDNHV�VFKRROV���Ȃ���KRXUV�DQQXDOO\�RU�ELDQQXDOO\�WR�DVVHVV�
SHUIRUPDQFH�YLD�VWDQGDUGL]HG�JURXS�DFKLHYHPHQW�WHVWVȃZKLOH�KHDOWKFDUH�SURYLGHUV�KDYH����PLQXWHV�
RU�OHVV��DQQXDOO\��7KXV�LW�PDNHV�VHQVH�IRU�FOLQLFLDQV�WR�JDWKHU�HYLGHQFH�IURP�VFKRROV�ZKHQHYHU�SRVVLEOH��
and learn how to interpret results and triage potential problems. 

Common Group Achievement Tests
The more common group achievement tests include the Terra Nova��IRUPHUO\�&DOLIRUQLD�$FKLHYHPHQW�
7HVW���Iowa Test of Basic Skills, Metropolitan Achievement Tests, and the Stanford Achievement Test. 
Many states produce their own versions, increasingly so since the passage of No Child Left Behind. 

$OO�VXFK�WHVWV�UHȵHFW�QDWLRQDO�FXUULFXODU�WUHQGV��<RXQJHU�FKLOGUHQ�DUH�PHDVXUHG�RQ�SUHUHDGLQJ�
VNLOOV�VXFK�DV�OHWWHU�QDPLQJ��ZKLOH�KLJK�VFKRRO�VWXGHQWV�DUH�PHDVXUHG�LQ�PXOWLSOH�VXEMHFWV�LQFOXGLQJ�
UHIHUHQFH�DQG�VWXG\�VNLOOV��'HVSLWH�WKHLU�OHQJWK�DQG�VFRSH��JURXS�DFKLHYHPHQW�WHVWV�DUH�FRQVLGHUHG�
VFUHHQV��QRW�GLDJQRVWLF�PHDVXUHVȃPHDQLQJ�WKDW�WKH\�GR�QRW�FRQȴUP�GLVDELOLWLHV��EXW�LQVWHDG�VXJJHVW�
probabilities of problems and the various types of probable problems.

Which Scores on Group Achievement Tests Are Most Helpful?
Results from group achievement tests produce a wide range of scores, such as percentiles and stanines 
SHU�VXEMHFW�DUHD��6WDQLQHV�DUH�WKH�PRVW�KHOSIXO�VWDWLVWLF�IRU�VFUHHQLQJ�EHFDXVH�WKH\�GLYLGH�WKH�W\SLFDO�
GLVWULEXWLRQ��WKH�EHOO�FXUYH��LQWR�QLQH�HTXDO�SDUWV��6WDQLQHV��XQOLNH�SHUFHQWLOHV��HQDEOH�D�FOHDU�YLHZ�RI�
VLJQLȴFDQW�VWUHQJWKV�DQG�ZHDNQHVVHV�

ȏ� A stanine of 1�LV�HTXLYDOHQW�WR�SHUFHQWLOHV�ȱ����DQG�LQFOXGHV�DOO�VFRUHV�WKDW�DUH�WZR�RU�PRUH�
standard deviations below the mean, i.e., substantially below average;

ȏ� A stanine of 9��FRUUHVSRQGV�WR�SHUFHQWLOHV�Ȳ�����DQG�LQFOXGHV�DOO�VFRUHV�WZR�RU�PRUH�VWDQGDUG�
deviations above the mean;

ȏ� Stanines 4 through 6�FRQVWLWXWH�WKH�DYHUDJH�UDQJH��DOWKRXJK�VWDQLQHV�RI���DUH�VRPHWLPHV�
SUREOHPDWLF���

ȏ� Stanines 7 through 9 are in the above average range; 
ȏ� Stanines 1 through 3 are in the below average range;
ȏ� Also note that stanines 2 through 8 each account for one-half of a standard deviation. Any child 

ZKRVH�VWDQLQHV�RQ�LQGLYLGXDO�VXEWHVWV��H�J���UHDGLQJ��ODQJXDJH��PDWK��GLIIHU�E\�PRUH�WKDQ�WZR�
VWDQLQHV�KDV�VWDWLVWLFDOO\�VLJQLȴFDQW�WHVW�VFRUH�VFDWWHU��ZKLFK�LV�RIWHQ�DVVRFLDWHG�ZLWK�OHDUQLQJ�
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disabilities;
ȏ� A stanine of 3 is equivalent to the 16th percentile. This is acceptable for head circumference, 

KHLJKW�DQG�ZHLJKW��EXW�LW�LV�H[WUHPHO\�SUREOHPDWLF�LQ�D�FODVVURRP�ZKHUH�RQO\�D�IHZ�FKLOGUHQ�LQ�
D�FODVV�RI���������ZLOO�VFRUH�LQ�WKLV�ORZ�UDQJH��,QVWUXFWLRQ�ZLOO�QRW�EH�JHDUHG�WRZDUG�WKHLU�VNLOO�
OHYHOV��DQG�DFFUHWLRQ�RI�DFDGHPLF�GHȴFLWV�LV�W\SLFDO�DQG�SUREOHPDWLF�

Figure 9-1. Performance Variations by Percent, Stanines, Percentiles and Ratings

- - - - - - Below average - - - - - + - - - - - average - - - - - - - - + - - - -above average 

Percentiles 

Stanines 

2%

14%

34% 34%

14%

2%

1      2    3 4 5          6           7         8              9

   1    16               50           84            99

A Case Example
Emily Bliss, age 12, was seen in my clinic for a well-visit. Her parents expressed concerns about her poor 
performance in the rigorous private school she attends. The curriculum was understandably challenging 
and her parents wondered whether she had the necessary academic skills to keep pace with her peers. 

Mrs. Bliss reported that Emily took an excessively long time to complete homework, that she had failing 
grades in her foreign language class and that she was increasingly despondent about her ability to do well 
in school. Emily herself commented, “When we have silent reading assignments in class, I am always the 
ODVW�WR�ȴQLVK�ȋ�

As with all my patients, I ask parents to bring copies of group achievement test results administered by the 
schools. Emily’s 6th grade Stanford Achievement Test scores are shown in Figure 9 - 2. 

From Emily’s scores, I could discern that her overall performance was in the average to above average 
range—meaning she should be able to keep up in a challenging private school. Her highest stanine (of 9) 
VXJJHVWHG�VKH�ZDV�SUREDEO\�TXLWH�EULJKW��%XW�KHU�VWDQLQHV�DFURVV�VXEWHVWV�ZHUH�VLJQLȴFDQWO\�VFDWWHUHG�DQG�
spanned more than 2 standard deviations. Her glaring weakness was in word-study skills, also known as 
phonics or decoding—i.e., knowledge of letter sounds and blends, syllabication, and recognition of common 
SUHȴ[HV��VXɚ[HV��DQG�ZRUG�URRWV���:LWK�ROGHU�VWXGHQWV��ZRUG�DWWDFN�VXEWHVWV�DUH�QRW�DOZD\V�LQFOXGHG�LQ�WKH�
group achievement test battery, but low scores in spelling often indicate weaknesses in phonics.) 

0\� WKRXJKWV�ZHUH� WKDW� (PLO\ȇV� VWUXJJOHV�ZLWK� )UHQFK� SUREDEO\� UHȵHFWHG� D�ZHDNQHVV� LQ�ZRUG� DQDO\VLV��
Romance languages require associating new sounds with letter combinations such as “au” “ou”, etc. 
Because group achievement tests are timed, Emily’s relatively low score in reading comprehension but 
high scores in vocabulary, social studies and science were likely due to a slow reading rate as Emily herself 
reported. So my working hypothesis was that Emily probably had a learning disability in basic reading 
skills, i.e., dyslexia. 
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I referred Emily for a psychoeducational evaluation (meaning measures of intelligence, academic skills). 
The school psychologist proved my suppositions correct. Emily’s intelligence score was high (IQ of 128), but 
she performed more than 1 standard deviation below average in decoding skills, i.e., she had mild dyslexia. 
8QOLNH�PDQ\�OHVV�FDSDEOH�VWXGHQWV��VKH�KDG�OHDUQHG�WR�FRPSHQVDWH�IRU�KHU�GHFRGLQJ�GLɚFXOWLHV�E\�JXHVVLQJ�
at unfamiliar words based solely on visual appearance (e.g., substituting “curtains” for “cutaneous”). When 
her guess failed to make sense in context, she had to reread the sentence and guess again. As a consequence, 
she took 2 - 3 times as long as most students her age to read through a paragraph. The psychologist 
recommended tutoring once or twice per week in word attack skills. 

After 4 months of tutoring, Emily’s decoding ability and reading rate improved substantially. Subsequent 
achievement test scores showed marked improvement in all academic areas (group achievement tests are 
timed and faster readers are able to complete all items). Emily’s grades rose and she eventually matriculated 
to a prestigious university and then to graduate school (although French never became a strong suit)!

So, group achievement scores together with carefully questioning Emily and her mother, gave me great 
LQVLJKW�LQWR�WKH�QDWXUH�RI�KHU�GLɚFXOWLHV�DQG�UHȵHFWHG�ZKDW�ZDV�GLVFRYHUHG�RQ�IXUWKHU�WHVWLQJ��$V�D�FOLQLFLDQ��
,�ȴQG�JUHDW�YDOXH�LQ�JDWKHULQJ�H[LVWLQJ�LQIRUPDWLRQ��LQFOXGLQJ�VHHNLQJ�WHDFKHUVȇ�RSLQLRQV���6XFK�GDWD�JLYHV�
me greater insight into the types of challenges facing school-age children than I could measure on my own, 
and helps me better determine evaluation and service needs. 

b. an algorithm for triaging Problems in school-age children

(PLO\ȇV�FDVH�SURYLGHV�DQ�H[DPSOH�RI�RQH�SUHGLFWDEOH�SURȴOH��WKDW�RI�D�FKLOG�ZLWK�D�OHDUQLQJ�GLVDELOLW\�
LQ� UHDGLQJ�� L�H��� G\VOH[LD�� ,Q� WKH� DOJRULWKP� VKRZQ� LQ� )LJXUH� ���� DUH� VL[� SURȴOHV� YLVLEOH�ZLWKLQ� JURXS�
DFKLHYHPHQW�WHVW�UHVXOWV��UHSUHVHQWLQJ�GLIIHUHQW�EXW�FRPPRQ�SUREOHPV��)ROORZLQJ�WKH�SURȴOHV�DUH�VHYHQ�
LVVXHV�WR�H[SORUH�ZKHQ�SHUIRUPDQFH�RQ�JURXS�DFKLHYHPHQW�WHVWV�LV�DGHTXDWH�EXW�JUDGHV�DUH�SRRU��

6L[�3UREOHP�3URȴOHV�RQ�*URXS�$FKLHYHPHQW�7HVWV
1. Below average performance in most areas VXJJHVWV�VORZ�OHDUQLQJ� �VWDQLQHV�UDQJLQJ� IURP�

��Ȃ��� WR�����$�UHIHUUDO� IRU�SV\FKRHGXFDWLRQDO�DQG� ODQJXDJH�DVVHVVPHQWV� LV�ZDUUDQWHG��7KLV�FDQ�
be obtained privately or through the schools, and facilitated if pediatricians screen vision and 
hearing.These results should be included in a letter requesting evaluations and then sent to the 
VFKRROȇV�GHSDUWPHQW�RI�SV\FKRORJ\�DQG�RU�VSHFLDO�HGXFDWLRQ��1HYHUWKHOHVV��PDQ\�VORZ�OHDUQHUV�
�H�J���,4�EHWZHHQ����DQG�����GR�QRW�TXDOLI\�IRU�VSHFLDO�HGXFDWLRQ�DVVLVWDQFH�WKURXJK�WKH�VFKRROV�

Figure 9 - 2. Emily’s Group Achievement Test Scores (Grade 6)

SUBTEST     STANINE  PERCENTILE
Word Study Skills          4           23
Reading Comprehension         6           64
Vocabulary           8           94
Listening Comprehension         6           70
Spelling           6           69
Language           6           73
Concepts of Number          8           95
Math Computation          7           77
Math Application          6           76
Social Science           9           96
Science           5           48
Using Information          7           85
TOTAL READING          5           41
TOTAL LISTENING          7           85
TOTAL LANGUAGE          6           74
TOTAL MATH           7           86
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GXH�WR�RPLVVLRQV�LQ�)HGHUDO�DQG�6WDWH�ODZV��)RU�VXFK�VWXGHQWV�DOWHUQDWLYH�VHUYLFHV�DUH��&KDSWHU�,�
5HDGLQJ�DQG�0DWK��)HGHUDOO\�IXQGHG�UHPHGLDO�SURJUDPV�DYDLODEOH�LQ�VFKRROV�ZKHUH�WKH�DYHUDJH�
IDPLO\�LQFRPH�LV�ORZ���DIWHU�VFKRRO�WXWRULQJ��RIWHQ�IUHHO\�DYDLODEOH�IURP�FRPPXQLW\�FHQWHUV�DQG�
YROXQWHHU�OLWHUDF\�SURJUDPV��%R\V�DQG�*LUOVȇ�&OXEV��HWF����VXPPHU�VFKRRO��DQG�YRFDWLRQDO�WUDLQLQJ�
during high school. See Chapter 10 for preventing academic delays.

2. Above average performance in most areas��ZLWK�DW�OHDVW�VRPH�VWDQLQHV�RI���DQG����VXJJHVWV�
academic talent or giftedness. Schools usually have a range of services for such students although 
psychoeducational testing is needed to determine eligibility. Services include magnet schools, 
programs for academic acceleration, enrichment programs, parenting groups, and community 
PHQWRUV�� 6NLSSLQJ� JUDGHV� LV� XQZLVH��$OWKRXJK�EULJKW� FKLOGUHQ�KDYH� DGYDQFHG� LQWHOOHFWXDO� DQG�
DFDGHPLF� VNLOOV�� WKHLU� VRFLDO� DQG�PRWRU� VNLOOV� UHPDLQ� LQHYLWDEO\� FORVHU� WR� FKURQRORJLFDO� DJHȃ
PHDQLQJ� WKDW� VXFK� FKLOGUHQ� ZLOO� EH� QRWLFHDEO\� DZNZDUG� FRPSDUHG� WR� FODVVPDWHV� ZKR� DUH�
chronologically older. 

� 3DUHQWV�RIWHQ�IHHO�WKHLU�EULJKW�FKLOGUHQ�DUH�ȊERUHG�LQ�VFKRRO�ȋ�,W�LV�LPSRUWDQW�WR�NQRZ�WKDW�EULJKW�
children, by nature and by virtue of above-average test scores, are clearly learning on their own. 
Nurturing giftedness is important via special activities, mentoring, and public school services. 
%ULJKW� FKLOGUHQ� DQG� WKHLU� SDUHQWV� VKRXOG� EH� UHGLUHFWHG� LQWR� ȴQGLQJ� LQGHSHQGHQW� OHDUQLQJ�
DFWLYLWLHV��H�J���WDNLQJ�ERRNV�RI�LQWHUHVW�WR�VFKRRO�WR�VXSSOHPHQW�WRSLFV�RI�LQVWUXFWLRQ��KHOSLQJ�OHVV�
DEOH�FKLOGUHQ��HWF����&KLOGUHQ�QHHG�WR�NQRZ�WKDW�ȊERUHGȋ�LV�VRPHWKLQJ�RI�D���OHWWHU�ZRUG��

���'HȴFLWV�LQ�ZRUG�DQDO\VLV�RU�VSHOOLQJ ���RU�PRUH�VWDQLQHV�EHORZ�SHUIRUPDQFH�LQ�RWKHU�DUHDV��
VXJJHVW�D�OHDUQLQJ�GLVDELOLW\�LQ�EDVLF�UHDGLQJ�VNLOOV���H�J���G\VOH[LD�DV�GHVFULEHG�LQ�WKH�FDVH�VWXG\�
DERYH���$�UHIHUUDO�LV�QHHGHG�IRU�SV\FKRHGXFDWLRQDO�WHVWLQJ��PHDQLQJ�LQWHOOLJHQFH�DQG�GLDJQRVWLF�
HYDOXDWLRQ�RI�DFDGHPLF� VNLOOV� IRFXVHG�KHDYLO\�RQ�EDVLF� UHDGLQJ�VNLOOV� LQFOXGLQJ�GHFRGLQJ�� VLJKW�
ZRUG�YRFDEXODU\��UHDGLQJ�FRPSUHKHQVLRQ�DQG�UHDGLQJ�UDWH���,QWHUYHQWLRQV�PD\�LQFOXGH�VSHFLDO�
education services in the public schools, usually in the form of resource services. For children who 
GR�QRW�TXDOLI\�IRU�,'($��VHH�JORVVDU\�RI�WHUPV�DW�WKH�HQG�RI�WKLV�FKDSWHU��SULYDWH��LQGLYLGXDOL]HG�
tutoring is needed. 

� 1RWH�WKDW�G\VOH[LD�LV�QRW�D�SUREOHP�ZLWK�RFXODU�PRWLOLW\�RU�VDFFDGLF�H\H�PRYHPHQWV�10 Although 
VRPH�RSWRPHWULVWV�UHFRPPHQG�YLVXDO�SHUFHSWXDO�WUDLQLQJ�WR�UHGXFH�UHYHUVDO�HUURUV��ZKLFK�DUH�
UDUH�DIWHU�VHYHQ�\HDUV�RI�DJH���WKH�UHDO�UHDVRQ�PRVW�FKLOGUHQ�UHDG�ȊEDFNZDUGV�ȋ�VXFK�DV�ȊVDZȋ�IRU�
ȊZDVȋ�DUH��

�D��� 'HȴFLWV� LQ� SKRQLFV� �PHDQLQJ� VRXQG�V\PERO� DVVRFLDWLRQ�� LQFOXGLQJ� GLɟFXOW\� VZLIWO\�
UHFRJQL]LQJ�FRPPRQ�SKRQRJUDPV�ZLWKLQ�ZRUGV��H�J���ȂLQJ���HG���DPH��HWF����

�E��� 3UREOHPV�PDVWHULQJ�WKH�RUJDQL]DWLRQDO�VNLOOV�UHTXLUHG�IRU�UHDGLQJ��L�H���OHIW�WR�ULJKW�DQG�WRS�
WR�ERWWRP�VHTXHQFLQJ��WKH�FRPPRQ�GLUHFWLRQ�LQ�ZKLFK�:HVWHUQ�ODQJXDJHV�DUH�UHDG��

�F��� 'LɟFXOW\�DWWHQGLQJ�WR�GHWDLOV�

� ,QWHUYHQLQJ�LQ�G\VOH[LD�QHHGV�WR�IRFXV�RQ�V\VWHPDWLFLW\�LQ�SKRQHWLF�DQDO\VLV��LQFOXGLQJ�GHFRGLQJ�
IURP�OHIW�WR�ULJKW���'\VOH[LD�DQG�RWKHU�W\SHV�RI�OHDUQLQJ�GLVDELOLWLHV��VKRZQ�EHORZ��DUH�DVVRFLDWHG�
ZLWK�FR�PRUELGLWLHV��SDUWLFXODUO\�$'+'�DQG�PHQWDO�KHDOWK��Ȋ)DLOXUH�LV�QRW�KDSS\�PDNLQJȋ�DQG�QR�
RQH��ZKHWKHU�DGXOW�RU�FKLOG��FDQ�DWWHQG�WR�FRQWHQW�IRU�ZKLFK�WKH\�ODFN�SUHUHTXLVLWH�XQGHUVWDQGLQJ��
Careful follow-up after appropriate interventions into learning disabilities are initiated, should 
focus on attentional and affective issues. 

���'HȴFLWV� LQ� UHDGLQJ� FRPSUHKHQVLRQ�DQG�JHQHUDO� LQIRUPDWLRQ� ��� RU�PRUH� VWDQLQHV� EHORZ�
SHUIRUPDQFH� LQ� RWKHU� VXEWHVWV�� VXJJHVW� ODQJXDJH� LPSDLUPHQW�� 5HIHU� WKHVH� FKLOGUHQ� IRU� ERWK�
SV\FKRHGXFDWLRQDO�DQG�ODQJXDJH�HYDOXDWLRQV��$W�ULVN�DUH�SDWLHQWV�ZLWK�RWLWLV�PHGLD�ZLWK�ȵXFWXDWLQJ�
RU�VWDEOH�PRQDXUDO�RU�ELODWHUDO�KHDULQJ� ORVV�RU�D�KLVWRU\�RI�VSHHFK�ODQJXDJH�GLɟFXOWLHV��7KRVH�
ZKR�KDYH�EHHQ�GLVPLVVHG�IURP�VSHHFK�ODQJXDJH�VHUYLFHV�DUH�DOVR�DW�ULVN�EHFDXVH�ODQJXDJH�VNLOOV�
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sometimes plateau when therapy is discontinued.11

 These youngsters may not have visible problems until third grade or so, which is when children 
EHJLQ�ȊUHDGLQJ�WR�OHDUQȋ�DQG�QRW�MXVW�ȊOHDUQLQJ�WR�UHDG�ȋ�,Q��UG�JUDGH��FKLOGUHQ�DUH��IRU�WKH�ȴUVW�WLPH��
UHTXLUHG�WR�UHDG�ZULWWHQ�ODQJXDJH�FRPPHQVXUDWH�ZLWK�VSRNHQ�ODQJXDJH��&RQVHTXHQWO\��GHȴFLWV�
DSSHDU�LQ�PRVW�RU�DOO�VXEWHVWV�WKDW�KDYH�KLJK�ODQJXDJH�GHPDQGV��H�J���VFLHQFH��VRFLDO�VWXGLHV��PDWK�
FRQFHSWV�DQG�UHDGLQJ�FRPSUHKHQVLRQ���5HFRPPHQGHG� LQWHUYHQWLRQV� LQFOXGH� ODQJXDJH� WKHUDS\�
and resource services with consultation between the language therapist, home, and regular class. 
Private language therapy, if affordable, may further speed progress. 

���'HȴFLWV�LQ�PDWK�FRQFHSWV�DQG�RU�UHDGLQJ�FRPSUHKHQVLRQ EXW�QRW�JHQHUDO� LQIRUPDWLRQ����
RU�PRUH� VWDQLQHV�EHORZ�SHUIRUPDQFH� LQ� RWKHU� VXEWHVWV�� VXJJHVWV� HPRWLRQDO�IDPLO\�GLIȴFXOWLHV��
High general information scores suggest that understanding of language is not the problem. 
/RZHUHG� PDWK� UHDVRQLQJ� DQG� UHDGLQJ� FRPSUHKHQVLRQ� VFRUHV� UHȵHFW� GLIȴFXOWLHV� ZLWK� WDVNV�
UHTXLULQJ�FRQFHQWUDWLRQ��$�FKLOG�ZKR�LV�SUHRFFXSLHG�ZLWK�ZRUULHV��RU�KDV�WKH�UXPLQDQW�WKLQNLQJ�
FKDUDFWHULVWLF�RI�GHSUHVVLRQ�RU�DQ[LHW\�GLVRUGHUV�FDQQRW�VXVWDLQ�IRFXV�RQ�OHQJWK\�WDVNV�UHTXLULQJ�
manipulation of ideas. Such children often daydream in class and their school history usually 
LQFOXGHV�GHFOLQLQJ�VFKRRO�SHUIRUPDQFH�RYHU�D�SHULRG�RI�\HDUVȃRIWHQ�DIWHU�GLYRUFH��EHUHDYHPHQW��
bullying, family history of mental health or other psychosocial problems, frequent moves or 
H[SRVXUH�WR�WUDXPDWLF�HYHQWV��1HYHUWKHOHVV��PHQWDO�KHDOWK�SUREOHPV�UHPDLQ�KDUG�WR�GHWHFW��DQG�
so it is wise to routinely use a mental health screen with all school-age children. 

� 5HIHUUDOV�VKRXOG�LQFOXGH�HYDOXDWLRQV��ZKLFK�WKH�VFKRROV�FDQ�SURYLGH�ZLWKRXW�FKDUJH��RI�LQWHOOLJHQFH��
ODQJXDJH��HPRWLRQDO�ZHOO�EHLQJ��DQG�ODQJXDJH�VNLOOV��$�ODQJXDJH�HYDOXDWLRQ�LV�ZLVH�EHFDXVH�WKH�
RYHUODS�EHWZHHQ�HPRWLRQDO�ZHOO�EHLQJ�DQG�ODQJXDJH�LPSDLUPHQW�LV�VWULNLQJ��ZLWK�VRPH�UHVHDUFK�
VKRZLQJ�WKDW�����RI�FKLOGUHQ�SUHVHQWLQJ�WR�SV\FKLDWULF�FOLQLFV�KDYH�ERWK�ODQJXDJH�LPSDLUPHQWV�
and mental health issues.12� $IWHU� FRQȴUPDWRU\� WHVWLQJ�� VHUYLFHV� VKRXOG� LQFOXGH�PHQWDO� KHDOWK��
academic intervention, and language intervention as needed. Note that public schools can provide 
VRPH��DOWKRXJK�RIWHQ�PLQLPDO�PHQWDO�KHDOWK�VHUYLFHV��H�J���YLD�WKH�VFKRRO�JXLGDQFH�FRXQVHORU���
Alternatives are family and/or individual counseling.

���'HȴFLWV� LQ� ODQJXDJH�PHFKDQLFV��PDWK�FRPSXWDWLRQ��DQG�RU�ZLGH�� LQFRQVLVWHQW� VFDWWHU�
LQ�VFRUHV�DFURVV�VHYHUDO�VFKRRO�\HDUV��VXJJHVWV�$'+'��7KHVH�FKLOGUHQ�GR�QRW�GR�ZHOO�RQ�WDVNV�
UHTXLULQJ�DWWHQWLRQ�WR�GHWDLO��H�J���VSHOOLQJ��FDSLWDOL]DWLRQ��SXQFWXDWLRQ��QRXQ�YHUE�DJUHHPHQW�LQ�
ZULWWHQ�ODQJXDJH��VLJQV�LQ�PL[HG�PDWK�FRPSXWDWLRQV���5DQGRP�JDLQV�RU�ORVVHV�LQ�VFRUHV�RYHU�WLPH�
FDQ�DOVR�UHȵHFW�LQFRQVLVWHQW�DWWHQWLRQ��,W�LV�QRW�XQFRPPRQ�WR�VHH�SHUIRUPDQFH�LQ�WKH�VDPH�VXEWHVW�
RYHU�WLPH�MXPS�IURP�D�VWDQLQH�RI���WR���DQG�WKHQ�WR����DOO� LQ�WKH�DEVHQFH�RI� LQWHUYHQWLRQ��7KLV�
VXJJHVWV�VWXGHQWV�SDLG�DWWHQWLRQ�VRPH�\HDUV�WR�VRPH�WDVNV�EXW�QRW�WR�RWKHUV�

� 2WKHU�FKDUDFWHULVWLFV�RI�$'+'� �DQG�DOVR�PDQ\� OHDUQLQJ�GLVDELOLWLHV��DUH�REWDLQDEOH�E\�SDUHQW�
VWXGHQW�TXHVWLRQLQJ��$QVZHUV�LQFOXGH��/RVHV�KRPHZRUN��GRHVQȇW�DOZD\V�ZULWH�GRZQ�DVVLJQPHQWV��
SDUWLDO�FRPSOHWLRQ�RI�DVVLJQPHQWV��PDNHV�QXPHURXV�FDUHOHVV�HUURUV�DQG�IDLOV�WR�GRXEOH�FKHFN�KLV�
RU�KHU�ZRUN��GRHVQȇW�EULQJ�KRPH�QHHGHG�WH[WERRNV��FDQȇW�ȴQG�PDWHULDOV�LQ�VFKRRO�ORFNHU�EHFDXVH�LW�
LV�D�FRPSOHWH�PHVV��HWF��,Q�VSRUWV�RU�RWKHU�UHFUHDWLRQDO�DFWLYLWLHV��FRPPHQWV�LQFOXGH��)DLOV�WR�NHHS�
ȊH\HV�RQ�WKH�EDOO�ȋ�GRHVQȇW�ȴQLVK�SURMHFWV��HWF��

 Refer these children for psychoeducational testing through the schools due to the high concordance 
between ADHD and learning disabilities. If learning disabilities are diagnosed, students require 
VSHFLDO�HGXFDWLRQ��XVXDOO\�UHVRXUFH�FODVV�VHUYLFHV��DQG�RU�SULYDWH�WXWRULQJ��,I�OHDUQLQJ�GLVDELOLWLHV�
plus ADHD are present, a combination of special services or tutoring plus medications for ADHD 
are needed. 

 If ADHD is the only diagnosis, tutoring/special services through the schools are still needed to build 
VNLOOV��1RWH�WKDW�DWWHQWLRQ�WR�GHWDLO�DQG�DELOLW\�WR�RUJDQL]H�DUH�OHDUQHG�VNLOOV��0HGLFDWLRQ�IDFLOLWDWHV�
VXFK�OHDUQLQJ��EXW�VNLOO�WUDLQLQJ�LV�VWLOO�QHHGHG��6FKRROV�FDQ�SURYLGH�VRPH�LQ�FODVVURRP�VHUYLFHV�
WKURXJK�6HFWLRQ������VHH�&KDSWHU���IRU�GHȴQLWLRQV�RI�VHUYLFHV��VXFK�DV�KHOS�FUHDWLQJ�DVVLJQPHQW�
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VKHHWV�� PDNLQJ� VXUH� WKH� ULJKW� ERRNV� DUH� EURXJKW� KRPH�� DQG� GHYLVLQJ� EHKDYLRU� PRGLȴFDWLRQ�
strategies. Healthcare providers should discuss medication management with families but should 
DOVR� VWUHVV� WKH�YDOXH�RI� ȊOHDUQLQJ� WR�DWWHQG�ȋ�3URSHU�XVH�RI�$'+'�PHDVXUHV� LQ� FRQȴUPLQJ� WKH�
GLDJQRVLV�DQG�IRU�PRQLWRULQJ�PHGLFDWLRQ�HIIHFWLYHQHVV��DUH�GLVFXVVHG�DW�WKH�HQG�RI�WKLV�FKDSWHU��
DORQJ�ZLWK�PHQWDO�KHDOWK�DQG�DFDGHPLF�VFUHHQV�XVHIXO�ZKHQ�VFKRRO�GDWD�LV�QRW�DYDLODEOH��

When Achievement Scores Appear Adequate but Grades are Poor:  
7 Common Problems

7KHUH� DUH� WLPHV� ZKHQ�� GHVSLWH� SDUHQWVȇ� DQG� WHDFKHUVȇ� FRQFHUQV�� WHVW� UHVXOWV� VKRZ� DW� OHDVW� DYHUDJH�
achievement across all subtests. In these cases, the chief complaint is usually poor grades. While this 
PD\� VHHP� SDUDGR[LFDO�� JUDGHV�� XQOLNH� DFKLHYHPHQW� WHVWV�� UHȵHFW� D� VWXGHQWȇV� HIIRUW� �H�J��� WXUQLQJ� LQ�
KRPHZRUN��PDNLQJ�JRRG�JUDGHV�RQ�FODVVURRP�WHVWV���%XW�JUDGHV�GR�QRW�DOZD\V�LQGLFDWH�ZKHWKHU�FKLOGUHQ�
DUH�VWLOO� OHDUQLQJ��)RU�H[DPSOH��D�EULJKW�VWXGHQW�ZKR�ȊJRRIV�RIIȋ�DQG�IDLOV�WR�FRPSOHWH�DVVLJQPHQWV�RU�
study for tests, may have an abysmal report card but superior test scores. He or she is learning but is not 
ȊSHUIRUPLQJ�XS�WR�SRWHQWLDO�ȋ

$OWKRXJK�SRRU�JUDGHV�PD\�VHHP�VXSHUȴFLDO��WKH\�DUH�QRW�EHQLJQ��3RRU�JUDGHV�FDQ�OLPLW�SDUWLFLSDWLRQ�LQ�
H[WUD�FXUULFXODU�DFWLYLWLHV��UHVWULFW�SRVW�KLJK�VFKRRO�RSWLRQV��DQG�DERYH�DOO��FRQWULEXWH�KHDYLO\�WR�SRRU�VHOI�
HVWHHP��SDUHQW�FKLOG�FRQȵLFW��DQG�IDPLO\�GLVWUHVV��7R�DGGUHVV�UHDVRQV�IRU�SRRU�JUDGHV�LQ�OLJKW�RI�DGHTXDWH�
DFKLHYHPHQW�VFRUHV��FRQVLGHU�HDFK�RI�WKH�IROORZLQJ�H[SODQDWLRQV�DQG�REWDLQ�D�WKRURXJK�GHVFULSWLRQ�RI�
WKH�QDWXUH�RI�WKH�VWXGHQWȇV�GLɟFXOWLHV��7HDFKHUVȇ�REVHUYDWLRQV�DUH�LQYDOXDEOH��

1. Has the child had frequent school absences? Children who miss more than 20 school days are at 
ULVN�IRU�VFKRRO�IDLOXUH�DQG�WKRVH�ZKR�PLVV�PRUH�WKDQ����DUH�JHQHUDOO\�QRPLQDWHG�IRU�LQ�JUDGH�UHWHQWLRQ��
&KLOGUHQ� ZLWK� FKURQLF� LOOQHVV� RU� WUDXPD� �RU� ZKR� KDYH� SDUHQWV� ZLWK� VLPLODU� SUREOHPV�� PD\� PLVV� D�
VXEVWDQWLDO�DPRXQW�RI�VFKRRO�EXW�LW�ZLOO�WDNH�D�\HDU�RU�PRUH�IRU�WKHLU�SUREOHPV�WR�VXUIDFH�DV�ORZHUHG�
achievement scores. Primary care providers may be the only generalist among multiple specialists on 
D�FKLOGȇV�PHGLFDO�WHDP��DQG�WKXV�KDYH�XQLTXH�SHUVSHFWLYH�RQ�WKH�HFRORJ\�RI�FKLOGUHQȇV�OLYHV��7R�SUHYHQW�
VFKRRO�SUREOHPV��RQH�RU�PRUH�RI�WKH�IROORZLQJ�PD\�EH�KHOSIXO��

ȏ� 3URPSW�LQLWLDWLRQ�RI�KRPHERXQG�VHUYLFHV�DIWHU�KRVSLWDOL]DWLRQ�RU�VHULRXV�LQMXU\��
ȏ� )UHTXHQW�UHYLHZ�RI�WKH�FRQWLQXHG�QHHG�IRU�KRPHERXQG�VHUYLFHV��EHFDXVH�LQWHQVLW\�DQG�IUHTXHQF\�

DUH�PLQLPDO�DQG�VWXGHQWV�ZLWK�DFDGHPLF�FKDOOHQJHV�PD\�EHFRPH�VFKRRO�DYRLGDQW���
ȏ� 5HIHUUDOV�IRU�WXWRULQJ�WR�PDNH�XS�IRU�PLVVHG�ZRUN�DORQJ�ZLWK�VXPPHU�VFKRRO��
ȏ� :KHQ�SDUHQWVȇ�KHDOWK�RU�ZHOO�EHLQJ� LV� D� IDFWRU� LQ� VFKRRO� DEVHQFHV� UHIHU� IRU� VRFLDO� DQG�PHQWDO�

KHDOWK�VHUYLFHV��DQG�DVN�SHUPLVVLRQ�WR�VKDUH�LQIRUPDWLRQ�ZLWK�SDUHQWVȇ�SK\VLFLDQV���
ȏ� &KLOGUHQ�ZKR�PLVV�VFKRRO�GXH�WR�FKDRWLF�IDPLO\�OLYHV�RU�WUXDQF\�EHQHȴW�IURP�WKH�VHUYLFHV�RI�D�

VRFLDO�ZRUNHU�ZKR�PD\�EH�DEOH�WR�KHOS�IDPLOLHV�SURYLGH�VXɟFLHQW�VWUXFWXUH�DQG�FRQVHTXHQFHV��
)DPLO\� FRXQVHOLQJ� LV� DGYLVDEOH�� DV� LV� FRQWDFWLQJ� WKH� SXEOLF� VFKRROVȇ� DWWHQGDQFH� RɟFHUV�� 7KHVH�
SURIHVVLRQDOV�DUH�VNLOOHG�LQ�D�UDQJH�RI�LQWHUYHQWLRQV�WR�SURPRWH�VFKRRO�DWWHQGDQFH��

ȏ� 6HHN�LQIRUPDWLRQ�IURP�WKH�$PHULFDQ�$FDGHP\�RI�3HGLDWULFV�RQ�PDQDJLQJ�FKLOGUHQ�DQG�IDPLOLHV�
ZLWK�FKURQLF�KHDOWK�SUREOHPV��www.medicalhomeinfo.org and www.dbpeds.org���

ȏ� ,I� D� FKLOG� UHTXLUHV�PHGLFDWLRQV� DW� VFKRRO� �H�J��� DQ� LQKDOHU�� VWLPXODQWV�� RU� SV\FKRWURSLF� GUXJV���
WKH� VFKRRO� QHHGV� GRFXPHQWDWLRQ� IURP� \RXU� RɟFH�� 6HH� 7DEOH� ���� IRU� DQ� H[DPSOH� WKDW� LV� DOVR�
downloadable at www.pedstest.com/TheBook/Chapter9. 

���+DYH�UHFHQW�OLIH�HYHQWV�DGYHUVHO\�DIIHFWHG�JUDGHV"�Sharp declines in grades may be the only consistent 
indicator that a child is not coping well with recent life events such as divorce, a death in the family, 
psychological trauma, etc. Left unattended, poor grades may result in a diminished rate of learning and 
ORZHUHG�DFKLHYHPHQW�LQ�VXEVHTXHQW�VFKRRO�\HDUV��3URPSW�UHIHUUDOV�IRU�PHQWDO�KHDOWK�VHUYLFHV��LQFOXGLQJ�
VFKRRO�JXLGDQFH�FRXQVHOLQJ��IROORZLQJ�D�GLɟFXOW�OLIH�HYHQW�FDQ�SUHYHQW�D�GRZQZDUG�VSLUDO��6HUYLFHV�PD\�
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LQFOXGH�VSHFLDOL]HG�VXSSRUW�JURXSV��H�J���RQ�EHUHDYHPHQW�RU�GLYRUFH���6KRUW�WHUP�LQGLYLGXDOL]HG�WXWRULQJ�
LV�DOVR�EHQHȴFLDO�LQ�VXSSRUWLQJ�D�VWXGHQW�GXULQJ�D�WLPH�RI�XQGHUVWDQGDEOH�HPRWLRQDO�GLVWUDFWLRQV��3XEOLF�
schools often provide a range of mental health services, although quality and intensity vary. 

3. Is the child an average learner in a school that demands above-average performance? In most 
private schools and some suburban public schools, the average achievement of enrollees is at the 6th 
WR� �WK� VWDQLQH� ���WK� WR� ��WK� SHUFHQWLOH��� 6WXGHQWV� LQ� WKH�PRVW� ULJRURXV� SULYDWH� VFKRROV� RIWHQ� QHHG� WR�
score even higher to be considered average. In such schools, students whose achievement scores hover 
DURXQG�D�VWDQLQH�RI����ZLOO�EH�SHUIRUPLQJ�QHDU�WKH�ERWWRP�RI�WKH�FODVV��6XFK�FKLOGUHQ�FDQ�VRPHWLPHV�
EH�VXFFHVVIXOO\�PDLQWDLQHG�LQ�DQ�RYHUO\�FKDOOHQJLQJ�VFKRRO�ZLWK�VRPH�RI�WKH�IROORZLQJ�PRGLȴFDWLRQV��
$� UHGXFHG� FRXUVH� ORDG� �ZKLFK�PD\� UHTXLUH� VXPPHU� VFKRRO� RU� DQ� H[WUD� ȴUVW� JUDGH� RU� VHQLRU� \HDU���
SULYDWH�WXWRULQJ��XVH�RI�D�WDSH�UHFRUGHU�RU�ZRUG�SURFHVVRU�LQ�FODVV��DQG�SDUHQWDO�WROHUDQFH�RI�%ȇV�DQG�&ȇV��
(YHQ�ZLWK�VXFK�PRGLȴFDWLRQV��FKLOGUHQ�PD\�VSHQG�DQ�LQRUGLQDWH�DPRXQW�RI�WLPH�RQ�KRPHZRUN��WHQG�
WR�EH�H[FOXGHG�IURP�ZRUWKZKLOH�H[WUDFXUULFXODU�DFWLYLWLHV�GXH�WR�SRRU�JUDGHV��DQG�GHYHORS�VHFRQGDU\�
HPRWLRQDO�SUREOHPV�VXFK�DV�H[FHVVLYH�DQ[LHW\��GHSUHVVLRQ�RU�ORVV�RI�VHOI�HVWHHP��,Q�WKHVH�FDVHV��D�FKDQJH�
in placement is an appropriate solution. 

4. Are test scores misleading because of retention in grade? Norms for achievement tests are 
HVWDEOLVKHG� E\� JUDGH�� QRW� DJH�� 2OGHU� FKLOGUHQ� ZKR� KDYH� EHHQ� KHOG� EDFN� PD\� KDYH� DQ� DXWRPDWLF�
LPSURYHPHQW�LQ�WHVW�VFRUHV��H�J���D�ULVH�IURP�WKH��QG�WR�WKH��WK�VWDQLQH���:KDW�DSSHDUV�WR�EH�DGHTXDWH�
DFKLHYHPHQW�PD\�EH�D�WHPSRUDU\�DUWLIDFW�PDVNLQJ�OHDUQLQJ�RU�ODQJXDJH�GLVDELOLWLHV��VORZ�OHDUQLQJ��HWF��
Misinterpretation of current test scores can be avoided by obtaining scores from prior years along with 
D�JRRG�HGXFDWLRQDO�KLVWRU\�IURP�SDUHQWV��7DEOH�����FRYHUV�LVVXHV�LQ�KROGLQJ�FKLOGUHQ�EDFN�D�JUDGH�DOVR�
NQRZQ�DV�ȊUHGVKLUWLQJ�ȋ�ZKHQ�LW�FRPHV�WR�GHOD\LQJ�NLQGHUJDUWHQ�HQWUDQFH�

���,V�WKH�FKLOG�\RXQJHU�WKDQ�RWKHUV�LQ�KLV�RU�KHU�JUDGH" This issue usually pertains to children 4- to 
7-years of age whose birthdays occur in summer and early fall and who have not been retained, i.e., are 
\RXQJHU�WKDQ�WKHLU�SHHUV��7KH�GLIIHUHQFH�LQ�GHYHORSPHQW�EHWZHHQ�D���\HDU����PRQWK�ROG�DQG�D���\HDU��
���PRQWK�ROG�LV�VXEVWDQWLYH��\RXQJHU�FKLOGUHQ�WHQG�WR�SHUIRUP�OHVV�ZHOO�WKDQ�ROGHU�FODVVPDWHV��<RXQJ�
IRU�JUDGH�FKLOGUHQ�DUH�RIWHQ�OHVV�PDWXUH�DQG�H[SHULHQFHG��:KHQ�VXFK�FKLOGUHQ�KDYH�JUDGH�DSSURSULDWH�
VNLOOV�EXW� WHDFKHUV�DQG�SDUHQWV�GHVFULEH� WKHP�DV�Ȋ\RXQJȋ�RU�ȊLPPDWXUH�ȋ� WKHUH� LV�QR� MXVWLȴFDWLRQ� IRU�
KDYLQJ�FKLOGUHQ�UHSHDW�D�JUDGH��,Q�WLPH��WKH\�ZLOO�FDWFK�XS�LQ�ODJJLQJ�VRFLDO�DQG�PRWRU�VNLOOV��1HYHUWKHOHVV�
H[FHSWLRQV�PD\�QHHG�WR�EH�PDGH�IRU�KLJKO\�FRPSHWLWLYH�SULYDWH�VFKRROV�ZKHUH�FKLOGUHQ�PD\�EH�URXWLQHO\�
KHOG�EDFN��RU�KHOG�RXW���XVXDOO\�LQ�NLQGHUJDUWHQ��6HH�7DEOH�����RQ�LVVXHV�LQ�ȊLQ�JUDGH�UHWHQWLRQ�ȋ�

���$UH�SRRU�VWXG\�VNLOOV�DQG�RU�ODFN�RI�PRWLYDWLRQ�D�SUREOHP" These issues may arise with middle and 
KLJK�VFKRRO�VWXGHQWV��5DUHO\�DUH�FKLOGUHQ�WDXJKW�KRZ�WR�RUJDQL]H�WKHLU�QRWHERRNV��PDQDJH�WKHLU�WLPH��
DYRLG�GLVWUDFWLRQV�ZKLOH�VWXG\LQJ��H�J���WXUQLQJ�RII�WKH�79�ZKHQ�GRLQJ�KRPHZRUN���HWF��$VN�WKH�VWXGHQW�
GLUHFWO\�KRZ�KH�RU�VKH�VWXGLHV�IRU�WHVWV��ZKHUH�DQG�ZKHQ�KRPHZRUN�LV�FRPSOHWHG��WKH�IUHTXHQF\�DQG�
WLPLQJ�RI�H[WUDFXUULFXODU�DFWLYLWLHV��D�GDLO\�DIWHU�VFKRRO�HYHQW�DQG�PRVW�ZHHNHQGV�LV�WRR�PXFK���ZKHWKHU�
DVVLJQPHQWV�DUH�DOZD\V�FRPSOHWHG�RU�RIWHQ�ORVW��ZKHWKHU�WKH�FRUUHFW�ERRNV�DUH�DOZD\V�EURXJKW�KRPH��
ZKHWKHU�WKH\�XVH�DVVLJQPHQW�VKHHWV��NQRZ�KRZ�WR�FUHDWH�VWXG\�JXLGHV�IRU�WHVWV��KRZ�IDU�LQ�DGYDQFH�RI�D�WHVW�
WKH\�VWXG\��RU�VWDUW�RQ�HVVD\V�DQG�RWKHU�ORQJ�SURMHFWV���ZKDW�WKHLU�ORFNHU�ORRNV�OLNH��DQG�KRZ�WKH\�SUHSDUH�
WKHPVHOYHV�IRU�WHVWV��(TXLYRFDO�DQVZHUV�VKRXOG�EH�FRQVWUXHG�DV�SUREOHPDWLF��H�J���“sometimes I forget” 
usually means “often”���“I ask my mom to quiz me” is not an acceptable approach to test preparation. 
2OGHU�VWXGHQWV�VKRXOG�EH�DEOH�WR�GHVFULEH�GLIIHUHQW�VWXG\�WHFKQLTXHV�IRU�GLIIHUHQW�VXEMHFWV��'DLO\�SUDFWLFH�
DQG�PHPRUL]DWLRQ� LV�QHHGHG�IRU�PDWK�DQG� ODQJXDJHV��6WXG\�JXLGHV��RXWOLQHV��DQG�SUDFWLFH�HVVD\V�DUH�
needed for science, social studies, and English. 

6RPHWLPHV�WKH�VWXG\�VNLOOV�LVVXHV�RI�ROGHU�VWXGHQWV�FDQ�ORRN�OLNH�$'+'��DQG�$'+'�PD\�ZHOO�EH�SDUHQWVȇ�
DQG� VWXGHQWVȇ� FKLHI� FRPSODLQW��� %XW�� SURYLGHUV�� DIWHU� HOLFLWLQJ� D� WKRURXJK� SDWLHQW� KLVWRU\��ZLOO� VHH� DQ�
absence of prior complaints about inattention and distractibility. In such cases, brief tutoring in study 
VNLOOV�FDQ�RIWHQ�UHFWLI\�SHUIRUPDQFH�SUREOHPV�
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Table 9-3. Issues in In-Grade Retention and “Redshirting”

ȏ� +ROGLQJ�FKLOGUHQ�RXW�RI�NLQGHUJDUWHQ�IRU�D�\HDU�GXH�WR�ODFN�RI�UHDGLQHVV�RU�ȊLPPDWXULW\�ȋ�LV�D�SKHQRPHQD�
VRPHWLPHV�FDOOHG�ȊUHGVKLUWLQJ�ȋ�5HGVKLUWLQJ�LV�TXLWH�SUREOHPDWLF�EHFDXVH�LW�LV�XQOLNHO\�WKDW�ȊPRUH�RI�WKH�
VDPHȋ�ZLOO�HQVXUH�PDVWHU\�RI�QHHGHG�VNLOOV��7KH�$$3ȇV�&RPPLWWHHV�RQ�6FKRRO�+HDOWK��(DUO\�&KLOGKRRG��
Adoption and Dependent Care suggests that children who perform poorly on readiness screening 
�LPEHGGHG�LQ�PRVW�EURDG�EDQG�WHVWV���VKRXOG�QRW�EH�H[FOXGHG�IURP�NLQGHUJDUWHQ�EXW�UDWKHU�HQUROOHG�DV�ZHOO�
as referred for more thorough evaluations from which appropriate placement decisions can be made;��

ȏ� ,I� SDUHQWV� RU� WHDFKHUV� LQVLVW� RQ� ȊUHGVKLUWLQJȋ� PDNH� VXUH� FKLOGUHQ� DUH� HQUROOHG� LQ� SUH�NLQGHUJDUWHQ�
SURJUDPV�ZLWK�DQ�HPSKDVLV�RQ�DFDGHPLF�VNLOOV�

ȏ� 5LJRURXV�SULYDWH�VFKRROV�VRPHWLPHV�UHFRPPHQG�ȊUHGVKLUWLQJȋ�EHIRUH�HQWUDQFH�WR�NLQGHUJDUWHQ�RU�ȴUVW�
JUDGH��0RVW� FKLOGUHQ� LQ� VXFK� VFKRROV�ZLOO�EH�ROGHU� WKDQ�H[SHFWHG� IRU�JUDGH�� Ȋ*RLQJ�ZLWK� WKH�ȵRZȋ� LV�
DFFHSWDEOH�EXW�RQO\�LI�WKH�FKLOG�LV�HQUROOHG�LQ�D�SUHVFKRRO�SURJUDP��SDUWLFXODUO\�RQH�FDWHULQJ�WR�FKLOGUHQ�
SUHSDULQJ�WR�HQWHU�D�FKDOOHQJLQJ�SULYDWH�VFKRRO��

ȏ� 5HFRPPHQGDWLRQV� WKDW� ȊLPPDWXUHȋ� FKLOGUHQ� UHSHDW� SXEOLF� VFKRRO� NLQGHUJDUWHQ� LV� XQZLVH�� DVVXPLQJ�
VWXGHQWV�KDYH�WKH�UHTXLVLWH�VNLOOV�IRU�VXFFHVV�LQ��VW�JUDGH��6XFK�FKLOGUHQ�DUH�XVXDOO\�\RXQJ�IRU�JUDGH�EXW�
will catch up behaviorally with their older classmates; 

ȏ� 6FKRROV��GHVSLWH�WKHLU�HQRUPRXV�HIIRUWV�WR�LQGLYLGXDOL]H�LQVWUXFWLRQ�DQG�FDUHIXOO\�PRQLWRU�SURJUHVV��PD\�
still suggest in-grade retention for some children. Nevertheless, many of these children have undiagnosed 
GLVDELOLWLHV��+HDOWKFDUH�SURYLGHUV� VKRXOG� DGYRFDWH� IRU� D[LRPDWLF� UHIHUUDOV� IRU�SV\FKRHGXFDWLRQDO� DQG�
ODQJXDJH� HYDOXDWLRQV�� 6HH� WKH� ZHEVLWH� IRU� WKH� 1DWLRQDO� $VVRFLDWLRQ� RI� 6FKRRO� 3V\FKRORJLVWV� �www.
nasponline.org��IRU�SROLF\�VWDWHPHQWV�DQG�VXSSRUWLQJ�UHVHDUFK��

ȏ� (YHQ�ZLWK�SV\FKRHGXFDWLRQDO�WHVWLQJ�LQ�KDQG��VRPH�FKLOGUHQ��PRVW�RIWHQ�VORZHU�OHDUQHUV��ZLOO�QRW�TXDOLI\�
IRU�,'($�VHUYLFHV��DQG�VR�WHDFKHUVȇ�UHFRPPHQGDWLRQV�IRU�LQ�JUDGH�UHWHQWLRQ�PD\�SHUVLVW��,W�LV�LPSRUWDQW�
to note that retention is strongly associated with high school drop-out and should be avoided where 
possible. Nevertheless, there is arguable evidence that retention in 1st grade can be helpful because 
LW�DIIRUGV�SUDFWLFH�OHDGLQJ�WR��ZH�KRSH��PDVWHU\�RI�FULWLFDO�UHDGLQJ�DQG�RWKHU�VNLOOV��6LPLODUO\��UHWHQWLRQ�
LQ���WK�JUDGH�PD\�RIIHU�D�FKDQFH� IRU�PDWXUDWLRQ�DQG� LQFUHDVHG�FRPSHWHQFH�ZLWK�VWXG\�VNLOOV�� FDUHHU�
orientation, etc. Even so, for any child who has been retained, it is critical to vigilantly monitor progress, 
FRQWLQXH�WR�VHDUFK�IRU�HPHUJLQJ�GLVRUGHUV��DQG�HQFRXUDJH�H[WUD�KHOS�VXFK�DV�VXPPHU�VFKRRO��DIWHU�VFKRRO�
tutoring, etc;

14

ȏ� 5HWHQWLRQ�LQ�JUDGHV�RWKHU�WKDQ��VW�RU���WK�JUDGHV�LV�QRW�NQRZQ�WR�EH�HIIHFWLYH�EHFDXVH�QRPLQHHV�XVXDOO\�
KDYH�VXEVWDQWLYH�JDSV�LQ�OHDUQLQJ��H�J���ODFN�RI�PDVWHU\�RI�ȴUVW�JUDGH�VNLOOV�ZLOO�QRW�EH�DLGHG�E\�UHWHQWLRQ�
LQ��UG�JUDGH�EHFDXVH��VW�JUDGH�VNLOOV�ZLOO�QRW�EH�FRYHUHG����

ȏ� Even when psychoeducational evaluations rule out learning disabilities and support curricular repetition 
DV�KHOSIXO�IRU�PDVWHU\�RI�EDVLF�UHDGLQJ�VNLOOV��EHLQJ�KHOG�EDFN�LQ�JUDGH�LV�RIWHQ�GLVWXUELQJ�IRU�FKLOGUHQ�DQG�
parents. This can be dealt with by having the child participate in the decision and by brief counseling for 
families, i.e., present the pros and cons and facilitate a discussion; 

ȏ� 5HWHQWLRQ�VKRXOG�EH�DYRLGHG�DQG�FDQ�RIWHQ�EH�DYRLGHG�LI�FODVV�VL]HV�DUH�VPDOO� �DSSUR[LPDWHO\����Ȃ����
VWXGHQWV���ZKHQ�WHDFKHUV�KDYH�DFFHVV� WR�FXUULFXODU�PDWHULDOV�DSSURSULDWH�IRU�VWXGHQWV�ZRUNLQJ�EHORZ�
�RU�DERYH�JUDGH�OHYHO���DQG�DUH�WUDLQHG�LQ�PHWKRGV�IRU�LQGLYLGXDOL]HG�LQVWUXFWLRQ�����6HH�WKH�&HQWHU�IRU�
Development and Learning website, www.cdl.org.�� $GYRFDWLQJ� IRU� VPDOO� FODVV� VL]HV� E\� SDUHQWV� DQG�
providers is much needed. 

8QGHU�PRWLYDWLRQ�LV�PRUH�FKDOOHQJLQJ�DQG�PD\�UHȵHFW�KDELWXDO�ȊSRZHU�VWUXJJOHVȋ� LQ�WKH�SDUHQW�FKLOG�
UHODWLRQVKLS��FKLOGUHQȇV�GHVLUH�IRU�DXWRQRP\�YHUVXV�SDUHQWVȇ�GHVLUH�IRU�DFFRPSOLVKPHQW�DQG�SHUIHFWLRQ��
3DUHQWV� PD\� SURYLGH� H[FHVVLYH� H[WHUQDO� VWUXFWXUH� DQG� WKXV� LQDGYHUWHQWO\� UHLQIRUFH� GDZGOLQJ� DQG�
LQFRPSOHWH�ZRUN�UDWKHU�WKDQ�LQLWLDWLYH�DQG�SURPSWQHVV��7KLV�VWUXJJOH�FDQ�GLPLQLVK�FKLOGUHQȇV�LQWULQVLF�
LQWHUHVW� LQ� OHDUQLQJ� DQG� FUHDWH� DQ� XQSOHDVDQW� F\FOH� RI� IDPLO\� FRQȵLFW�� 6WXG\� VNLOOV� WXWRULQJ�� IDPLO\�
FRXQVHOLQJ�DQG�SDUHQW� WUDLQLQJ�FDQ�WHDFK�SDUHQWV� �DQG�VWXGHQWV��KRZ�WR�HQFRXUDJH� LQGHSHQGHQW�DQG�
UHVSRQVLEOH�OHDUQLQJ��$GGLWLRQDO�LQIRUPDWLRQ�RQ�WKLV�FRPSOH[�DQG�FKDOOHQJLQJ�SUREOHP�FDQ�EH�IRXQG�LQ�
Mandel HP, et al.�Ȇ&RXOG�'R�%HWWHUȇ��:K\�&KLOGUHQ�8QGHUDFKLHYH�DQG�:KDW�WR�'R�$ERXW�,W�16
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7. Is ADHD the cause? %\� KROGLQJ� RXW� WKH� LVVXH� RI� $WWHQWLRQ� 'HȴFLW� +\SHUDFWLYLW\� 'LVRUGHU� DV� WKH�
last consideration when children have good achievement test scores but poor grades, providers can 
avoid over-diagnosing ADHD. Short attention span may be a symptom of other conditions such as 
learning disabilities, slow learning, and mental health problems. Differentiating attentional problems 
as a symptom versus attentional symptoms as a cause, is critical for identifying optimal interventions. 
3K\VLFLDQV� VKRXOG�NHHS� LQ�PLQG� WKH� FRPSHOOLQJ�ȴQGLQJV� WKDW�$'+'�PRVW�RIWHQ�FR�RFFXUV�ZLWK�RWKHU�
conditions such as learning disabilities or affective disorders, than it does without them.17

:KHQ�QRWKLQJ�EXW�$'+'�H[SODLQV�VFKRRO�SHUIRUPDQFH�SUREOHPV�� WKH�QH[W�VWHS� LV� WR�DVN�SDUHQWV�DQG�
WHDFKHUV�WR�FRPSOHWH�LQVWUXPHQWV�WKDW�FDQ�FRQȴUP�WKLV�GLDJQRVLV���6HH�WKH�VHFWLRQ�EHORZ�RQ�DSSURSULDWH�
WRROV���:KHQ�FOLQLFLDQV��SDUHQWV��WHDFKHUV��DQG�SRVVLEO\�VWXGHQWV��DOO�UHSRUW�V\PSWRPV�PDWFKLQJ�FULWHULD�
for an ADHD diagnosis, medication management and effectiveness monitoring are in order. Nevertheless, 
medications for ADHD only create a readiness to learn to attend. Medication should be combined with 
EULHI� WXWRULQJ� RQ� RUJDQL]DWLRQDO� VNLOOV�� RSWLPL]LQJ� VWXG\� HQYLURQPHQWV�� DQG� WUDLQLQJ� LQ� EHKDYLRUDO�
management as needed.17

Table 9-4. How to Obtain Group Achievement Test Scores (and Other Information   
         about School Performance)

%HORZ�DUH�GLIIHUHQW�ZD\V�WR�REWDLQ�LQIRUPDWLRQ�IURP�VFKRROV��$W�WKH�HQG�RI�WKLV�FKDSWHU��DQG�GRZQORDGDEOH�
at www.pedstest.com/TheBook/Chapter9�� LV�D�WHPSODWH�IRU�GLFWDWLQJ�D�OHWWHU�WR�VFKRROV�UHTXHVWLQJ�H[LVWLQJ�
UHFRUGV�

ȏ� In advance of the visit, send parents a release form to sign and deliver to the schools in which they 
grant permission to share group achievement test results, special education testing, attendance 
UHFRUGV��DQG�RU�UHSRUW�FDUGV��%H�VSHFLȴF�LQ�\RXU�UHTXHVW�VR�WKDW�VFKRROV�NQRZ�ZKDW�\RX�QHHG��6HH�WKH�
UHOHDVH�DQG�FRQVHQW�IRUP��DW�WKH�HQG�RI�WKLV�FKDSWHU��DV�DQ�H[DPSOH�\RX�FDQ�HPXODWH�

ȏ� &RQVLGHU�HVWDEOLVKLQJ�D�WZR�ZD\�FRQVHQW�IRUP�EHWZHHQ�\RXU�RɟFH�DQG�WKH�VFKRROV�ZKHUHLQ�\RX�ERWK�
agree to share needed information on health or other issues and the schools agree to share group 
achievement test results and copies of report cards. This will need to be negotiated in advance;

ȏ� +DYH�RɟFH�VWDII�UHTXHVW�UHFRUGV�DQQXDOO\�VR�WKDW�\RX�KDYH�WKH�LQIRUPDWLRQ�\RX�QHHG�SULRU�WR�DQ\�
visit and as an indicator to encourage visit attendance;

ȏ� $VN�SDUHQWV�WR�EULQJ�WKHLU�FRS\�WR�DQQXDO�ZHOO�FKLOG�YLVLWV�GXULQJ�WKH�VFKRRO�\HDU��SDUHQWV�DUH�UDUHO\�
DEOH�WR�YHUEDOO\�GHVFULEH�VFRUHV�LQ�HQRXJK�GHWDLO���%XW�QRWH�WKDW�WKH�YHUVLRQ�RI�VFRUHV�VHQW�WR�SDUHQWV�
RIWHQ�ODFNV�GHWDLO�DQG�VR�LW�LV�EHVW�WR�REWDLQ�WKH�VFKRROȇV�FRS\�

ȏ� $VN�SDUHQWV��LI�ZRUN�DQG�WUDQVSRUWDWLRQ�SHUPLW��WR�JR�E\�WKH�VFKRRO�DQG�SLFN�XS�D�FRS\�RI�VFKRRO�
records;

ȏ� +DYH�SDUHQWV�FDOO�WKH�VFKRRO�ZKLOH�LQ�\RXU�RɟFH�DQG�JLYH�YHUEDO�SHUPLVVLRQ�WR�UHSRUW�YHUEDOO\�WHVW�
VFRUHV�DQG�RWKHU�LQIRUPDWLRQ��:KHQ�FDOOLQJ��SDUHQWV�ZLOO�QHHG�WR�VSHDN�WR�WKH�VFKRRO�VHFUHWDU\��DV�
UHFRUGV�DUH�XVXDOO\�VWRUHG�LQ�WKH�IURQW�RɟFH�DQG�QRW�ZLWK�WKH�FKLOGȇV�WHDFKHU�

ȏ� ,I� VFRUHV� FDQQRW� EH� REWDLQHG� �H�J��� WKH� VWXGHQW� KDV� UHFHQWO\� FKDQJHG� VFKRROV��� HOLFLW� SDUHQWVȇ� DQG�
VWXGHQWVȇ�FRQFHUQV�DQG�FRQWDFW�RQH�RU�PRUH�RI�WKH�VWXGHQWȇV�WHDFKHUV��,Q�DGGLWLRQ��XVH�RQH�RU�PRUH�RI�
the screening tools at the end of this chapter.

III. When school data is not available

(YHU\�KHDOWKFDUH�SURYLGHU�ZRUNLQJ�ZLWK�VFKRRO�DJH�FKLOGUHQ�VKRXOG�KDYH�LQ�WKHLU�DUPDPHQWDULXP�RI�
screening tools, measures such as the ones described below. Schools do not administer mental health 
VFUHHQV�URXWLQHO\�DQG�VR�KHDOWKFDUH�SURYLGHUV�PXVW�WDNH�RQ�WKLV�WDVN��:KHQ�JURXS�DFKLHYHPHQW�WHVWV�
FDQQRW�EH�SURFXUHG��H�J���WKH�VWXGHQW�KDV�UHFHQWO\�WUDQVIHUUHG�RU�VFKRROV�DUH�VORZ�WR�GHOLYHU�LQIRUPDWLRQ���
FOLQLFLDQV�QHHG�DYDLODEOH�WKH�IROORZLQJ�
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ȏ� $�EULHI�VFUHHQ�IRU�DFDGHPLF�VNLOOV�

ȏ� $�SV\FKRVRFLDO�ULVN�VFUHHQ�WR�GHWHUPLQH�IDPLO\�LVVXHV�LQFOXGLQJ�SDUHQWDO�GHSUHVVLRQ�WKDW�PD\�ZHOO�
HIIHFW�VWXGHQWVȇ�ZHOO�EHLQJ�DQG�VFKRRO�SHUIRUPDQFH�

ȏ� $�PHQWDO�KHDOWK�WULDJH�PHDVXUH�IRU�VRUWLQJ�WKRVH�ZLWK�GHSUHVVLRQ�DQ[LHW\��FRQGXFW�GLVRUGHUV�DQG�
RWKHU�H[WHUQDOL]LQJ�SUREOHPV�IURP�WKRVH�ZKR�SUREDEO\�KDYH�$'+'ȃWKHVH�WKUHH�FRQGLWLRQV�QHHG�
very different treatment approaches;

ȏ� $�GLDJQRVWLF�PHDVXUH�RI�$'+'�IRU�FRQȴUPLQJ�ZKHWKHU�$'+'�H[LVWV�DQG�ZKHWKHU�DQ\�PHGLFDWLRQ�
prescribed is effective. Suggested tools are described below along with evidence for their use; and

ȏ� +HDOWK�ULVN�VFUHHQV�IRU�DGROHVFHQWV�

2ɚFH�%DVHG�6FUHHQV
The psychometric properties of the screens described below are presented in Chapter 4. All are freely 
available in the public domain meaning that you may photocopy these tools as long as authors and 
attributions are shown. Most of these measures are shown in full at the end of this chapter along with 
scoring directions, downloadable at www.pedstest.com/TheBook/Chapter9 �LQ�(QJOLVK�DQG�6SDQLVK��DQG�
are also included in 3('6�'HYHORSPHQWDO�0LOHVWRQHV��ODPLQDWHG�IRU�UHXVH���

$FDGHPLF�6NLOOV�6FUHHQLQJ
$�KHOSIXO�DQG�EULHI�PHDVXUH�IRU�LGHQWLI\LQJ�DFDGHPLF�GHȴFLHQFLHV�IRU�FKLOGUHQ���\HDUV�WKURXJK����\HDUV�
�DQG�KHOSIXO� LI� SDUHQWDO� OLWHUDF\� QHHGV� DVVHVVLQJ�� LV� WKH�Safety Word Inventory and Literacy Screener 
(SWILS).18 This 29-item instrument is administered hands-on by clinicians or parents. The measure also 
LQWURGXFHV�DQ�RSSRUWXQLW\�IRU�LQMXU\�SUHYHQWLRQ�FRXQVHOLQJ�

3V\FKRVRFLDO�6FUHHQLQJ
2QH�RI�WKH�URRW�FDXVHV�RI�DFDGHPLF�GHȴFLWV�DQG�PHQWDO�KHDOWK�SUREOHPV�LQ�LQIDQF\��SUHVFKRRO��HOHPHQWDU\�
VFKRRO�DQG�EH\RQG�� LV�SV\FKRVRFLDO�ULVN�VWDWXV��7KH Family Psychosocial Screen (FPS) assesses families 
IRU� SV\FKRVRFLDO� ULVN� IDFWRUV� �H�J��� OLPLWHG� HGXFDWLRQ�� XQHPSOR\PHQW�� KRXVLQJ� LQVWDELOLW\�� SDUHQWDO�
GHSUHVVLRQ�� VXEVWDQFH� DEXVH�� GRPHVWLF� YLROHQFH�� SUHVHQFH� RU� DEVHQFH� RI� VRFLDO� VXSSRUW�� DQG�SDUHQWVȇ�
history of abuse as a children.19 The FPS�LV�RIWHQ�XVHG�DW�QHZ�SDWLHQW�LQWDNH�WR�JLYH�FOLQLFLDQV�D�VHQVH�RI�
D�IDPLO\ȇV�FKDOOHQJHV�DQG�DVVHWV��7KH�FPS’s�VHW�RI�GHSUHVVLRQ�VFUHHQLQJ�LWHPV��LI�QRW�WKH�HQWLUH�PHDVXUH��
should be repeated periodically. The FPS�DQG�GHWDLOHG�LQIRUPDWLRQ�DERXW�SV\FKRVRFLDO�ULVN�DUH�SUHVHQWHG�
LQ�&KDSWHU�����DQG�GRZQORDGDEOH�LQ�(QJOLVK�DQG�6SDQLVK�DW�www.pedstest.com/TheBook/Chapter10��

Mental Health Screening
6XLWDEOH�IRU�URXWLQH�PHQWDO�KHDOWK�VFUHHQLQJ��HVSHFLDOO\�IRU�FKLOGUHQ���\HDUV�DQG�ROGHU��LV�WKH�Pediatric 
Symptom Checklist (PSC). Thoroughly researched and carefully adapted, the 17-item version (PSC-17) 
and especially its pictorial version, the Pictorial PSC-17, are particularly helpful. Available in English 
and Spanish, the Pictorial PSC-17 helps parents with limited literacy complete the measure successfully 
DQG�LWV�WKUHH�IDFWRU�VFRULQJ�V\VWHP�JLYHV�D�ULFKHU�SLFWXUH�RI�WKH�SRWHQWLDO�FDXVHV�RI�D�FKLOGȇV�GLVWUHVV��7KH�
Pictorial PSC-17�IDFWRUV�LQFOXGH�

��� ,QWHUQDOL]LQJȃPHDQLQJ�D�OLNHOLKRRG�RI�SUREOHPV�ZLWK�GHSUHVVLRQ��DQ[LHW\��REVHVVLYH�FRPSXOVLYH�
disorder etc.; 

��� ([WHUQDOL]LQJȃPHDQLQJ�SUREDEOH�SUREOHPV�ZLWK�FRQGXFW��RSSRVLWLRQDO�GHȴDQFH��LPSXOVH�FRQWURO��
rage disorders; and
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��� $WWHQWLRQ�SUREOHPV��LQFOXGLQJ�OLNHO\�$'+'�ZLWK�DQG�ZLWKRXW�K\SHUDFWLYLW\�

$OWKRXJK�PDQ\� FOLQLFLDQV� MXPS� LQWR� DQ�$'+'�GLDJQRVWLF�PHDVXUH� VXFK� DV� WKH�Vanderbilt Scale, it is 
essential to use a tool such as the Pictorial PSC-17�ȴUVW�WR�PDNH�VXUH�WKDW�RWKHU�SRWHQWLDO�PHQWDO�KHDOWK�
problems masquerading as ADHD, are ruled out and addressed. The Pictorial PSC-17 is shown below in 
LWV�SDUHQW�UHSRUW�YHUVLRQ�LQ�(QJOLVK�DQG�GRZQORDGDEOH��DOVR�LQ�6SDQLVK��RQ�WKH�ZHEVLWH�IRU�WKLV�FKDSWHU���
The full PSC, the PSC Youth Self-Report version, and its numerous translations can be downloaded at  
www.massgeneral.org/psychiatry/services/psc_home.aspx. If the attention factor is the only elevated 
score, then proceeding to the Vanderbilt Scale�LV�UHFRPPHQGHG��DQG�GHVFULEHG�EHORZ��

+HDOWK�5LVN�$VVHVVPHQW�IRU�$GROHVFHQWV
:KHWKHU�RU�QRW�SV\FKRVRFLDO�ULVN�IDFWRUV�DUH�SUHVHQW��H�J���SRYHUW\��GRPHVWLF�YLROHQFH����PRVW�DGROHVFHQW�
morbidity and mortality are related to mental health problems, academic failure and/or health problems. 
5LVN\�EHKDYLRUV�DQG�XQKHDOWK\�GHFLVLRQ�PDNLQJ�DUH�SUHYHQWDEOH�DQG�WUHDWDEOH��2Q�WKH�ZHOO�FKLOG�YLVLW�
WHPSODWHV� LQ�$SSHQGL[�$� �DQG�GRZQORDGDEOH�DW�www.pedstest.com/TheBook/AppendixA���ZH� LQFOXGH�D�
JXLGH�WR�KLVWRU\�WDNLQJ�ZLWK�DGROHVFHQWV�LQFOXGLQJ�VXEVWDQFH�DEXVH�DQG�HDWLQJ�GLVRUGHUV�VFUHHQHUV�

Diagnostic ADHD Scales
The Vanderbilt ADHD Diagnostic Rating Scale (VADRS) is a validated two-page questionnaire which is 
completed by a parent and a teacher.20� 7KH�TXHVWLRQQDLUH� DVNV� DERXW� SDUHQW� DQG� WHDFKHU� UHSRUW� IRU�
IHDWXUHV�RI�LQDWWHQWLRQ�DQG�K\SHUDFWLYLW\�DV�GHȴQHG�E\�WKH�Diagnostic and Statistical Manual. The VADRS 
DOVR�GHWHUPLQHV�SUHVHQFH�RU�DEVHQFH�RI�IHDWXUHV�RI�RSSRVLWLRQDO�GHȴDQW�GLVRUGHU�DQG�FRQGXFW�GLVRUGHU��
The measure requires gathering information from both parent and teacher regarding classroom 
performance and behavior. When the diagnosis of ADHD is made and the child placed on stimulant 
PHGLFDWLRQ�� LW� LV� FULWLFDO� WR� UHFRJQL]H� WKDW� VWLPXODQW�PHGLFDWLRQ� FUHDWHV� RQO\� ȊD� UHDGLQHVV� WR� DWWHQG�ȋ�
If children with ADHD are also behind in school, tutoring or special services will still be needed. The 
Vanderbilt Diagnostic ADHD Scale��LWV�SDUHQW�UHSRUW�YHUVLRQ��LQ�(QJOLVK�DQG�6SDQLVK���WKH�WHDFKHU�UHSRUW�
version, and scoring for all three are downloadable at www.pedstest.com/TheBook/Chapter9.

A follow-up measure, Pittsburgh Side-Effects Scale (www.nichq.org), is essential for monitoring medication 
side-effects and effectiveness. For some children, medications must be administered during school 
KRXUV��)RU�WKLV�WR�RFFXU��D�OHWWHU�IURP�\RXU�RɟFH�LV�QHHGHG��$OWKRXJK�VFKRROV�PD\�UHTXLUH�XVH�RI�WKHLU�
RZQ�IRUPV��7DEOH���Ȃ���LV�DQ�H[DPSOH�RI�UHTXLVLWH�GRFXPHQWDWLRQ��DOVR�GRZQORDGDEOH�RQ�WKH�ZHEVLWH�IRU�
WKLV�FKDSWHU���

iv. referring to aPProPriate services

Because school problems have varied causes, varied referral and treatment services are needed. 
Although we always want to refer to the public schools to see what help they can provide, some of 
RXU�SDWLHQWV�ZRQȇW�TXDOLI\��)RU�WKHVH�VWXGHQWV��ZH�QHHG�WR�FRQVLGHU�RWKHU�RSWLRQV��:LWK�PDQ\�VWXGHQWV��
PXOWLSOH�LQWHUYHQWLRQV�DUH�QHHGHG��H�J���VWLPXODQW�PHGLFDWLRQ�DQG�WXWRULQJ���%HORZ��ZLWK�OLYH�OLQNV�RQ�
www.pedstest.com/TheBook/Chapter9��LV�LQIRUPDWLRQ�DERXW�QDWLRQDO�VHUYLFHV�IURP�ZKLFK�\RX�FDQ�ȴQG�
ORFDO�SURJUDPV��

ȏ� When recommending evaluations for school-age children, call the school psychologist or speech-
ODQJXDJH�SDWKRORJLVW�LQ�WKH�FKLOGȇV�VFKRRO�RI�]RQH�RU�VFKRRO�GLVWULFW�

ȏ� For help locating mental health services go to www.samhsa.gov;

ȏ� Social services including domestic violence, child abuse and neglect, adoption, state, and local 
services, etc. can be found at www.acf.hhs.gov;
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ȏ� )RU�DIWHU�VFKRRO�SURJUDPV�DQG�KRPHZRUN�KHOS��FKHFN�ZLWK�WKH�FKLOGȇV�VFKRRO�RI�]RQH��DQG�YLVLW�WKH�
ZHEVLWHV�RI�WKH�%R\V�DQG�*LUOV�&OXE��www.bgca.org���DQG�WKH�<:&$��www.ywca.org���

ȏ� )RU�JXLGLQJ�SDUHQWV�LQ�KRZ�WR�KHOS�FKLOGUHQ�ZKR�VWUXJJOH�LQ�VFKRRO��YLVLW�WKH�Ȋ1RERG\ȇV�3HUIHFWȋ�VLWH�
�www.bccf.bc.ca��RU�.LGV�+HDOWK�www.kidshealth.org;

ȏ� )LQGLQJ�SULYDWH� WXWRULQJ� LV�XVXDOO\�YLD�ȊZRUG�RI�PRXWK�ȋ�7HDFKHUV�FDQ�RIWHQ� LGHQWLI\� ORFDO� WXWRUV�
who can help with the curriculum used by each particular school. Although there are national 
WXWRULQJ�VHUYLFHV��WKHVH�GR�QRW�DOZD\V�DGGUHVV�VSHFLȴF�FXUULFXOD��WHQG�WR�KDYH�ODUJH�FODVV�VL]HV��DQG�
DUH�JHQHUDOO\�PRUH�H[SHQVLYH�DQG�OHVV�HIIHFWLYH�WKDQ�LQGLYLGXDO�WXWRULQJ�

ȏ� $YRLG�YLVXDO�WKHUDSLHV�RU�RWKHU�RSWRPHWULF��RU�FKLURSUDFWLF��LQWHUYHQWLRQV��5HDGLQJ�SUREOHPV�DUH�
QRW�FDXVHG�E\�YLVXDO�GLɟFXOWLHV�RU� MXPS\�VDFFDGLF�H\H�PRYHPHQWV� �JLYHQ�DSSURSULDWH�DFXLW\��� ,I�
parents are invested heavily in such therapies, simply suggest adding a referral for testing by the 
schools and/or tutoring in reading.

v. Working collaboratively With schools 
:KHQ�ZRUNLQJ�ZLWK�FKLOGUHQ�ZKR�KDYH�VFKRRO�GLɟFXOWLHV��\RX�ZLOO�QHHG�WR�FROODERUDWH�ZLWK�VFKRROV�IRU�
records requests, gather permission to share and receive information with teachers and diagnosticians, 
HQVXUH�\RXU�RɟFH�KDV�SURYLGHG�QHHGHG�GLUHFWLYHV�ZKHQ�PHGLFDWLRQV�DUH�UHTXLUHG�GXULQJ�VFKRRO�KRXUV��
etc. Other communications with schools require creating effective referral letters and generating a 
VXPPDU\�UHSRUW�IRU�SDUHQWV�WR�WDNH�KRPH��$�YDULHW\�RI�WHPSODWHV�DUH�QHHGHG��

Requesting Records and Obtaining Parental Permission to Confer with Schools
When requesting records, it is wise to establish parental permission to confer with school personnel 
�DQG�WKH\�ZLWK�\RX���7KLV�PD\�UHTXLUH�ZRUNLQJ�ZLWK�VFKRROV�RQ�HVWDEOLVKLQJ�D�SURWRFRO�IRU�D�WZR�ZD\�
FRQVHQW�IRUP��6FKRROV�PXVW�FRPSO\�ZLWK�)DPLO\�(GXFDWLRQDO�5LJKWV�DQG�3ULYDF\�$FW��)(53$��ZKLFK�LV�D�
PXFK�PRUH�ULJRURXV�PDQGDWH�WKDQ�LV�WKH�+HDOWK�,QVXUDQFH�3RUWDELOLW\�DQG�$FFRXQWDELOLW\�$FW��+,3$$���
7DEOH�����SURYLGHV�D�WHPSODWH�IRU�QHJRWLDWLQJ�UHFRUGV�UHTXHVWV�DQG�SDUHQW�VFKRRO�SHUPLVVLRQ�WR�GLVFXVV�
SDWLHQWV��GRZQORDGDEOH�DW�www.pedstest.com/TheBook/Chapter9���

:ULWLQJ�DQG�&XVWRPL]LQJ�5HIHUUDO�/HWWHUV�DQG�3DUHQW�6XPPDU\�5HSRUW
Because healthcare providers often have more insight into family functioning and complications from a 
SDWLHQWȇV�RU�IDPLO\ȇV�KHDOWK�KLVWRU\��SURYLGLQJ�WKH�VFKRROV�EDFNJURXQG�LQIRUPDWLRQ��H�J���LQ�\RXU�UHIHUUDO�
OHWWHU��LV�LQYDOXDEOH��JLYHQ�SDUHQWVȇ�SHUPLVVLRQ���&KDSWHU���SURYLGHV�H[DPSOHV�RI�UHIHUUDO�OHWWHUV�DQG�D�
WHPSODWH�IRU�GLFWDWLRQ��&KDSWHU���SURYLGHV�H[DPSOHV�RI�SDUHQW�VXPPDU\�UHSRUWV�DQG�D�GLFWDWLRQ�WHPSODWH��
The templates can also be downloaded at www.pedstest.com/TheBook/Chapter5 and www.pedstest.com/
TheBook/Chapter8.

In general, schools tend to respond to requests for testing with a basic psychoeducational evaluation 
FRQVLVWLQJ�RI�DQ�LQWHOOLJHQFH�WHVW�DQG�D�PHDVXUH�RI�VFKRRO�VNLOOV��6R�LI�PHQWDO�KHDOWK��VHOI�KHOS�RU�ODQJXDJH�
SUREOHPV�DUH�D�FRQFHUQ��WKHVH�DSSDUHQW�GLɟFXOWLHV�VKRXOG�EH�PHQWLRQHG�VSHFLȴFDOO\�DV�D�GLUHFWLRQ�IRU�
IXUWKHU�WHVWLQJ��&XVWRPL]LQJ�\RXU�UHIHUUDO�OHWWHU�LV�RIWHQ�QHHGHG��

Documentation if Medications Must Be Administered at School
,I�D�FKLOG�QHHGV�PHGLFDWLRQV�GXULQJ�VFKRRO�KRXUV��LQIRUPDWLRQ�IURP�\RXU�RɟFH�LV�QHHGHG��0DQ\�VFKRRO�
systems have their own required forms. Although we provide a template in Table 9-6, it is wise to scour 
VFKRRO�V\VWHP�ZHEVLWHV�IRU�WKHLU�SHUPLVVLRQV�WHPSODWHV�DQG�RWKHUZLVH�DVN�VFKRRO�SHUVRQQHO�LI�WKH\�FDQ�
send you a form.
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Table 9-5. Records Release and Parental Consent Template

Provider: 
Practice: 
Address: 
Telephone: 
Fax: 
E-mail: 
Date:

7R��3DUHQWV�RI��name of child�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB���birthdate�BBBBBBBBBBBBBBBBBBB
�address��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB���phone�BBBBBBBBBBBBBB�e-mail�BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

7R��6FKRROBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

$V�SDUW�RI�URXWLQH�KHDOWK�FDUH��ZH�ZRXOG�OLNH�WR�UHYLHZ�VFKRRO�UHFRUGV�LQFOXGLQJ�� 
� BBB�6WDQGDUGL]HG�DFDGHPLF�DFKLHYHPHQW�WHVW�VFRUHV 
� BBB�$Q\�VSHFLDO�HGXFDWLRQ�RU�&KDSWHU�,�WHVW�VFRUHV 
� BBB�$WWHQGDQFH�5HFRUGV 
� BBB�'LVFLSOLQH�UHFRUGV��LI�DSSOLFDEOH� 
� BBB�&RQWDFW�LQIRUPDWLRQ�IRU�WKLV�SDWLHQWȇV�WHDFKHU�V�

:H�DVN�WKDW�(check one of the following)��

BBB3DUHQWV�UHTXHVW�WKHVH�UHFRUGV�IURP�WKH�VFKRRO�DQG�GHOLYHU�WR�RXU�RɟFH�RQ�RU�EHIRUH�\RXU�FKLOGȇV� 
�����QH[W�DSSRLQWPHQW�RQ��date���BBBBBBBBBBBBBB� 
BBB6FKRROV�UHOHDVH�WKH�DERYH�LQIRUPDWLRQ�WR�WKLV�RɟFH�EHIRUH��GDWH���BBBBBBBB 
BBB<RX�SURYLGH�WHDFKHU�QDPH�DQG�FRQWDFW�LQIRUPDWLRQ��

7HDFKHU�QDPH�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�DQG�SUHIHUUHG�FRQWDFW�PHWKRG��
BBBWHOHSKRQH 
� WHOHSKRQH�QXPEHU�BBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
� EHVW�WLPH�WR�FDOO��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
BBBID[��ID[�QXPEHU��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
BBBH�PDLO��H�PDLO�DGGUHVV��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

 
,I�VFKRRO�UHFRUGV�DUH�QRW�DYDLODEOH��SOHDVH�FRQWDFW�RXU�RɟFH�

:H�DOVR�UHTXHVW�SHUPLVVLRQ�WR�FRPPXQLFDWH�ZLWK�VFKRRO�SHUVRQQHO�DERXW�WKLV�FKLOGȇV�GLɟFXOWLHV�DQG�
SURJUHVV�DQG�WR�VKDUH�RXU�ȴQGLQJV��<RX�FDQ�FRQWDFW�XV�E\��check all that apply and complete contact 
information��

BBBWHOHSKRQH 
� WHOHSKRQH�QXPEHU�BBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
� EHVW�WLPH�WR�FDOO��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
BBBID[��ID[�QXPEHU��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
BBBH�PDLO��H�PDLO�DGGUHVV��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

3DUHQW�FRQVHQW�DQG�VLJQDWXUH�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB'DWH��BBBBBBBBBBBBBBBB

Please return this form to me, when completed, at the above address. 
Sincerely,  
 
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

Provider 

&F��3DUHQWV
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Table 9-6. Exampe of School Permission Form for Administering Medications

Permission to give medication at school
School, School District, Address, Phone, Fax

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

Student: Last Name________________________ First____________________ Middle ___ Age_____ Date of Birth___________ 
**TO BE COMPLETED BY THE PHYSICIAN 

Name of Medication Dosage Method $SSUR[LPDWH�7LPH�
of Day

Reason

6LGH�(IIHFWV�� 
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

3UHFDXWLRQV���6SHFLDO�'LUHFWLRQV��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

,I�351�PHGLFDWLRQ��OLVW�V\PSWRPV��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

'RHV�WKH�DERYH�PHGLFDWLRQ�V��QHHG�WR�EH�HYDFXDWHG�ZLWK�WKH�FKLOG�LQ�WKH�HYHQW�RI�DQ�HPHUJHQF\"���

☐�<HV����☐ No 

Signature of MD or NP/PA & Supr. MD                                        Lic.#/Furnishing #                                 
Address                                                                                              Phone

72�%(�&203/(7('�%<�7+(�3$5(17�*8$5',$1�
0\�FKLOG�LV�XQGHU�WKH�FDUH�RI�'U��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBB��,�XQGHUVWDQG�LW�LV�P\�UHVSRQVLELOLW\�DV�WKH�SDUHQW�
JXDUGLDQ�WR�NHHS�WKH�VFKRRO�VXSSOLHG�ZLWK�DQG�LQIRUPHG�RI�DQ\�FKDQJHV�LQ�P\�FKLOGȇV�PHGLFDWLRQ�V���,��RU�D�
designated adult, will bring the medication to the school in its original container or prescription bottle. I also 
XQGHUVWDQG�LW�LV�P\�UHVSRQVLELOLW\�WR�PRQLWRU�H[SLUDWLRQ�GDWHV�RI�DOO�SUHVFULSWLRQ�RU�RYHU�WKH�FRXQWHU�PHGLFDWLRQV�,�
EULQJ�WR�VFKRRO��,�DXWKRUL]H�WKH�VFKRRO�QXUVH�WR�FRPPXQLFDWH�ZLWK�WKH�KHDOWKFDUH�SURYLGHU�ZKHQ�QHFHVVDU\��

,�JLYH�SHUPLVVLRQ�WR�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�6FKRRO�WR�DGPLQLVWHU�PHGLFDWLRQ�

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB��1DPH�RI�VFKRRO��

WR�P\�FKLOG��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB��

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB��3ULQW�QDPH�RI�FKLOG�

3DUHQW�*XDUGLDQ��3ULQW����������������������� � ������6LJQDWXUH�RI�3DUHQW�*XDUGLDQ��������������������

$GGUHVV���������������������������������������������������������������������������������+RPH�3KRQH������������������������������:RUN�3KRQH������������������������

'DWH�����

               

A new form is required every school year and if there are changes in the medication(s) or dosage(s). 

* Please pick up all medications from school site at the end of each school year. Medications not picked up will be discarded.
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understanding school terminology

6FKRROV��MXVW�OLNH�KHDOWK�FDUH��KDYH�WKHLU�RZQ�VHW�RI�WHUPV�DQG�DQ�DEXQGDQW�YDULHW\�RI�DVVHVVPHQW�
methods. When you receive reports and recommendations, you will want to be familiar with the 
ODQJXDJH�XVHG�E\�VFKRRO�V\VWHPV��7R�KHOS�\RX��ZH�SURYLGH�LQ�7DEOH������D�JORVVDU\�ZLWK�GHȴQLWLRQV��

Table 9-7. Glossary of Common Terms in Measures Used by Public Schools

Criterion-Referenced 
7HVWV�&XUULFXOXP�%DVHG�
Assessment (CBM)

0HDVXUHV� WKDW� GHȴQH� D� FKLOGȇV� SURJUHVV� WRZDUG�PDVWHU\� RI� VSHFLȴF� VNLOOV� �H�J���
KRZ�PDQ\� OHWWHUV�RI� WKH�DOSKDEHW�DPRQJ� WKH���� FDQ�D� FKLOG�QDPH"���&%0� WLHV�
LQVWUXFWLRQ�WR�PHDVXUHPHQW�RI�SURJUHVV�RQ�VSHFLȴF�VNLOOV�

Norm-referenced Tests 
(NRTs)

0HDVXUHV�WKDW�FRPSDUH�FKLOGUHQ�WR�VDPH�DJH�JUDGH�SHHUV��H�J���DPRQJ���\HDU�ROGV��
ZKDW�LV�WKH�DYHUDJH�QXPEHU�RI�OHWWHUV�QDPHG"���157V�SURYLGH�VWDQGDUG�VFRUHV��
age equivalent scores, percentiles, stanines or other numerical comparisons.

Response to Intervention 
(RTI)

RTI involves both criterion-referenced and norm-referenced comparisons to 
inform any needed changes to instruction, planning and monitoring of progress. 

3V\FKRHGXFDWLRQDO�
Evaluation

A diagnostic battery consisting of norm-referenced intelligence and academic 
tests used to diagnose disabilities. Because tests of language, adaptive behavior 
�PHDQLQJ�VHOI�KHOS�VNLOOV��DQG�PHQWDO�KHDOWK�DUH�QRW�URXWLQHO\�RIIHUHG��FOLQLFLDQV�
need to suggest these when they seem needed. 

Group Achievement Tests Often administered over several days and requiring students to independently 
DQVZHU� TXHVWLRQV� WDSSLQJ� YDULRXV� VNLOOV� LQ� UHDGLQJ�� PDWK�� VSHOOLQJ�� ZULWWHQ�
H[SUHVVLRQ��7KHVH�PHDVXUHV�SURGXFH�D�UDQJH�RI�QRUP�UHIHUHQFHG�VFRUHV�LQ�ZKLFK�
same-grade students are compared to the performance of their peers. Many group 
achievement tests are nationally normed but many States have developed their 
RZQȃPDNLQJ� LW� FKDOOHQJLQJ� WR� FRPSDUH� UHVXOWV�ZKHQ�ZRUNLQJ�ZLWK� UHORFDWHG�
students. 

Individual Achievement 
Tests

These measures are administered by school psychologists or educational 
diagnosticians and enable norm-referenced comparisons to both same-grade 
DQG� VDPH�DJH�SHHUV�� DQG�SURGXFH�D�ZLGH� UDQJH�RI� VFRUHV� �H�J��� TXRWLHQWV�� DJH�
HTXLYDOHQWV�� JUDGH�HTXLYDOHQWV�� SHUFHQWLOHV�� HWF���� %HFDXVH� VXFK� PHDVXUHV� DUH�
individually administered, diagnosticians are optimally positioned to observe 
DWWHQWLRQDO�� ODQJXDJH�� RUJDQL]DWLRQDO�� DQG� RIWHQ� PHQWDO� KHDOWK� SUREOHPV� WKDW�
FKDUDFWHUL]H�YDULRXV�GLVDELOLWLHV��

Authentic Assessment $V�ZLWK�FULWHULRQ�UHIHUHQFHG�WHVWV��DXWKHQWLF�DVVHVVPHQW��DOVR�NQRZQ�DV�GLUHFW��
DOWHUQDWLYH�RU�SHUIRUPDQFH�DVVHVVPHQW��IRFXVHV�RQ�VNLOO�PDVWHU\�EXW�LQ�WKH�FDVH�
RI�DXWKHQWLF�DVVHVVPHQW��WKH�VNLOOV�DUH�ȊUHDO�ZRUOGȋ�WDVNV��)RU�H[DPSOH��D�VWXGHQWȇV�
ability to correctly answer multiple-choice questions about how to cross a street 
is obviously less meaningful than demonstrating ability to actually cross a street 
VDIHO\�

Portfolio Assessment 3RUWIROLRV�DUH�D�FROOHFWLRQ�RI�D�VWXGHQWȇV�ZRUN�VDPSOHV� WKDW�UHSUHVHQW�SURJUHVV�
WRZDUG�JRDOV��*RDOV�DUH�FROODERUDWLYHO\�GHȴQHG�E\�VWXGHQWV�DQG�WHDFKHUV�DQG�DOVR�
GHȴQH�WKH�PHDQLQJ�RI�SURJUHVV�WRZDUG�WKRVH�JRDOV��$Q�H[DPSOH�LV�D�VWXGHQW�ZKR�
ZLVKHV�WR�GHYHORS�D�UHVXPH�WKDW�LQFOXGHV�VNLOOV�ZLWK�0LFURVRIW�:RUG�LQFOXGLQJ�
typing rate and facility with various features of word processing. Portfolios and 
portfolio assessment are often used with older students, incarcerated youth and 
adults, etc.  

table continues...
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Table 9-7. Cont’d

Appropriate Billing and Coding for Reimbursement
Chapter 16 describes how to bill and code for visits involving developmental-behavioral screening. Also 
included are diagnosis codes appropriate for describing screening results with school-age children, and 
how clinic coordinators or other staff can determine preferred coding methods across various payers.

Chapter Comments: The academic and mental health problems of children, especially for those who 
fail in school, loom larger and larger with time. The consequences are devastating and compounding. And 
so we must do our best to prevent problems by detecting and addressing these in the preschool years. 
But some children will still struggle and for them we need to quickly marshal services to improve their 
SHUIRUPDQFH�DQG�ZHOO�EHLQJ��7KH�SXEOLF�VFKRROV�DQG�WKHLU�SDQRSO\�RI�VHUYLFHV�DUH�WKH�ȴUVW�EHVW�DSSURDFK��
But because many children with special needs don’t qualify, primary care providers must be prepared to 
enlist other services (such as after-school tutoring, mentoring, summer school, Head Start, etc.). 

%XW� ȴUVW� XS��ZH� QHHG� WR� NQRZ� H[DFWO\�ZKLFK� FKLOGUHQ� DUH� VWUXJJOLQJ��:H� FDQ� GR� WKLV�PRVW� HDVLO\� LI�ZH�
establish two-way information sharing with schools or get parents to help retrieve information. When 
information from the schools is unavailable, we need a back-up plan, i.e., an arsenal of brief measures 
workable in primary care—together with the decision-support provided in this chapter, to help us reason 
through likely causes and into wise referral decisions. 

Below are helpful tools also downloadable on the website: www.pedstest.com/TheBook/Chapter9.

No Child Left Behind 
(NCLB)

Passed in 2002, NCLB required all schools to administer reading and math tests 
HYHU\�\HDU��DQG�WR�LQFUHDVH�WKH�SURSRUWLRQ�RI�VWXGHQWV�UHDFKLQJ������PDVWHU\��
6FKRROV�IDLOLQJ�WR�NHHS�SDFH�DUH�ODEHOHG�DV�IDLOLQJ��DQG�HYHQWXDOO\�WKHLU�SULQFLSDOV�
PD\�EH�ȴUHG�DQG�VWDIIV�GLVPDQWOHG��7KH�XQLQWHQGHG�HIIHFW�RI�1&/%�KDV�EHHQ�WR�
HQFRXUDJH�6WDWHV�WR��ORZHU�VWDQGDUGV��WHDFKHUV�WR�IRFXV�RQ�WHVW�SUHSDUDWLRQ�DQG�
instruction in math and reading, and crowd out history, art and foreign languages. 
7KH�PDWKHPDWLFDO�LPSRVVLELOLW\�RI�PDNLQJ�DOO�FKLOGUHQ�DYHUDJH�DQG�WKH�DEVHQFH�
of provisions for preschool intervention programs contributed to the challenges 
within NCLB. Thus, in the Fall of 2011, States were allowed to apply for waivers to 
NCLB provided they established high and honest performance and accountability 
VWDQGDUGV��7KH�QDWXUH�DQG�JHQHUDOL]DELOLW\�RI�6WDWH�GHȴQHG�VWDQGDUGV�UHPDLQV�
an ongoing debate, but current efforts by the Federal government now focus on 
pre-school intervention. 

Common Core Standards 7KLV� QDWLRQDO� LQLWLDWLYH� ZRUNV� WR� GHȴQH� ZKDW� VWXGHQWV� VKRXOG� EH� OHDUQLQJ� LQ�
HDFK� JUDGH��ZLWK� DQ� H\H� WRZDUG� UHDO�ZRUOG� UHOHYDQFH�� UHȵHFWLQJ� VNLOOV� QHHGHG�
for careers and/or college. Not all States have adopted core standards but many 
have. More information can be found at www.corestandards.org.

)DPLO\�(GXFDWLRQDO�5LJKWV�
DQG�3ULYDF\�$FW��)(53$�

Student/treatment records held by schools may not be shared without parental 
FRQVHQW�H[FHSW�LQ�WKH�FDVH�RI�KHDOWKFDUH�HPHUJHQFLHV��
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7KH�6DIHW\�:RUG�,QYHQWRU\�$QG�/LWHUDF\�6FUHHQHU�6FRULQJ�,QVWUXFWLRQV

Description:�$����LWHP�PHDVXUH�RI�FKLOGUHQȇV�DFDGHPLF�VNLOOV�IRU�FKLOGUHQ����WR����\HDUV�RI�DJH�WKDW�FDQ�DOVR�EH�XVHG�DV�TXLFN�
DVVHVVPHQW�RI�VFKRRO�SHUIRUPDQFH�ZKLOH�DOVR�DFWLQJ�DV�D�VSULQJERDUG�WR�LQMXU\�SUHYHQWLRQ�FRXQVHOLQJ��1RUPHG�RQ�����FKLOGUHQ�
around the country, the SWILS�LV�����VHQVLWLYH�DQG�����VSHFLȴF�WR�DFDGHPLF�VWDWXV�LQ�WKH�DUHDV�RI�UHDGLQJ��PDWK�DQG�ZULWWHQ�
ODQJXDJH��,WHPV�ZHUH�GRQDWHG�E\�&XUULFXOXP�$VVRFLDWHV��www.cainc.com��SXEOLVKHUV�RI�WKH�BRIGANCE Screens. We have 
QRW�SURYLGHG�D�6SDQLVK�WUDQVODWLRQ�RI�WKLV�PHDVXUH�EHFDXVH�6SDQLVK�VSHDNLQJ�FKLOGUHQ�LQ�SUHGRPLQDWHO\�(QJOLVK�VSHDNLQJ�
FRXQWULHV�DUH�H[SRVHG�WR�(QJOLVK�VDIHW\�ZRUGV�DQG�QHHG�WR�OHDUQ�WR�UHDG�WKHP��

Directions��&RPSXWH�FKLOGȇV�DJH�LQ�\HDUV�DQG�PRQWKV��3UHVHQW�WKH�SWILS�LWHPV�WR�WKH�FKLOG�DQG�DVN�KLP�RU�KHU�WR�UHDG�HDFK�RQH��
6WRS�DIWHU���ZRUGV�UHDG�LQFRUUHFWO\�RU�QRW�DWWHPSWHG�

Scoring Criteria: Do not give credit if emphasis is not on the correct syllable or if sounds or syllables are segmented without 
LPPHGLDWH�VHOI�FRUUHFWLRQ��H�J���ȊZDUQ,1*ȋ�LV�QRW�FUHGLWHG�EHFDXVH�WKH�FKLOG�HPSKDVL]HG�WKH�ZURQJ�V\OODEOH�ZKLOH�Ȋ:$51ȃLQJȋ�
LV�DOVR�QRW�FUHGLWHG�GXH�WR�VHJPHQWDWLRQȃXQOHVV�KH�VKH�UHUHDG�VSRQWDQHRXVO\��UDSLGO\�DQG�FRUUHFWO\��

Give credit if the child reads or rereads the word correctly.

7R�GHFLGH�LI�UHIHUUDOV�DUH�QHHGHG��XVH�WKH�IROORZLQJ�FKDUW��&KLOGUHQ�VFRULQJ�EHORZ�FXWRIIV�KDYH�D�KLJK�SUREDELOLW\�RI�VLJQLȴFDQW�
DFDGHPLF�GHȴFLWV��:KHQ�PDNLQJ�UHIHUUDOV�WR�WKH�SXEOLF�VFKRROV��GRFXPHQW�ȴQGLQJV�LQ�ZULWLQJ�DQG�VHQG�WR�WKH�VFKRRO�
psychologist/director of special education as well as to the principal and include information on vision and hearing status. 

scoring and decision chart

*ODVFRH�)3��6DIHW\�ZRUG�LQYHQWRU\�DQG�OLWHUDF\�VFUHHQHU��6:,/6���6WDQGDUGL]DWLRQ�DQG�YDOLGDWLRQ��Clinical Pediatrics�����������������. Items were written by Albert Brigance, 
drawn from the Comprehensive Inventory of Basic Skills-Revised and donated by Curriculum Associates (www.cainc.com). Permission is granted to reproduce this form.

Age Range

<HDUV���PRQWKV

Date Cutoff Results 'HFLVLRQ�1RWHV��H�J����QR�DFWLRQ�
QHHGHG��LQMXU\�SUHYHQWLRQ�
FRXQVHOLQJ��UHIHUUDO��HWF��

6-0 thru 6-6

6-7 thru 6-10

6-11 thru 7-2

< 1

< 2

���

Pass Fail

Pass Fail

Pass Fail

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

����WKUX����

7-7 thru 7-10

7-11 thru 8-2

���

���

< 12

Pass Fail

Pass Fail

Pass Fail

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

����WKUX����

8-7 thru 8-10

8-11 thru 9-2

< 12

< 12

< 19

Pass Fail

Pass Fail

Pass Fail

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

����WKUX����

9-7 thru 9-10

9-11 thru 10-2

< 24

< 24

����

Pass Fail

Pass Fail

Pass Fail

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

�����WKUX�����

10-7 thru 10-10

10-11 thru 11-2

����

< 28

< 28

Pass Fail

Pass Fail

Pass Fail

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

�����WKUX�����

11-7 thru 11-10

11-11 thru 14-0

< 28

< 28

< 28

Pass Fail

Pass Fail

Pass Fail

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

3DWLHQWȇV�1DPHBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

G�R�EBBBBBBBBBBBBB
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Pictorial Pediatric Symptom Checklist- 17 Scoring Instructions
The Pictorial PSC-17 is for children 4- to 18-years of age and serves as an accu-
rate quick screen for attentional, behavioral, and emotional/mental health prob-
lems. To score the Pictorial PSC-17, a value of 0 is assigned to “never [nunca]”, 
1 to “sometimes [algunas veces]” and 2 to “often [con frequencia.]” Groups of 
items (described below) are then summed to create factor scores. Totals can be 
placed on the parent-completed form or in the child’s chart. If you need this mea-
sure in languages other than English or Spanish or wish to use the Youth Self-Re-
port version go to www.psc.partners.org for downloads. 

Assign a value of 0 to “never/nunca,” 1 to “sometimes/algunas veces” and 2 to 
“often/con frecuencia.” Then add the values for each set of items that produce the 
three Pictorial PSC-17 factors:

-HJ[VY��!�([[LU[PVU�:\IZJHSL�JVUZPZ[Z�VM�[OLZL�Ä]L�P[LTZ!
1. Fidgety, unable to sit still [Nervioso, incapaz de estarse quieto]
2. Acts as if driven by motor [Es incansable]
3. Daydreams too much [Sueña despierto con mucha frecuencia]
4. Distracted easily [Se distrae con facilidad]
7. Has trouble concentrating [Tiene problemas para concentrarse]

*OPSKYLU�^OV�YLJLP]L���VY�TVYL�WVPU[Z�VU�[OLZL�Ä]L�P[LTZ�ULLK�H�^VYR�\W�MVY�
H[[LU[PVU�KLÄJP[�O`WLYHJ[P]P[`�KPZVYKLY��>P[O�JOPSKYLU���`LHYZ�VY�VSKLY�HKTPUPZ[LY�
the Safety Word Inventory and Literacy Screener since inattention can be a 
symptom of learning disabilities. The Vanderbilt ADHD Scale is a good choice for 
JVUÄYTPUN�WVZZPISL�(+/+��

-HJ[VY��!�0U[LYUHSPaPUN�:\IZJHSL�(meaning features consistent with depression 
HUK�VY�HU_PL[`��JVUZPZ[Z�VM�[OLZL�Ä]L�P[LTZ!
 5. Feels sad [Se siente triste, infeliz]
 6. Feels hopeless [Se siente sin esperanzas]
 9. Is down on self [Se critica duramente a sí mismo]
10. Worries a lot [Se preocupa mucho]
11. Seem to have less fun [Parece divertirse menos que antes]

*OPSKYLU�^OV�YLJLP]L���VY�TVYL�WVPU[Z�VU�[OLZL�Ä]L�P[LTZ�ULLK�[V�IL�YLMLYYLK�MVY�
counseling and may also need to be considered for anti-depressants, anxiolytics, 
etc.

7:*�,_[LYUHSPaPUN�-HJ[VY��TLHUPUN�MLH[\YLZ�VM�JVUK\J[��VWWVZP[PVUHS�KLÄHU[�VY��
rage disorders, etc.) consists of these 7 items:
 8. Fights with other children [Pelea con los demás]
12. Does not listen to rules [Desobedece las reglas]
13. Does not understand others feelings [No entiende los sentimientos de los  
 demás]
14. Teases others [Molesta o se burla de otros]
15. Blames others for his troubles [Culpa a otros por sus problemas]
16. Takes things that do not belong to him or her [Toma cosas que no le 
 pertenecen]
17. Refuse to share [Se rehusa a compartir]

Children who receive 7 or more points on these seven items need behavioral/
mental health intervention and counseling with medication management if rele-
vant.

©Jellinek M (as adapted with permission by Leiner M, Shirsat P, & Meza T).  Permission is granted to reproduce this page.
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6

Pictorial Pediatric Symptom Checklist - 17

__________________________________ _________________ _________________
Child’s Name     Date of Birth  Today’s Date

7SLHZL�THYR�\UKLY�[OL�OLHKPUN�[OH[�ILZ[�Ä[Z�`V\Y�JOPSK!

Fidgety, unable to sit still

(J[Z�HZ�PM�KYP]LU�I`�H�TV[VY

+H`KYLHTZ�[VV�T\JO

+PZ[YHJ[LK�LHZPS`

Feels sad, unhappy

1

2

3

4

5

NEVER SOMETIMES OFTEN

NEVER SOMETIMES OFTEN

NEVER SOMETIMES OFTEN

NEVER SOMETIMES OFTEN

NEVER SOMETIMES OFTEN

© 2005 1LSSPULR�4��HZ�HKHW[LK�^P[O�WLYTPZZPVU�I`�.HYKULY�>�HUK�3LPULY�4��:OPYZH[�7��HUK�4LaH�;����7LYTPZZPVU�PZ�NYHU[LK�[V�YLWYVK\JL�[OPZ�WHNL� Keep Going! À
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Feels hopeless

Has trouble concentrating

Fights with other children

Is down on him or herself

Worries a lot

6

7

8

9

10

NEVER SOMETIMES OFTEN

NEVER SOMETIMES OFTEN

NEVER SOMETIMES OFTEN

NEVER SOMETIMES OFTEN

NEVER SOMETIMES OFTEN

Seems to be having less fun

NEVER SOMETIMES OFTEN

11

© 2005 Jellinek M (as adapted with permission by Gardner W and Leiner M, Shirsat P, and Meza T).  Permission is granted to reproduce this page. Keep Going!
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Does not listen to rules

Does not understand other people’s feelings

Teases others

Blames others for his or her troubles

Takes things that do not belong to him or her16

NEVER SOMETIMES OFTEN

NEVER SOMETIMES OFTEN

NEVER SOMETIMES OFTEN

NEVER SOMETIMES OFTEN

NEVER SOMETIMES OFTEN

 Refuses to share 

NEVER SOMETIMES OFTEN

17

 - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -
Factor 1_______

Factor 2_______

Factor 3 ______

12

13

14

15

© 2005 Jellinek M (as adapted with permission by Gardner W and Leiner M, Shirsat P, and Meza T).  Permission is granted to reproduce this page.
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INTRODUCTION
In this chapter, we cover psychosocial risk and its adverse impact on developmental outcomes. 
3V\FKRVRFLDO�ULVN�WDNHV�D�XQLTXH�WROO�RQ�HPHUJLQJ�ODQJXDJH�VNLOOV��,Q�WXUQ��FRPPXQLFDWLRQ�GLɟFXOWLHV�
are the single best early predictor of problematic long-term outcomes such as school failure, high school 
dropout, and unemployment. 

:KLOH�SV\FKRVRFLDO�ULVN�PD\�EH�D�FDXVH�RI� ODQJXDJH�GHOD\V�� ODQJXDJH�GLɟFXOWLHV�DUH�DOVR� LQKHUHQW� WR�
almost all developmental disabilities including autism spectrum disorder, intellectual disabilities, 
orthopedic impairment (including cerebral palsy, traumatic brain injury), and learning disabilities (a 
FRPPXQLFDWLRQ�SUREOHP�IRFXVHG�RQ�RUDO�DQG�ZULWWHQ�ODQJXDJH�GLɟFXOWLHV���/DQJXDJH�GHȴFLWV�FDQ�EH�D�
stand-alone condition or occur in the absence of other diagnoses. 

Finally, there are predictable and typical delays in some aspects of language development when children 
are learning a second language or learning two languages at once. But often, children have a combination 
of the above three factors: psychosocial risk, bilingual/dual-language learning and developmental 
disabilities. Teasing apart the causes is important because interventions need to vary accordingly. 

Language is a unifying thread across a host of developmental challenges, and thus language skills deserve 
the most vigilant and careful scrutiny in efforts at early detection. Sadly, language is the domain least 
attended to in primary care. This may be because we have an understandably intense focus on physical 
health and thus motor development or because the informal tools we often use are not up to the task 
of detecting language problems or because we don’t prioritize language delays when we spot them. In 
DQ\�FDVH��ODQJXDJH�SUREOHPV�DUH�QRW�RQO\�WKH�PRVW�FRPPRQ�RI�FKLOGKRRG�GLɟFXOWLHV��EXW�DUH�YLUWXDOO\�
impossible to detect without quality screening tools. 

Some of the issues in this chapter touch on cultural differences among Americans of various backgrounds 
and languages. We also recommend reading Chapter 12 for information on working with diverse 
IDPLOLHV��)RU�VSHFLȴFV�RQ�TXDOLW\�VFUHHQLQJ�WRROV��SOHDVH�UHDG�&KDSWHU����DQG�IRU�D�ZRUNDEOH�GHWHFWLRQ�
process, read Chapter 5. 

CHAPTER HIGHLIGHTS
I. Glossary of Terms 

II. Impact of Psychosocial Risk and Resilience

III. Typical Language Development

IV. Language Issues Across Developmental Vulnerabilities and Disabilities

V. Red-Flags in Language Development

VI. Acquiring English as a Second Language

VII. Dual/Simultaneous Language Learning

VIII. Bilingualism With or Without Psychosocial Risk

IX. Case Examples

X. Recommendations for Early Detection of Language Problems in Primary 
Care

XI. Developmental Promotion with Families at Risk or Multi-/Bilingual and 
Dual Language Learners 

XII. Referring for a Speech-language Evaluation

XIII. Resources for Parents and Professionals
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DEFINITIONS

Psychosocial Risk Factors
Limited parental education, single parent status, parental mental health problems, problematic 
parenting style, large family size, frequent household moves, poverty, and ethnic minority/
non-English speaking. Multiple psychosocial risks often lead to developmental delays.

Resilience
Refers to protective factors, that even in the face of psychosocial risk help ensure typical 
development.

Simultaneous Language Acquisition
Two languages are spoken to a child in early infancy; child develops both languages 
simultaneously in naturalistic settings with competence in both languages similar to 
monolinguals. 

Sequential Language Acquisition (also Known as Bilingualism)
Consecutive language learners encompassing different groups of children; typically used 
to describe children who speak their native language in the home and are later exposed to 
English in school or elsewhere in the community. 

Language Delay
The emergence of language that is relatively late, albeit typical in its pattern of development. 
Nevertheless, “catching up” is not guaranteed. Aggressive developmental promotion and 
intervention is essential.

Speech and Language Impairments
Occur when a child has substantial language delays or disordered language development that 
may be acquired (e.g., result from illness, injury or environmental factors) or congenital and 
XVXDOO\�LQYROYH�GLɟFXOW\�SXWWLQJ�ZRUGV�WRJHWKHU�WR�IRUP�VHQWHQFHV�

Interference or Transfer
2FFXUV�ZKHQ�D�FKLOG�PDNHV�DQ�(QJOLVK�HUURU�GXH�WR�WKH�GLUHFW�LQȵXHQFH�RI�WKHLU��QRQ�(QJOLVK��
ȴUVW�ODQJXDJH��

Silent Period
:KHQ�FKLOGUHQ�DUH�ȴUVW�H[SRVHG�WR�D�VHFRQG�ODQJXDJH�WKH\�IUHTXHQWO\�IRFXV�RQ�OLVWHQLQJ�DQG�
comprehension, often remain quiet and speak very little while they focus on understanding 
a new language.

Code-Switching
Involves changing languages within phrases or sentences, a common occurrence in bilingual 
speakers. 

Language Loss or Subtractive Bilingualism
2FFXUV�ZKHQ�HDUO\� ODQJXDJH� OHDUQHUV� �(//V�� ORVH� VNLOOV� DQG�ȵXHQF\� LQ� WKHLU�ȴUVW� ODQJXDJH�
when it is not reinforced and maintained. 

Additive Bilingualism
$�UHFRPPHQGDWLRQ�IRU�LQVWUXFWLRQ��L�H���WKDW�LI�(//V�DUH�OHDUQLQJ�(QJOLVK��WKHLU�ȴUVW�ODQJXDJH�
and culture should be maintained and reinforced.

I. Glossary of Terms

Table 10-1. Glossary of Terms in Psychosocial Risk and Bilingual/Dual Language 
           Learning
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II. The meanInG and ImpacT of psychosocIal rIsk

Psychosocial risk refers to the many challenges facing children whose families have limited socioeconomic 
status (SES). Risk factors include parents with less than a high school education, who are single, have 
more than three children to care for, abuse substances, are victims of domestic violence, lack extended 
families to provide social support and advice, have mental health problems including depression and 
anxiety, are unemployed, homeless, have frequent household moves, are ethnic minorities or do not 
speak English.1 Four or more such factors in families tend to generate a downward developmental spiral 
in children. In infancy, development is typical. By preschool there are substantial delays. By kindergarten 
entrance, children at risk are far behind their more advantaged classmates. This troubling progression 
leads to subsequent problems including grade-retention during elementary school, high school drop-
RXW��WHHQ�SUHJQDQF\��XQHPSOR\PHQW�DQG�FULPLQDOLW\��%\�WKH�WLPH�FKLOGUHQ�DUH���\HDUV�ROG��WKRVH�ZLWK�
multiple risk factors tend to score at or below the 16th percentile in academics, and also on measures of 
other skills essential for school success (e.g., language, intelligence).2

Should providers worry about academic performance at or below the 16th percentile, given that the 
16th percentile is normal for height, weight, and head circumference? Yes! In a classroom of 25 children, 
those performing at the 16th percentile and even up to the 25th percentile, are in the bottom fourth of 
their class. Teaching is aimed at the middle third of learners—usually the 33rd to 66th percentile and 
instruction will not resonate with children who are delayed and thus lack prerequisite skills. Children 
who arrive behind, tend to stay behind and to become further and further behind with time.

We know that smaller class sizes enable teachers to individualize instruction thus preventing in-grade 
retention and high school dropout.3 But short of a Federal funding miracle, dramatic increases to the 
WHDFKHU�ZRUNIRUFH� DUH� XQOLNHO\�� $QG� EHFDXVH� FKLOGUHQȇV� GLɟFXOWLHV� RIWHQ� HPHUJH� E\� ��� WR� ���PRQWKV�
RI� DJH�� HDUO\�SUHYHQWLRQ�DQG� LQWHUYHQWLRQ�DUH� WKH�ȴUVW� DQG�EHVW� OLQHV�RI�GHIHQVH�� 6R�KRZ�GR�ZH� VSRW�
children with developmental vulnerabilities due to psychosocial risk? How do we prevent problems 
IURP�GHYHORSLQJ�LQ�WKH�ȴUVW�SODFH"

Parenting, Psychosocial Risk and Resilience
There are a number of distinct parenting behaviors associated with positive developmental outcomes. 
These include: communicative play and conversation (e.g., repeating a baby’s sounds and modeling 
new ones; naming objects and people in which a young child is showing interest, i.e., actively teaching 
new words; and frequent book-sharing).� Indeed, the sheer volume of words spoken to children is a 
powerful predictor of cognitive and language skills.5 But we also want parents to enjoy communicative 
play (and to sense their child is interested and responsive)—meaning we need to model and encourage 
happy interactions. Important for encouraging positive perceptions is helping parents learn to soothe 
their child when he or she is upset.6 Even in the face of psychosocial risk factors positive parent-child 
interactions build resilience that protects against declines in developmental status.

Figure 10-1 shows the powerful nature of parent-child interactions in promoting development. Also 
visible are the consequences of problematic interactions and perceptions. When parents reported they 
rarely read aloud or commented on children’s interests, felt their child did not enjoy communication, or 
ZDV�GLɟFXOW�WR�VRRWKH��HWF���FKLOGUHQȇV�GHYHORSPHQWDO�VWDWXV�GURSSHG�SUHFLSLWRXVO\�VWDUWLQJ�DW���PRQWKV�
of age (see lighter line with diamonds). In contrast those parents who talked with their children at meals, 
read aloud, and perceived their child as enjoying communication had strong, consistent and positive 
developmental outcomes (see darker line with squares).

The impact of psychosocial risk also speaks well to the various American Academy of Pediatrics’ 
policies (described in Chapter 5) on early detection. Primary care providers, indeed all professionals 
who encounter young children, need to carefully counsel and monitor families in the face of parenting 
practices associated with less than optimal language development. If we focus on supporting and 
improving parenting skills, we can help prevent language delays that lead in turn to cognitive delays 
that result in ongoing academic problems, that lead to school failure, disenfranchisement, high school 
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Working with Parents Who Have Psychosocial Risk Factors, Including Those Who are 
Non-English Speaking or Have Literacy Challenges

Early detection and intervention with families with psychosocial risk factors is not always easy: Parents 
PD\�KDYH�GLɟFXOW\�FRPPXQLFDWLQJ�LQ�(QJOLVK�DQG�PD\�KDYH�OLWHUDF\�SUREOHPV�LQ�DQ\�ODQJXDJH��7KHVH�
IDFWRUV�FDQ�OHDG�WR�SRWHQWLDOO\�GLɟFXOW�HQFRXQWHUV�LQYROYLQJ�

Parents’ Issues:
(a) Parents may not realize that primary care embraces non-medical issues and thus may not consider 

PCPs as helpful sources for child-rearing information;7

(b) Low SES families are not likely to raise concerns spontaneously—meaning that if providers don’t 
ask about developmental-behavioral concerns, parents may not share their worries;8

(c) Parents with limited literacy may engage in “face-saving” (e.g., when presented with written 
questionnaires. They may just circle “no” to multiple choice questions and thus inadvertently 
threaten the validity of screening test results);

Providers’ Issues: 
(d) Clinicians sometimes assume that families with psychosocial risk are too consumed with day-to-day 

challenges to even notice when their children are behind;
(e) If unsure how to check on literacy, clinicians may give parents written forms to complete that 

families cannot read;

Figure 10 – 1. Impact of Parent-Child Interactions on Developmental Status*†

3DUHQWȇV� SHUFHSWLRQV� DQG� SDUHQW�FKLOG� LQWHUDFWLRQV� VLJQLȴFDQWO\� DVVRFLDWHG� ZLWK� SRVLWLYH� RXWFRPHV� LQFOXGHG� ��
RU�PRUH�RI� WKH� IROORZLQJ�� WDONLQJ�GXULQJ�PHDOV��KHOSLQJ�FKLOGUHQ� OHDUQ�QHZ�WKLQJV��UHDGLQJ�DORXG��FRQȴGHQFH� LQ�
VRRWKLQJ��HQMR\LQJ�WKH�FKLOG��DQG�VHQVLQJ�WKH�FKLOG�DV�LQWHUHVWHG�LQ�FRQYHUVLQJ��3DUHQWV�ZKR�UHSRUWHG�IHZHU�WKDQ�
��VXFK�SHUFHSWLRQV�RU�LQWHUDFWLRQV�KDG�FKLOGUHQ�ZKR�SHUIRUPHG�VXEVWDQWLDOO\�ORZHU�RQ�GHYHORSPHQWDO�PHDVXUHV��

ȍ�IURP�*ODVFRH�)3��/HHZ�6��3DUHQWLQJ�%HKDYLRUV��3HUFHSWLRQV��DQG�3V\FKRVRFLDO�5LVN��,PSDFW�RQ�&KLOG�'HYHORSPHQW��
3HGLDWULFV���������������������8VHG�ZLWK�SHUPLVVLRQ�

dropout, unemployment, and most other adverse adult outcomes. We also need to intervene with 
parents’ psychosocial risk factors (e.g., referrals to social services for assistance stabilizing housing, 
food, job training, mental health interventions, etc.). 
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(f) Limited skills in dealing with language barriers (including how to determine whether translation 
services are effective in relaying the critical information);

(g) Finding parenting information or children’s books in languages other than English or Spanish is an 
ongoing challenge for health professionals (although publications in other languages are increasing 
rapidly);

(h) Clinicians may be unprepared for the large increase in screening test failures if working with an 
at-risk population. In one study, 80% of children newly enrolled in Head Start performed poorly on 
screens;9

(i) Providers are often frustrated with referrals to IDEA because many children at psychosocial risk 
will not qualify. Clinicians may be unaware of alternative referral options.

Barriers to quality developmental-behavioral care are surmountable. At the end of this chapter are 
suggestions for handling the challenges presented by families with low SES and thus psychosocial risk. 
It is crucial to implement solutions for families whose children have developmental vulnerabilities 
because we can often prevent the downhill trajectory that leads to school failure, disenfranchisement, 
and poor overall life outcomes. 

III. TypIcal lanGuaGe developmenT

Because psychosocial risk takes a subtle yet burgeoning toll on language development and because 
GHȴFLWV�LQ�ODQJXDJH�DUH�KDUELQJHUV�RI�VXEVWDQWLDO�SUREOHPV�LQ�WKH�IXWXUH��LW�LV�KHOSIXO�WR�EHFRPH�IDPLOLDU�
with the increasing diversity and progression of language skills in typically developing children. In Table 
�����ZH�SURYLGH�GHȴQLWLRQV�IRU�WKH�PDQ\�WHUPV�XVHG�E\�VSHHFK�ODQJXDJH�SURIHVVLRQDOV��,Q�7DEOH������ZH�
list (approximately) 50th percentile milestones for receptive and expressive language skills by age.

Also included are social-emotional skills because effective communication depends on response to and 
H[SUHVVLRQV�RI�DIIHFW��H�J���D�VPLOH��D�UDLVHG�YRLFH��D�KHDG�QRG��D�VFRZO���7KH�HPSKDVLV�DQG�LQȵHFWLRQV�
we use in a sentence such as “,�GLG�LW�” can convey very different meanings (e.g., an admission of guilt 
versus an exclamation about success and pride). Healthy language development is dependent on warm, 
responsive transactions with parents and these interchanges ensure that children learn to communicate 
meaningfully—express their own needs and feelings while also learning to understand and respond to 
the needs and feelings of others.

Note carefully that determining the adequacy of language skills requires measurement. Even the most 
seasoned of speech-language pathologists do not rely solely on clinical acumen, but instead carefully 
evaluate language ability. Discerning complex skills such as breadth of vocabulary, average sentence 
length, quality of grammatical constructions, or articulation prowess is not possible without measurement. 
In a brief well-visit that also includes an enormous health agenda, children’s skills may be variably 
demonstrated if at all. A young patient may be ill, intimidated, crying, or even asleep. Screening tests, 
particularly those relying on information from parents, enable quick determination of the presence or 
DEVHQFH�RI�SUREDEOH�GLɟFXOWLHV��HYHQ�ZKHQ�FKLOGUHQ�GR�QRW�GHPRQVWUDWH�WKH�IXOO�FRPSOLPHQW�RI�WKHLU�
skills. Screens are, by nature, brief, so not all skills described in Table 10-3 are sampled by screening 
measures. But understanding age-related features of typically-developing language and concomitant 
social-emotional skills, helps providers understand the diverse and evolving nature of language, and 
thus the content of screening as well as diagnostic tools. 
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Table 10 –2. Terminology in Speech-Language Development 

Receptive Language   Understanding of words, sentences, and gestures

Expressive Language   Use of words, sentences, sounds, and gestures to communicate

Articulation    Pronunciation of sounds and words

Proto-Declarative Pointing�� 8VH�RI�LQGH[�ȴQJHU�WR�LQGLFDWH�WR�DQRWKHU�SHUVRQ�VRPHWKLQJ�RI�LQWHUHVW� 
     meaning, “/RRN�DW�WKDW�”

Proto-Imperative Pointing�� 8VH� RI� LQGH[� ȴQJHU� WR� LQGLFDWH� WR� DQRWKHU� SHUVRQ� VRPHWKLQJ�  
     desired, meaning “*HW�WKDW�IRU�PH�”

Babbling:

   Reduplicative Babbling  Repetition of nearly identical consonant+vowel sounds (e.g.,  
     “PDPDPDPDPD”)

   Non-Reduplicative Babbling  (Also called variegated babbling, is the use of repeated but  
     varied consonant+vowel sounds (e.g., “SDPDGREHGD”)

Holophrases    Also called “megawords” are the use of single or compound  
     words to express a complex idea (e.g., “8S” meaning “Pick me  
     up�” “Allgone” meaning “There’s nothing left”)

Intonation    Variations in pitch used to convey meaning (e.g., a rising pitch  
     when asking a question)

Jargon     Use of sounds along with intonation (and the occasional  
     megaword) in a way that sounds like the language a child hears  
     most often but lacking much discernable meaning [e.g., “SDPDGREHGD?”  
     (with a rising pitch) versus “SDPDGREHGD�” (with emphasis on  
     the last sound)]. Offering a toy telephone to a young toddler  
     usually elicits jargonning with all the intonations typical  
     of the language(s) spoken by parents. 

Telegraphic Speech   Use of varied, non-memorized two-word noun+verb utterances  
     to convey complex ideas (e.g., “FRRNLH� ZDQW” or “ZDQW� EDQDQD”).  
     Words such as “,” or “the” are non-essential and rarely used at 
     this level of language development. 

Echolalia     Repetition of words or sentences usually those just spoken  
     by others. Echolalia can be typical (e.g., if a child is asked “do  
�� � � � \RX� ZDQW� PLON"” they may repeat the question before answering  
     “ZDQW� PLON”). Echolalia is a way to internalize and practice the  
     meaning of what a child has heard and peaks around 30-months  
     of age. In children with autism spectrum disorder, echolalia  
     continues at older ages and often without an actual answer  
     to questions. Nevertheless, echolalia is an important indicator  
     of future ability to communicate independently.

Stuttering     Typical stuttering is the repetition of whole words or initial  
     syllables (e.g., “EH�EH�EH�EHFDXVH”) and is common in preschoolers. 
     Atypical stuttering is repetition of only the initial sound  
     (e.g., “n-n-n-n- no”) with emerging frustration, vocal spasms, etc. 

Intelligibility   How well a child articulates sounds of words and is understood  
     by parents and most especially by unfamiliar others.
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Table 10 – 3. Language and Social-Emotional Development in the 0 - 8-Year Age-Range

Chronological Age Social/Emotional Receptive Language Expressive Language

~ 1 month Discriminates mother voice

Cries out of distress

Startles to loud noise Makes sounds other than crying 

~ 2 months Reciprocal smiling - responds to adult 
voice and smile

Alerts to voice / sound Coos (e.g., “oooh” and “aah”)

Social smile (6 wks)

Gurgles when vocalizing

~ 3 months Expression of disgust (sour taste, loud 
sound)

Visually follows person who is moving 
across a room 

Regards speaker Chuckles 

Vocalizes when talked to

~ 4 months Smiles spontaneously at pleasurable 
sight/sound

Stops crying at parent voice

To and fro alternating vocalizations 
with others

Orients head in direction of a voice 

Stops crying to soothing voice

Laughs out loud

Vocalizes when alone

~ 5 months Recognizes caregiver visually

Forms attachment-relationship to 
caregiver

Begins to respond to name Says “Ah-goo” (or other vowel 
+consonant combinations)

Razz, squeal

Expresses anger with sounds other 
than crying 

~ 6 months Stranger anxiety: recognizes familiar 
vs. unfamiliar people

Stops momentarily to “no”

Gestures for “up”

Reduplicate babble with conso-
nants

Listens then vocalizes when adult 
stops 

Smiles/Vocalizes to mirror

~ 7 months Looks from object to parent and back 
when wanting help (e.g., with a wind-
up toy)

Looks toward familiar object when 
named

Attends to music

Increasing variety of syllables 

Repeats same syllables (e.g., 
“mamamama”)

~ 8 months Lets parents know when happy vs. 
upset

Engages in gaze monitoring: adult 
looks away and child follows adult 
glance with own eyes

Responds to “come here”

Looks for family members when 
asked, “Where’s Mama?...etc.

:H`Z�¸4HTH¹��UVU�ZWLJPÄJ�

Non-reduplicate babble (e.g., 
“wapa”)

Imitates sounds

~ 9 months Uses sounds to get attention 

Separation anxiety

Follows a point “Oh look at... “

Recognizes familiar people visually

Enjoys gesture games

Orients to name well

Turns head upward and diagonally to 
view source of sound

¸4HTH¹��UVU�ZWLJPÄJ�

Increased non-reduplicate babble 
(e.g, “wapa” +”mada”)

Imitates sounds

Gestures (e.g., reaching, pointing)

~ 10 months Experiences fear 

Looks preferentially when name is 
called

Enjoys Peek-A-Boo

Waves “bye-bye” back

:H`Z�¸+HKH¹��ZWLJPÄJ�

Waves bye-bye

Adds new consonant sounds to babbling

~ 11 months Gives objects to adult for action after 
demonstration (lets adult know he 
needs help)

Stops activity when told “no”

Bounces to music

:H`Z�ÄYZ[�^VYK

Vocalizes to songs

~ 12 months Shows objects to parent to share 
interest 

Points in order to get desired object 
(Proto-imperative pointing)

Follows 1-step command with gesture

Recognizes names of two objects–
looks at each correctly when named

Points in order to get desired object 
(Proto-imperative pointing)

Uses several gestures with vocaliz-
ing (waving, reaching, etc.)

~ 13 months Shows desire to please caregiver

Solitary play

Functional play

Looks appropriately when asked

 “Where’s the ball?”, etc.

Uses three words

0TTH[\YL�QHYNVUPUN��0UÅLJ[PVUZ�
without real words)

table continues...
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Chronological Age Social/Emotional Receptive Language Expressive Language

~ 14 months Points at object to express interest (e.g., 
to get parent to name it) (Proto-declara-
tive pointing)

Purposeful exploration of toys through 
trial and error

Follows one-step command without 
gesture (e.g., “give it”)

Names one object

Points at object to express interest 
(e.g., to get parent to name it) (Pro-
to-declarative pointing)

~15 months Shows empathy (if someone else cries, 
child looks sad)

Hugs adult in reciprocation

Recognizes without a demo that a toy 
requires activation and hands it to an 
adult if can’t  operate 

Points to 1 body part 

Points to 1 object of 3 

Gets object from another room upon 
demand

Uses 3 - 5 words

Mature jargoning with real words

~ 16 months Kisses by touching lips to  skin

Periodically visually relocates  
care-giver

Self-conscious: embarrassed when 
aware of  people observing

Understands simple commands 
“Bring to mommy”

Points to one picture when named

Uses 5-10 words

~ 18 months Passes M-CHAT

Engages in pretend play with other peo-
ple (e.g., tea party, birthday party 

Begins to show shame (when does 
wrong) & possessiveness

Points to 2 of 3 objects when named

Points to 3 body parts

Points to self

Understands “mine”

Points to familiar people when named

Uses 10-25 words

Uses giant words (all gone, stop 
that)

Imitates environmental sounds (e.g., 
animals)

Names one picture on demand

~ 20 months Begins to have thoughts about feelings

Engages in tea party with stuffed ani-
mals or dolls

Kisses with pucker

Points to three pictures

Begins to understand her / him / me

Holophrases (“Mommy?”and points 
at keys, meaning “These are Mom-
my’s keys”)

Two-word combinations

Answers requests wtih “no”

~ 22 months Watches other children intensely

)LNPUZ�[V�ZOV^�KLÄHU[�ILOH]PVY

Points to 4 – 5 pictures whennamed

Points to 5 – 6 body parts 

Points to 4 pieces of clothing when 
named

Uses 25-50 words

Asks for more 

Adds 1-2 words per week

~ 24 months Parallel play

Begins to mask emotions for social 
etiquette

Follows two-step command

Understands me / you

Points to 5-10 pictures

2 word sentences (noun+verb)

Telegraphic speech

50% intelligibility

Refers to self by name

Names 3 pictures

Uses two-word sentences 
(noun+verb)

Telegraphic speech

50 + words in vocabulary

50% intelligibility

Refers to self by name

Names 3 pictures

Add new consonant sounds (e.g., “g”, “h”)

~ 2 years, 4
      months

Reduction in separation anxiety Understands “just one” Repeats 2 digits

Begins to use pronouns (I, me, you)

Names 10-15 pictures

~ 2 years, 6
      months

Imitates adult activities (e.g., sweeping, 
talking on phone, pretending to hunt 
animals)

Follows 2 prepositions: “Put block in 
. . .on box”

Points to objects by use: “ride in” ... 
“put on feet” . . .”write with”

Echolalia and jargoning gone

Names objects by use

Refers to self with correct pronoun

9LJP[LZ�WHY[Z�VM�^LSS�RUV^U�Z[VY`�ÄSSZ�
in words

 ~ 2 years, 9
       months

Begins to take turns

Tries to help with household tasks

Understands three prepositions

Understands dirty, wet 

.P]LZ�ÄYZ[�HUK�SHZ[�UHTL

Counts to 3

Begins to use past tense

Enjoys being read to (short books)

Table 10 – 3. Cont’d

table continues...
table continues...
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Chronological Age Social/Emotional Receptive Language Expressive Language

~ 3 years, 0 
       months

~ 3 years, 6
     months

Starts to share with/without  prompt

Fears imaginary things

Imaginative play

Uses words to describe what   someone 
else is thinking (“Mom thought I was 
asleep”)

Points to parts of pictures (nose of 
cow, door of car)

Understands action words: “playing...
washing...blowing”

Names body parts when functions 
described

Understands negatives

Groups objects (foods, toys)

Understands long/short

Uses 200+  words

3 word sentences

Uses pronouns correctly

75% intelligibility

Acquires new consonant sounds 
(e.g., “f”, “t”, “j”, “s”)

Uses plurals 

Names body parts by use

Asks to be read to

~ 4 years, 0 
      months

~ 4 years, 6
       months

Deception – interested in  “tricking” 
others, and concerned  about being 
tricked by others

Has a preferred friend

Labels happiness, sadness, fear and  
anger in self 

Group play

Follows three step commands

Points to things that are the same 
versus different

Names things when actions are 
described (e.g., it swims in water, you 
cut with it, it’s something you read, it 
tells time.)

Repeats 4 – 6 syllable sentence

Uses 300-1000 words

Tells stories

May repeat words in sentences 
(e.g., (“Mom, Mom, … I, I want….”)

100% intelligibility with few articu-
lation errors

Uses “feeling” words

Uses words that tell about time

~ 5 years, 0 
       months

~ 5 years, 6 
       months

Has a group of friends 

Apologizes for mistakes

Responds verbally to good fortune of 
others

Knows right and left on self 

Points to different one in a series

Understands “er” endings, (e.g., 
batter, skater).

Understands adjectives:bushy, long, 
thin, pointed

Enjoys rhyming words and allitera-
tions

Produces words that rhyme

Points correctly to “side”, “middle”, 
“corner”

Repeats 6 – 8 syllable sentence

+LÄULZ�ZPTWSL�^VYKZ

2000 words

Knows telephone number

Responds to why questions

Retells stories with clear beginning, 
middle, end

Word repetitions in sentences wane 
(single sound repetitions e.g., s-s-
s-s-, absent)

~ 6 years, 0
       months

~ 6 years, 6
      months

Has best friend of same sex

Plays board games

Distinguishes fantasy from reality

Wants to be like friends and please 
them

Enjoys school

Asks what unfamiliar words mean

Can tell which words do not belong 
in a group

Repeats 8 – 10 word

    Sentences

Describes events in an 

    orderly way

Masters sounds of “r” and “l”

Knows days of the week

10,000 word vocabulary

Masters pronunciation of consonant 
digraphs (e.g., “st-”, “dr”)

~ 7 - 8 years Avoids hurting others in play

Learns from mistakes

Helps younger children

Strong notions about what is fair

Takes turns in conversations

+LSH`Z�NYH[PÄJH[PVU�HUK�^HP[Z�[V�[HRL�[\YU

Interested in the opinions of peers

Understands “opposites” and word 
analogies

Answers “who”, “why”, 
“when’,”where” and “how” questions

Knows right from left on others

Understands days and months

Masters “r” sound in speech

Tells time

Uses complex and compound 
sentences

Talks about a range of topics

Table 10 – 3. Cont’d
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IV. lanGuaGe Issues across varIous Types of dIsabIlITIes

Of all human capabilities, facility with language is the most sophisticated and complex. Language 
VNLOOV�UHȵHFW�RXU�FRJQLWLRQV��L�H���XQGHUVWDQGLQJ�RI�DQG�UHODWHGQHVV�WR�RXU�ZRUOG��6R�LW�LVQȇW�VXUSULVLQJ�
WKDW�ODQJXDJH�GHȴFLWV�DUH�DOVR�D�GLVWLQJXLVKLQJ�IHDWXUH�RI�DOPRVW�DOO�GHYHORSPHQWDO�EHKDYLRUDO�PHQWDO�
KHDOWK�SUREOHPV��)RU�HDFK�W\SH�RI�GLVDELLW\�WKHUH�DUH�XQLTXH�ODQJXDJH�SUREOHPV��,QFOXGHG�LQ�7DEOH������
DUH�GHVFULSWLRQV�RI�ODQJXDJH�GLɟFXOWLHV�DVVRFLDWHG�ZLWK�YDULRXV�FRQGLWLRQV��7DEOH������LV�DOVR�GHVLJQHG�
to aid clinicians in attending carefully to language development. 

Table 10 – 4. Common Conditions and Their Language Manifestations

CONDITION AND 
CAUSE

RECEPTIVE COMMUNICATION 
PROBLEMS

EXPRESSIVE COMMUNICATION 
PROBLEMS

DEVELOPMENTAL DELAY

Psychosocial Risk 
(including abuse, 
neglect, and slow 
learning)

Trouble understanding abstract terms 
and following multi-step instructions—
relies on behavior of others as a guide 
to comprehension or may act out when 
failing to understand 

Less talkative with fewer conversational skills 
than expected; seldom volunteers ideas or 
discusses feelings; utterances shorter than 
peers; may engage in aggressive behavior 
instead of using language to solve problems 

Bilingual with 
Psychosocial Risk

May misinterpret directions or have 
GLɟFXOW\�WUDQVLWLRQLQJ�IURP�QDWLYH�
language to English when there is not 
a native language word to represent a 
concept in English 

6SHHFK�ȵXHQF\�DQG�XVDJH�PD\�EH�DIIHFWHG�
when complex language is developing—and 
with emotional stress. This may be seen when 
expressing feelings via increased stuttering 

Dual Language 
Learner with 
Psychosocial Risk

0D\�KDYH�GLɟFXOW\�DFTXLULQJ�ODQJXDJH�
if concepts in either language are newly 
emerging

$ELOLW\�WR�H[SODLQ�GLɟFXOW�VLWXDWLRQV�RU�
emotional challenges may impact formulation 
of coherent sentences, especially in the 
absence of encouragement and models. 
)OXHQF\�GLɟFXOWLHV�RU�VWXWWHULQJ�LV�OLNHO\

DEVELOPMENTAL DISABILITY

Autism Spectrum 
Disorder

'LɟFXOW\�DQDO\]LQJ��LQWHJUDWLQJ�DQG�
processing information; misinterpretation 
of social cues

Variability in speech production from 
functionally nonverbal to echolalic speech 
to nearly typical speech; use of language 
in social situations is more challenging 
than is producing language (e.g., may have 
adequate articulation skills and sentence 
VWUXFWXUH���EXW�GLɟFXOW\�VHOHFWLQJ�WKH�ULJKW�
words to represent intended meaning; often 
mechanical voice quality

Brain Injury

'LɟFXOW\�PDNLQJ�FRQQHFWLRQV��LQIHUHQFHV�
and using information to solve problems; 
challenges in attention and memory 
affect understanding; challenges in 
XQGHUVWDQGLQJ�ȴJXUDWLYH�ODQJXDJH�DQG�
words with multiple meaning

'LɟFXOWLHV�ZLWK�SUDJPDWLFVȃXVLQJ�
language in context, especially narratives 
and conversations; challeges in executive 
functioning, including planning, social 
judgment and organization that impacts 
ability to formulate thoughts, attend to 
relevant information and engage in socially 
appropriate ways

table continues...
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Table 10 – 4. Cont’d

CONDITION AND 
CAUSE

RECEPTIVE COMMUNICATION 
PROBLEMS

EXPRESSIVE COMMUNICATION 
PROBLEMS

Cerebral Palsy and 
Motor Coordination 
Disorders

Speech sound discrimination, information 
processing and attention can be areas of 
challenge; language comprehension is 
affected by intellectual status

Dysarthric speech—slower rate, with shorter 
phrases or prolonged pauses; articulation 
is often imprecise with distorted vowel 
productions; voice quality can be breathy or 
harsh, hypernasal with a low or monotone 
pitch; apraxic speech—sound substitutions 
that are inconsistent, groping for sound 
SURGXFWLRQ��QRQȵXHQW�YROLWLRQDO�VSHHFK�LV�
PRUH�ȵXHQW�WKDQ�DXWRPDWLF�VSHHFK��ODQJXDJH�
production affected by breath support and 
cognitive status

Fetal Drug Or Alcohol 
Exposure

'LɟFXOW\�FRPSUHKHQGLQJ�YHUEDO�
information especially understanding 
abstract concepts, multiple word 
meanings and words indicating time and 
space

Fewer vocalizations in infancy; poor use of 
gestures and delays in oral language; poor 
word retrieval, shorter sentences and less 
well developed conversational skills than 
peers

Fluency Disorders 
including Articulation 
Impairment

None—assuming hearing and cognitive 
status are within normal limits; can 
discern differences in sounds despite oral 
production problems

'LɟFXOW\�ZLWK�WKH�UDWH�DQG�UK\WKP�RI�VSHHFK��
false starts; repetitions of sounds, syllables 
and words. Word and phonogram repetitions 
DUH�W\SLFDO�LQ�FKLOGUHQ���\HDUV�RI�DJH�DQG�
younger, but of concern are those who repeat 
isolated sounds (which may be accompanied 
by atypical physical behaviors such as 
grimacing, head-bobbing)

Hearing Impairment

'LɟFXOW\�ZLWK�VRXQG�SHUFHSWLRQ�DQG�
discrimination, voice recognition, and 
understanding of language especially 
under adverse hearing conditions

Sound productions made until about 
6-months; limited oral output depending 
on degree of hearing loss; for oral 
communicators, vocal resonance, speech 
sound accuracy and syntactic structure often 
affected

Intellectual Delays/
Disabilities

Comprehension of language is often below 
FRJQLWLYH�DELOLW\��GLɟFXOW\�RUJDQL]LQJ�DQG�
categorizing information heard for later 
UHWULHYDO��GLɟFXOW\�ZLWK�DEVWUDFW�FRQFHSWV�
and interpretation of information 
presented auditorily; challenges in 
recalling steps in multiple-step directions

Production is often below cognitive ability; 
similar but slower developmental path than 
typical peers; uses more immature language 
forms; produces shorter and less elaborated 
utterances

6SHFLȴF�/DQJXDJH�
Impairment/Learning 
Disability in Reading 
Comprehension

6ORZ�DQG�LQHɟFLHQW�LQIRUPDWLRQ�
processing; limited understanding of 
ODQJXDJH��GLɟFXOW\�FRPSUHKHQGLQJ�
passages in reading10,11

Shorter, less elaborated sentences than typical 
SHHUV��GLɟFXOW\�LQ�UXOH�IRUPXODWLRQ�IRU�VSHHFK�
sounds, word and sentence productions; 
ineffective use of language forms in social 
contexts sometimes leading to inappropriate 
utterances; poorly developed vocabulary; 
WURXEOH�ȴQGLQJ�WKH�ULJKW�ZRUG�ZKHQ�VSHDNLQJ��
words and sentences may be out of order

Mental Health 
Problems (including 
internalizing and 
externalizing disorders, 
ADHD, etc.)

Preoccupations/distractions interfere 
with listening comprehension including 
direction-following and completing tasks

Tangential response to conversational topics; 
pressured speech; fails to express thought 
before jumping to another topic; returns 
excessively to the same topic; blurts answers; 
interrupts 
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v. red-flaGs In lanGuaGe developmenT

5HG�ȵDJV�� OLNH� W\SLFDO� PLOHVWRQHV�� SURYLGH� EDFNJURXQG� LQIRUPDWLRQ� IRU� FOLQLFLDQV�� 5HG�ȵDJV� HQVXUH� WKDW�
providers understand what screening tests measure and also enhance clinical acumen (e.g., help clinicians 
notice problems at a sick-visit where screening tests are not usually administered). Clinicians should also 
QRWH�IDPLO\�KLVWRU\�RI�ODQJXDJH�SUREOHPV��DXWLVP�VSHFWUXP�GLVRUGHU��DQG�SK\VLFDO�ȴQGLQJV�DVVRFLDWHG�ZLWK�
developmental problems (See Chapter 5 for more information on medical history and physical exams). Again, 
UHG�ȵDJV�DUH�QRW�D�VXEVWLWXWH�IRU�TXDOLW\�VFUHHQLQJ��DQG�VKRXOG�QRW�EH�XVHG�WR�GHFLGH�ZKHQ�D�VFUHHQ�LV�QHHGHG��
A validated, accurate screen should be used at each well-visit.12�7DEOH������OLVWV�UHG�ȵDJV�DFURVV�WKH�ELUWK�WR�
8-year age-range. 

Table 10 – 5. Red-Flags in Language Development Across the Birth to 8-Year Age-Range

AGE 
RANGE

RED-FLAG INDICATORS AGE 
RANGE

RED-FLAG INDICATORS

0-3 
months

Excessive “tuning out” of 
surroundings
Lack of awareness of sound
Lack of awareness of environment
Cry undifferentiated, problems 
sucking/swallowing

������
months

Same concerns as at 12- to 18-months
Reliance on gestures without vocalization
Labeling of objects in place of commenting or gesturing
Less than 50 words or does not put two words 
WRJHWKHU�E\����PRQWKV
No pretend play

3-6 
months

Cannot focus, easily over stimulated
Lack of awareness of sound, no 
turning to sound
Lack of awareness of environment

������
months

Frequent tantrums when not understood
Echoing words the child hears
Few or no multi-word utterances
Does not demand a response from the listener
Does not ask questions like “what?” or “why?”

6-9 
months

Infant does not appear to 
understand or enjoy the social 
rewards of interaction
No babbling or babbling words with 
few or no consonant sounds

������
months

Unable to re-tell the beginning and end of a short story
Does not use presupposition or indirect requests
Inappropriate pronoun use
Does not understand or use spatial relationships 
like “behind” or “in front of,” temporal 
relationships like “before” and “after” or 
quantitative relationships like “more” or “less”
Does not produce sounds like ‘Y’ in ‘vase’, ‘ch’ in 
‘church’ or ‘z’ in zebra

9-12 
months

Same concerns as at 9- to 12-months
Does not attempt to spontaneously 
use words or imitate words
Child is more interested in objects 
and less interested in people
Child does not persist in communication, 
and gives up if the adult does not 
respond immediately
Lack of joint attention

60-72 
months

Makes inappropriate judgments in social situations
'LɟFXOW\�GHVFULELQJ�WKH�HYHQWV�RI�WKH�GD\
'LɟFXOW\�WHOOLQJ�VWRULHV�ZLWK�LGHQWLȴHG�SUREOHPV�
and solutions 
'LɟFXOW\�UH�WHOOLQJ�D�VWRU\�E\�GHVFULELQJ�WKH�
beginning, middle, and end
'LɟFXOW\�ZLWK�UK\PLQJ

72-96 
months

Fails to understand strategies to hide and detect 
deceit
Fails to segment compound words (e.g., sea...shell)
Unable to judge whether or not an utterance is 
grammatically correct
Does not detect errors in speech and language 
production
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VI. acquIrInG enGlIsh as a second lanGuaGe

Now that you are familiar with typical and atypical language development, we take up the topic of second 
language acquisition also known as sequential language acquisition (meaning learning a second language 
DIWHU�D�ȴUVW�ODQJXDJH�LV�DOUHDG\�HVWDEOLVKHG���6HTXHQWLDO�ODQJXDJH�OHDUQLQJ�XVXDOO\�RFFXUV�ZKHQ�D�FKLOG�
ZKR�VSHDNV�D�ODQJXDJH�RWKHU�WKDQ�(QJOLVK�JRHV�WR�VFKRRO�IRU�WKH�ȴUVW�WLPH��,Q�WKLV�VHFWLRQ��ZH�GHVFULEH�WKH�
process of second/sequential language learning—its typical features and when to be concerned. 

TypIcal proGressIon of second lanGuaGe acquIsITIon

Interference
Children who are English Language Learners (ELLs) may manifest interference or transfer from their 
ȴUVW�ODQJXDJH�WR�(QJOLVK��7KLV�PHDQV�D�FKLOG�PD\�PDNH�DQ�(QJOLVK�HUURU�GXH�WR�WKH�LQȵXHQFH�RI�WKHLU�
ȴUVW�ODQJXDJH��)RU�H[DPSOH��LQ�6SDQLVK��ȊHVWD�FDVD�HV�P£V�JUDQGHȋ means ȊWKLV�KRXVH�LV�ELJJHU�ȋ However, 
a literal translation would be ȊWKLV� KRXVH� LV� PRUH� ELJJHU�ȋ A Spanish-speaking child who said, “this 
KRXVH� LV�PRUH�ELJJHUȋ is transferring the structure of Spanish into English. Such errors are a normal 
phenomenon—a sign of a language difference, not a language disorder. Similar miscues are often evident 
in reading. A child who is truly ‘reading to learn’ relies on inference and existing oral language skills, i.e., 
does not read literally. Thus, an African-American child may read Ȋ,�DLQȇWȋ when the printed words are 
Ȋ,ȇP�QRW�ȋ This should not be construed as a reading problem—instead such errors convey that a child is 
reading for meaning.

Silent Period
$�FRPPRQ�VHFRQG�ODQJXDJH�DFTXLVLWLRQ�SKHQRPHQRQ�LV�FDOOHG�WKH�ȊVLOHQW�SHULRG�ȋ�:KHQ�ȴUVW�H[SRVHG�WR�
a second language, children focus frequently on listening and comprehension. Thus children are often 
very quiet, speaking little as they learn to understand a new language—much, in fact, as adults do when 
traveling in foreign countries. The younger the child, the longer the silent period tends to last. Older 
children may remain in the silent period for a few weeks or a few months, whereas preschoolers may be 
relatively silent for a year or more.

Code-Switching
Many children who are ELLs also engage in a behavior known as “code-switching,” which involves 
changing languages within phrases or sentences. For example, a Spanish speaker might say, “4XLHUR�
apples” instead of “4XLHUR�PDQ]DQDV” or a Filipino speaker might say, “:LWK�P\�WHDFKHU��,�KDYH�XWDQJ�QJ�
ORRE�>GHEW�RI�JUDWLWXGH@�ȋ�&RGH�VZLWFKLQJ�LV�D�QRUPDO�SKHQRPHQRQ�HQJDJHG�LQ�ZRUOGZLGH�E\�PDQ\�ȵXHQW�
bilingual speakers including adults.

Problematic Phenomena: Language Loss
Some children who are ELLs experience language loss while learning English. Children may lose skills 
DQG�ȵXHQF\�LQ�WKHLU�ȴUVW� ODQJXDJH��HVSHFLDOO\� LI� LW� LV�QRW�UHLQIRUFHG��7KLV�ZRUULVRPH�SURFHVV� LV�FDOOHG�
subtractive bilingualism, and can be cognitively and linguistically detrimental to children’s learning and 
to family life (especially if the parents do not speak English). Ideally, children should experience DGGLWLYH�
ELOLQJXDOLVP��ZKHUHLQ�WKH\�OHDUQ�(QJOLVK�DW�WKH�VDPH�WLPH�WKHLU�ȴUVW�ODQJXDJH�DQG�FXOWXUH�DUH�SURPRWHG�

VII. dual (sImulTaneous) lanGuaGe learners

7KH�2ɟFH�RI�+HDG�6WDUW�GHȴQHV�'XDO�/DQJXDJH�/HDUQHUV�DV�FKLOGUHQ�ZKR�DUH�DFTXLULQJ�WZR�RU�PRUH�
languages simultaneously. Head Start policy notes that when it comes to young children, dual language 
learning as well as second language learning later in life, often overlap. Young children are inherently 

PDF Editor



Bilingual/Dual Language Learners and Families at Psychosocial Risk Chapter 10 213

learning language but may be differentially exposed to a second language (e.g., one at home and another 
in daycare).

Research shows the unequivocal importance of thoroughly supporting young children’s acquisition 
of English along with their home language. Knowledge of the home language facilitates learning a 
second language. Children who know two languages often have higher levels of cognitive achievement 
than monolingual children and will have, almost certainly, a broader array of social and economic 
opportunities available to them as they become adults. Via their home language and culture, families 
share a sense of identity and belonging—which is how children learn how to relate to and communicate 
with others. Loss of home language can interfere with these important aspects of a child’s life, disrupt 
family communication, inhibit relationship development, lead to the loss of intergenerational wisdom, 
negatively affect a child’s self-concept, and potentially interrupt thinking and reasoning skills.

Supporting language variants across English-speakers is also critical during early reading instruction. 
For example, we should not correct a child speaking British-English who reads, “,�VKDOO�QRW�JR�” when the 
literal text reads, “,�ZLOO�QRW�JR�” Similarly with children who speak Black English, we should not correct 
reading miscues such as “ain’t” for “aren’t” early in life. When children substitute words that essentially 
mean the same thing (even if Standard American English is not used), that tells us children are reading 
for meaning and thus inferring content. Correcting dialectic and language variants is denigrating and 
likely to interfere with reading acquisition. There is a time later in life (e.g., high school) to teach Standard 
American English (e.g., via a focus on success with job interviews) but that time is not until reading skills 
are fully mastered. 

VIII. bIlInGual and dual lanGuaGe developmenT: WITh and WIThouT 
psychosocIal rIsk

More than 20% of the US population (over 5-years of age) speaks a language other than English at home.13 
More than half of this group, i.e., 12% of the total US population, report they do not speak English well 
(ZZZ�FHQVXV�JRv). Those who are foreign-born or who are not US citizens tend to speak English less well 
WKDQ�WKRVH�QDWLYH�ERUQ��HVSHFLDOO\�LI�IURP�6SDQLVK�VSHDNLQJ�RU�$VLDQ�3DFLȴF�,VODQG�QDWLRQV��

There are distinct disadvantages to limited English facility when residing in the US: 80% of native 
(QJOLVK�VSHDNHUV� JUDGXDWH� IURP� KLJK� VFKRRO� LQ� FRQWUDVW� ZLWK� ���� RI� 6SDQLVK�VSHDNHUV�� 7KLV� PHDQV�
that psychosocial risk is often elevated when English is not mastered. The public schools provide many 
services to help students with limited English but early detection and intervention with delays in the 
preschool years is invaluable. 

'HFLGLQJ� RQ� FDXVHV� DQG� W\SHV� RI� LQWHUYHQWLRQ� IRU� FKLOGUHQ� ZLWK� OLPLWHG� (QJOLVK� SURȴFLHQF\� �/(3��
is complex. We know that most will not do well on the language items on screening tests: Some are 
bilingual children with LEP who will become typically developing language learners and eventually 
DWWDLQ�SURȴFLHQF\�ZLWK�DQ�DGHTXDWH�ELOLQJXDO�HGXFDWLRQ��7RR�RIWHQ�WKRXJK��WKH�SUHVHQFH�RI�VHFRQG��RU�
dual-language learning obscures evidence of other disabilities—meaning that we should not chalk off 
language delays simply to second language learning. Language disorders and/or psychosocial risk may 
be the fundamental contributors; each of these causes require very different types of attention.
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IX. case examples 
%HORZ�DUH�VHYHUDO�FDVH�H[DPSOHV�LOOXVWUDWLQJ�D�UDQJH�RI�GLɟFXOWLHV�FKLOGUHQ�IDFH��DQG�SURIHVVLRQDO�
challenges in early detection. 

Case Example #1
$�IDPLO\�IURP�-DSDQ�ZKR�KDG�OLYHG�LQ�WKH�86�IRU�VHYHUDO�\HDUV�PDGH�DQ�DSSRLQWPHQW�DW�D�GHYHORSPHQWDO�
EHKDYLRUDO�VSHFLDOW\�FOLQLF�GXH�WR�ZRUULHV�DERXW�WKHLU����\HDU�ROGȇV�VFKRRO�SHUIRUPDQFH��+H�DQG�KLV�ROGHU�
EURWKHU�ZHUH�HQUROOHG� LQ�D�SDUWLFXODUO\�FKDOOHQJLQJ�SULYDWH�VFKRRO��7KH�ROGHU�ER\�ZDV�GRLQJ�ȴQH�DQG�VR�
SDUHQWV�DQG�WHDFKHUV�ZRQGHUHG�ZKHWKHU�WKH�VFKRRO�ZDV�WRR�KDUG�IRU�WKH�\RXQJHU�VRQ��DQG�KRZ�ZHOO�KHȇG�
OHDUQHG�(QJOLVK��EHFDXVH�WKH�IDPLO\�VSRNH�-DSDQHVH�DW�KRPH���7KH�IDPLO\�FDPH�WR�WKHLU�DSSRLQWPHQW�ZLWK�
D�ELOLQJXDO�IULHQG�ZKR�VHUYHG�DV�D�WUDQVODWRU��$IWHU�LQWHUYLHZLQJ�WKH�SDUHQWV�DQG�DGPLQLVWHULQJ�VFUHHQLQJ�
WHVWV�LQ�ERWK�-DSDQHVH�DQG�(QJOLVK��DOO�ORRNHG�DYHUDJH�DOWKRXJK�QRW�KLJK�HQRXJK�IRU�KLV�FKDOOHQJLQJ�SULYDWH�
VFKRRO���WKH�WUDQVODWRU�FRPPHQWHG��Ȋ(YHQ�ZKHQ�KH�VSHDNV�-DSDQHVH��KLV�ZRUGV�DUH�QRW�LQ�WKH�ULJKW�RUGHU�ȋ�
7KDW�VWDWHPHQW�DOHUWHG�PH�WR�WKH�SUREDELOLW\�WKDW�WKLV�FKLOG�KDG�D�ODQJXDJH�GLVRUGHU�DQG�QRW�MXVW�D�GHOD\�
GXH�WR�VHFRQG�ODQJXDJH�OHDUQLQJ��1R�ZRQGHU�KH�ZDV�VWUXJJOLQJ�LQ�VFKRRO��6SHHFK�ODQJXDJH�WKHUDS\�ZDV�
UHFRPPHQGHG�DORQJ�ZLWK�(QJOLVK�DV�D�6HFRQG�/DQJXDJH�FODVVHV��DQG�D�SXEOLF�VFKRRO�SODFHPHQW�ZKHUH�VXFK�
VHUYLFHV�DUH�UHDGLO\�DFFHVVLEOH��

Case Example #2
,Q�D�SHGLDWULF�FOLQLF�VHUYLQJ�DV�D�FRPPXQLW\�URWDWLRQ�IRU��WK�\HDU�PHGLFDO�VWXGHQWV��VWXGHQWV�ZHUH�UHTXLUHG�
WR�YLVLW�D�SXEOLF�VFKRRO�DQG�DOVR�SUDFWLFH�VFUHHQLQJ�WRROV�ZLWK�HOHPHQWDU\�DJH�VWXGHQWV��2QH�PHGLFDO�VWXGHQW��
(PLOH��ZDV�+DLWLDQ� DQG� VSRNH�PXOWLSOH� ODQJXDJHV� LQFOXGLQJ� (QJOLVK��+DLWLDQ� &UHROH�� )UHQFK�� DQG� VRPH�
6SDQLVK��'XULQJ�(PLOHȇV�YLVLW�WR�WKH�VFKRROV��D�NLQGHUJDUWHQ�WHDFKHU�DVNHG�(PLOH�WR�VFUHHQ�&DVVDQGUD�ZKR�
ZDV�VWUXJJOLQJ�ZLWK�WKH�FXUULFXOXP��7KH�WHDFKHU�QRWHG�WKDW�&DVVDQGUDȇV�PRWKHU�ZDV�+DLWLDQ�DQG�VSRNH�
PRVWO\�&UHROH�DW�KRPH��WKH�GDG�VSRNH�(QJOLVK�DQG��ZKHQ�ERWK�SDUHQWV�ZHUH�DW�ZRUN��WKH�EDE\VLWWHU�VSRNH�
6SDQLVK�WR�WKH�FKLOGUHQ��&DVVDQGUD�KDG�WKUHH�ROGHU�VLEOLQJV�ZKR�VSRNH�(QJOLVK�UHDVRQDEO\�ZHOO�DOWKRXJK�
DOO�ZHUH�KDYLQJ�WURXEOH�ZLWK�JUDGH�DSSURSULDWH�VFKRRO�VNLOOV��7KH�WHDFKHU�ZRQGHUHG�ZKHWKHU�WKLV�PL[WXUH�
RI� ODQJXDJHV� ZDV� FRQWULEXWLQJ� WR� &DVVDQGUDȇV� GLɚFXOWLHV�� (PLOH� WKHQ� VFUHHQHG� &DVVDQGUD� LQ� DOO� WKUHH�
ODQJXDJHV��&DVVDQGUD�ZDV�XQDEOH�WR�GHPRQVWUDWH�DJH�DSSURSULDWH�VNLOOV�LQ�DQ\�ODQJXDJH�DOWKRXJK�VKH�ZDV�
PDUNHGO\�EHWWHU�ZLWK�(QJOLVK��6KH�DOVR�KDG�VXEVWDQWLDO�GHOD\V�LQ�PRVW�QRQ�ODQJXDJH�DUHDV�LQFOXGLQJ�ȴQH�
PRWRU�DQG�VHOI�KHOS��DQG�RYHUDOO�SHUIRUPHG�FORVH�WR�WKH���\HDU�ROG�DJH�UDQJH��(PLOH�UHFRPPHQGHG�IXUWKHU�
WHVWLQJ�E\�WKH�VFKRROȇV�SV\FKRORJLVW�DQG�VSHHFK�ODQJXDJH�SDWKRORJLVW��DQG�DOVR�WKDW�KHU�VLEOLQJV�EH�WHVWHG���
&DVVDQGUD�DQG�KHU� VLEOLQJV�ZHUH� VXEVHTXHQWO\�GLDJQRVHG�ZLWK� LQWHOOHFWXDO�GLVDELOLWLHV� LQFOXGLQJ�GHȴFLWV�
LQ� DGDSWLYH� EHKDYLRUDO� VNLOOV� DV�ZHOO� DV� UHFHSWLYH� DQG� H[SUHVVLYH� ODQJXDJHȃDOO� FRPPHQVXUDWH�ZLWK� ,4��
$OO�ZHUH�HQUROOHG� LQ�D�UDQJH�RI�VSHFLDO�HGXFDWLRQ�VHUYLFHV�� LQFOXGLQJ�VSHHFK�ODQJXDJH�WKHUDS\��&OHDUO\�D�
PXOWLOLQJXDO�HQYLURQPHQW�ZDV�QRW�WKH�VROH�RU�SULPDU\�FDXVH�RI�KHU�GLɚFXOWLHV��

Case Example #3
$�ELOLQJXDO�IDPLO\��UHFHQWO\�HPLJUDWHG�IURP�WKH�0LGGOH�(DVW��HQUROOHG�WKHLU���\HDU�ROG�GDXJKWHU��$DELUDK��
LQ�ȴUVW�JUDGH�DQG�HVWDEOLVKHG�SHGLDWULF�FDUH� LQ� WKH� ORFDO�FRPPXQLW\�FOLQLF��7KH�SXEOLF�VFKRROV�SURPSWO\�
SXW�KHU�LQ�(QJOLVK�DV�D�6HFRQG�/DQJXDJH��(6/��FODVVHV�EHFDXVH�KHU�(QJOLVK�ZDV�TXLWH�OLPLWHG��:KHQ�VKH�
ZDV�VHHQ�LQ�WKH�FOLQLF��VKH�UDUHO\�VSRNH�DQG�ZKHQ�VKH�GLG��LQ�$UDELF�RU�(QJOLVK��KHU�XWWHUDQFHV�ZHUH�RQO\�
������ZRUGV�ORQJ�DQG�UHSHWLWLYH��(\H�FRQWDFW�ZDV�PLQLPDO��ZLWK�HLWKHU�WKH�FOLQLFLDQ�RU�KHU�SDUHQWV���6KH�
ZDV�KDUG�WR�HQJDJH�GXULQJ�VFUHHQLQJ��ZRXOG�QRW�QDPH�SLFWXUHV�RU�HYHQ�ORRN�DW�WKHP�PXFK���+HU�SOD\�ZDV�
PDUNHG�E\�VWHUHRW\SLHV�DQG�DLPOHVVQHVV��'HVSLWH�KHU�DJH��WKH�0RGLȴHG�&KHFNOLVW�RI�$XWLVP�LQ�7RGGOHUV�ZDV�
DGPLQLVWHUHG�YLD�LQWHUYLHZ��$DELUDK�IDLOHG�PRVW�RI�WKH�FULWLFDO� LWHPV��&OHDUO\�ODQJXDJH�H[SRVXUH�GLG�QRW�
H[SODLQ�$DELUDKȇV�GLɚFXOWLHV��6KH�ZDV�UHIHUUHG�WR�D�GHYHORSPHQWDO�EHKDYLRUDO�SHGLDWULF�FOLQLF�DQG�VHHQ�E\�D�
UDQJH�RI�SURIHVVLRQDOV�LQFOXGLQJ�D�GHYHORSPHQWDO�SV\FKRORJLVW��D�SHGLDWULFLDQ��D�VRFLDO�ZRUNHU��DQG�D�VSHHFK�
ODQJXDJH�SDWKRORJLVW��$DELUDK�ZDV�GLDJQRVHG�ZLWK�DXWLVP�VSHFWUXP�GLVRUGHU�� UHFHSWLYH�DQG� H[SUHVVLYH�
ODQJXDJH�LPSDLUPHQW�DQG�LQWHOOHFWXDO�GLVDELOLWLHV��7KH�SXEOLF�VFKRRO�SHUVRQQHO�ZHUH�FRQWDFWHG�WKH�QH[W�GD\�
EXW�ZHUH�UHVLVWDQW�WR�WKH�UHFRPPHQGDWLRQ�IRU�VSHFLDO�HGXFDWLRQ�SODFHPHQW�DQG�IHOW�WKDW�$DELUDK�VLPSO\�
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QHHGHG�PRUH�(QJOLVK� ODQJXDJH�H[SRVXUH��%XW�E\� WKH� WLPH� WKH�GLDJQRVWLF�HYDOXDWLRQ�UHSRUWV�DUULYHG�� WKH�
VFKRROV�KDG�REVHUYHG�$DELUDK�PRUH�FDUHIXOO\��QRWHG�KHU�XQXVXDO�EHKDYLRUV�� ODFN�RI�SURJUHVV��DQG�ZHUH�
PDNLQJ�DUUDQJHPHQWV�IRU�VSHFLDO�HGXFDWLRQ�VHUYLFHV��

Case Example #4
0LJXHO��D�QHZ�SDWLHQW��FDPH�LQ�IRU�D���\HDU�ROG�ZHOO�FKLOG�FKHFN��0LJXHOȇV�GDG�VSRNH�(QJOLVK�DQG�6SDQLVK�
ZHOO�� DOWKRXJK�QHLWKHU�KH�QRU�KLV�ZLIH� KDG� JUDGXDWHG� IURP�KLJK� VFKRRO�� 7KH� IDWKHU�KDG�D� IXOO�WLPH� MRE��
0LJXHOȇV�PRWKHU�ZRUNHG�SDUW�WLPH��DQG�0LJXHO�VWD\HG�ZLWK�KLV�6SDQLVK�VSHDNLQJ�JUDQGPRWKHU�ZKLOH�WKH�
SDUHQWV�ZRUNHG��0LJXHOȇV�PRWKHU�VSRNH�PRVWO\�6SDQLVK�EXW�VHHPHG�WR�XQGHUVWDQG�ZKDW�KHU�KXVEDQG�DQG�
WKH�FOLQLFLDQ�VDLG��DOWKRXJK�KHU�DQVZHUV�ZHUH�EULHI�DQG�LQ�EURNHQ�(QJOLVK��0LJXHOȇV�PRWKHU�UDLVHG�FRQFHUQV�
DERXW�0LJXHOȇV�WDONLQJ��EXW�KLV�IDWKHU�VDLG��Ȋ,ȇP�QRW�ZRUULHG��%R\V�DUH�OLNH�WKLV��,W�LV�MXVW�D�SKDVH��+HȇOO�JURZ�
RXW�RI� LW�ȋ�0LJXHO�ZDV�YHU\�TXLHW�WKURXJKRXW�WKH�YLVLW�DQG�GLG�QRW�DVN�TXHVWLRQV�RU�PDNH�FRPPHQWV��2Q�
VFUHHQLQJ��LQ�(QJOLVK���0LJXHO�ZDV�DEOH�WR�SRLQW�WR�SLFWXUHV��QXPEHUV��DQG�D�IHZ�OHWWHUV�ZKHQ�QDPHG��+LV�
VHOI�KHOS��VRFLDO�HPRWLRQDO��ȴQH�DQG�JURVV�PRWRU�VNLOOV�ZHUH�DOVR�DYHUDJH�IRU�DJH��%XW�KH�GLG�QRW�GR�ZHOO�RQ�
H[SUHVVLYH�ODQJXDJH�WDVNV��H�J���UHSHDW�VHQWHQFHV��QDPH�SLFWXUHV��HWF����*LYHQ�KLV�SDUHQWVȇ�OLPLWHG�HGXFDWLRQ��
WKH�SHGLDWULFLDQ�ZRUULHG�WKH\�PLJKW�QRW�EH�WDONLQJ�RU�UHDGLQJ�ZLWK�KLP�PXFK��L�H���WKDW�SV\FKRVRFLDO�ULVN�
ZDV�SUHVHQW��

7R�GLVFHUQ�ZKHWKHU�SUREOHPDWLF� SDUHQWLQJ� VNLOOV�ZHUH�D�SRVVLEOH� FDXVH� �DQG� WR�KHOS�GHWHUPLQH� W\SHV�RI�
QHHGHG�UHIHUUDOV���WKH�%ULJDQFH�3DUHQW�&KLOG�,QWHUDFWLRQ�6FDOH��%3&,6��ZDV�DGPLQLVWHUHG�(presented at the 
end of this chapter and downloadable at ZZZ�SHGVWHVW�FRP�7KH%RRN�&KDSWHU��)�� %\� REVHUYDWLRQ� DQG�
UHSRUW��0LJXHOȇV�SDUHQWV�UHDG�WR�KLP�RIWHQ��HQJDJHG�KLP�LQ�FRQYHUVDWLRQ��GHVFULEHG�WKLQJV�KH�ORRNHG�DW�DQG�
ZKDW�KH�ZDV�H[SHULHQFLQJ��%RWK�SDUHQWV�GLG�D�JRRG�MRE�PRGHOLQJ�ODQJXDJH��LQ�ERWK�6SDQLVK�DQG�(QJOLVK���
6WLOO��LW�ZDV�XQNQRZQ�LI�0LJXHOȇV�GHOD\V�ZHUH�VXEVWDQWLYH�HQRXJK�WR�ZDUUDQW�LQWHUYHQWLRQ��:LWK�WKH�PRWKHUȇV�
KHOS��WKH�6SDQLVK�YHUVLRQ�RI�WKH�H[SUHVVLYH�ODQJXDJH�VFUHHQLQJ�LWHPV�ZDV�DGPLQLVWHUHG��

0LJXHO� SDVVHG� H[SUHVVLYH� ODQJXDJH� LWHPV� RQ� D� VFUHHQ� DGPLQLVWHUHG� LQ� 6SDQLVK�� 7KLV� VXJJHVWHG� KH�ZDV�
PDVWHULQJ�6SDQLVK�D�ELW�EHWWHU�WKDQ�(QJOLVK��7KH�(QJOLVK�ODQJXDJH�VFUHHQLQJ� LWHPV�GHVLJQHG�IRU�VOLJKWO\�
\RXQJHU� FKLOGUHQ� ZHUH� WKHQ� DGPLQLVWHUHG� DQG� 0LJXHO� GLG� ZHOO� RQ� WKHVH�� 7KH� SK\VLFLDQ� FRQFOXGHG��
DSSURSULDWHO\��WKDW�0LJXHOȇV�GHOD\V�LQ�(QJOLVK�ZHUH�SUREDEO\�PLQRU��DQG�WKDW�KLV�SDUHQWV�ZHUH�GRLQJ�D�JRRG�
MRE�SURPRWLQJ�ODQJXDJH��DOWKRXJK�PRUH�VR�LQ�6SDQLVK�WKDQ�(QJOLVK���7KH�IDPLO\�ZDV�JLYHQ�LQIRUPDWLRQ�RQ�
SURPRWLQJ�GXDO�ODQJXDJH�VNLOOV��+LV�GDG�ZDV�HQFRXUDJHG�WR�VSHDN�(QJOLVK�PRUH�DW�KRPH��ZKLOH�WKH�PRWKHU�
DQG�JUDQGPRWKHU�FRQWLQXHG�VSHDNLQJ�6SDQLVK��$OO�ZHUH�HQFRXUDJHG�WR�H[SRVH�0LJXHO�WR�(QJOLVK�VSHDNLQJ�
FKLOGUHQ��H�J���SOD\�JURXSV��6XQGD\�VFKRRO��HWF��ȃWR�EHWWHU�SUHSDUH�KLP�IRU�NLQGHUJDUWHQ�WKH�IROORZLQJ�\HDU��

Comment on Case Examples: ,Q�WKH�ȴUVW�WKUHH�H[DPSOHV��WKH�SUHVHQFH�RI�VHFRQG�RU�GXDO�ODQJXDJH�OHDUQLQJ�
PDGH�LW�GLɚFXOW�IRU�SURIHVVLRQDOV�WR�VHH�WKH�VXEVWDQWLYH�XQGHUO\LQJ�SUREOHPV�QHHGLQJ�UHIHUUDO�IRU�VHUYLFHV��
,Q�WKH�IRXUWK�H[DPSOH��DWWHQWLRQ�WR�SV\FKRVRFLDO�ULVN�FRPELQHG�ZLWK�VFUHHQLQJ�LQ�ERWK�ODQJXDJHV��HQDEOHG�
D�UXOH�RXW�RI�VLJQLȴFDQW�ODQJXDJH�GHȴFLWV��7KH�FKLOG�GHPRQVWUDWHG�DJH�DSSURSULDWH�VNLOOV�LQ�RQH�ODQJXDJH��
DQG� UHVLOLHQFH� IDFWRUV�ZHUH� SUHVHQW�� 7KLV� LQGLFDWHG� WKH� QHHG� IRU� LQFUHDVHG� H[SRVXUH� WR�(QJOLVK� SULRU� WR�
NLQGHUJDUWHQ��UDWKHU�WKDQ�IRUPDO�LQWHUYHQWLRQ��6R�ZKDW�VKRXOG�SULPDU\�FDUH�SURYLGHUV�GR�ZLWK�DOO�WKHVH�
QXDQFHG�LVVXHV��LQFOXGLQJ�DQ\�OLWHUDF\�SUREOHPV�ZLWK�SDUHQWVȃDQG�DOO�ZLWKLQ�D�EULHI�ZHOO�YLVLW"�

x. recommendaTIons for early deTecTIon of lanGuaGe problems In 
prImary care 

Children and families from diverse cultures and language backgrounds contribute richly to life in 
America. Nevertheless, assessing bilingual children and those who are just starting to learn English 
presents challenges. Table 10-6 includes suggestions for making screening tools work with families who 
have psychosocial risk (especially in the presence of language and literacy barriers) and with bilingual 
children or those newly exposed to English.
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Table 10 – 6. Screening Children (and Families) from Diverse Backgrounds and Languages
ȏ� Probe literacy before dispensing written questionnaires and screens (e.g., “:RXOG�\RX�OLNH�WR�JR�WKURXJK�WKLV�RQ�\RXU�
RZQ�RU�KDYH�VRPHRQH�JR�WKURXJK�WKLV�ZLWK�\RX"”);

ȏ� Establish a medical home. Start by eliciting parents’ actual concerns because this increases the likelihood parents 
will perceive primary care providers as a source of parenting support, and return for visits—a critical issue for 
ensuring quality of care.�� When parents perceive professionals as a helpful resource, they are more likely to use 
appropriate disciplinary techniques (e.g., more time-out, less spanking);15

ȏ� Screen hearing (and vision) even if newborn hearing screening was negative. Avoid informal approaches to hearing 
screening as such uncalibrated noise-makers, distraction tests, or reliance solely on language delay or parental 
concerns (parents will identify many children with hearing loss, but not all, and not early enough). See Chapter 5 for 
JXLGDQFH�RQ�LQ�RɟFH�DXGLRPHWU\��:KHQ�KHDULQJ�VFUHHQLQJ�SURGXFHV�SUREOHPDWLF�UHVXOWV��UHIHU�IRU�D�IXOO�DXGLRORJLFDO�
evaluation; 

ȏ� Use tools such as the )DPLO\�3V\FKRVRFLDO�6FUHHQ��)36� periodically as they are helpful for discerning the types of 
referrals needed when a child is behind. Although referral to IDEA programs should be axiomatic in the presence 
of delays, intervention in families’ issues may also be needed. The )36 captures most risk factors and is often used 
at new patient intake, with sections repeated at some follow-up visits (e.g., readministering the parental depression 
questions in the second year of life); 

ȏ� Use a measure of parenting behaviors such as the %ULJDQFH�3DUHQW�&KLOG�,QWHUDFWLRQ�6FDOH��%3&,6� periodically to help 
identify parenting strengths and weaknesses. The value of this tool is its power to inform primary care providers 
about when to reassure parents who are promoting development well, and when to intervene when skills are lacking. 
The %3&,6 is presented at the end of this chapter��

ȏ� 8VH�DFFXUDWH�VFUHHQLQJ�WRROV�DW�DOO�ZHOO�YLVLWV��VHH�&KDSWHU���IRU�RSWLRQV��

ȏ� Screen children in both English and in their native language. Note where mastery of skills has occurred in each 
language (using the longitudinal charts provided by most measures);

ȏ� Make sure to use translations created by screening test publishers. Usually these have been vetted by multiple 
bilingual speakers and are known to work well. If relying on a translation service (including telephone translators), 
make sure personnel have copies of validated translations;

ȏ� If translations are not available, contact test publishers for guidelines and other assistance;

ȏ� If administering screens directly to children, provide guidance to interpreters (including parents who accompany 
their children). To ensure that screens are administered in a valid manner, items cannot be reworded, and no 
prompts may be offered. Feedback on performance must focus on a child’s effort, not his or her success (e.g., “*RRG�
WU\LQJ�” or “,�OLNH�WKH�ZD\�\RX�DUH�SD\LQJ�DWWHQWLRQ�ȋ���6HH�&KDSWHU����IRU�DGGLWLRQDO�JXLGDQFH�RQ�EXLOGLQJ�UDSSRUW��
administering hands-on tests in a valid manner, etc;

ȏ� Ask the translator or parents about the quality of the child’s primary language. If children, when speaking their 
native language, produce sentences with words out of order, use incorrect verb endings, have articulation delays 
and so forth, a language disorder may be present and children should be referred for a speech-language evaluation;

ȏ� Anticipate grammatical errors when children are learning a new language, but be concerned about grammatical 
errors if occurring in all languages spoken. Bilingual children and children new to the English language make more 
grammatical errors when speaking English than do native English-speakers. But if grammatical errors are present in 
all languages, this may be an indicator of language impairment for which a referral to a speech-language pathologist 
is needed;

ȏ� Establish performance on an English-language screen as a baseline against which future growth can be compared. 
Since future instruction is likely to be in English, baseline information on English language skills is needed for 
tracking progress;

ȏ� Monitor vigilantly, i.e., rescreen in a few months, and compare progress. If progress is slower than normal, then the 
presence of disabilities is more likely, but if progress is on track, then referrals are not indicated (although we should 
encourage one parent to speak English at home where possible, and children to participate in daycare or playgroups);

ȏ� If the above suggestions are not feasible in primary care (e.g., too complicated, time-consuming, or translators are 
not available), refer to IDEA programs for further evaluation every time screens are failed. 

Table 10-7 provides support for nuanced clinical reasoning about language development.
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SELF-PROBES FOR FORMING CLINICAL 
IMPRESSIONS RECOMMENDATIONS

Does a child appear to have a language disorder (e.g., 
scrambled syntax in any language)?

Refer to IDEA

Obtain evaluation results and refer elsewhere if ineligible

Monitor progress between visits

Is this child in an environment that provides adequate 
support for language learning in all languages, i.e., lots of 
resilience factors?

Provide developmental promotion focused on dual-language 
learning

Monitor progress between visits

Is this child in a language-rich environment but has 
differential levels of exposure, i.e., hears one language 
far more than another?

Encourage participation in play groups or daycare to build English 
skills prior to kindergarten, and where possible for one parent to 
speak English at home

Monitor progress between visits

Is this child in an environment with psychosocial risk 
and limited resilience—meaning limited parent-child 
interactions that promote development?

Refer to IDEA but anticipate lack of eligibility and the need to refer 
to Head Start or quality daycare. 

Enroll all bilingual and dual language preschoolers in programs 
that will prepare them for success with English before kindergarten 

Advise parents on developmental promotion or refer to parent 
training

Monitor progress between visits

Table 10 – 7. Guidance for Clinical Decision-Making with Language Delays

XI. developmenTal promoTIon WITh famIlIes aT rIsk or  
mulTI-/bIlInGual and dual lanGuaGe learners 

Table 10 – 8. Key Messages in Language Promotion
ȏ� Advise parents on optimal methods for promoting language development. See Chapter 7 for suggested methods and 

content (with downloadable handouts and live links at ZZZ�SHGVWHVW�FRP�7KH%RRN�&KDSWHU�) including sites providing 
parenting information in multiple languages, DVDs (helpful for families lacking literacy), etc; 

ȏ� The ability of children to speak well in a second language depends in large part on his or her family’s ability to speak 
more than one language well, and on the care-givers’ ability to promote communication (e.g., share books and converse 
with their child);

ȏ� There are different ways to introduce a second language: 

ȏ� by setting (e.g., English is spoken only in the school, and Urdu is spoken only in the home);
ȏ� by event (e.g., French is spoken only during meal time, and Spanish is spoken during school/work activities);
ȏ� by speaker (e.g., Mom will speak only in German, and Dad speaks Russian only);

ȏ� Neither parents nor teachers should focus more on grammar than on meaning. Acknowledging and expanding on a 
child’s utterances is a better approach. For example, if a child asks “0H�JR�VWRUH"” an appropriate acknowledgement and 
model is, “<RX�ZDQW�WR�JR�WR�WKH�VWRUH"”;

ȏ� 'HPRQVWUDWH�WR�SDUHQWV�KRZ�WR�DɟUP�DQG�H[SDQG�RQ�FKLOGUHQȇV�XWWHUDQFHV��ZKHWKHU�EDEEOLQJ��MDUJRQ��RU�VHQWHQFHV��

ȏ� Continue to suggest book sharing even when parental literacy is minimal (many can read very basic books). When 
needed, suggest “ZRUGOHVV�UHDGHUV” (meaning books with few words and lots of pictures) that parents can share with 
their children; 

ȏ� Whether parents are thought to read well or not, provide information handouts (preferably in their native language). 
+LJKOLJKW��H�J���ZLWK�D�PDUNHU��WKH�PDLQ�SRLQWV��0DQ\�SDUHQWV�FDQ�ȴQG�ȆFRPPXQLW\�KHOSHUVȇ�RU�UHODWLYHV�WR�WUDQVODWH�

ȏ� Check on the effectiveness of the parenting advice you’ve provided (e.g., in six weeks) in order to determine when more 
intensive services (such as hands-on parent training) are needed; 

ȏ� Provide parents a summary report of your recommendations and contact information. See Chapter 8 for templates that 
are also downloadable at ZZZ�SHGVWHVW�FRP�7KH%RRN�&KDSWHU� and generated automatically via online screening services. 
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XII. referrInG for a speech-lanGuaGe evaluaTIon and WhaT To expecT 
,'($�HYDOXDWLRQV�DUH�IUHH��RI�JRRG�TXDOLW\��DQG�VKRXOG�EH�\RXU�ȴUVW�UHIHUUDO�RSWLRQ�IRU�DQ\�FKLOG�ZKR�KDV�
GLɟFXOW\�RQ�D�VFUHHQ�DQG�SDUWLFXODUO\�RQ�LWV�ODQJXDJH�LWHPV��7DEOH������SURYLGHV�LQIRUPDWLRQ�RQ�KRZ�WR�
request an evaluation and make sure that speech-language skills are thoroughly assessed.

Table 10 – 9. How to Request an Evaluation 
ȏ� Describe in your referral letter: screening results, parents’ concerns, issues with psychosocial risk factors, 

presence of multiple-language exposure, relevant health issues, and your own observations about the child and 
family. See Chapter 5 for a referral letter template (downloadable at ZZZ�SHGVWHVW�FRP�7KH%RRN�&KDSWHU�), or use 
web-based screening services that will generate these for you; 

ȏ� Document in your referral letter the status of vision/hearing screening or if you are not able to screen sensory 
skills, include a request that IDEA provide this. Sensory status must be established before testing can proceed; 

ȏ� 6SHFLȴFDOO\�UHTXHVW�D�VSHHFK�ODQJXDJH�DVVHVVPHQW�

ȏ� Refer families to social services when they are unemployed, homeless, when domestic violence is a factor, etc;

ȏ� 5HIHU�FRQVLVWHQWO\�WR�,'($�DV�WKH�ȴUVW�EHVW�VWDUW�GXH�WR�IUHH�HYDOXDWLRQV��,Q�VRPH�6WDWHV�,'($�SURYLGHV�PRQLWRULQJ�
for non-qualifying children together with referral assistance to non-IDEA services; 

ȏ� Make appointments for families, especially those with limited English, if at all possible. Parents are more likely 
to keep follow-up appointments if made by clinics.16 Many families with risk factors are intimidated when 
HQFRXQWHULQJ�SURIHVVLRQDOV��PRVW�SDUWLFXODUO\� WKRVH�ZKRVH�(QJOLVK� LV�QRW�ȵXHQW��(QFRXUDJH� IDPLOLHV� WR� WDNH�D�
‘community helper’ to their appointment; 

ȏ� Collaborate with your local IDEA programs on a two-way consent form in which parents agree that your clinic and 
IDEA can share information (see Chapter 5 for templates, downloadable at ZZZ�SHGVWHVW�FRP�7KH%RRN�&KDSWHU�); 

ȏ� Create a list of local services to which you can refer when children are deemed at risk but not eligible for IDEA 
programs (e.g., Head Start/Early Head Start, parent training, quality daycare, social services, mental health 
programs, after-school tutoring, etc.). See Chapter 5 and ZZZ�SHGVWHVW�FRP�7KH%RRN�&KDSWHU� for links to national 
VHUYLFHV�IURP�ZKLFK�\RX�FDQ�ȴQG�ORFDO�SURJUDPV��

What to Expect After Referring for a Speech Language Evaluation
$QWLFLSDWH�WKDW�,'($�LQWDNH�PD\�LQYROYH�LQ�GHSWK�VFUHHQLQJV�DV�D�ȴUVW�VWHS�LQ�GHFLGLQJ�ZKHWKHU�D�FRPSOHWH�
speech-language assessment (or other diagnostic assessment measures) is needed. Note that the in-depth 
VFUHHQV�XVHG�E\�,'($�DUH�RIWHQ�GRPDLQ�VSHFLȴF�DQG�IDU�PRUH�GHWDLOHG�WKDQ�ZKDW�FDQ�EH�DFFRPSOLVKHG�
in primary care. IDEA examiners are likely to be professionals with much skill in the domains assessed, 
i.e., they will bring to screening much clinical acumen needed for determining what is typical progress 
and what is not.

From the information provided in your referral letter (and with the results of additional in-depth screens 
used in IDEA intake), when a speech-language diagnostic evaluation is conducted, the precise focus and 
measures administered will differ depending on the areas of concern raised. For example:

ȏ� If articulation skills are the central issue, speech-language pathologists view oral-motor skills (e.g., 
tongue lateralization and elevation, phonation, coordination of breathing with speech production, 
pitch, nasality, resonance, swallowing, chewing, etc.);

ȏ� If understanding language is an apparent problem, receptive skills are assessed via a focus on 
syntax, grammar, processing speed (how quickly a child understands what is heard), and semantics, 
i.e., a child’s ability to meaningfully interpret communication whether gestural or verbal;

ȏ� If abilities with expressive language skills seem problematic, assessment focuses on production of 
sentences, use of morphemes (meaningful word parts such as “–ing or –ed”), word order, i.e., syntax, 
vocabulary, and again on pragmatic language, such as how well a child engages the interests of 
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another speaker;

ȏ� ,I�ȵXHQF\�LV�D�SUREOHP��DUWLFXODWLRQ�VNLOOV�DUH�DVVHVVHG�DORQJ�ZLWK�UDWH�RI�VSHDNLQJ�DQG�SURVRG\��L�H���
LQȵHFWLRQV��ORXGQHVV��SLWFK�DQG�UK\WKPV�RI�VSHHFK��DQG�KRZ�WKH\�UHȵHFW�WKH�HPRWLRQDO�VWDWH�RI�WKH�
speaker, and how well a child responds to the emotional state of the listener;

ȏ� ,I�KHDULQJ�ORVV�LV�FRQȴUPHG��VSHHFK�ODQJXDJH�SDWKRORJLVWV�ZLOO�QHHG�WR�FROODERUDWH�ZLWK�KHDOWKFDUH�
professionals on needed treatment. Speech-language evaluations will cover all the above areas. 

XIII. resources for parenTs and professIonals 
Below are sites providing information focused on language development for both professionals and 
parents. Live links are provided on the website for this chapter and also for Chapter 7. In the reference 
section is a list of journal articles and textbooks for further reading. 

www.asha.org is the website for the American Speech and Hearing Association. The site houses articles 
and policy statements on a wide range of issues including bilingual and dual language learning. 

www.nabe.org is the site for the National Association for Bilingual Education where research and 
training guidance for English as a Second Language can be found.

www.ncela.gwu.edu is the National Clearinghouse for English language acquisition. The site includes 
standards for assessment, state networking, and webcasts.

www.literacytrust.org.uk focuses on coaching parents to talk with their babies. Included are tip 
sheets in 13 languages including Arabic, Chinese, Portuguese, Turkish, Somali and Urdu.

www.colorincolorado.org includes Spanish language resources to help parents promote language 
development through play. 

www.infanthearing.org is the National Center for Hearing Assessment and Management at Utah 
State University. The site includes professional training videos, practice recommendations for primary 
FDUH��QHZERUQ�KHDULQJ�VFUHHQLQJ�DQG�HDUO\�FKLOGKRRG�SURJUDPV��UHVHDUFK�ȴQGLQJV��DQG�ZHEFDVWV�

www.aap.org houses a collection of helpful policy statements from the Committee on Psychosocial 
Aspects of Child and Family Health. These cover issues in bereavement, postpartum depression, divorce 
and separation, disaster-related challenges, the role of fathers, and other psychosocial challenges.

After the chapter comments is a sample information handout for parents about language development. 
Following are measures of psychosocial risk and resilience. These are also downloadable in Spanish and 
English at ZZZ�SHGVWHVW�FRP�7KH%RRN�&KDSWHU��.

Chapter Comments: /DQJXDJH� LV� WKH�GRPDLQ�RI�GHYHORSPHQW�WR�ZKLFK�KHDOWKFDUH�SURYLGHUV�VKRXOG�
SD\�FORVHVW�DWWHQWLRQ��/DQJXDJH�GLVWXUEDQFHV�DQG�GHOD\V�DUH�WKH�KDOOPDUNV�RI�PDQ\�GLVDELOLWLHV��&KLOGUHQ�
ZKR�DUH�FXOWXUDOO\�DQG�OLQJXLVWLFDOO\�GLYHUVH�PD\�KDYH�GHSUHVVHG�YRFDEXODU\�VNLOOV���EHFDXVH�YRFDEXODU\�
LV�GHSHQGHQW�RQ�H[SHULHQFH�DQG�VKDSHG�E\�FXOWXUH����'HOD\V�DQG�GLVRUGHUV�LQ�ODQJXDJH�GHYHORSPHQW�KDYH�
DQ�DGYHUVH� LPSDFW�RQ�VXFFHVV� LQ�VFKRRO�DQG�LQGHHG� LQ� OLIH��3UHVFKRRO�FKLOGUHQ�IURP�ORZ�LQFRPH�IDPLOLHV�
KDYH�JUHDWHU�GLɚFXOW\�LGHQWLI\LQJ�DQG�PDQLSXODWLQJ�VRXQG�VWUXFWXUH��UHFRJQL]LQJ�OHWWHU�QDPHV�DQG�VRXQGV�
DQG�GHYHORSLQJ�YRFDEXODU\�WKDQ�SUHVFKRROHUV�IURP�PLGGOH�DQG�KLJK�LQFRPH�KRPHV��7KH�DYHUDJH�FKLOG�RQ�
0HGLFDLG�KDV� OHVV� WKDQ�KDOI� WKH�H[SHULHQFH� OLVWHQLQJ� WR�DQG�VSHDNLQJ�ZLWK� WKHLU�SDUHQWV� �����ZRUGV�SHU�
KRXU��WKDQ�D�FKLOG� IURP�D�ZRUNLQJ�FODVV� IDPLO\�������ZRUGV�SHU�KRXU�ȃDQG�WKH� ODWWHU� IUHTXHQF\� LV� OHVV�
WKDQ�KDOI�WKDW�RI�D�FKLOG�IURP�D�SURIHVVLRQDO�IDPLO\��������ZRUGV�SHU�KRXU���%\�WKH�WLPH�FKLOGUHQ�DUH���\HDUV�
RI�DJH��WKRVH�IURP�DɛXHQW�IDPLOLHV�KDYH�EHHQ�H[SRVHG�WR�PLOOLRQV�PRUH�ZRUGV�WKDQ�KDYH�FKLOGUHQ�LQ�ORZHU�
6(6�IDPLOLHV����7KXV�SURYLGHUV�PXVW�DWWHQG�FDUHIXOO\�WR�ULVN�DQG�UHVLOLHQFH�IDFWRUV�ZKHQ�VFUHHQLQJ�ODQJXDJH�
VNLOOV��HVSHFLDOO\�LQ�ORZ�LQFRPH�\RXQJ�FKLOGUHQ�ZKR�DUH�GXDO�RU�VHTXHQWLDO�ODQJXDJH�OHDUQHUV�
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3DUHQWV�DUH�FUXFLDO�LQIRUPDQWV�LQ�HDUO\�GHWHFWLRQ��DQG�DUH�RIWHQ�FDOOHG�XSRQ�WR�DVVLVW�KHDOWKFDUH�SURYLGHUV�
LQ�FRPSOHWLQJ�VFUHHQLQJ�PHDVXUHV��RIWHQ�LQ�PRUH�WKDQ�RQH�ODQJXDJH��7KH�VFUHHQLQJ�SURFHGXUHV�GLVFXVVHG�
WKURXJKRXW�WKLV�WH[W�KLJKOLJKW�WKH�YDOXH�RI�IDPLO\�LQVLJKWV�RQ�WKH�GD\�WR�GD\�IXQFWLRQLQJ�RI�WKHLU�FKLOGUHQ������,W�
LV�KHOSIXO�WR�HQJDJH�IDPLOLHV�LQ�D�GLDORJXH�DERXW�WKHLU�ZRUULHV�DQG�FRQFHUQV�DERXW�WKHLU�FKLOGUHQȇV�ODQJXDJH�
VNLOOV��:KHQ�SUREOHPV�DUH�DSSDUHQW� LW� LV�HVVHQWLDO� WR�SURPSWO\�UHIHU� WR�VSHHFK�ODQJXDJH�SDWKRORJLVWV�RU�
,'($�LQWDNH�WHDPV�IRU�HQVXULQJ�WKDW�ODQJXDJH�LV�FRPSUHKHQVLYHO\�DVVHVVHG���,Q�WKH�IDFH�RI�SV\FKRVRFLDO�ULVN�
DQG�OLPLWHG�UHVLOLHQFH��UHIHUUDOV�IRU�VRFLDO�ZRUN�VHUYLFHV�DQG�SDUHQW�WUDLQLQJ�VKRXOG�EH�D[LRPDWLF�

0HDQZKLOH��SDUHQWV�DUH�WKHLU�FKLOGȇV�ȴUVW�DQG�LGHDOO\�EHVW�LQWHUYHQWLRQLVW��7R�RSWLPDOO\�DVVLVW�IDPLOLHV��HYHQ�
ZKHQ�D�UHIHUUDO� LV�QHHGHG��FOLQLFLDQV�VKRXOG�DOZD\V�SURPRWH�ODQJXDJH�GHYHORSPHQW�E\�DFWLYHO\�WHDFKLQJ�
SDUHQWV�WR�OLVWHQ��WDON��DQG�VKDUH�ERRNV�
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Building Speech And Language Skills
 
Skills in speech (sound pronunciation) and language (listening, understanding and using words) develop in an 
orderly way, although the pace may differ for different children. Below are general guidelines. Most children will 
show the listed skills within six months of the times listed:

Expressive Language Milestones  Expressive Vocabulary
1 year: 1 word sentences  1 year:        1-10 words
2 years: 2 word sentences  1 1/2 years:  10 - 100 words
3 years: 3 to 5 word sentences  2 years:       100 - 250 words
4 years: 4 to 7 word sentences.   2 1/2 years: 250 - 400 words
 Uses different parts of    3 years:  450 - 900 words
      speech almost all the time. 4 years:  > 1500 words
Speech Milestones: 
3 year: sounds of the letters: m, b, p, h, w and all vowels
4 years: k, g, t, d, n, ng, f
5 years: s, z, l, v, y, th, sh, wh, ch
6 years: r, j
Speech Intelligibility (how well your child can be understood by others)
2 years: 25%
2 1/2 years: 60% - 65%
3 years: 75% - 90%
4 years: 90% - 100%

Fluency
Stuttering in the preschool years is normal (as long as whole words or word parts, not single sounds, are repeated). 
Be sure to give your child time to say what he is trying to say.

ACTIVITIES
Here are some things you can do to help build your child’s speech and language skills:

1. TALK, TALK, TALK.  Talk about what your child is doing as he does it (“You’re smiling.”).  Talk about 
how she might be feeling (“You’re happy because you have your favorite toy”). Name people (“Look! 
There’s your sister.”) and everyday objects (“bottles, juice, bed, diaper”). Talk about what things look like 
(“That ball is red and it’s big. It is a big red ball.”) Talk about sounds around you and imitate them (cat’s 
meowing, dogs barking, bacon sizzling). Sing songs and say nursery rhymes. 

2. LISTEN, LISTEN, LISTEN. Conversations have two sides. Follow your child’s lead and talk about things 
he or she brings up. Give him a chance to label things (“Oh, you’re thirsty. You want a drink. What do 
you want?”). A young child will need an example (“There’s the orange juice. Mmm... orange juice tastes 
good.”). An older toddler may need a choice (“Do you want juice or milk?”) A young child may say only 
part of a sentence such as “want truck”. You can expand on this and answer (“OK, you want the big 
truck.” or “Here is the big yellow truck. It carries dirt! Varoom.”).  

3. READ, READ, READ. Start reading early even though your child may be too young to understand what 
you are saying. This helps children learn that reading is fun. Early on let your children explore the books 
as they want to (using cloth books or action books like “Pat the Bunny”). Encourage your child to name 
the pictures (“What’s that?”, “What do you think will happen next?”, “Look! The bunny ate the carrots.”)

4. EXPLORE, EXPLORE, EXPLORE. Go places—the grocery store, the gas station, the park, the library. Talk 
about it all. Ask your child what he sees and what were his favorite things and why.

5. DO, DO, DO. Let your child help do things for himself (“We have to get dressed. Go get your (new) 
(black) (tennis) shoes”). Let your child help you do things and talk about it while you work together 

© 2006 Kathleen Mahn, Frances Page Glascoe, www.pedstest.com
 You may reproduce this page. 
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(“Let’s wash the dishes. I’m getting the sponge. I’m putting soap on it. Now there’s soap on the sponge. 
Can you turn on the water?”). Meal and bath times are great times for talking about activities.

TIPS: 
1. Look at your child while he or she is talking. 
2. Take your time and think more about the message rather than the way your child says it.
3. Set a good example. Speak slowly and don’t rush.
4. Spend time every day with your child, talking in an unhurried, relaxed way.

REMEMBER:
1. Talking is special and fun. 
2. At the end of a conversation, praise your child’s efforts to talk. 
3. Don’t correct grammar. Just restate her words in the way adults talk. 
4. Use other natural cues when talking and listening. Facial expressions, gestures, and body language 

communicate a lot (e.g., “You look happy....upset...angry, etc.. Tell me about it.”).
5. Repeat main ideas frequently and in different ways.
6. Remember talking and communicating is a natural thing—”just do it.”
7. If you have concerns about your child’s speech and language skills, discuss it with your child’s doctor, 

early intervention program or the speech-language pathologist at the public school where your child 
will, or already does, attend.  

NATIONAL RESOURCES

American Speech-Language Hearing Association (www.asha.org). Consumer Helpline 1-800-638-8255

Stuttering Foundation of America (www.stutteringhelp.org)

The Audiological Foundation of America (www.audfound.org/) for information on locating an audiologist, dealing 
with hearing loss, etc. 

Every Day Matters: Activities for You and Your Child. Circle Pines Minnesota: American Guidance. 1-800-328-
2560. (www.agsnet.com)

Childhood Speech, Language and Listening Problems: What Every Parent Should Know, by Patricia Hamoguchi. 
 John Wiley & Sons, 1995 (www.amazon.com)

The Language of Toys: Teaching Communication Skills to Special Needs Children, by Sue Schwartz & Joan Miller. 
 Woodbine House, 1988. (www.amazon.com)

SUGGESTIONS FROM PROVIDERS AND FOLLOW-UP DATE:
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Scoring Directions for the BRIGANCE PARENT-CHILD INTERACTIONS SCALE (BPCIS): A MEASURE OF 
RESILIENCE AND RISK

Rationale: Children often appear to be typically developing early in life. But given a dearth of resilience 
factors, i.e., problematic parent-child interactions, delays will inevitably emerge over time. We need to 
have answers to such questions as: Are parents talking a lot with their children? Are parents responding to 
children’s attempts at communication in an encouraging way? Are parents teaching new words? Are parents 
ZOHYPUN�IVVRZ&�+V�WHYLU[Z�MLLS�[OLPY�JOPSK�PZ�PU[LYLZ[LK�PU�JVTT\UPJH[PVU&�(YL�WHYLU[Z�JVUÄKLU[�PU�[OLPY�
ability to soothe their child (an effort that usually involves calm physical and verbal communications, such as 
“sweet-nothings”, “there-there-ing”)? 

Positive parent-child interactions and positive perceptions of parenting are strongly associated with ongo-
ing typical development. Negative perceptions and lack of positive interactions are strongly associated with 
emerging delays and disabilities. Differences in development between these two groups are striking—as 
early as 12-months of age. 

The importance of developmental-behavioral promotion is clear: To help assure typical development, we 
need to make sure parents know how to encourage development via interactions with their children that 
emphasize talking, listening, reading, teaching and verbal soothing. 

Research Support: The BPCIS is a surveillance tool designed to identify positive versus problematic par-
ent-child interactions—well before delays emerge. Research on the BPCIS can be found in this publication: 
Glascoe FP, Leew S. Parenting Behaviors, Perceptions and Psychosocial Risk: Impact on Child Development. 
Pediatrics. 2010; 125: 313-319. 

Timing: We recommend use of the BPCIS at 6-months and again at 15-months (or whenever parents’ con-
cerns indicate lack of age-appropriate knowledge of child development). If problematic interactions are 
found, developmental-behavioral promotion with careful follow-up to assess effectiveness is needed. If 
follow-up suggests ongoing problems, hands-on parent training is essential, i.e., referrals to parent-training 
programs.

Administration: If you wish parents to complete the BPCIS questions on their own, be sure to ask whether 
they would prefer to answer the questions on their own or have someone go through it with them (most par-
ents will ask for assistance if literacy is a problem). In Spanish ask, “¿Les gustaría completar el formulario so-
SVZ�V�WYLÄLYLU�X\L�HSN\PLU�SV�YLZWVUKH�JVU�\Z[LKLZ&¹�0M�\ZPUN�[OL�L_HTPULY�]LYZPVU��P[�PZ�ILZ[�[V�^HP[�[V^HYK�
the end of the encounter to score so that multiple parenting behaviors can be observed and rated. 

Measurement Methods!�;OLYL�HYL�[^V�]LYZPVUZ�VM�[OL�)7*0:��;OL�ÄYZ[�PZ�WHYLU[�YLWVY[��WYLMLYYLK�ILJH\ZL�P[�
taps parents’ perceptions and feelings) and the second is examiner observation. Some parent-report items, 
i.e., parents’ perceptions, are not included in the examiner version because these cannot be observed. Both 
the English and Spanish versions of both scales are included below.

Scoring Directions: The BPCIS uses a three-point scale (e.g., not likely, sometimes, often). “Sometimes” (“a 
veces”) is not a desirable response and is associated with problematic parent-child interactions. Spanish 
responses are shown in parentheses. Note that not all items are required for scoring but collectively answers 
add insight into parenting behaviors.

©Frances Page Glascoe, Parent-Child Interactions Scale. Adapted with permission from Brigance A and Glascoe FP. BRIGANCE® Infant Toddler Screens. 
North Billerica, MA: Curriculum Associates, 2008. www.cainc.com Permission is granted to reproduce this page. 
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Other Observations Of Psychosocial Risk (four or more are predictive of delays in development)

____ Parent(s) have less than a high school education.

FFFF�7HYLU[�Z��OH]L�SPTP[LK�SP[LYHJ`��L�N���;OL`�OHK�KPMÄJ\S[`�JVTWSL[PUN�
        questionnaire, poor spelling, unpracticed handwriting, etc.)

____ There is less than twenty years’ age difference between parent and oldest child.

____ Child is member of a racial/ethnic minority.

____ Family does not speak English at home.

____ Child lives in a single-parent household.

____ Four or more children live in the home.

____ Child has changed schools frequently. (It may be helpful to view school 
        records of older siblings.) or family has twice or more in the past 12 months.

____ Child has no prior participation in structured preschool/daycare programs.

____ Child has a history of being abused or exposed to domestic or neighborhood violence.

____ Child or siblings participate in free lunch program or Medicaid

____ Parent(s) are unemployed.

©Frances Page Glascoe, Parent-Child Interactions Scale. Adapted with permission from Brigance A and Glascoe FP. BRIGANCE® Infant Toddler Screens. 
North Billerica, MA: Curriculum Associates, 2008. www.cainc.com Permission is granted to reproduce this page. 
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1. I play with my child and show him or her things about toys.

2. I hug and kiss my child.

3. I mostly talk to my child when he is crying.

4. I help my child learn by talking and showing him or her new things.

5. I look at or read children’s books to my child.

6. My child does not calm down or seem very interested when I talk to him.

7. I make up games or songs for my child.

8. When my child looks at or touches a toy, I talk to him about the toy.

9. When my child is looking at me, I talk or make sounds with him.

10. My child doesn’t seem to like me.

11. I enjoy feeding my child or eating with him.

12. I talk to my child in a special way.

13. My child is not very much fun to be with.

14. I can make my child feel better when he or she is upset.

����>OLU�T`�JOPSK�SVVRZ�H[�VY�[V\JOLZ�ZVTL[OPUN��[OL�ÄYZ[�[OPUN�0�ZH`�PZ�¸no”.

16. Most of the time I like my child.

17. My child does not need my help learning new things.

18. I talk with my child when feeding or eating with him or her.

BRIGANCE® Parent-Child Interaction Scale
Parent-Report Version

Not very often       Sometimes       Often  

Not very often       Sometimes       Often  

Not very true       Sometimes true       Mostly true  

Not very true       Sometimes true       Mostly true  

Not very often       Sometimes       Often  

Mostly true       Sometimes true       Not very true  

Not very often       Sometimes       Often  

Not very often       Some of the time       Most of the time

Not very often       Sometimes       Often  

Mostly true       Sometimes true       Not very true  

Not very often       Some of the time       Often

Not very often       Sometimes       Often  

Mostly true       Sometimes true       Not very true  

Not very often       Sometimes       Often  

Mostly true       Sometimes true       Not very true  

Not very true       Sometimes true       Mostly true  

Mostly true       Sometimes true       Not very true  

Not very often       Sometimes       Most of the time

©  2008 Frances Page Glascoe, From BRIGANCE® A and Glascoe FP. BRIGANCE® Infant Toddler Screens. Published by Curriculum Associates, North Billerica, 
MA: . www.cainc.com The publisher gives permission for this scale to be reproduced as long as this attribution is cited.

Child’s name

Date of birth

Today’s date
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____________________
Today’s date

Brigance Parent-Child Interaction Scale
BPCIS Examiner Observation Form

Child’s name_____________________________________________ Date of birth_______________

Please circle the answers that correspond to your observations. You will need to use your clinical
judgment about some items.

1. Parent plays with child and shows him or her things about toys.
 Not likely/Not often  Sometimes  Often/ Likely

2. Parent hugs and kisses child.
 Not likely/Not Often  Sometimes  Often/ Likely

3. Parent talks to child only when child is crying.
 Often/ Likely   Sometimes  Not likely/Not Often

4. Parent helps child learn new things.
 Not likely/Not Often  Sometimes  Often/ Likely

5. Parent reads children’s books to child.
 Not likely/Not Often  Sometimes  Often/ Likely

7. Parent makes up games or songs for child.
 Not likely/Not Often  Sometimes  Often/ Likely

8. When child looks at or touches a toy or object, parent talks to him/her about the toy.
 Not likely/Not Often  Sometimes  Often/ Likely

9. When child is looking at parent, parent talks or make sounds with him/her.
 Not Likely/Not Often  Sometimes  Often/ Likely

10. Child seems to avoid parent or to prefer the company of other people.
 Often/ Likely   Sometimes  Not likely/Not Often

11. Parent seems to enjoy child.
 Not Likely/Not Often  Sometimes  Often/ Likely

14. Parent soothes child when he or she is upset.
 Not Likely/Not Often  Sometimes  Often/ Likely

����>OLU�JOPSK�SVVRZ�H[�VY�[V\JOLZ�ZVTL[OPUN��WHYLU[Z»�ÄYZ[�YLZWVUZL�PZ�¸5V¹��
 Often/ Likely   Sometimes  Not likely/Not Often

19. Parent faces child when talking with him or her.
 Not Likely/Not Often  Sometimes  Often/ Likely

20. Parent brings food, toys, diapers or other helpful child-support materials to the encounter.
� 0UZ\MÄJPLU[�MVY�JOPSK»Z�ULLKZ�� � :\MÄJPLU[
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For the Parent-Report version of the BPCIS:
Indicators of Resilience are two or more of the following:
(a) Items 1, 4, 5, 8, 12,16, 18 answered with “often/likely” (“a menudo”), “mostly true” (“es bastante cierto”) 
“most of the time” (“la mayor parte del tiempo”)
(b) Item 17 answered as “not very true”  (“no es muy cierto”)

Indicators of Risk:
(a) Fewer than 2 positive answers from the above set of items/responses and/or two or more of these answers: 
(b) Items 3, 13, and 15 answered with “mostly true” “(es bastante cierto”) 

For the Examiner observation version of the BPCIS:
Indicators of Resilience are two or more of the following:
(a) Items 1, 4, 5, 8, answered with “often/likely” (“a menudo”), “mostly true” (“es bastante cierto”) “most of 
the time” (“casi todo el tiempo”)

Indicators of Risk:
Fewer than 2 positive answers from the above set of items/responses and/or two or more of these answers: 
(a) Items 3 and 15 answered as “mostly true” (“es bastante cierto”) 
(b) Item 19 answered as “not likely/not often” (“No muy seguido”) 
�J��0[LT����HUZ^LYLK�HZ�¸PUZ\MÄJPLU[¹��¸PUZ\ÄJPLU[L¹�

Copyright: The BPCIS is freely downloadable and reproducible as long as its copyright notice is shown.

©Frances Page Glascoe, Parent-Child Interactions Scale. Adapted with permission from Brigance A and Glascoe FP. BRIGANCE® Infant Toddler Screens. 
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Scoring Instructions for the Family Psychosocial Screen 

Scoring Criteria and Interpretation:
Under “Family Activities [Actividades Familiares]”are 3 items that screen for parental depression. Two or more positive 

answers are considered a positive screen. Depression is not only debilitating for parents but is also associated 
with developmental delays and mental health problems in children. When parental depression appears pres-
ent, it may be helpful to explore other symptoms such as changes in appetite, weight, sleep, activities, energy 
level, ability to concentrate, feelings of hopelessness, and thoughts and plans about suicide. Reassurance 
about the frequency of depression is helpful as is noting the availability of various treatment options such as 
psychologists, psychiatrists, family doctors, internists, and support groups.

Under “Drinking and Drugs [&RQVXPR� GH�$OFRKRO� \� 'URJDV]” are 7 questions that screen for 
SDUHQWDO� VXEVWDQFH� DEXVH��$�SRVLWLYH� UHVSRQVH� WR� DQ\�RI� WKH�ȴUVW� VL[� LV� FRQVLGHUHG�D�SRVLWLYH�
screen. This should be met with further questions about frequency of use, impact on the family, 
and impression of the effects of parental drinking on children. Physicians’ advice to quit smoking 
is often highly effective but it is unlikely that abuse of other substances could be eliminated as 
easily. Referrals for further assessment and treatment should be made. Working with a social 
worker can facilitate compliance and help with arrangements for treatment. 

Under “Family Health Habits [+£ELWRV� GH� 6DOXG� )DPLOLDUHV@ȋ� WKHUH� DUH� �� TXHVWLRQV� DVVHVVLQJ�
domestic violence. Parents who respond positively to any of these should receive further 
counseling including exploration of the extent and patterns of violence, and safety issues for 
children (including gun storage). Parents may need assistance making escape plans and should 
EH� UHIHUUHG� WR�KRW�OLQHV�RU� VKHOWHUV�� &OLQLFLDQV� VKRXOG�DɟUP� WKDW�GRPHVWLF� YLROHQFH� LV�ZURQJ�
but not uncommon. Victims need follow-up visits and ongoing support even if they return to 
the batterer. Forming a therapeutic relationship around the child’s safety and well-being is 
recommended since children are at risk for physical abuse in homes where there is domestic 
YLROHQFH��$JDLQ��UHIHUUDOV�IRU�VRFLDO�ZRUN�VHUYLFHV�PD\�EH�WKH�EHVW�ȴUVW�VWHS�

Under “When You Were a Child [&XDQGR�8VWHG�HUD�1L³R]” are 8 questions assessing parents’ history 
when they themselves were children of physical or verbal abuse. Such backgrounds predispose 
parents to disciplinary practices that may be abusive but more often are too permissive. Positive 
UHVSRQVHV�WR�DQ\�RI�WKH�ȴUVW���TXHVWLRQV�DUH�FRQVLGHUHG�D�SRVLWLYH�VFUHHQ��7KH�ODVW���TXHVWLRQV�KHOS�
gather additional information about disciplinary techniques and parents’ need for counseling 
and parent training.

Under “Help and Support [$\XGD�\�$SR\R]” are questions assessing social support, a strong factor 
in reducing life and parenting stresses. Adequate social support helps ensure appropriate models 
for parenting practices and social control on disciplinary techniques. A problematic result is 
HYLGHQW�LQ�UHVSRQVHV�WR�WKH�ȴUVW���TXHVWLRQV��L�H���IHZHU�WKDQ�WZR�VXSSRUWLYH�SHUVRQV�RU�ZKHQ�WKH�
SDUHQW�LV�OHVV�WKDQ�YHU\�VDWLVȴHG�ZLWK�WKHLU�VXSSRUW��5HIHUUDOV�WR�SDUHQWLQJ�JURXSV��VRFLDO�ZRUN�
services, home visitor programs, or community family support services are warranted. 

The Family Psychosocial Screen also assesses other risk factors for developmental and behavior 
problems. These include frequent household moves, single parenting, three or more children in 
the home, less than a high school education, and unemployment. Four or more such risk factors 
including mental health problems and an authoritarian parenting style (observed when parents 
use commands excessively or are negative and less than responsive to child-initiated interests) is 
associated with a substantial drop in children’s intelligence and subsequent school achievement. 
In such cases, children should also be referred for early stimulation programs such as Head Start 
or a quality daycare or preschool. 

©1996 Kemper KJ & Kelleher KJ. Permission is granted to reproduce this form.
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Family Psychosocial Screen
;OPZ�VMÄJL�PZ�KLKPJH[LK�[V�WYV]PKPUN�[OL�ILZ[�WVZZPISL�JHYL�MVY�`V\Y�JOPSK��0U�VYKLY�MVY�\Z�[V�ZLY]L�`V\�IL[[LY��WSLHZL�[HRL�H�ML^�TPU\[LZ�
[V�HUZ^LY�[OL�MVSSV^PUN�X\LZ[PVUZ��@V\Y�HUZ^LYZ�^PSS�IL�RLW[�Z[YPJ[S`�JVUÄKLU[PHS�HZ�WHY[�VM�`V\Y�JOPSK»Z�YLJVYK��6UNVPUN�L]HS\H[PVUZ�VM�
V\Y�JHYL�TH`�PU]VS]L�JOHY[�YL]PL^Z�I`�X\HSPÄLK�WLYZVUZ��I\[�ULP[OLY�`V\Y�UHTL��UVY�`V\Y�JOPSK»Z�UHTL�^PSS�L]LY�HWWLHY�PU�HU`�YLWVY[Z�

Child’s Name_________________________________ Doctor_____________ Today’s Date________________________
Circle either the word or the letter for your answer where appropriate. Fill in answers where space is provided:

Are you the child’s 

What is the highest grade you have completed?   1 2 3 4 5 6 7 8 9 10 11 12 (High School GED) 
            13 14 15  16  17 18 19   Some college or vocational school  
            College Graduate  Postgraduate

How many times have you moved in the last year?   __________ times

Where is your child living now?  A. House or apartment with family  B. House or apartment with relative or friends
     C. Shelter       D. Other_____________

How old are you? ________ years old Are you?  A. Single  B. Married C. Separated D. Divorced E. Other

Does anyone in your household smoke?  Yes   No
Do you currently smoke cigarettes?      Yes   No        If yes, how many cigarettes do you smoke per day? ____ 

A. Mother
B. Father

Family Health Habits
How often does your child use a seatbelt (carseat)?        A. Never B. Rarely C. Sometimes D. Often E. Always

Does your child ride a bicycle?                         Yes   No
If yes, how often does he/she use a helmet?              A. Never B. Rarely C. Sometimes D. Often E. Always

Do you feel that you live in a safe place?                  Yes   No

In the past year, have you ever felt threatened in your home?   Yes   No

In the past year, has your partner or other family member pushed you, punched you, kicked you, hit you or threatened to hurt you?  
                        Yes   No

>OH[�RPUK�VM�N\U�Z��HYL�PU�`V\Y�OVTL&������� � ����(��/HUKN\U�)��:OV[N\U�*��9PÅL�+��6[OLY�FFFFF�,��5VUL

C. Grandparent
D. Foster Parent

E. Other relative
F. Other

G. Self (Are you the patient?) 

Family Medical History
Does the child’s mother, father, or grandparents have any of the following? If yes, who? 
High blood pressure Yes No __________________________   Diabetes Yes No ________________________________
Lung problems/asthma Yes No ________________________     Heart problems Yes No ________________________
Miscarriages Yes No _________________________________     Learning problems Yes No ______________________
Nerve problems Yes No ______________________________     Depression/Mental Illness Yes No _______________
Drinking problems Yes No ____________________________ Drug problems Yes No __________________________
Other ___________________________________________________________________________________________________

Does your child have any allergies to any medications? Yes    No  If yes, what? __________________________________        

Has the child received any immunizations?                Yes   No
Which ones? __________________________________________________ Where? ______________________________

How would you rate this child’s health in general?          A.  Excellent B. Good  C. Fair  D. Poor

What are your main concerns about your child? _______________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

Has the child ever been hospitalized?  Yes   No  When? _________________________ Where? _____________________
Why? ___________________________________________________________________________________________________

What is your current monthly income, including public assistance?      $ ________

Besides you, does anyone else take care of the child. If yes, who?         Yes    No

© 1996 Kemper KJ and Kelleher KJ. Permission is granted to reproduce this form.
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When you were a child
Did either parent have a drug problem?        yes  no

Were you raised part or all of the time by foster parents or relatives (other than your parents)?  yes  no

How often did your parents ground you or put you in time out?  A. Frequently  B. Often  C. Occasionally  D. Rarely  E. Never

How often were you hit with an object such as a belt, board, hairbrush, stick, or cord? 
          A. Frequently  B. Often  C. Occasionally  D. Rarely  E. Never

Do you feel you were physically abused?        yes  no

Do you feel you were neglected?         yes  no

Do you feel you were hurt in a sexual way?        yes  no

Did your parents ever hurt you when they were out of control?     yes  no 

Are you ever afraid you might lose control and hurt your child?     yes  no

Would you like more information about free parenting programs, parent hot lines, or respite care?  yes  no 

Would you like information about birth control or familt planning?     yes  no

Family Activities
How strong are your family’s religious beliefs or practices? A. very strong  B. moderately strong  C. not strong  D. n/a

What religion/church/temple? ______________________________________________________________________________

How often do you read bedtime stories to your child? A. frequently  B. often  C. occasionally  D. rarely  E. never

How often does your family eat meals together?  A. frequently  B. often  C. occasionally  D. rarely  E. never

What does your family do together for fun? ___________________________________________________________________

How often in the last week have you felt depressed?  0       1-2     3-4           5-7 days

In the past year, have you had two weeks or more during which you felt sad, blue, or depressed, or lost pleasure in things 
that you usually cared about or enjoyed?        yes  no

Have you had two or more years in your life when you felt depressed or sad most days, even if you felt okay sometimes?  yes  no

Drinking and Drugs
In the past year have you ever had a drinking problem?      yes  no

Have you tried to cut down on alcohol in the past year?      yes  no

How many drinks does it take for you to get high or get a buzz?      1    2    3    4    5    6    7 or more

Have you ever had a drug problem?        yes  no
If yes, which ones? cocaine   heroin   methadone    speed  marijuana  other

Are you in a drug or alcohol recovery program now? yes no
If yes, which one(s)? ____________________________________________________________________________________

Would you like to talk with other parents who are dealing with alcohol or drug problems?  yes  no

Help and Support
Whom can you count on to be dependable when you need help? (just write their initials and their relationship to you)
A. No one  B. ________________________  C. ___________________
D. __________________  E. ________________________  F. ____________________
G. __________________  H. ________________________  I. ____________________

/V^�ZH[PZÄLK�HYL�`V\�^P[O�[OLPY�Z\WWVY[&�� (��]LY`�ZH[PZÄLK�� � )��MHPYS`�ZH[PZÄLK�� � *��H�SP[[SL�ZH[PZÄLK
� � � � � +��H�SP[[SL�KPZZH[PZÄLK�� ,��MHPYS`�KPZZH[PZÄLK�� -��]LY`�KPZZH[PÄLK

Who accepts you totally, including both your best and worst points?
A. No one  B. ________________________  C. ___________________
D. __________________  E. ________________________  F. ____________________
G. __________________  H. ________________________  I. ____________________

/V^�ZH[PZÄLK�HYL�`V\�^P[O�[OLPY�Z\WWVY[&� (��]LY`�ZH[PZÄLK�� � )��MHPYS`�ZH[PZÄLK�� � *��H�SP[[SL�ZH[PZÄLK
� � � � � +��H�SP[[SL�KPZZH[PZÄLK�� ,��MHPYS`�KPZZH[PZÄLK�� -��]LY`�KPZZH[PÄLK

Whom do you feel loves you deeply?
A. No one  B. ________________________  C. ___________________
D. __________________  E. ________________________  F. ____________________
G. __________________  H. ________________________  I. ____________________

/V^�ZH[PZÄLK�HYL�`V\�^P[O�[OLPY�Z\WWVY[&� (��]LY`�ZH[PZÄLK�� � )��MHPYS`�ZH[PZÄLK�� � *��H�SP[[SL�ZH[PZÄLK
� � � � � +��H�SP[[SL�KPZZH[PZÄLK�� ,��MHPYS`�KPZZH[PZÄLK�� -��]LY`�KPZZH[PÄLK
Thank you for helping us help your child and family!

© 1996 Kemper KJ and Kelleher KJ. Permission is granted to reproduce this form.
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INTRODUCTION
Children in foster care and those who have been adopted (especially later in life) have inordinate risks 
for developmental as well as mental health problems. Within this chapter we provide two narratives. In 
WKH�ȴUVW��'U��5RELQ�.UDXVH�%OLW]�H[SODLQV�KHU�ZRUN�ZLWK�IRVWHU�DQG�DGRSWHG�FKLOGUHQ�IURP�WKH�SHUVSHFWLYH�
RI�D�SHGLDWULFLDQ��6KH�UHYLHZV�$PHULFDQ�$FDGHP\�RI�3HGLDWULFVȇ�SROLF\��GHVFULEHV�ZKDW�VKHȇV�OHDUQHG�IURP�
KHU�ORQJ�KLVWRU\�RI�HQJDJHPHQW�ZLWK�FKLOGUHQ�LQ�FDUH�RU�DGRSWHG��DQG�H[SODLQV�KRZ�VSHFLDOL]HG�FOLQLFV�
FDQ�KHOS��7KH�VHFRQG�QDUUDWLYH�LV�IURP�'UV��:DOQ�%URZQ�DQG�-RKQ�5��6HLWD�ERWK�RI�ZKRP�H[SHULHQFHG�
IRVWHU�FDUH�ȴUVW�KDQG��$V�DGXOWV��'UV��%URZQ�DQG�6HLWD�EHFDPH�SURIHVVLRQDO�DGYRFDWHV�IRU�FKLOGUHQ�LQ�
care and provide intervention recommendations for professionals. 

A DevelopmentAl-BehAviorAl peDiAtriciAn’s experiences 

About the Author
Robin K Blitz, MD� LV� D�ERDUG�FHUWLȴHG�GHYHORSPHQWDO�EHKDYLRUDO� SHGLDWULFLDQ�DQG�&OLQLFDO�$VVRFLDWH�
3URIHVVRU� LQ� 3HGLDWULFV� DW� 3KRHQL[� &KLOGUHQȇV� +RVSLWDO�� 8QLYHUVLW\� RI� $UL]RQD�� 6KH� LV� D� IHOORZ� RI� WKH�
$PHULFDQ�$FDGHP\�RI�3HGLDWULFV��WKH�6RFLHW\�IRU�'HYHORSPHQWDO�DQG�%HKDYLRUDO�3HGLDWULFV��DQG�=HUR�7R�
7KUHH��D�QDWLRQDO�UHVRXUFH�RQ�FKLOG�GHYHORSPHQW�LQ�WKH�ȴUVW�WKUHH�\HDUV�RI�OLIH��'U��%OLW]�HVWDEOLVKHG�WKH�
'HYHORSPHQWDO�&HQWHU�IRU�)RVWHU�DQG�$GRSWHG�&KLOGUHQ�DW�6W��-RVHSKȇV�+RVSLWDO��SLORWHG�D�KHDOWK�SDVVSRUW�
SURJUDP�IRU�FKLOGUHQ�HQWHULQJ�IRVWHU�FDUH��DQG�FUHDWHG�WKH�'HYHORSPHQWDO�&OLQLF�DW�WKH�3KRHQL[�,QGLDQ�
0HGLFDO�&HQWHU��6KH�UHFHLYHG�D�)LUVW�7KLQJV�)LUVW�JUDQW�WR�LPSURYH�DQG�H[SDQG�UHVLGHQW�DQG�FRPPXQLW\�
SK\VLFLDQ� HGXFDWLRQ� IRFXVHG� RQ� \RXQJ� FKLOGUHQȇV� GHYHORSPHQW� DQG� EHKDYLRU�� 'U�� %OLW]� VSHFLDOL]HV� LQ�
WKH�XQLTXH�QHHGV�RI�IRVWHU�DQG�DGRSWHG�FKLOGUHQ��LQ�XWHUR�DOFRKRO�DQG�GUXJ�H[SRVXUH��$WWHQWLRQ�'HȴFLW�
+\SHUDFWLYLW\�'LVRUGHU�DQG�LWV�FR�PRUELGLWLHV��DXWLVWLF�VSHFWUXP�GLVRUGHUV��)UDJLOH�;�V\QGURPH��OHDUQLQJ�
GLVDELOLWLHV��WKH�FDUH�RI�SUHPDWXUH�LQIDQWV��DQG�FKLOGUHQ�ZLWK�PXOWLSOH�GHYHORSPHQWDO�GLVDELOLWLHV��

Dr. Blitz’s Narrative
In 1997 I worked in our state Children’s Rehabilitative Services (CRS) Clinic once a week, as a General 
Pediatric “Screener.” My role was to see new and follow-up patients with complex medical conditions, 
review past records, assess history and physical examination, and triage to other medical subspecialty and 
therapy services. I also worked one day per week at the Phoenix Indian Medical Center (PIMC) running the 
Developmental Clinic. 

One Monday in CRS Clinic, I had a patient scheduled who had a congenital heart malformation. This patient 
did not show up for his appointment. That same Thursday, I had an opening due to a cancellation at PIMC. 
Our administrative assistant had received a panicked call from a foster mother the day before, requesting 
an urgent appointment in my Developmental Clinic at PIMC. This mother and I had a long history because 
I had taken care of many of her foster children in the past. 

At 8:00 AM, the foster mother and her new foster child came into my clinic at PIMC. This infant had been 
dropped off at her door, early Wednesday morning, transferred from a local emergency shelter, where 
the baby had been placed by Child Protective Services on Sunday night. The foster mother not only had 
VLJQLȴFDQW�FRQFHUQV�UHJDUGLQJ�WKH�FKLOGȇV�GHYHORSPHQW��EXW�ZDV�DOVR�FRQFHUQHG�DERXW�KRZ�IXVV\�WKLV�EDE\�
was, that he was not eating, and simply did not look “right.” 

Taking one look at this child, I noticed perioral cyanosis that increased with crying, tachypnea, and with 
overall irritability. Fortunately, my Developmental Clinic is located in the General Pediatric Clinic at PIMC. 
I asked my nurse to get a pulse oxygen reading and gather other vital signs while I listened to the baby’s 
KHDUW��,�FDOOHG�P\�*HQHUDO�3HGLDWULF�FROOHDJXH�WR�FRPH�KHOS�ZKLOH�ZH�SODFHG�WKH�EDE\�RQ�R[\JHQ�DQG�QRWLȴHG�
the emergency department that the baby was headed over. 

Once the baby was transported to the Emergency Department, I called the CRS nurse because I recognized 
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the baby’s name from somewhere. Indeed, this was the same child with the congenital heart malformation 
who’d “no-showed” the previous Monday. He was supposed to be on Digoxin and Lasix. Fortunately, the 
CRS nurse still had the baby’s records and was able to fax the information to our Pediatric Department at 
PIMC for transfer over to the Emergency Department. 

Here’s the other troubling part about this tale: Only because I worked in both clinics and because the 
foster mother knew me and trusted me to help, did this child receive much needed care. The baby had been 
dropped off on the foster mother’s doorstep, with no medical history and no heart medication. The foster 
mother was left out of the loop, but nevertheless was expected to provide 24-hour care for this medically 
fragile child. This child had not yet been seen by a primary care provider, and the CPS caseworker had not 
shared any information regarding the child with the Primary Care Provider or the foster mother. This one 
event, on this one day, not only changed the life of this child, but also changed my professional career path 
towards more involvement and advocacy for children in-care.

experiences from foster cAre Alumni turneD professionAl:  
strAight from the horses’ mouths

About the Authors
Dr. Waln K. Brown��LV�WKH�)RXQGHU�DQG�&(2�RI�WKH�:LOOLDP�*ODGGHQ�)RXQGDWLRQ��'U��%URZQ�VSHQW�KLV�
DGROHVFHQFH�LQ�D�VHULHV�RI�RXW�RI�KRPH�SODFHPHQWV��LQFOXGLQJ�DQ�RUSKDQDJH��MXYHQLOH�GHWHQWLRQ�IDFLOLW\��
VWDWH�SV\FKLDWULF�KRVSLWDO�DQG�UHIRUP�VFKRRO��$�IRUPHU�VSHFLDO�HGXFDWLRQ�VWXGHQW�ZKR�IDLOHG�WKH��WK�JUDGH�
DQG�JUDGXDWHG����WK�LQ�D�FODVV�RI�����VWXGHQWV��:DOQ�HDUQHG�D�3K�'��DW�WKH�8QLYHUVLW\�RI�3HQQV\OYDQLD��
+H�KDV�DXWKRUHG�RYHU�����SXEOLFDWLRQV�� LQFOXGLQJ�ȴYH�ERRNV��3ULRU� WR� IRXQGLQJ� WKH�:LOOLDP�*ODGGHQ�
)RXQGDWLRQ�LQ�������:DOQ�KHOG�SRVLWLRQV�ZLWK�WKH�3HQQV\OYDQLD�'HSDUWPHQW�RI�(GXFDWLRQ��WKH�1DWLRQDO�
&HQWHU�IRU�-XYHQLOH�-XVWLFH�DQG�WKH�6RQLD�6KHQNPDQ�2UWKRJHQLF�6FKRRO�DW�WKH�8QLYHUVLW\�RI�&KLFDJR�

Dr. John R. Seita�LV�D�IRUPHU�\RXWK�DW�ULVN��7KH�FRXUW�UHPRYHG�-RKQ�IURP�KLV�PRWKHUȇV�KRPH�ZKHQ�KH�ZDV�
HLJKW�\HDUV�ROG��+H�VSHQW�WKH�UHVW�RI�KLV�\RXWK�LQ�PXOWLSOH�IRVWHU�KRPHV��GHWHQWLRQ�IDFLOLWLHV��JURXS�FDUH�
VHWWLQJV�DQG�RQ�WKH�VWUHHWV��$EXVHG�DQG�QHJOHFWHG�DV�D�FKLOG��KH�GHVFULEHV�KLV�MRXUQH\�WKRXJK�FKLOGUHQȇV�
LQVWLWXWLRQV�DQG�FRXQWOHVV�IRVWHU�KRPHV�DV�D�OLWDQ\�RI�GHJUDGDWLRQ�DQG�KXPLOLDWLRQ��%HFDXVH�RI�'U��6HLWDȇV�
DGYRFDF\�RQ�EHKDOI�RI�IRVWHU�FKLOGUHQ��KLV�DOPD�PDWHU��:HVWHUQ�0LFKLJDQ�8QLYHUVLW\��GHYHORSHG�WKH�-RKQ�
6HLWD�6FKRODUVKLS�WR�KHOS�XQGHUJUDGXDWH�VWXGHQWV�ZKR�KDYH�DJHG�RXW�RI� IRVWHU�FDUH� LQ�SXUVXLQJ�WKHLU�
HGXFDWLRQDO�JRDOV��,Q�������-RKQ�UHFHLYHG�WKH�5XWK�0DVVLQJ�)RVWHU�&DUH�$OXPQL�RI�WKH�\HDU�DZDUG�IURP�
WKH�&DVH\�)DPLO\�3URJUDPV��'U�� 6HLWD� LV� WKH�DXWKRU�RI� IRXU�ERRNV��GR]HQV�RI� FKDSWHUV�DQG�QXPHURXV�
VFKRODUO\� DUWLFOHV� DERXW� IRVWHU� FDUH��'U�� 6HLWD� LV�$VVLVWDQW� 3URIHVVRU� RI� 6RFLDO�:RUN� DW�0LFKLJDQ� 6WDWH�
8QLYHUVLW\�

Drs. Brown’s and Seita’s Narratives
The various professions serving foster youth tend to forgo alumni feedback in favor of theory. Although the 
former does not preclude the latter, the latter is of questionable value if it doesn’t match the experiences 
of the former. Put plainly, professionals who rely on theory in lieu of client feedback put the lives of foster 
youth at risk. Conversely, alumni feedback facilitates both a positive in-placement experience and a healthy 
adult outcome. Failure to embrace this commonsense approach when formulating policies, programs and 
“best practices” is the main reason why many foster youth suffer while in-placement, and why far too many 
emancipated foster youth struggle to transition successfully to independent living.

A Wayne State University study of youth aging out of foster care in Southeast Michigan found that among 
268 recently emancipated alumni: 49% experienced homelessness; only 41% graduated high school; 48% 
received public assistance; and 70% lived below the poverty level.1 On average, these youth were: unemployed 
����RI�WKH�WLPH�VLQFH�OHDYLQJ�FDUH������KDG�VLJQLȴFDQW�PHQWDO�KHDOWK�SUREOHPV������ZHUH�LPSULVRQHG�IRU���
months on average; 33% were substance abusers; and 48% became pregnant as teens. Costs accumulated by 
WKLV�JURXS�GXULQJ�WKH�ȴUVW�����\HDUV�DIWHU�OHDYLQJ�IRVWHU�FDUH�DPRXQWHG�WR�������PLOOLRQ�LQ�SXEOLF�DVVLVWDQFH��
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�����PLOOLRQ�VSHQW�RQ�SULVRQV�DQG�MDLOV��DQG������PLOOLRQ�LQ�ORVW�ZDJHV�FRPSDUHG�WR�ZRUNLQJ�IXOO�WLPH�DW�
minimum wage.

Precisely why so many among the Wayne State University sample of foster care alumni struggled to 
transition successfully to independent status is open to discussion. Family and personal factors predating 
foster care experiences—such as abuse and neglect, behavioral or emotional disorders—certainly played 
a role. Nevertheless, in-placement experiences resulting from policies, programs and “best practices” that 
failed to include alumni feedback, surely affected each child’s outcome.

A prime example of a failed policy that pursues theory despite alumni feedback to the contrary, is the “best 
practice” of favoring the placement of youth in foster homes over orphanages and children’s homes. Youth 
placed in foster homes comprised the sample in the Wayne State University study, and produced extremely 
KLJK�UDWHV�RI�SRVW�HPDQFLSDWLRQ�DGMXVWPHQW�SUREOHPV�

In sharp contrast, a 1994 column written by Richard McKenzie for the Wall Street Journal argued that 
privately run orphanages are a “pretty good idea for some children.”2 Dr. McKenzie later detailed the 
SRVLWLYH�LQȵXHQFH�RI�JURZLQJ�XS�LQ�D�1RUWK�&DUROLQD�RUSKDQDJH�LQ�KLV�PHPRLU�Ȋ7KH�+RPH��$�0HPRLU�RI�
Growing Up in an Orphanage.”3 His book recounts surveys of more than 1,000 living alumni of “The Home” 
who now average 66-years of age. When asked if they would rather have grown up in foster care, over 90% 
said “no,” less than 1% said “yes,” and the rest were uncommitted. The orphans in residential facilities 
described themselves as “very happy” at twice the rate of the general population, and surpassed national 
norms in education, employment and income. Compared to the general population, those from orphanages 
UHSRUWHG�UHODWLYHO\�ORZ�UDWHV�RI�HPRWLRQDO�GLɚFXOW\��LQFDUFHUDWLRQ�RU�QHHG�IRU�SXEOLF�DVVLVWDQFH�

Drs. Craft and Friedland, authors of “An Orphan has Many Parents,” grew up in orphanage care and 
reinforce Dr. McKenzie’s positive sentiment regarding orphanage over foster care. In an informal survey of 
more than 200 boys and girls who aged out of The Pride of Judea, a Jewish orphanage located in Brooklyn, 
New York, the authors found that none of the residents were ever involved with the law, all graduated 
high school, most graduated college, and many went on to graduate and professional schools.4 One of the 
authors asked me in a recent email to add a comment to this chapter: “Many of those surveyed also had 
foster care experience in their childhood and, to a person, all felt that their orphanage residency was far 
superior in every respect.” 

Dr. Rosalind Folman, who experienced both orphanage and kinship care, makes this perceptive and vitally 
LPSRUWDQW�SRLQW��Ȋ)LQDOO\��RQH�PDMRU�WKHPH�FDPH�WR�WKH�IRUH��ERWK�LQ�P\�OLIH�DQG�LQ�WKH�OLYHV�RI�WKH�KXQGUHGV�
of children whom I have interviewed: It is how children live that matters, not where children live.” The best 
example of this is an overlooked and underestimated group of foster children who thrive because of their 
placement experience: children who grew up in institutions, such as children’s homes and orphanages. 
Because of the misguided emphasis on ‘where’ children live, as opposed to ‘how’ they live, policymakers 
and politicians dismantled many of these institutions in favor of foster care. They mistakenly believed that 
foster care would provide children the next best thing to the nuclear family ... this approach failed decades 
ago.”5(p156-157) 

Because of the continued blind reliance on this failed policy, too many foster children suffer much emotional 
turmoil resulting from multiple placements; exacerbating pre-existing mental health issues. Stability and 
mental health are simpatico, yet most boys and girls who spend a few years in the foster care system will 
EH�PRYHG�DW�OHDVW�RQFH�LI�QRW�VHYHUDO�WLPHV��LQFOXGLQJ�MXYHQLOH�MXVWLFH�DQG�PHQWDO�KHDOWK�SODFHPHQWV��6RPH�
youth even experience all three, often to their further detriment.6

,Q�WKH�HSLORJXH�RI�RXU�RZQ�ERRN��Ȋ*URZLQJ�XS�LQ�WKH�&DUH�RI�6WUDQJHUV�ȋ�ZH�VXPPDUL]H�SHUVRQDO�UHȵHFWLRQV�
of the eleven authors who shared their foster care experiences as follows: “… the negative effects of multiple 
placements rings as clearly as a church bell in many of the personal histories, but as powerful and logical 
DV�WKLV�WUXWK�ZRXOG�VHHP��FKLOGUHQ�FRQWLQXH�WR�VXIIHU�XQQHFHVVDULO\�IURP�WKH�LQVWDELOLW\�RI�KDYLQJ�WR�DGMXVW�
to multiple unfamiliar settings. Sometimes they remain only in the foster care system, while other times 
WKH\� PRYH� LQWR� WKH� MXYHQLOH� MXVWLFH� DQG� PHQWDO� KHDOWK� V\VWHPV� WRR�� SHUKDSV� H[SHULHQFLQJ� GRXEOH�GLJLW�
placements.”7(p159)
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Our book describes the negative effects of enduring multiple placements felt by all the books’ contributors, 
“Talk about causing developmental issues! Consider the emotional trauma you might have suffered had you 
been abruptly separated from your family in childhood and then moved about in the care of one stranger 
after another until eventually, you came to believe that the reason you do not ‘belong’ is because you are 
worthless and unlovable. Now imagine what it is like to carry that psychological burden into adulthood 
and perhaps to the grave.” If you read the authors’ chapters carefully, you see that even though they 
have transitioned to adulthood ‘successfully,’ the childhood trauma of feeling unattached, unwanted and 
XQLPSRUWDQW�UHPDLQV��%HORQJLQJ�LV�HVVHQWLDO�IRU�KHDOWK\�KXPDQ�GHYHORSPHQW�MXVW�DV�VXUHO\�DV�LQVWDELOLW\�
promotes dysfunction.7

Another example of failed policy pursuing theory despite alumni feedback to the contrary, is making kinship 
care a preferred placement option. Kinship care is not a panacea; in fact, it can be quite the opposite. In 
“The Home: A Memoir of Growing Up in an Orphanage,” Dr. McKenzie asked his fellow orphans if they 
would have preferred to grow up with the available members of their own families.3 Over 80% said “no,” 
10% said “yes,” and the rest were not able to say.

Dr. Folman describes her kinship experience this way: “While I lived primarily in my maternal grandmother’s 
home, it was a shared guardianship with her six children. This kinship constellation was supposedly my 
new family. My grandmother hoped her children would take me in and raise me as their own, but no one 
wanted me. In fact, they did everything they could to communicate that I was worthless, unloved, unwanted 
DQG�GHȴQLWHO\�QRW�SDUW�RI�WKHLU�IDPLO\��,�VWLOO�UHPHPEHU�WKHVH�KXUWIXO�ZRUGV��Ȇ(YHQ�\RXU�RZQ�SDUHQWV�GRQȇW�
want you, so you should be thankful that you have a roof over your head and aren’t sleeping on the street.’ 
In today’s foster care system, the rush to place children in kinship care leads to pressuring relatives to take 
the children without any consideration of the relationship between the children’s parents and the relatives, 
RIWHQ�FDXVLQJ�FKLOGUHQ�WR�SD\�WKH�SULFH�IRU�HDUOLHU�IDPLO\�FRQȵLFWV�RU�DQLPRVLWLHV�ȋ5(p150-151) 

Indeed, of the eleven contributors to our book, all of whom spent time in kinship care, none had a kind word 
to say about their experience.7 This is not to imply that all kinship care placements are as deleterious as 
Dr. Folman’s or as uniformly inappropriate.  Many families welcome dependent relatives into their homes 
and lovingly raise them as their own children. But blood does not automatically equate to an appropriate 
match. As foster care alumna, Dr. Angelique Day, advises, “Kinship care homes must receive the same 
careful monitoring and the same resources as non-kinship homes, if we are to ensure the safety and success 
of children and youth placed in relative care.” 8(p162)

/RJLF� GLFWDWHV� WKDW� WR� LPSURYH� D� SURGXFW�� RQH� VKRXOG� VROLFLW� IHHGEDFN� IURP� FRQVXPHUV� DQG� WKHQ� DGMXVW�
the product accordingly. This does not happen in child welfare, constituting a serious “blind spot” that 
MHRSDUGL]HV�WKH�LQ�SODFHPHQW�H[SHULHQFHV�DQG�DGXOW�RXWFRPHV�RI�IRVWHU�FKLOGUHQ��5DWKHU��DV�'U��-RKQ�6HLWD�
learned by surveying 104 private Michigan child welfare agencies, only six of the responding agencies had 
ERDUG�PHPEHUV�ZKR�ZHUH�FKLOG�ZHOIDUH�DOXPQL��DQG�QR�DJHQFLHV�KDG�HLWKHU�D�FKLHI�H[HFXWLYH�RɚFHU�RU�DQ\�
H[HFXWLYH�VWDII�ZKR�KDG�ȴUVW�KDQG�H[SHULHQFHV�LQ�IRVWHU�FDUH��:H�VXVSHFW�WKLV�LV�WUXH�QDWLRQDOO\��QRW�RQO\�IRU�
IRVWHU�FDUH��EXW�DOVR�IRU�MXYHQLOH�MXVWLFH�DQG�FKLOGUHQȇV�PHQWDO�KHDOWK�SODFHPHQW�VHUYLFHV�9

Several contributors to our book condemned this obvious omission of client experience in the decision-
making process at both the policy-making and program administration levels.7 The authors ruminated 
about how people who have not walked in their shoes can possibly know what is in their best interest. This 
is akin to a man describing menstrual cramps to a woman or a trust fund millionaire telling homeless 
people how to pull themselves up by the bootstraps. There is no substitute for the perspective gained by 
actually experiencing real-life events.

Kids need role models too, especially children and adolescents burdened with the misfortune of having 
incompetent or troubled parents or no father or mother at all. They need to know they are not alone in 
experiencing fractured families and foster care placements, and that others somehow managed to become 
productive members of society. Who better to address the challenges than someone who has had similar 
experiences and can thus inspire trust? Foster care alumna, Meloney Barney, describes meeting with her 
new therapist this way: “When I met Dr. Folman…who was a former foster child, not a therapist; I opened 
XS�OLNH�D�ȵRZHU�DW�GDZQ��6KH�ZDV�VR�OLNH�PH��6KH�VR�XQGHUVWRRG�PH��6KH�NQHZ�P\�SDLQ�DQG�FRQIXVLRQ�ȋ10(p164) 
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Current foster children need opportunities to learn how alumni survived foster care and made a better life 
for themselves after emancipation. Former clients should be included on advisory and directorial boards 
and engaged in policy and programmatic decisions. Such board members are also well-positioned to serve 
as role models to help children overcome the emotional challenges arising from out-of-home placements, 
and view success as realizable. 

The problem is that the obvious—but largely ignored—resource of alumni feedback remains mostly 
untapped. The consequence of this “blind spot” is that the almost one million American girls and boys 
SODFHG�LQ�IRVWHU�KRPHV��MXYHQLOH�MXVWLFH�DQG�PHQWDO�KHDOWK�IDFLOLWLHV�HDFK�\HDU�DUH�GHSULYHG�RI�WKH�H[SHULHQWLDO�
wisdom, guidance and dedication to excellence that only alumni can provide. Until this systemic myopia is 
remedied, hundreds of thousands of vulnerable children will suffer for want of understanding.

In horse racing the best way to pick a winner is to ask those in closest touch, such as the trainer or a stable 
boy. An even better way is adhering to the idiom “straight from the horse’s mouth”—meaning that the 
highest authority comes from those who actually experienced various types of out-of-home placements, i.e., 
“the horse itself.”

ADDitionAl reseArch on chilDren in-cAre or ADopteD lAter in life

2Q�DQ\�JLYHQ�GD\��DSSUR[LPDWHO\�KDOI�D�PLOOLRQ�FKLOGUHQ�DUH�LQ�IRVWHU�FDUH�LQ�WKH�86������ Most of these 
FKLOGUHQ�DUH�\RXQJ�DQG�HQWHULQJ�WKH�V\VWHP�GXULQJ�WKH�PRVW�DFWLYH�WLPH�RI�EUDLQ�JURZWK�DQG�GHYHORSPHQW����

1HXURQDO�V\QDSVHV�DUH�EHLQJ� IRUPHG��SUXQHG�DQG�GHSHQGHQW�RQ�HQYLURQPHQWDO�VWLPXODWLRQ��1HJOHFW��
DEXVH�DQG�RWKHU�W\SHV�RI�WUDXPD�KDYH�DQ�DGYHUVH�LPSDFW�RQ�WKH�VWUXFWXUH�DQG�IXQFWLRQ�RI�WKH�GHYHORSLQJ�
EUDLQ�� &KLOGUHQȇV� DELOLW\� WR� IRUP� KHDOWK\� DWWDFKPHQWV� DUH� FUHDWHG� LQ� WKHVH� HDUO\� \HDUV�� ,W� LV� FUXFLDO�
WKDW� \RXQJ� FKLOGUHQ� LQ� IRVWHU� FDUH� DUH� SURYLGHG�ZLWK� WKH� VWDELOLW\�� QXUWXULQJ��PHGLFDO� FDUH� DQG� VDIH�
HQYLURQPHQW�QHFHVVDU\�WR�UHSDLU�GDPDJH�IURP�SULRU�H[SHULHQFHV�ZLWKLQ�SUREOHPDWLF�ELRORJLFDO�KRPHV�
and from the stress of separations.

$OO� FKLOGUHQ� UHTXLUH� RQJRLQJ�PHGLFDO� FDUH� YLD�PRQLWRULQJ� RI� KHDOWK�� GHYHORSPHQWDO�� EHKDYLRUDO�� DQG�
PHQWDO�KHDOWK�VWDWXV��RSWLPDOO\�LQ�D�PHGLFDO�KRPH��&KLOGUHQ�LQ�IRVWHU�FDUH�UHTXLUH�PRUH�VFUXWLQ\�WKDQ�
PRVW�GXH�WR�WKHLU�KLVWRU\�RI�QHJOHFW�DQG�WUDXPD��WKH�VHSDUDWLRQV�DQG�LQVHFXULWLHV�DVVRFLDWHG�ZLWK�IRVWHU�
FDUH�� WKH� VLJQLȴFDQW� HPRWLRQDO� GLVWUHVV� RIWHQ� DULVLQJ� IURP� YLVLWV� ZLWK� ELUWK� SDUHQWV�� WUDQVLWLRQV� DQG�
changes of placement.��

7KH�&KLOG�:HOIDUH�/HDJXH�RI�$PHULFD��&:/$��DQG�WKH�$PHULFDQ�$FDGHP\�RI�3HGLDWULFV��$$3���LQ������
SURGXFHG� WKH� Standards for Health Care Services for Children in Out-of-Home Care.����� Healthcare 
SURYLGHUV��IRVWHU�FDUH�ZRUNHUV�DQG�DJHQFLHV�DOLNH��VKRXOG�DGKHUH�WR�WKHVH�VWDQGDUGV�LQ�RUGHU�WR�FDUH�IRU�
RXU�VRFLHW\ȇV�PRVW�YXOQHUDEOH�FKLOGUHQ��

$FFRUGLQJ�WR�WKH�$$3�SROLF\�VWDWHPHQW�RQ�IRVWHU�FDUH��DOO�FKLOGUHQ�UHPRYHG�IURP�WKHLU�ELRORJLFDO�KRPHV�
DQG�SODFHG�LQ�IRVWHU�FDUH�VKRXOG�UHFHLYH�DQ�LQLWLDO�KHDOWK�VFUHHQLQJ�VRRQ�DIWHU�SODFHPHQW�� LQ�RUGHU�WR�
LGHQWLI\�DFXWH�RU�FKURQLF�FRQGLWLRQV��PHGLFDO��GHQWDO��DQG�PHQWDO�KHDOWK��WKDW�PD\�UHTXLUH�LPPHGLDWH�
attention and treatment.����� The AAP policy statement also states that children in foster care need more 
IUHTXHQW�ZHOO�FKLOG�YLVLWV�ZLWK�ȊUHDVVHVVPHQWV�PRQWKO\� IRU� WKH�ȴUVW���PRQWKV�RI�DJH��HYHU\���PRQWKV�
IRU�DJHV����WR����PRQWKV��HYHU\���PRQWKV�IRU�DJHV����WR���\HDUV��HYHU\���PRQWKV�IRU�DJHV���\HDUV�WKURXJK�
DGROHVFHQFH�� DQG� DW� WLPHV� RI� VLJQLȴFDQW� FKDQJHV� LQ� SODFHPHQW� �IRVWHU� KRPH� WUDQVIHU�� DSSURDFKLQJ�
UHXQLȴFDWLRQ��ȋ��

3ULPDU\�FDUH�SK\VLFLDQV��3&3V��DUH�LQ�DQ�LGHDO�SRVLWLRQ�WR�JXLGH�WKH�FDUH�QHFHVVDU\�IRU�WKHVH�FKLOGUHQ�
E\�SURYLGLQJ�D�PHGLFDO�KRPH��,Q�RUGHU�WR�GR�WKLV��3&3V�QHHG�WR�UHFRJQL]H�WKH�KLJK�SUHYDOHQFH�RI�FKURQLF�
KHDOWK�FRQGLWLRQV��GHYHORSPHQWDO�GLVDELOLWLHV��DQG�SV\FKRVRFLDO�SUREOHPV�IRXQG�LQ�FKLOGUHQ�LQ�WKH�IRVWHU�
FDUH�V\VWHP�L�H���SURYLGH�FRQWLQXLW\�RI�FDUH��FRPSUHKHQVLYH�FDUH��DQG�FRRUGLQDWHG�WUHDWPHQW��3&3V�QHHG�
WR�EH�DZDUH�RI�WKH�VSHFLDO�KHDOWKFDUH�QHHGV�RI�FKLOGUHQ�LQ�RXW�RI�KRPH�SODFHPHQW��2IWHQ��WKH�3&3V�PXVW�
LQYHVWLJDWH�FKLOGUHQȇV�ULVN�IDFWRUV�DQG�SOD\�D�PDMRU�UROH�LQ�FDUH�FRRUGLQDWLRQ�LQFOXGLQJ�UHIHUUDOV��DOO�LQ�
SDUWQHUVKLS�ZLWK�WKH�FKLOG�ZHOIDUH�DJHQF\��7KH�FDVH�ZRUNHU�LV�RIWHQ�WKH�OHJDO�JXDUGLDQ�RI�WKH�FKLOG�DQG�

PDF Editor



Children Adopted or in Foster Care: Early Detection and InterventionChapter 11 241

OLNHO\�KDV�PRUH�ORQJLWXGLQDO�LQIRUPDWLRQ�WKDQ�DQ\�RWKHU�SHUVRQ�LQYROYHG��

%XW� IRU� FKLOGUHQ� LQ� IRVWHU� FDUH�� FRQWLQXLW\� RI� FDUH� LV� RIWHQ� VLJQLȴFDQWO\� OHVV� WKDQ� WKDW� RI� WKH� JHQHUDO�
SRSXODWLRQ���� %HFDXVH� PXOWLSOH� IRVWHU� FDUH� SODFHPHQWV� DUH� FRPPRQ�� 3&3V� RIWHQ� FKDQJH�� $GYRFDWHV�
DQG�UHVHDUFKHUV�UHFRPPHQG�SDSHU�RU�HOHFWURQLF�KHDOWK�SDVVSRUWV��DQG�WKHVH�KDYH�EHHQ�XVHG�LQ�VRPH�
6WDWHV��1HYHUWKHOHVV��D�QDWLRQDO�V\VWHP�RI�FDUH�FRQWLQXLW\�KDV�\HW�WR�EH�HVWDEOLVKHG��7KXV�FRPPXQLFDWLRQ�
EHWZHHQ�3&3V��IRVWHU�SDUHQWV��IRVWHU�FDVHZRUNHUV��DQG�ELRORJLFDO�SDUHQWV�LV�FULWLFDO�LQ�RUGHU�IRU�FKLOGUHQ�
in foster care to receive coordinated care. 

7KH�$PHULFDQ�$FDGHP\�RI�&KLOG�DQG�$GROHVFHQW�3V\FKLDWU\�SXEOLVKHG�D�SROLF\� VWDWHPHQW� VXSSRUWLQJ�
IDPLO\�SDUWLFLSDWLRQ�LQ�DOO�DVSHFWV�RI�SODQQLQJ��VHUYLFH�GHOLYHU\�DQG�HYDOXDWLRQ����8VLQJ�WKH�)HGHUDWLRQ�
RI�)DPLOLHVȇ�GHȴQLWLRQ��ȊIDPLO\ȋ�LV�GHȴQHG�DV�ȊELRORJLFDO��IRVWHU��DQG�DGRSWLYH�SDUHQWV��JUDQGSDUHQWV�DQG�
WKHLU�SDUWQHUV��DV�ZHOO�DV�NLQVKLS�FDUHJLYHUV�DQG�RWKHUV�ZKR�KDYH�SULPDU\�UHVSRQVLELOLW\�IRU�SURYLGLQJ�
ORYH�� JXLGDQFH�� IRRG�� VKHOWHU�� FORWKLQJ�� VXSHUYLVLRQ�� DQG� SURWHFWLRQ� IRU� FKLOGUHQ� DQG� DGROHVFHQWV�ȋ�� 
&DVHZRUNHUV�DUH�HQFRXUDJHG� WR�JDWKHU�DV�PXFK� LQIRUPDWLRQ� IURP� WKH�ELRORJLFDO�SDUHQWV�DV�SRVVLEOH��
DORQJ�ZLWK�DOO�SDVW�PHGLFDO��VFKRRO��LQWHUYHQWLRQ�KLVWRU\��DQG�FXUUHQW�PHGLFDWLRQV��

&RPPXQLFDWLRQ�LV�FUXFLDO�EHWZHHQ�3&3V�DQG�IRVWHU�SDUHQWV�EHFDXVH�WKHVH�SURIHVVLRQDOV�DUH�RQ�WKH�IURQW�
OLQH�FDULQJ�IRU�FKLOGUHQ��)RVWHU�SDUHQWV�VKRXOG�EH�DSSULVHG�RI�DQ\�DQG�DOO�PHGLFDO��GHYHORSPHQWDO��DQG�
EHKDYLRUDO�LVVXHV�UHJDUGLQJ�FKLOGUHQ�LQ�WKHLU�FDUH��7KLV�PHDQV�DOORZLQJ�IRVWHU�SDUHQWV�WR�XQGHUVWDQG�WKH�
KLVWRU\�RI�D�FKLOGȇV�UHPRYDO�DQG�SODFHPHQWV��RIWHQ�PXOWLSOH���DQG�HGXFDWLQJ�IRVWHU�SDUHQWV�RQ�WKH�LPSDFW�
RI�SDVW�WUDXPD��QHJOHFW��DQG�PXOWLSOH�SODFHPHQWV�RQ�WKH�GHYHORSLQJ�EUDLQ��

Table 11-1. Summary of Research in Foster Care and Adoption Later in Life 
ȏ� &RPSDUHG� WR� RWKHU� FKLOGUHQ� OLYLQJ� LQ� SRYHUW\�� FKLOGUHQ� LQ� IRVWHU� FDUH� KDYH� LQFUHDVHG� UDWHV� RI�PHQWDO� KHDOWK�
SUREOHPV�� FKURQLF� PHGLFDO� FRQGLWLRQV�� GHYHORSPHQWDO� GHOD\V�� HGXFDWLRQDO� GLVDELOLWLHV�� DQG� RWKHU� EHKDYLRUDO�
problems.

ȏ� 6WXGLHV�HVWLPDWH�WKDW�����������RI�FKLOGUHQ�LQ�FDUH�KDYH�PHQWDO�KHDOWK��HPRWLRQDO�RU�EHKDYLRUDO�SUREOHPV�VXFK�DV�
2SSRVLWLRQDO�'HȴDQW�'LVRUGHU��$WWHQWLRQ�'HȴFLW�+\SHUDFWLYLW\�'LVRUGHU��&RQGXFW�'LVRUGHUV�DQG�$Q[LHW\�'LVRUGHUV��
7KH�SHUFHQW�RI�\RXQJ�FKLOGUHQ�HQWHULQJ�IRVWHU�FDUH�ZLWK�GHYHORSPHQWDO�SUREOHPV�UDQJHV�IURP�����WR�����DQG�
GHȴFLWV� LQFOXGH� ODQJXDJH�GLVRUGHUV��GHOD\HG�ȴQH�PRWRU� VNLOOV�� OHDUQLQJ�GLVDELOLWLHV��SRRU� VRFLDO�DGDSWLYH� VNLOOV��
FRJQLWLYH�LPSDLUPHQW��DQG�PHQWDO�KHDOWK�SUREOHPV�

ȏ� 0RUH�WKDQ�����RI�FKLOGUHQ�LQ�FDUH�TXDOLI\�IRU�VSHFLDO�HGXFDWLRQ�VHUYLFHV��8QIRUWXQDWHO\��RQO\�����RI�WKRVH�HOLJLEOH�
receive intervention.��

ȏ� ����WR�����KDYH�FKURQLF�KHDOWK�SUREOHPV��LQIHFWLRXV�GLVHDVHV��VNLQ�FRQGLWLRQV��DVWKPD��DQHPLD��YLVLRQ�DQG�KHDULQJ�
LPSDLUPHQW��*,�SUREOHPV��HQXUHVLV��QHXURORJLFDO�GLVRUGHUV��GHQWDO�SUREOHPV�������KDYH�JURZWK�DEQRUPDOLWLHV��
DQG�����KDYH�XQWUHDWHG�KHDOWK�SUREOHPV� �LQ�DGGLWLRQ� WR� LPPXQL]DWLRQ�GHȴFLHQF\������� These percentages are 
PXFK�KLJKHU�WKDQ�WKH�JHQHUDO�SRSXODWLRQ�

ȏ� $�VWXG\�E\�0F&XH�+RUZLW]��2ZHQV��DQG�6LPPV�IRXQG�WKDW�FRPPXQLW\�SURYLGHUV�LGHQWLI\�PHGLFDO�DQG�HGXFDWLRQDO�
QHHGV�RI�FKLOGUHQ�LQ�IRVWHU�FDUH��EXW�WR�GR�QRW�UHJXODUO\�LGHQWLI\�WKHLU�GHYHORSPHQWDO�DQG�PHQWDO�KHDOWK�QHHGV��� 
,Q� WKLV�VWXG\�� WKH�FRKRUW�VHHQ� LQ�D�PXOWLGLVFLSOLQDU\� LQWHUYHQWLRQ�SURJUDP�VSHFLDOL]LQJ� LQ� WKH�FDUH�RI�FKLOGUHQ�
LQ� IRVWHU�FDUH��ZHUH�PRUH� OLNHO\� WR�EH� LGHQWLȴHG�ZLWK�GHYHORSPHQWDO�DQG�PHQWDO�KHDOWK�SUREOHPV��KDG�KLJKHU�
UHIHUUDO�UDWH�IRU�KHDOWK�VHUYLFHV�DW�EDVHOLQH��DQG�KDG�PRUH�IUHTXHQW�IROORZ�XS�FDUH�DW����DQG����PRQWKV�RI�DJH�

ȏ� ,GHQWLȴFDWLRQ�RI�WKH�GHYHORSPHQWDO�DQG�PHQWDO�KHDOWK�QHHGV�RI�FKLOGUHQ�LQ�IRVWHU�FDUH�LV�FUXFLDO��EHFDXVH�SUREOHPV�
LQ�WKHVH�DUHDV�FDQ�DIIHFW�WKH�DPRXQW�RI�WLPH�VSHQW�LQ�IRVWHU�FDUH�DQG�FKLOGUHQȇV�DELOLW\�WR�H[SHULHQFH�VWDEOH�OLYLQJ�
FRQGLWLRQV��%\�LGHQWLI\LQJ�HDUO\�ULVNV�DQG�SUREOHPV�DQG�UHIHUULQJ�IRU�LQWHUYHQWLRQ�VHUYLFHV��3&3V�FDQ�SURPRWH�
KHDOWK\�GHYHORSPHQW�GXULQJ�YXOQHUDEOH�SHULRGV�RI�FKDQJH�

ȏ� Children are often placed in care with only minimal records leaving foster parents with little to no information 
DERXW�KHDOWK�DQG�HGXFDWLRQDO�LVVXHV�RU�UHDVRQV�IRU�UHPRYDO��L�H���WKH�NLQGV�RI�WUDXPD�FKLOGUHQ�KDYH�HQGXUHG�
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Table 11-2. What Should Primary Care Providers Do Before, During and After a Visit?

Preparation

ȏ� 5HDG�XS� RQ� WKH� LVVXHV� RI� FKLOGUHQ� LQ�FDUH� DQG� WKRVH� UHFHQWO\� DGRSWHG�� 3&3V�ZKR�XQGHUVWDQG� WKH�PXOWLSOH�
VSHFLDO�QHHGV�RI�FKLOGUHQ�LQ�IRVWHU�FDUH�DQG�ZKR�FDQ�SURYLGH�WKH�PXFK�QHHGHG�FRPSUHKHQVLYH�PHGLFDO�KRPH�
DUH�LQ�WKH�EHVW�SRVLWLRQ�WR�FRRUGLQDWH�FKLOGUHQȇV�FDUH�DQG�IDFLOLWDWH�EHWWHU�RXWFRPHV��3&3V�VKRXOG�VHUYH�DV�DQ�
HGXFDWRU�DQG�UHVRXUFH�IRU�IRVWHU�DQG�DGRSWLYH�IDPLOLHV��HQFRXUDJLQJ�FRPPXQLFDWLRQ�DQG�RIIHULQJ�VXSSRUW��6HH�
WKH�5HVRXUFHV�6HFWLRQ�EHORZ�DQG�www.pedstest.com/TheBook/Chapter11 for live links. 

ȏ� 5HFRJQL]H� WKDW� GHYHORSPHQWDO�EHKDYLRUDO� VFUHHQLQJV� DUH� YLWDO� WR� WKH� FRPSUHKHQVLYH� XQGHUVWDQGLQJ� RI�
FKLOGUHQȇV�QHHGV�DQG�WR�WKH�VXFFHVV�RI�D�IRVWHU�FDUH�SODFHPHQW��7KH�&RPPLWWHH�RQ�(DUO\�&KLOGKRRG��$GRSWLRQ�
DQG�'HSHQGHQW�&DUH�UHFRPPHQGV�WKDW�WKH�SHGLDWULF�DVVHVVPHQW�VKRXOG�ȊDW�D�PLQLPXPȐ>DVVHVV@�WKH�IROORZLQJ�
DUHDV�Ȑ� JURVV� PRWRU� VNLOOV�� ȴQH� PRWRU� VNLOOV�� FRJQLWLRQ�� VSHHFK� DQG� ODQJXDJH� IXQFWLRQ�� VHOI�KHOS� DELOLWLHV��
HPRWLRQDO�ZHOO�EHLQJ�� FRSLQJ� VNLOOV�� UHODWLRQVKLS� WR�SHUVRQV�� DGHTXDF\�RI� FDUHJLYHUȇV�SDUHQWLQJ� VNLOOV�� >DQG@�
EHKDYLRUV�ȋ�� 

ȏ� +DYH�DYDLODEOH�TXDOLW\�VFUHHQLQJ�PHDVXUHV��SDUWLFXODUO\�RQHV�ZLWK�YDULRXV�DGPLQLVWUDWLRQ�PHWKRGV���+DQGV�
RQ��LI�D�FKLOG�LV�FRRSHUDWLYH�DQG�IRVWHU�SDUHQWV�DUH�QRW�VXɟFLHQWO\�IDPLOLDU�ZLWK�WKH�FKLOG�WR�FRPSOHWH�PHDVXUHV�
LQGHSHQGHQWO\���YHUVXV�FOLQLFLDQ�REVHUYDWLRQ�RU�FDUH�WDNHU�VHOI�UHSRUW��1HZ�IRVWHU�SDUHQWV�PD\�KDYH�D�ȊJLVWȋ�RI�
FKLOGUHQȇV�LVVXHV�DQG�VR�PD\�EH�DEOH�WR�GHVFULEH�FRQFHUQV�EXW�KDYH�LQLWLDO�GLɟFXOW\�DQVZHULQJ�TXHVWLRQV�DERXW�
VSHFLȴF�VNLOOVȃKHQFH�ZK\�KDQGV�RQ�SURIHVVLRQDO�REVHUYDWLRQ�PHDVXUHPHQW�PHWKRGV�VKRXOG�EH�DYDLODEOH��$�
YHULWDEOH�DUVHQDO�RI�TXDOLW\�PHDVXUHV�LV�UHTXLVLWH��VHH�&KDSWHU���IRU�RSWLRQV��DQG�VKRXOG�LQFOXGH��

�D��2QH� RU� PRUH� W\SHV� RI� GHYHORSPHQWDO�EHKDYLRUDO�PHQWDO� KHDOWK� PHDVXUHV� IRFXVHG� RQ� FKLOGUHQ� �DQG�
SUHIHUDEO\�XVH�RI�DVVHVVPHQW�OHYHO�PHDVXUHV�WKDW�EHWWHU�GHȴQH�VWUHQJWKV�DQG�ZHDNQHVV��6HH�&KDSWHU���IRU�
PRUH�LQIRUPDWLRQ��

�E��$�PHDVXUH�RI�SV\FKRVRFLDO�ULVN�VXFK�DV�WKH�Family Psychosocial Screen�

�F��$�PHDVXUH�RI�SDUHQW�FKLOG�LQWHUDFWLRQV��IRFXVHG�RQ�WKH�FXUUHQW�FDUH�WDNHU�VXFK�DV�WKH�Brigance Parent-Child 
Interactions Scale��

�G��$�QDUURZ�EDQG�PHDVXUH�RI�$6'�VXFK�DV�WKH�M-CHAT�

�H��$�VXEVWDQFH�DEXVH�VFUHHQ�VXFK�DV�WKH�CRAFFT��IRU�XVH�ZLWK�DGROHVFHQWV�DQG�ELRORJLFDO�SDUHQWV���

ȏ� (VWDEOLVK�LQ�DGYDQFH�D�FROODERUDWLYH�UHODWLRQVKLS�ZLWK�,'($�SHUVRQQHO�DQG�HQFRXUDJH�WKHP�WR�MRLQ�\RX�GXULQJ�
LQLWLDO�YLVLWV�WR�SURYLGH�DVVLVWDQFH�ZLWK�FRPSUHKHQVLYH�VFUHHQLQJ�DVVHVVPHQW�

Before and During Visits

ȏ� 0DNH�VXUH�RɟFH�VWDII�LQVWUXFW�WKH�FDVHZRUNHU�DQG�IRVWHU�SDUHQWV�WR�EULQJ�WKH�FKLOGȇV�PHGLFLQHV�DQG�PHGLFDO�
UHFRUGV��0HGLFDLG�FDUG��HWF�

ȏ� ,I�SRVVLEOH��KDYH�VWDII�VHDUFK�WKH�QDWLRQDO�RU�VWDWH�LPPXQL]DWLRQ�UHJLVWULHV�WR�GHWHUPLQH�WKH�FKLOGȇV�YDFFLQDWLRQ�
KLVWRU\�

ȏ� ,I�\RXU�FOLQLF�KDV�D�VRFLDO�ZRUNHU�RU�H[SHULHQFHG�QXUVH�RQ�VWDII��DVN�WKDW�WKH\�EH�DVVLJQHG�WR�WKH�YLVLW�WR�DVVLVW�
ZLWK�LQWHUYLHZLQJ��UHFRUGV�JDWKHULQJ��FRPSOHWLRQ�RI�PHDVXUHV��HWF�

ȏ� 2ɟFH�VWDII� VKRXOG�DOVR�UHTXHVW� WKDW�ERWK� WKH� IRVWHU�SDUHQW�DQG� WKH�FDVHZRUNHU�EH�SUHVHQW�DW� WKH�ȴUVW�YLVLW�
DQG�WKDW�WKH�FDVH�ZRUNHU�ID[�RU�EULQJ�FDVH�QRWHV�DQG�RWKHU�GHWDLOV�DERXW�WKH�UHDVRQV�IRU�D�QHZ�SODFHPHQW��
IUHTXHQF\�RI�SULRU�SODFHPHQWV��DQG�WKH�ELRORJLFDO�IDPLO\ȇV�KLVWRU\�

ȏ� 6FKHGXOH�D�QHZ�SDWLHQW�FRPSOH[�W\SH�SUHYHQWLYH�VHUYLFH�YLVLW�ZLWK�D�WLPH�IUDPH�RI�RQH�LI�QRW�WZR�KRXUV�IRU�
FKLOGUHQ�QHZO\�LQ�FDUH�

ȏ� 'LUHFWO\�DGGUHVV�WKH�FKLOG��DQG�WKH�FDUHWDNHUV�FDVHZRUNHUV���,I�WKH�FKLOG�KDV�EURXJKW�SKRWRV�RU�D�IDYRULWH�WR\��
WDON�ZLWK�KLP�DERXW�WKHVH��:LWK�SUHVFKRROHUV�DQG�ROGHU�FKLOGUHQ��DFNQRZOHGJH�WKDW�FKDQJHV�DUH�VFDU\�EXW�WKDW�
WKLQJV�ZLOO�JHW�EHWWHU��([SODLQ�WKH�SXUSRVH�RI�WKH�YLVLW�

table continues...
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ȏ� Per AAP recommendations������IRU�ZKDW�VKRXOG�RFFXU�LQ�WKH�ȴUVW����KRXUV�RI�SODFHPHQW��DVN�WKH�FDVH�ZRUNHU�
WR�FRPSOHWH��RQ�EHKDOI�RI�WKH�ELRORJLFDO�IDPLO\��VXEVWDQFH�DEXVH�VFUHHQV��H�J�� FPS and the CRAFFT) in order to 
JDWKHU�LQIRUPDWLRQ�RQ�SDUHQWDO�KLVWRU\�RI�VXEVWDQFH�DEXVH���2OGHU�FKLOGUHQ�FDQ�DOVR�FRPSOHWH�WKH�CRAFFT on 
WKHLU�RZQ�RU�E\�LQWHUYLHZ��0HQWDO�KHDOWK�VFUHHQV�VKRXOG�EH�DGPLQLVWHUHG�>H�J���Pictorial PSC��YLD�\RXWK�VHOI�
UHSRUW�LI�WKH�FKLOG�LV�ROG�HQRXJK���RU�EURDG�EDQG�GHYHORSPHQWDO�VFUHHQV�WKDW�DOVR�PHDVXUH�VRFLDO�HPRWLRQDO�
EHKDYLRUDO�GRPDLQV@�

ȏ� %HFDXVH�VFKRRO�UHFRUGV�DUH�XQOLNHO\�WR�EH�DYDLODEOH��WKH�SWILS�VKRXOG�EH�DGPLQLVWHUHG�WR�YLHZ�DFDGHPLF�VWDWXV�
�VHH�&KDSWHU�����)RU�\RXQJHU�FKLOGUHQ�DGPLQLVWHU�EURDG�EDQG�GHYHORSPHQWDO�EHKDYLRUDO�VFUHHQV��ASQ + ASQ:SE��
PEDS + PEDS:DM)�WR�JHW�D�VHQVH�RI�GHYHORSPHQWDO�VWDWXV��,I�SRVVLEOH��DOVR�DGPLQLVWHU�WKH�M-CHAT to identify 
IHDWXUHV�RI�$6'��DOWKRXJK�LW�LV�LPSRUWDQW�WR�UHFRJQL]H�WKDW�QHJOHFWHG�FKLOGUHQ�RIWHQ�KDYH�$6'�V\PSWRPV�EXW�
QRW�WKH�DFWXDO�FRQGLWLRQȃVHH�FDVH�H[DPSOH�LQ�&KDSWHU����

ȏ� It is wise to ask the foster parent to complete the FPS and the Brigance Parent-Child Interactions Scale (BPCIS) (or 
3&3V�FDQ�FRPSOHWH��DERXW�WKHPVHOYHV��WKH�BPCIS�E\�REVHUYDWLRQ���6HH�&KDSWHU����IRU�FRSLHV�RI�WKHVH�PHDVXUHV�
or download at www.pedstest.com/TheBook/Chapter10�

ȏ� :KLOH�WKH�IRVWHU�SDUHQW�DQG�FDVH�ZRUNHU�DUH�EXV\�FRPSOHWLQJ�VFUHHQV��3&3V�FDQ�FRQGXFW�WKH�DFXWH�PHGLFDO�
DVVHVVPHQW�UHTXLUHG�ZLWKLQ����KRXUV�RI�SODFHPHQW� WR� LGHQWLI\� LQIHFWLRXV�GLVHDVHV�� VNLQ�FRQGLWLRQV��DVWKPD��
DQHPLD�� YLVLRQ� DQG� KHDULQJ� LPSDLUPHQW�� *,� SUREOHPV�� HQXUHVLV�� QHXURORJLFDO� GLVRUGHUV�� GHQWDO� SUREOHPV��
LPPXQL]DWLRQ�GHȴFLHQF\��JURZWK�SUREOHPV��HWF���

�����
�6HH�&KDSWHU���DQG�$SSHQGL[�$�IRU�GHWDLOV�RQ�WKH�SK\VLFDO�

H[DP��0DNH�XVH�RI�WKH�QDWLRQDO�RU�VWDWH�LPPXQL]DWLRQ�UHJLVWULHV�WR�GHWHUPLQH�YDFFLQDWLRQ�VWDWXV�RU�KDYH�RɟFH�
VWDII�LQYHVWLJDWH�SULRU�WR�WKH�YLVLW�

ȏ� 2EVHUYH� WKH� FKLOG� IRU� DWWDFKPHQW� LVVXHVȃPRRGLQHVV�� H[FHVVLYH� FOLQJLQHVV� DQG� IHDUV�� GLVLQKLELWLRQ��
LQDWWHQWLRQ��K\SHUDFWLYLW\��HWF��$WWDFKPHQW�SUREOHPV�DQG�GLVRUGHUV�DUH�TXLWH�SUHYDOHQW�LQ�WKLV�SRSXODWLRQ��DQG�
FRPSUHKHQVLYH�DVVHVVPHQW�PXVW�DOZD\V�DGGUHVV�DWWDFKPHQW�LVVXHV�LQ�WKH�FKLOG�DQG�PXVW�EH�GRQH�ZLWK�HYHU\�
FKDQJH� LQ�SODFHPHQW��$�UHFHQW� VWXG\�FLWHG� LQ�A Call to Action on Behalf of Maltreated Infants and Toddlers 
VSRQVRUHG�E\�WKH�$PHULFDQ�+XPDQH�$VVRFLDWLRQ�UHSRUWHG�WKDW�RYHU�����RI�LQIDQWV�ZKR�KDYH�EHHQ�PDOWUHDWHG�
KDYH�SUREOHPV�ZLWK�DWWDFKPHQW�WR�FDUHJLYHUV��� 

ȏ� 2QFH�\RX�KDYH�WKH�FRPSOHWHG�VFUHHQV��WDNH�WLPH�RXW�RI�WKH�H[DP�URRP�WR�VFRUH�DQG�LGHQWLI\�WKH�PDMRU�LVVXHV�
DW�KDQG�

ȏ� Interview the foster parent and caseworker (and older children) separately if needed:

�D��,QWHUYLHZ� WKH� QHZ� IRVWHU� SDUHQW� DERXW� WKH� WHUPV� RI� SODFHPHQW� �WHPSRUDU\� RU� SRWHQWLDOO\� SHUPDQHQW���
ZLOOLQJQHVV� WR� WDNH� RQ� D� QHZ� FKLOG�� QXPEHUV� RI� IRVWHU� DQG� ELRORJLFDO� FKLOGUHQ� LQ� WKH� KRPH�� KLVWRU\� RI�
YROXQWDU\�UHOLQTXLVKPHQW�DQG�ZK\��H�J���WURXEOH�KDQGOLQJ�WHHQDJHUV��FKLOGUHQ�ZLWK�FKDOOHQJLQJ�EHKDYLRU��RU�
FKURQLF�LOOQHVV���5HFRJQL]H�WKDW�IRVWHU�SDUHQWV��RIWHQ�WKRVH�SURYLGLQJ�NLQVKLS�FDUH��PD\�GR�VR�XQGHU�GXUHVV��
L�H���DOWHUQDWLYH�SODFHPHQWV�KDYH�QRW�EHHQ�IRXQG��/RRN�IRU�VLJQV�RI�VWUHVV��GLVLQWHUHVW�RU�XQZLOOLQJQHVV��7KHVH�
REVHUYDWLRQV�ZLOO�DVVLVW�\RX�LQ�FUHDWLQJ�UHFRPPHQGDWLRQV�IRU�VHUYLFHV�RU�DOWHUQDWLYH�SODFHPHQWV��

�E��1H[W�DVN�WKH�FDVHZRUNHU�WKH�VDPH�TXHVWLRQV��,I�WKHUH�DUH�NQRZQ�RU�OLNHO\�SUREOHPV�ZLWK�WKLV�SODFHPHQW��
GLVFXVV�RSWLRQV�VXFK�DV�UHVLGHQWLDO�VHUYLFHV��5HFRJQL]H�WKDW�PDQ\�IRVWHU�FDUH�ZRUNHUV�ȴQG�LW�DQDWKHPDWLF�WR�
UHFRPPHQG�UHVLGHQWLDO�SODFHPHQW��)DPLO\�UHXQLȴFDWLRQ�LV�RIWHQ�WKH�SROLF\�RI�FKLOG�ZHOIDUH�VHUYLFHV�HYHQ�LI�
UHXQLȴFDWLRQ�DQG�D�VHULHV�RI�WURXEOHG�IRVWHU�FDUH�SODFHPHQWV�DUH�FOHDUO\�QRW�LQ�WKH�EHVW�LQWHUHVWV�RI�WKH�FKLOG��
+HDOWKFDUH�SURYLGHUV�FDQ�UHFRPPHQG�DOWHUQDWLYHV�LI�WKHVH�VHHP�D�ZLVHU�DQG�PRUH�VWDELOL]LQJ�DSSURDFK�

Drawing Conclusions and Generating Documentation

ȏ� (QVXUH�WKDW�SDUW�RI�WKH�YLVLW�SURYLGHV�WLPH�IRU�WKH�FRJQLWLYH�ZRUN�RI�DVVLPLODWLQJ�WKH�SOHWKRUD�RI�GDWD�DFFXPXODWHG�
�DQG�IRU�GLFWDWLQJ�D�GHWDLOHG�UHSRUW��

ȏ� 5HFRJQL]H�WKDW�WKH�PHDVXUHV�XVHG��WKH�UHVXOWV�RI�WKH�SK\VLFDO�H[DP��UHSRUWLQJ�DQG�LQWHUSUHWDWLRQ�RI�UHVXOWV��
DQG�UHFRPPHQGDWLRQV�IRU�VHUYLFHV�ZLOO�EHFRPH�D�SDUW�RI�OHJDO�GRFXPHQWDWLRQ�IRU�HDFK�FKLOG�LQ�FDUH��'HWDLOHG��
FDUHIXO�UHSRUWLQJ�LV�HVVHQWLDO�DQG�FRSLHV�VKRXOG�EH�VHQW�WR�DOO�LQYROYHG�ZLWK�WKH�FKLOG�

Table 11-2. Cont’d

table continues...
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ȏ� 3&3V� FRPSUHKHQVLYH� DVVHVVPHQW� VKRXOG� GLUHFW� VFKRROV�� IRVWHU� SDUHQWV�� DQG� FDVHZRUNHUV� WR� GHYHORS� DQ�
LQGLYLGXDOL]HG��FRXUW�DSSURYHG��WUHDWPHQW�SODQ�DQG�RQJRLQJ�PRQLWRULQJ��(QVXULQJ�D�PHGLFDO�KRPH�LV�HVVHQWLDO�
JLYHQ�WKH�PXOWLSOH�QHHGV�RI�FKLOGUHQ�LQ�IRVWHU�FDUH�

ȏ� $OZD\V� UHFRPPHQG� GHYHORSPHQWDO�DFDGHPLF�� PHQWDO� KHDOWK� LQWHUYHQWLRQV� DORQJ� ZLWK� DQ\� QHHGHG� KHDOWK�
WUHDWPHQW�IRU�FKLOGUHQ�LQ�FDUH��(DUO\�LQWHUYHQWLRQV�IRU�GHOD\V�GLVRUGHUV�DUH�FUXFLDO�IRU�DPHOLRUDWLQJ�WKH�ORQJ�
WHUP�HIIHFWV�RI�QHJOHFW�DQG�WUDXPD�RQ�WKH�GHYHORSLQJ�EUDLQ��5HFRPPHQGDWLRQV�PD\� LQFOXGH�PHQWDO�KHDOWK�
UHIHUUDOV�� VSHFLDO� HGXFDWLRQ� VHUYLFHV�� QHXURSV\FKRORJLFDO� DQG� VSHHFK�ODQJXDJH� DVVHVVPHQWV� DQG� WUHDWPHQW��
SK\VLFDO�DQG�RU�RFFXSDWLRQDO�WKHUDS\�HYDOXDWLRQV�DQG�LQWHUYHQWLRQV��RSWKDPRORJLFDO��GHQWDO��DXGLRORJLFDO��ODE�
WHVWV��DQG�RWKHU�PHGLFDO�VXEVSHFLDOW\�ZRUN�XSV��FKLOG�DQG�IDPLO\�FRXQVHOLQJ��HWF��3&3V�VKRXOG�LQFOXGH�RSLQLRQV�
DERXW� WKH�DGHTXDF\�RI�SODFHPHQW�GHFLVLRQV��DSSUDLVLQJ�WKH�FDUH��DWWHQWLRQ�DQG�VWDELOLW\�RI� IRVWHU�SDUHQWV� LV�
FUXFLDO�

ȏ� 'LVFXVV�UHFRPPHQGDWLRQV�ZLWK�IRVWHU�FDVHZRUNHUV�DQG�IRVWHU�SDUHQWV��VR�WKDW�DOO�LQYROYHG�DUH�DZDUH�RI�WKH�
FKLOGȇV�QHHGV��&RPPXQLFDWLRQ�DQG�FRRUGLQDWLRQ�LV�PDQGDWRU\�LQ�WKH�FDUH�RI�WKLV�YHU\�YXOQHUDEOH�SRSXODWLRQ�

ȏ� ,QFOXGH�UHFRPPHQGDWLRQV�IRU�IROORZ�XS�YLVLWV�DQG�SURYLGH�IRVWHU�SDUHQWV�D�OLVW�RI�UHVRXUFHV�WR�VXSSRUW�WKHLU�
efforts.

informAtion resources

7KH�EHORZ�DUH�LQFOXGHG�DV�OLYH�OLQNV�DW�www.pedstest.com/TheBook/Chapter11. 

Child Welfare League of America   www.cwla.org
$�FRDOLWLRQ�RI�KXQGUHGV�RI�SULYDWH�DQG�SXEOLF�DJHQFLHV�VHUYLQJ�YXOQHUDEOH�FKLOGUHQ�DQG�IDPLOLHV�VLQFH�
������WKH�VLWH�SURYLGHV�VWDQGDUGV�RI�FDUH��OHDGHUVKLS�WUDLQLQJ��FRYHUV�UHVHDUFK�RQ�FKLOG�ZHOIDUH��D�QDWLRQDO�
GDWD�DQDO\VLV�V\VWHP��SXEOLVKHV�WKH�&KLOG�:HOIDUH�-RXUQDO��H�QHZVOHWWHUV��HWF��

Healthy Foster Care America   www2.aap.org/fostercare
)URP�WKH�$PHULFDQ�$FDGHP\�RI�3HGLDWULFV��WKLV�VLWH�RIIHUV�$$3�SROLF\�VWDWHPHQWV��KHOSIXO�YLGHRV�LQFOXGLQJ�
Ȋ���7KLQJV�3HGLDWULFLDQV�6KRXOG�.QRZ�$ERXW�&KLOGUHQ�LQ�)RVWHU�&DUHȋ��JXLGDQFH�RQ�FDUH�FRRUGLQDWLRQ��
WUDQVLWLRQV��UHVHDUFK��SROLF\�VWDWHPHQW�IRU�SDUHQWV��MXGJHV��DGYRFDWHV��HWF��

Zero to Three   www.zerotothree.org
,QFOXGHV�LQIRUPDWLRQ�DERXW�FRXUW�WHDPV��FKLOG�PDOWUHDWPHQW��LPSDFW�RI�WUDXPD��HWF��7KH�VLWH�KDV�QXPHURXV�
ZHEFDVWV��DQG�EURDG�LQIRUPDWLRQ�DERXW�WKH�IRXQGDWLRQV�RI�KHDOWK�GHYHORSPHQW�DQG�PHQWDO�KHDOWK��

American Academy of Child and Adolescent Psychiatry   www.aacap.org
+RXVHV� SUDFWLFH� DQG� WUDLQLQJ� JXLGHOLQHV� IRU� PHGLFDO�QXUVLQJ� VWXGHQWV�� UHVLGHQWV�� DQG� SULPDU\� FDUH�
SURYLGHUV��,QFOXGHV�GRZQORDGDEOH�)DFWV�IRU�)DPLOLHV��LQ�PXOWLSOH�ODQJXDJHV��DQG�D�FKLOG�DQG�DGROHVFHQW�
SV\FKLDWULVW�ȴQGHU��

Adoption.com   www.adoption.com
+DV�LQIRUPDWLRQ�DERXW�DGRSWLRQ��ERWK�GRPHVWLF�DQG�LQWHUQDWLRQDO��KHOSLQJ�FKLOGUHQ�XQGHUVWDQG�DGRSWLRQ�
DFFRUGLQJ�WR�DJH��DGRSWLRQ�GLVFXVVLRQ�IRUXPV��HWF��

Table 11-2. Cont’d
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William Gladden Foundation   www.williamgladdenfoundation.org 
+DV�KHOSIXO�DUWLFOHV�DQG�ERRNV�RQ�KHOSLQJ�IRVWHU�DQG�DGRSWHG�FKLOGUHQ�DQG�WKHLU�IDPLOLHV�ZLWK�SODFHPHQW�
RSWLRQV��DGMXVWPHQW��PHQWDO�KHDOWK�LVVXHV��GHOLQTXHQF\��DQJHU��JULHI��VHOI�HVWHHP��EXOO\LQJ��HWF��

Chapter Comments: We must do better by foster children, and before foster and adoptive parents. 
For starters, better communication across health, social services and care-takers is needed to ensure that 
critical information about health issues follow the child. We also need to do better by biological parents in 
FULVLVȃVFUHHQLQJ�DQG�DGGUHVVLQJ�GLɚFXOWLHV��DQG�ZKHUHYHU�SRVVLEOH��SUHYHQWLQJ�PHQWDO�KHDOWK�SUREOHPV��
KRXVLQJ� DQG� IRRG� LQVXɚFLHQF\�� HWF�� $GRSWLYH� DQG� IRVWHU� SDUHQWV� QHHG� RQJRLQJ� KHOS�PDQDJLQJ� FKLOGUHQ�
ZKR�PD\�EH�XQGHUVWDQGDEO\�GLɚFXOW�ZLWK�WKH�JRDO�RI�VWDELOL]LQJ�OLYLQJ�VLWXDWLRQV��:H�QHHG�WR�UHFRJQL]H�
and address the highly prevalent developmental and mental health problems of children in-care. All such 
children and their (many) families need utmost scrutiny. 
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INTRODUCTION
The United States of America is home to the third largest population in the world (after China and 
India). The US is a representative democracy in which the rule of the majority is tempered by the rights 
of minorities. Even so, disparities of income are enormous and health care is not universal. We are a 
GLYHUVH�QDWLRQ��ZLWK����6WDWHV�����FDSLWDO�FLWLHV��DQG�PDQ\�IDU�ȵXQJ� WHUULWRULHV� IURP�WKH�&DULEEHDQ�WR�
3DFLȴF�,VODQGV��%HFDXVH�WKH�86�HQFRPSDVVHV�DQ�HQRUPRXV�ODQG�PDVV��OLWHUDF\�LV�YDOXHG��L�H���DELOLW\�WR�
read newspapers, and so 99% of the population read reasonably well. School attendance is compulsory 
from age 5 (or so) through age 16, although 85% continue through age 18 and receive a high school 
diploma, and 30% complete college and beyond (www.census.gov).

English is spoken, to some extent, by 94% of the population, but the US Federal government has not 
GHFODUHG�(QJOLVK�WKH�RɟFLDO�ODQJXDJH��6HYHUDO�6WDWHV�OHJLVODWHG�RɟFLDO�ODQJXDJHV�LQ�DGGLWLRQ�WR�(QJOLVK�
(e.g., Spanish in New Mexico and California; French in Louisiana; Hawaiian in Hawaii). About 12% of the 
population i.e., ~36 million people, do not speak English well, and 6% do not speak English at all. After 
English, Spanish is the most frequently spoken language, followed distantly by French, Chinese, Filipino, 
Vietnamese, German, Korean, and Arabic (www.census.gov). 

In this chapter, we’ve tried to pair terms for ethnic minorities in current use by the US Census Bureau (e.g., 
African-American and Black, Latino and Hispanic, etc.). We describe four ethnicities whose cultures hold 
distinct values and methods of child-rearing: Latinos, Asians, Middle Easterners, and Native Americans. 
We’ve not provided much coverage of unique groups such as Christians and Anabaptists who home-
school, gay and lesbian youth and the unique support they need, but have included many references and 
links to sites for professionals and family development. In all cases, professional understanding of culture 
and diversity is essential for accurate early detection and effective parent-provider communication. 

Latino-americans

Drs. Rashmi Shetgiri and Glen Flores, University of Texas Southwestern Medical Center, Dallas, Texas

Demographic Characteristics of Latinos
Latinos are the largest racial/ethnic minority group in the United States, and among the fastest-growing. 
The Latino population accounted for more than half of US population growth from 2000-2010.1,2  The 
Latino population is projected to be 102.6 million by 2050, comprising 24.4% of the projected US census.1 
In 2010, there were 50.5 million Latinos in the US, accounting for 16% of the total US population, and 17 
million Latinos were less than 18-years-old. The majority of Latinos are of Mexican origin (64%), followed 
by Puerto Rican (9%), Central American (7.6%), South American (5.5%), Cuban (3.4%), Dominican (2.8%), 
and other Latino groups (7.7%).2�$ERXW����PLOOLRQ�/DWLQRV�DUH�OLPLWHG�(QJOLVK�SURȴFLHQW��/(3���GHȴQHG�
as self-rated English-speaking ability of less than “very well,” and 37% are foreign-born.2 Almost one in 
four Latino children lived in poverty in 2009 and 2.6 million lacked health insurance coverage, resulting 
in challenges for access to care for this population.2 Latina mothers, on average, have lower educational 
attainment and higher unemployment compared with white and African-American mothers.3

Health and Developmental Problems in Latino Children
Latino youth have the highest school dropout rates in the US (17.4%),4 and the lowest rates of enrollment 
in early childhood education programs (20%),5 and a greater proportion of Latino children are held back 
in school compared with white children.6 There is a scarcity of high-quality preschools in low-income 
Latino communities, and Latino children are underrepresented in early childhood education programs 
compared with children of other races/ethnicities.7,8 Latino children also have higher rates of learning 
problems and emotional problems, such as depression, anxiety, and phobias.6,9 Although Latino children 
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appear to have similar rates of ADHD as white and African-American children, they are less likely to be 
diagnosed with ADHD and treated with medications.10 Parental reports of ADHD symptoms are lower 
among Latinos compared with whites and African-Americans, and Latino children receive medications 
IRU�$'+'�DW�KDOI� WKH�UDWH�RI�ZKLWH�FKLOGUHQ��GHVSLWH�HYLGHQFH�WKDW�/DWLQR�FKLOGUHQ�EHQHȴW�IURP�WKHVH�
medications when they are used.10 The types and rates of developmental concerns also may vary by 
Latino subgroup. Puerto Rican children, for example, have high rates of developmental problems (20%), 
including 11% with chronic developmental conditions.11

Latino Normative Cultural Values
Normative cultural values noted among various Latino subgroups include simpatía, a value for 
politeness and avoidance of hostile confrontation; personalismo, which entails the creation of warm, 
personal relationships; respeto, which encompasses the maintenance of harmonious relationships 
through respect for the self and others, respectful behavior towards others, and respect for each family 
member’s role in the family; and familismo, which stresses the importance of the family in providing 
support, maintaining family ties, loyalty to the family, and valuing the family over the individual.12,13 
The normative Latino approach to the education of children can encompass both academic and moral 
education, and may include training in responsibility, morality, and interpersonal relationships, with 
“well-educated” children perceived normatively as needing good manners, politeness, respect, and 
responsibility.8,12�7KHVH�YDOXHV�FDQ�LQȵXHQFH�SDUHQWLQJ�SUDFWLFHV��SHUFHSWLRQV�DERXW�GHYHORSPHQW��DQG�
parental interactions with providers.

&XOWXUDO�,QȵXHQFHV�RQ�'HYHORSPHQWDO�([SHFWDWLRQV�DQG�'HYHORSPHQWDO�$FWLYLWLHV
Latino normative cultural values tend to emphasize relationships and social-emotional development 
in younger children, and place less importance, on average, on the independent completion of motor 
tasks.12 Children of Latino immigrants enter kindergarten with similar social-emotional skills as white 
children.8 The normative child-rearing goals and priorities of Latino families are important to consider 
when evaluating the development of Latino children. Familismo and respeto emphasize compliance 
with the authority of parents rather than asserting independence. Ethnographic research of Mexican 
mothers indicates a common belief that children do not have the reasoning ability to meet expectations 
for behavior until 6-years of age.12 After this age, however, parents expect children to adhere to strict 
rules and behavioral expectations, with harsh consequences for violation of rules. Studies also show that 
Latina mothers spend more time conducting tasks alongside their children under 6-years-old, compared 
with European-American mothers who encourage greater independence.12

'HYHORSPHQWDO�H[SHFWDWLRQV�DQG�WKH�LQȵXHQFH�RI�FXOWXUDO�YDOXHV�RQ�SDUHQWLQJ�PD\�YDU\�E\�WKH�OHYHO�RI�
acculturation, socioeconomic status (SES), and Latino subgroup. Parents who are less acculturated and 
are lower SES may value proper respect more than do higher acculturated, higher SES parents, who may 
place a greater value on autonomous behavior.12 The emphasis on the value of familial support is similar 
across several Latino groups and does not decrease with acculturation.12 Puerto Rican mothers have 
been shown to expect their children to name colors later than do white mothers, and to smile and put 
on shoes later than mothers from other racial/ethnic groups.9 Latino and Spanish-speaking parents with 
OLPLWHG�(QJOLVK�SURȴFLHQF\�DUH�OHVV�OLNHO\�WR�UHDG�WR�WKHLU�FKLOGUHQ�GDLO\�DQG�VSHQG�OHVV�WLPH�UHDGLQJ�ZLWK�
their toddlers and preschoolers; those who participate in literacy programs read to their children more 
often.8,14 When formulating care plans with Latino families, clinicians should therefore address parental 
expectations about children’s development and emphasize activities that promote motor and language 
development, in addition to social-emotional skills.

Parent-Provider Communication
Normative cultural values also may affect parent-provider interactions. Respeto may extend to a respect 
for the authority of healthcare providers, leading to parental hesitation to ask questions.7,13 Latinos may 
prefer a physician-directed style, with greater preference for delegating decision-making to providers 
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than do whites.15 The physician may be viewed as the expert rather than a partner in care, and parents 
may view their role as following through on instructions provided by the expert, rather than questioning 
or clarifying physician advice.7 This may vary by parental acculturation level. Latino parents may 
perceive encounters with clinicians to be less participatory than parents of white children.16 Less-
acculturated Latino parents, however, may perceive visits as more participatory than more-acculturated 
Latino parents.16

Personalismo is an important normative cultural value, and includes a social component within the 
parent-provider interaction and in establishing rapport with the child and family.7 A failure by the 
physician to establish such a relationship with patients and their families may result in parental hesitation 
in bringing up concerns about their child, and a failure to comply with physician recommendations. In 
RQH�VWXG\��/DWLQR�SDUHQWV��VLJQLȴFDQWO\�PRUH�RIWHQ�WKDQ�ZKLWH�SDUHQWV��UHSRUWHG�WKHLU�SURYLGHU�UDUHO\�
understood parents’ child-rearing preferences or took the time to understand their child’s special needs.3 
/DWLQR�SDUHQWV�LGHQWLI\�ODFN�RI�XQGHUVWDQGLQJ�RI�/DWLQR�FXOWXUH�E\�SK\VLFLDQV�DQG�QXUVHV�DV�D�VLJQLȴFDQW�
barrier to seeking care.13,17

Language Barriers
Language barriers affect access to care, communication, screening, and treatment.18 Latino parents 
identify language barriers as the challenge in quality to care for their children.13,17 LEP families also report 
higher support needs for children with special healthcare problems compared with non-LEP families.7 
&RPPXQLFDWLRQ�GLɟFXOWLHV�FDQ�OHDG�WR�FRQIXVLRQ�DERXW�GLDJQRVWLF�DQG�WKHUDSHXWLF�RSWLRQV��DQG�ORZHU�
VDWLVIDFWLRQ�ZLWK��DQG�FRQȴGHQFH�LQ��SURYLGHUV�7 Poor communication may be due to a lack of Spanish-
speaking providers who can speak with LEP families or a lack of available, adequately trained medical 
interpreters.11 Studies show that fewer than half of parents needing interpreters receive translation 
services.13,19,20 The lack of interpreters or inadequately trained interpreters can lead to increased medical 
errors.11,18,21�&RPSDUHG�ZLWK�QRQ�/(3�SDWLHQWV��/(3�SDWLHQWV�DUH�OHVV�VDWLVȴHG�ZLWK�FDUH�DQG�JLYH�ORZHU�
ratings of provider communication.20,22 Providers who work with LEP families should provide bilingual 
services or access to appropriately trained medical translators for all families.23

Lack of Culturally-Sensitive Services
Language barriers also impact the evaluation and treatment of developmental-behavioral problems in 
Latino children. For example, studies show variable results on the validity of commonly used behavior 
scales, such as the Child Behavior Checklist and Conners’ Parent Rating Scale, among Spanish-speaking 
children and Latinos from different countries of origin.11 There is also a lack of culturally-sensitive 
SURJUDPV� WR� DVVLVW� /DWLQR� FKLOGUHQ� ZLWK� HPRWLRQDO�EHKDYLRUDO� SUREOHPV� DQG� DFDGHPLF� GHȴFLWV�� DQG�
inadequate provision of educational services for Spanish-speaking families. Parents of Latino children 
with special healthcare needs report larger unmet needs for information compared with parents of 
other racial/ethnic groups.7 Parents who experience language barriers in communicating with school 
personnel in addressing their child’s behavioral or developmental problems may also be reluctant to 
seek help from professionals. A parental lack of perceived need for mental health care may be a barrier 
to obtaining services among racial/ethnic minority parents.10 Providers should use instruments validated 
in LEP families and among Latino subgroups, address parental perceptions about mental and behavioral 
health services, and provide referrals to bilingual developmental intervention and therapeutic services.

,GHQWLȴFDWLRQ�RI�'HYHORSPHQWDO�%HKDYLRUDO�&RQFHUQV
There are differences in provider elicitation of, and screening for, developmental-behavioral concerns 
in Latino children compared with children of other racial/ethnic groups. One study showed that 
SURYLGHU� HOLFLWDWLRQ� RI� GHYHORSPHQWDO� DQG� EHKDYLRUDO� FRQFHUQV� ZDV� VLJQLȴFDQWO\� ORZHU� IRU� /DWLQR�
children compared with non-Latinos, even among children at moderate/high risk of developmental 
or behavioral disorders.24 Less than one-third of parents in Spanish-primary-language households 
reported provider elicitation of developmental and behavioral concerns.24 Another study showed that 
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Latino parents in Non-English-Primary-Language (NEPL) households, particularly those without a usual 
source of care, are less likely to experience provider elicitation of developmental-behavioral concerns, 
even after adjusting for SES.25 Children of Latino parents who received needed referrals also are less 
likely to experience provider elicitation of developmental-behavioral concerns.25�7KHVH�UHFHQW�ȴQGLQJV�
update those of earlier studies which suggested that less-acculturated Latino parents were more likely 
to report receipt of a developmental assessment than other racial/ethnic groups26 and that parents who 
completed surveys in Spanish were more likely to report that their child’s provider informed them that 
a developmental assessment was performed.3,26

Latino parents may have a different perception of normal development compared with parents of other 
UDFLDO�HWKQLF�JURXSV��DQG�WKLV�PD\�DIIHFW�WKH�LGHQWLȴFDWLRQ�RI�GHYHORSPHQWDO�FRQFHUQV�E\�SDUHQWDO�UHSRUW��
$�VWXG\�RI�LPPLJUDQW�6RXWK�$PHULFDQ�PRWKHUV�IRXQG�WKDW�WKH\�KDG�GLɟFXOW\�DQVZHULQJ�TXHVWLRQV�DERXW�
normal child development, including developmental milestones such as babbling, and about the role of 
parents in their child’s development.27 Latino parents may have more concerns about medical and sensory 
issues than social or language development. Latino parental reports of an emotional, developmental or 
behavioral problem in their child are lower for children in Spanish-primary-language households than 
non-Latinos, although quality of translations is a contributor to lower rates of concerns.24 It is also critical 
to ask parents about their knowledge and expectations of normal child development, in conjunction 
with provider assessment of developmental milestones.

/DQJXDJH�DQG�FXOWXUH�SOD\�D�VLJQLȴFDQW�UROH�LQ�/DWLQR�SDUHQWVȇ�SHUFHSWLRQV�RI�WKHLU�FKLOGUHQȇV�GHYHORSPHQW��
DFFHVV� WR� FDUH��DFFXUDWH� LGHQWLȴFDWLRQ�RI�GLVDELOLWLHV� LQ�/DWLQR�FKLOGUHQ��DQG�SURYLVLRQ�RI�DSSURSULDWH�
VHUYLFHV�� 3URYLGHUV� VKRXOG� EH� DZDUH� RI� FXOWXUDO� LQȵXHQFHV� RQ� /DWLQR� SDUHQWVȇ� FRPPXQLFDWLRQ� ZLWK�
providers and developmental priorities for their children, and modify their behaviors accordingly to 
more accurately elicit concerns and identify children in need of services. Providers should also minimize 
language barriers to accessing care, use appropriately trained interpreters and validated instruments. 
Providers can thereby appropriately identify children in need of early intervention for developmental 
disabilities and provide referrals for linguistically and culturally-appropriate intervention and 
therapeutic services for Latino children and families.

asians and asian-americans

Drs. May Aydin and David Grant, UCLA Center for Health Policy Research, Los Angeles, California, Dr. 
Elain Zahnd and Sue Holtby, MPH, Public Health Institute, Oakland, Californa

Growth and Diversity
Asian-Americans are one of the fastest growing ethnic groups in the United States. They are also one of 
the most diverse populations due to highly varied educational and socioeconomic backgrounds, cultural/
linguistic characteristics and the unique conditions of their respective countries of origin. More than 
65% of the Asian-American population are foreign-born; the major countries of origin include China, 
India, Korea, the Philippines, and Vietnam (www.census.gov). 

Cultural/Linguistic Characteristics
Despite such diversity as well as rapid growth and increasing visibility, Asian-American immigrants 
and refugees have been persistently confronted with stereotypic perceptions. These perceptions serve 
to disguise the reality of distinct lifestyles, customs, traditions, social norms, values, and folk beliefs 
with ancient religious and philosophical origins. In particular, the Chinese, Korean, and Vietnamese 
cultures are rooted in some of the world’s oldest civilizations. A deeper understanding of these roots 
enhances healthcare professionals’ ability to more effectively serve Asian-American immigrant families 
(particularly those with children who may have special needs). Among selected Asian ethnic groups, 
&KLQHVH��.RUHDQV��DQG�6RXWKHDVW�$VLDQV��VSHFLȴFDOO\�&DPERGLDQV��/DRWLDQV��DQG�9LHWQDPHVH��FROOHFWLYHO\�
represent approximately half of the total Asian-American population. A few examples of key cultural 
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and linguistic characteristics follow.

Religious Origins
&KLQHVH��.RUHDQ��DQG�6RXWKHDVW�$VLDQ�FXOWXUHV�KDYH�EHHQ�SULQFLSDOO\�LQȵXHQFHG�E\�WKH�GRFWULQHV�DQG�
philosophies of Confucianism, Taoism, and Buddhism—the “three teachings.” Together with ancestor 
worship, shamanism (including animism and spirit worship) and Christianity, the “three teachings” 
evolved into a complementary system of blended beliefs. These beliefs further shaped the traditional 
collectivist values that are common to the various Asian cultures.

Values
The predominant Asian values pertain to family, harmony, education and selected virtues, and offer 
fundamental guidelines for living. The family, for example, is the basic unit of society and the central 
focus of the individual’s life. Harmony is the keynote of existence. Successful academic achievement is 
the greatest tribute a child can bestow on parents and family. Virtues such as patience, perseverance, 
VHOI�VDFULȴFH��PDLQWHQDQFH�RI�LQQHU�VWUHQJWK��VHOI�UHVWUDLQW��PRGHVW\��DQG�KXPLOLW\�DUH�HDFK�FRQVLGHUHG�
necessary expressions of dignity that promote group welfare.

Child-Rearing Beliefs and Practices
Although traditional values have been transformed with time, the extent to which these have historically 
LQȵXHQFHG� FKLOG�UHDULQJ� EHOLHIV� DQG� SUDFWLFHV� DPRQJ�$VLDQ� FXOWXUHV� LV� UHDGLO\� DSSDUHQW�� 7KH� IDPLO\�
LV� FKDUDFWHUL]HG� E\� ZHOO�GHȴQHG�� KLJKO\� LQWHUGHSHQGHQW� UROHV� ZLWKLQ� D� FRKHVLYH� SDWULDUFKDO� YHUWLFDO�
VWUXFWXUH�� 3DUHQWDO� UROHV� DQG�RU� UHVSRQVLELOLWLHV� W\SLFDOO\� HQWDLO� VLJQLȴFDQW� SHUVRQDO� VDFULȴFH� DQG�
accountability in return for the right to assume strict authority over children, including unquestioning 
obedience and loyalty. Children, in turn, are viewed as extensions of their parents. They are treasured, 
protected, and readily indulged within a very nurturing, secure, and predictable social environment 
(involving both immediate and extended family members) throughout infancy and the toddler period. 

But among Southeast Asian cultures, Vietnamese parents traditionally avoid praising the infant and may 
become anxious if complimentary comments regarding the infant’s health or appearance are made by 
others, for fear that a lurking evil spirit may overhear and attempt to steal the baby away. If an infant 
becomes ill, Cambodian parents may temporarily change the infant’s name to confuse the spirits. Such 
more traditional child-rearing beliefs and practices promote family interdependence and deference to 
the needs of the group.

Health Beliefs and Practices
Among Chinese and Korean immigrants and Southeast Asian refugees, the more common traditional 
health orientations include a blending of traditional Chinese medicine and folk medicine practices. 
Related fundamental concepts include maintaining balance between the cosmic forces of yin and yang, 
WKH� ȊȴYH� HOHPHQWV�ȋ� DQG� LQWHUQDO� ERG\� RUJDQV�� 7KH� FRQWUDVWV� EHWZHHQ� WUDGLWLRQDO� $VLDQ� KHDOWKFDUH�
SUDFWLFHV�DQG�WKRVH�RI�:HVWHUQ�PHGLFLQH�LQFOXGH��6LJQLȴFDQWO\�IHZHU�LQYDVLYH�GLDJQRVWLF�DQG�WUHDWPHQW�
procedures; use of herbal medications versus prescription medications; and use of therapeutic 
massage, acupressure, acupuncture, moxibustion (various applications of burned dried mugwort), and 
dermabrasion. The importance of understanding these traditional healthcare practices is underscored 
by the fact that many Asian families utilize a “pluralistic” system of care that blends folk medicine with 
Western medicine. Dermabrasion, for example, derives from “hot–cold” therapy and is a traditional 
practice that is self-care in nature and one of the most common treatments among Southeast Asians. It 
is generally used to treat “wind illnesses” such as fever, chills, muscle ache, headache, and symptoms of 
a cold or a respiratory infection. The most popular form of dermabrasion is coining or cao gio (“scratch 
ZLQGȋ���7KH�SUDFWLFH�LQYROYHV�ȴUVW�FRYHULQJ�WKH�DIIHFWHG�DUHD�ZLWK�D�PHGLFDWHG�RLQWPHQW�VXFK�DV�7LJHU�
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Balm, then gently rubbing the area with the edge of a coin (or spoon), downward and away from the 
head, until dark marks that look like bruises can be seen. This procedure allows the “toxic wind” to be 
brought to the body surface and released; supposedly, the more ill the affected person, the darker the 
marks will be.

Beliefs about Causes of Disability
0DQ\�WUDGLWLRQDO�EHOLHIV�DQG�DWWULEXWLRQV�UHJDUGLQJ�WKH�HWLRORJ\�RI�YDULRXV�GLVDELOLWLHV�GLUHFWO\�UHȵHFW�
traditional health beliefs about the varying causes of illness. Mothers may believe that they directly 
contributed to their children’s disabilities by violating certain taboos during pregnancy. For example, 
an ethnic Chinese-Vietnamese mother worked throughout her pregnancy as a seamstress and thus 
frequently used scissors. She felt that this caused her daughter’s unique congenital hand anomaly, which 
ZDV�FKDUDFWHUL]HG�E\�IXVHG�ȴQJHUV�DQG�D�VSOLW�WKXPE��7KLV�DWWULEXWLRQ�LV�FRQVLVWHQW�ZLWK�WKH�WUDGLWLRQDO�
belief that women should avoid using scissors, knives, and other sharp objects during pregnancy for fear 
of causing a miscarriage or birth defects. Among other types of causal explanations for disability in a 
child is the more popular belief that it represents a divine punishment for sins or moral transgressions 
committed by the parents or their ancestors. For example, a Cambodian father attributed his daughter’s 
“club” foot to an incident when he and his pregnant wife were escaping as refugees through the jungles 
of Thailand. In an attempt to hunt and kill a bird with a rock, he instead only wounded its claw and leg.

Language and Communication Styles
There is considerable diversity both within and among respective Asian languages. For example, in 
contrast to regional American-English dialects, up to ten Chinese dialects have evolved into distinctly 
different spoken languages that are mutually unintelligible (although written Chinese is readable 
across all dialects). By comparison, although 50% of the Korean vocabulary is derived from Chinese, the 
various Korean dialects are mutually understandable. Also, unlike all Chinese language dialects (which 
are tonal), Korean is a phonetic language.

The communication patterns of Asian languages serve to reinforce traditional cultural values and beliefs. 
Asian cultures are among the “highest context” cultures in the world. They are often dependent on the 
UHFHLYHUȇV�DELOLW\�WR�FRUUHFWO\�LQWHUSUHW�WKH�VSHDNHUȇV�LQWHQW�ZLWKRXW�VSHFLȴF�UHIHUHQFH�WR�ZKDW�KH�RU�VKH�
means. Consistent with the primary value of preserving harmony and face in human relationships, 
Asian languages employ communication patterns that promote harmonious social interactions. These 
include indirect communication styles such as reluctance to criticize or contradict overtly, and ability 
WR�ȊUHDGȋ�RWKHUVȇ�JHQXLQH�DWWLWXGHV��RSLQLRQV�RU�IHHOLQJV�WKURXJK�QRQYHUEDO�FXHV��$�VLJQLȴFDQW�DPRXQW�
of information is thus conveyed through nonverbal forms of communication, including silence (and the 
timing of verbal exchanges), facial expressions (e.g., smiling), eye contact, body movements and gestures, 
posture and positioning, and interpersonal space. An indirect style of responding, demonstrated by 
head-nodding and polite use of the word “yes,” can actually mean “no.” Consistent with the importance 
of nonverbal communications and their traditional meanings, certain customs may need to be observed. 
For example, touching the head (including a child’s) is often considered threatening or offensive by 
Cambodians, Lao, and some Buddhists because of the spiritual belief that the head is the most sacred 
part of the body.

Promoting Insights Versus Stereotypes
The complex cultures of individuals and families within given Asian groups vary considerably and 
change over time. While stereotypic perceptions of Asian-Americans persist, their diversity and 
FRPSOH[LW\� REYLRXVO\� GHȴHV� JHQHUDOL]DWLRQV� DSSOLFDEOH� WR� HQWLUH� HWKQLF� VXEJURXSV�� 7KLV� DUWLFOH� ZDV�
LQWHQGHG� WR� HQKDQFH� FXOWXUH�VSHFLȴF�NQRZOHGJH��5HDGHUV� DUH�DOVR� HQFRXUDJHG� WR� H[DPLQH� WKHLU� RZQ�
cultural values, assumptions, and biases. Throughout this process, those who serve Asian-American 
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IDPLOLHV�DUH�FDOOHG�RQ�WR�GHPRQVWUDWH�ȵH[LELOLW\��YHUVDWLOLW\��DQG�VHQVLWLYLW\�LQ�UHVSRQGLQJ�WR�WKHLU�GLYHUVH�
nationalities, immigrant histories, cultural orientations, language characteristics, life experiences, and 
unique personal circumstances.

,PSDFW�RQ�(DUO\�'HWHFWLRQ
As described in further detail in Chapter 19 covering research methods, The California Health Interview 
Survey (CHIS) found that Asians reported an exceptionally high risk of developmental delay. CHIS asks 
parents about their concerns and the word “concerns” in most Asian languages can also mean “care,” 
as in “Do you care about how your child is talking?” A stronger term such as “worries” is more helpful 
in teasing out delays. Within the clinical application of Parents’ Evaluation of Developmental Status, in 
which the English version involves frequent use of the word “concerns,” Asian language translations use 
“worries” instead, and this greatly reduces over-referrals. An alternative is to use only milestones-focused 
measures (although this degrades parent-provider communication and the quality of surveillance). 

Many Southeast Asians who immigrated to the United States have a long history of exposure to violence. 
Many arrived without literacy skills or technological expertise. In these cases psychosocial risk factors 
may be frequent, especially poverty, limited education, language barriers, and mental health problems 
in parents or extended family. Although their close-knit families and communities offer some buffers 
to substantial life stressors, psychosocial risk requires careful screening and intervention as needed. 
Because use of complimentary integrative medicines is common, providers will need to become familiar 
with these substances and oversee their safety. 

arabic-speaking middLe eastern FamiLies

Drs. Mohammad A. Al Jabery and Diana H. Arabiat, University of Jordan, Amman, Jordan

The Middle East covers a large region of Western Asia and North Africa. The majority of Middle Eastern 
countries form what is called the Arab World. These countries are divided into two major regions: 
(1) The Sham Land or Greater Syria (e.g., Palestine, Jordan, Lebanon, Syria, Iraq, and Israel); and, (2) 
The Gulf Region (e.g., Saudi Arabia, Kuwait, Oman, Qatar, United Arab Emirates, and Yemen).28 Middle 
(DVWHUQHUV�GHȴQH�WKHPVHOYHV�DV�SHRSOH�ZKR�VSHDN�$UDELF��KDYH�D�OLQN�ZLWK�WKH�QRPDGLF�WULEHV�RI�$UDELD��
and are primarily Muslims, although about half those who immigrate to North America are Christian.28,29 
Whatever the religion, Middle Easterners share unique cultural values, health and religious beliefs, 
family structure, parenting styles, and understanding of child development. Even so, across the many 
nations, child-rearing practices are not monolithic. 

Culture and the Family
Families in the Middle East have many shared values and beliefs that emerge from being part of the Arab 
World. Commonalities can be seen in language in which Arabic is the dominant spoken language; Islam 
is the dominant religion; and the extended family is the basic structure.30,31 Regional differences can be 
seen in types of food, dress, life styles, and the degree of exposure to Western culture. Perhaps these 
differences depend on the types of political systems (e.g., the application of democracy), patterns of living 
(such as rural, urban or Bedouin); by social class differences (such as upper, middle or lower class); and 
E\�UHOLJLRXV�DɟOLDWLRQV��VXFK�DV�6XQQL��6KLȇLWH��'UX]H��$ODZL��,VPDȇLOL��&RSW��2UWKRGR[��0DURQLWH��&DWKROLF��
Protestant or Jewish).28,29

&RUH� FXOWXUDO� YDOXHV� LQFOXGH� FRPPLWPHQW� WR� IDPLO\�� KRQRULQJ� LWV� WUDGLWLRQV�� IXOȴOOLQJ� LWV� REOLJDWLRQV��
practicing loyalty, and respecting its authority.32,33 Family is the basic unit in Middle Eastern communities. 
Middle Eastern families are extended, hierarchical, and male-dominated.30,31 The extended family remains 
the main feature that shapes the family structure.34,35 The term “extended family” traditionally refers to 
living arrangements where more than one generation of the family live in the same household.31(p78) This 
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FORVH�SUR[LPLW\�LV�FRQVLGHUHG�LQȵXHQWLDO�ZLWKLQ�DOO�IDPLO\�GHFLVLRQ�PDNLQJ�SURFHVVHV�

)DPLO\� UROHV� DUH� FOHDUO\�SUHVFULEHG�DORQJ� WKH� OLQHV�RI� JHQGHU�DQG�DJH�� )DWKHUV� DUH� UHTXLUHG� WR� IXOȴOO�
VSHFLȴF�GXWLHV��7KH\�DUH�UHVSRQVLEOH�IRU�VHFXULQJ�WKH�IDPLO\�LQFRPH��PDNLQJ�GHFLVLRQV��DQG�SURWHFWLQJ�
WKH�IDPLO\��0RWKHUV�SDUWLFLSDWH�PDLQO\�E\�UDLVLQJ�FKLOGUHQ��IXOȴOOLQJ�VSRXVDO�QHHGV�DQG�JXLGLQJ�FKLOGUHQ�
through their development.36

Many families have encountered recent changes in structure and roles due to industrialization, 
XUEDQL]DWLRQ��ZDU�DQG�FRQȵLFW��PLJUDWLRQ��DQG�:HVWHUQL]DWLRQ�28 These factors promulgate increasingly 
nuclear and independent families (e.g., in household, income, socialization). For example, both men and 
women now participate in securing the family income: A role previously restricted only to men. Another 
change is use of servants from other countries. Moving toward nuclearity does not isolate the family 
from the extended one. It is expected in time of crises or stressors that parents reach out to their own 
parents (or any members of their extended family) for help and support.

Parenting styles are clustered into three patterns: (1) Inconsistent (combining permissive and 
authoritarian styles); (2) Controlling (combining authoritarian and authoritative styles); and (3) Flexible 
(combining authoritative and permissive styles).37 Dwairy et al notes that parenting styles are affected 
by urbanization, parents’ education, family economic level, and more importantly the social-political 
system in the country.37 The authors also mentioned that more democratic and liberal systems (such as 
WKRVH�IRXQG�LQ�/HEDQRQ��$OJHULD��DQG�-RUGDQ��DUH�DVVRFLDWHG�ZLWK�D�ȵH[LEOH�SDWWHUQ��ZKLOH�QRQ�GHPRFUDWLF�
systems (such as those of Saudi Arabia and Palestinian occupied territories) are associated with a 
controlling pattern of parenting. Mixed and contradictory social-political systems (such as in Yemen and 
among Palestinians in Israel) are associated with inconsistent parenting. Such parenting patterns affect 
children’s psychological development, parents’ child-rearing practices, and understanding of children’s 
behavior.

Children are considered gifts from God and are highly valued because they represent a continuation of 
the family name, traditions, and values. Children are frequently held, kissed, and cared for all the time. 
Raising children in the Middle East is shaped by Islamic principles and family traditions in promoting 
maturation and independency. When a baby is born, Islamic principles require the father to make 
“Athan” (the calling for prayer in Islam) in his/her right ear; and “Eqama” (announcing the preparation 
to pray) in his/her left ear. 

The social values among Middle Eastern families dictate that mothers and their female helpers (e.g., 
unmarried daughters or grandmothers) are responsible for the care of infants and young children. 
In contrast, fathers, with some exceptions, are not fully involved in daily supervision or care of their 
children. Children are responsible for honoring and respecting their parents, acquiring family traditions, 
respecting and caring for their elders, and obeying parents.29,30 In some cultures, children are allowed 
to “act like children” and rates of parental concerns about behavior are usually far less than in Western 
parents. It is not until adolescence that strict demands are placed on compliance. But as Middle Easterners 
interact increasingly with other cultures, there are greater demands for children to be obedient, polite, 
and disciplined. Children’s misbehavior can be a source of shame and embarrassment; parents are often 
blamed for not being able to discipline their children.32 The concept of individuality is neither practiced 
nor valued. Children, especially adolescents, are taught that family needs are a priority, over and above  
their own. 

Health Beliefs 
Health practices are affected by cultural beliefs and values. According to Middle Eastern beliefs, being 
healthy means being able to function without suffering from any physical complaints. Sickness is 
interpreted as the will of God and often thought to be a punishment from God.33 Accordingly, families 
strive to accept God’s will and to be close to him through prayers. A second health belief includes the 
concept of “hot and cold” as a source of illness.32 This concept means that exposure to cold will cause 
gastrointestinal ailments, muscle pains, and respiratory diseases; treatment will be based on throwing 
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up, drinking hot drinks, and keeping the person warm.33 A third health belief includes the concept of 
Evil Eye or being occupied by an evil spirit (especially with children).38 Treatment in such cases consists 
of reading verses from the Qur’an (the Holy book for Muslims). These beliefs affect relationships with 
KHDOWK�SURYLGHUV��FRQȴGHQFH�LQ�:HVWHUQ�PHGLFLQH��DQG�ZLOOLQJQHVV�WR�VHHN�KHDOWK�FDUH�33

8QGHUVWDQGLQJ�&KLOG�'HYHORSPHQW�DQG�,PSOLFDWLRQV�IRU�(DUO\�'HWHFWLRQ
Culture has a great impact on children’s development. Taylor, Willies-Jacobo, and Dixon stated that 
ȊFXOWXUH�LQȵXHQFHV�SDUHQWLQJ�SUDFWLFHV��GHYHORSPHQWDO�H[SHFWDWLRQV��DQG�SHUFHSWLRQV�RI�FKLOGȇV�EHKDYLRU�
as well as the behavior itself.” 32(p45) Middle Eastern families care for their children with a great amount 
of love. In infancy, children are frequently held, kissed, spoken to, wrapped with blankets, attended to 
quickly when crying, breastfed until 2- or 3-years-old, and kept between parents in the same bed.33

Ability to walk and talk is considered a core feature for healthy development, but delays in spoken 
language may alert parents to seek professional help. A healthy child in Middle Eastern families should 
not be skinny or pale; instead being a chubby child is considered healthy.33

'HOD\V�LQ�OLQJXLVWLF�DQG�PRWRU�GRPDLQV�DUH�FRQFHUQLQJ�WR�SDUHQWV��EXW�GHȴFLWV�LQ�RWKHU�GHYORSPHQWDO�
domains may not be noticed. Knowledge of typical development is increasing among families due to 
internet access, innovations in telecommunications, and TV broadcasting.

Detecting developmental abnormalities or disabilities in children is often correlated with stigma 
(especially if the child is female), feelings of guilt or shame among parents (they may interpret it as a 
punishment from God), community attitudes, and level of support.31 Culturally, families might deal with 
these situations privately (relying on themselves) or by seeking help from other family members. In a 
study of help-seeking behaviors among Middle Eastern immigrants, May39 noted that depending on the 
situation, families tended to rely on themselves or seek help from other family members. 

Many barriers can affect parents’ help-seeking behaviors. Nasir and Al-Qutob mentioned several barriers 
to obtaining healthcare services among Arab families are: (a) poor education; (b) cultural norms; (c) 
geography; (d) socioeconomics; and (e) logistical challenges.40 Other factors include lack of: appropriate 
DVVHVVPHQW�WRROV��NQRZOHGJHDEOH�H[SHUWV��ȴQDQFLDO�UHVRXUFHV��DQG�JRYHUQPHQWDO�DZDUHQHVV�DQG�VXSSRUW�

Despite these barriers, it is advisable that professionals rely on parents for early detection.41 In this 
process, specialists need to be aware of the following cultural issues in their interactions:

1. Religion. Islam is the religion of the majority of Middle Eastern families. Believing that 
everything is controlled by God is the way families deal with everyday events. Bad or good events 
are considered a part of ones’ destiny. It is important to understand that families will rely on 
God (by praying) for support and help. It is crucial for specialists to understand the impact of 
spirituality on families. A related issue is “Islamic restrictions.” These restrictions affect how 
families communicate with others. For example, gender sameness (males interacting with males 
and females with females) is recommended. Greetings are important, especially using the Islamic 
way of greeting (by saying Aslam Alekum, meaning “peace upon you”). Hugs and kisses between 
same genders is also acceptable. Women and men might refuse to shake hands because it is 
mandated by Islam not to do so. Minimizing eye contact between genders is important. Mothers 
may prefer to interacting with a female specialist and this may facilitate more open discussions 
about matters usually considered private. 

2. Privacy. Families might be reluctant to disclose detailed information about their lives and their 
family members. They tend to give few details and as little information as possible. Inculcating 
trust is essential for encouraging families to open up and start talking. In the case of child illness 
or disability, a sense of stigma or feelings of guilt and shame might impede families’ disclosure; 
repeating questions about child development is wise. 
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3. Family Structure. It is important to understand that the extended family has a powerful impact 
on parents’ behaviors, parenting style, and child-rearing practices. The concept of “it takes a 
village to raise a child” is completely correct among Middle Easterners. The help-seeking and 
social networking of Middle Eastern parents depends on their immediate and extended family 
members. It is common that other family members (e.g., grandparents and aunts) are present 
at healthcare visits along with parents. The presence of extended family is meaningful and 
they might be of great help in providing insights or information about the child’s development. 
Servants, including nannies, are common among families (especially from the Gulf region). 
Nannies interact with children sometimes more than parents and so it is valuable to include the 
nanny’s observations when gathering information. 

4. Language. Arabic is the most commonly spoken language among Middle Eastern families. All 
questions need to be in Arabic so parents can comprehend and give appropriate answers. Using 
LQWHUSUHWHUV�RU�WUDQVODWRUV�LV�LPSRUWDQW��)RUPDO�RU�FODVVLFDO�$UDELF�LV�XQLȴHG�DPRQJ�DOO�0LGGOH�
Eastern countries. Although some dialects differ, all literate families have the ability to read 
and understand formal Arabic. All questions must be written using the formal language (called 
Fusha in Arabic). In some cases it might be suitable if the specialist reads the question and then 
uses the common dialect to explain its purpose. This is helpful especially with parents of limited 
HGXFDWLRQ��1HYHUWKHOHVV��VSHFLDOLVWV�QHHG�WR�EH�ȵXHQW�LQ�$UDELF�WR�XQGHUVWDQG�WKH�PHDQLQJ�RI�WKH�
question and how to incorporate an appropriate dialect in order to maintain the meaning and the 
purpose. In some countries (e.g., Jordan, Lebanon, United Arab Emirates) English is widely used. 
Therefore, it might be advisable to pair questions by using both languages.

5. Geography. If working with recently relocated families, it is important to consider the geography 
of the Middle East and its difference from most Western countries. Desert environments are 
more common than forests; children are more familiar with farm animals (e.g., camels, sheep, 
chickens, dogs, and cats) than other animals; pools, seas and oceans are more familiar than lakes; 
and cars and trucks (rather than buses or trains) are the most common forms of transportation. 
Knowing these important details is crucial especially when parents are in need of examples to 
explain a question (e.g., the majority of Middle Eastern families do not keep pets, although often 
raise chickens or sheep). 

6. Understanding Normal Development. Culture affects understanding of normal development or 
behavior. Some behaviors might appear appropriate in some cultures but in others they are not. 
For example, giving hugs and kisses as a sign of warm welcome is important among Arabs. This 
behavior might not have the same value in other cultures. Culture effects perceptions of what is 
typical. For example, having an active boy is preferable among families in Jordan. Nevertheless, 
the opposite is true for a girl. Grandparents are likely to be more tolerant of problematic behavior 
and development than are parents, and may be a factor in parental delays in help-seeking. Helping 
all family members to arrive at a mutual conclusion about delays may be needed. 

It is important for parents to feel that professionals understand and respect their cultural values 
and beliefs. Cultural sensitivity is essential for facilitating parent-professional communication, and 
professionals must strive to understand parents’ fears, worries and anxieties when engaged in early 
detection. 

american indians

Shirley Kathryn Woods, MA, Director of Research and Translations, LLC PEDStest.com, and  
Timothy L. Woods, Instructor, Cornell University, Freeville, New York

There are almost three million Native Americans living in Alaska, Hawaii and across the lower 48 of the 
United States. Representing approximately 1% of the US population, American Indians belong to many 
different nations or tribes, from Aaene to Zuni. The different nations are grouped according to broadly 
accepted tribal regions, such as the Plains, the Great Basin, Woodlands, Alaskan, the Southwest, and 
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Northwestern. Hundreds of languages are spoken (usually in addition to English or Spanish) although 
Navajo enjoys the greatest number, with about 200,000 speakers.

About one-third of American Indians live on reservation land within which there are almost 600 
federally recognized tribal governments with the right to enforce laws (criminal and civil), generate tax 
revenues, regulate business activities, and establish criteria for membership. The Indian Child Welfare 
Act allocates to tribes exclusive jurisdiction over adoption and foster care decisions to help ensure that 
Native American children grow up within their culture (www.nicwa.org). As with all US States and 
territories, tribes do not have the power to make war, engage in foreign relationships or coin money. 
Tribal governments are overseen by the US Department of the Interior’s Bureau of Indian Affairs, which 
after much activism by the American Indian Movement has slowly moved from a supervisory to an 
advisory role.

(GXFDWLRQ�DQG�(FRQRPLFV�
For many American Indian school children, education is provided by tribal nations in which cultural 
preservation and language revival are a part of the curriculum. There are also more than thirty different 
Native American universities and colleges offering post-secondary education. Political activism has 
lead to the establishment of departments of American Indian Studies in many universities, along with 
American Indian newspapers and television stations.

Economically, American Indians, despite the success of some tribes at garnering income from casinos and 
other business, have numerous psychosocial risk factors: the lowest per capita income of any ethnicity 
in the US, enormous unemployment rates, the highest rate of high school drop-out (> 50%), and greatly 
elevated rates of teen suicide (www.census.gov). Healthcare issues are many. Disproportionate numbers 
of American Indians die prematurely of diabetes, alcoholism, tuberculosis, and other health conditions 
(www.usccr.gov). All federally-recognized Native American and Alaska Natives are entitled to healthcare 
through the Indian Health Service (IHS) (www.ihs.gov) and about half of all American Indians receive 
care through the IHS.

7UHQGV�LQ�&KLOG�5HDULQJ�3UDFWLFHV�DQG�,PSOLFDWLRQV�IRU�(DUO\�'HWHFWLRQ
Although tribes and nations differ substantially, one commonality seems to be that children are respected 
and treated gently. At the same time, children are taught obedience and careful respect for their elders. 
Chief Si’ahl (anglicized as Seattle and for whom the city is named) said, “We do not inherit the earth from 
our ancestors; we borrow it from our children.” 

As with other indigenous peoples (e.g., Australian and Canadian Aboriginals), grandparents, especially 
grandmothers are often the main disciplinarians. This is not surprising, given that many tribes are 
matrilineal, meaning that property and hereditary leadership are passed from mother to daughter. 
Aunts and uncles often play a large role in child-rearing. 

Punishment rarely involves spanking. Instead, children who are verbally or physically aggressive or who 
talk back to elders, are disciplined by verbal redirection, explanation and loss of privileges. Families are 
rarely troubled when children are dependent, clingy, silly or attention-getting, i.e., act like children, but 
families place high value on children’s ability to get along with others.42 In one study, Native Americans 
had more than twice the rate of concerns about children’s social-emotional development as whites and 
African-Americans, but fewer concerns about language development or other predictors associated with 
developmental-behavioral problems.43

Implications for providers engaged in early detection include:

1. The need to acquire knowledge and respect for tribal customs while recognizing these often differ 
across American Indian groups;
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2. Careful exploration of parents’ concerns about social-emotional issues (within which may be 
clues to developmental-behavioral delays);

3. Inclusion of extended family members in exploration of developmental-behavioral concerns;

4. Implementation of all aspects of AAP screening and surveillance policy including eliciting parents’ 
concerns and use of milestones-focused screening tools;

5. A thorough assessment of health and nutrition issues, both in family members and in children, 
followed by thoughtful intervention and monitoring, preferably making use of peer role-models;

6. Vigilant attention and intervention with psychosocial risk factors including mental health status.

Chapter Comments: We have hardly done justice to the diversity of issues and cultures within the 
United States—Christian communities with homeschooled children, African-Americans or Anabaptists 
(e.g., Mennonites and Amish who often speak “Pennsylvania Dutch” and who greatly value agrarian skills 
but not necessarily sophisticated literacy skills or acquisition of knowledge about other nations). Note that 
across many societies, Asian, Arabic and others, males dominate. This is an important issue particularly 
when parents have limited education. We point this out because it may be necessary to interview mothers 
and fathers, grandparents, and adolescents separately when eliciting concerns, psychosocial risk factors 
or completing milestones measures. But, encouraging fathers’ active involvement in child-rearing is also 
invaluable.

We have not addressed the fact that many minorities are the target of racism or classism. This has a 
profound impact on children’s and families’ well-being, not only psychologically but also on health status. 
Minority families with the means to do so, may withdraw their children from public encounters, seek private 
schools, and otherwise try to prevent racist encounters, thus leaving less in the way of role models for 
disadvantaged minorities. Addressing issues in bullying and discrimination are much needed for improving 
social relations. Measures such as Perceptions of Racism in Children and Youth44 are a helpful adjunct to 
routine measures of psychosocial risk and resilience (described in Chapter 10). Other helpful information 
is listed in the Resources and Further Reading section below. 

Another unique group requiring thoughtful care is children and families who are bisexual, gay, lesbian 
RU� WUDQVJHQGHUHG��$VVXUDQFHV�RI�FRQȴGHQWLDOLW\�DQG�XVH�RI�JHQGHU�QHXWUDO� ODQJXDJH� �H�J��� ȊSDUWQHUȋ�QRW�
“girlfriend” or “husband”) are needed, as is guidance regarding health risks. Both the American Academy 
of Pediatrics and the American Psychological Association provide information for providers, parents and 
youth. 

$OWKRXJK�ZH�GLVFXVVHG� LQ�&KDSWHU���KRZ�WR�JLYH�GLɚFXOW�QHZV�WR�SDUHQWV��ZH�KDYH�JLYHQ�VKRUW�VKULIW� WR�
the culture that evolves when families have children with known disabilities. The Council for Exceptional 
Children (www.cec.sped.org) offers guidance on talking with families, especially during initial encounters 
(e.g., asking positive questions about what a child likes to do, not expecting families to raise concerns if they 
DUH�VDWLVȴHG�ZLWK�VSHFLDO�HGXFDWLRQ�VHUYLFHV��HWF����7KH�$PHULFDQ�$FDGHP\�RI�3HGLDWULFVȇ�0HGLFDO�+RPH�
Initiative includes abundant information on arranging primary care to aid children with disabilities and 
their families (e.g., hiring a care-coordinator to collaborate with teachers and parents). Information and 
links are within Chapter 17 (North American Models). 

But whatever background—ethnic, religious, gender orientation or exceptionality—sensitivity on the part 
of providers is important for establishing a viable relationship with children and youth, their parents, 
extended families, and with non-medical service providers. Early detection and intervention depend on 
effective communication and effective communication depends on an understanding of the many unique 
groups within our society.
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5(6285&(6�$1'�)857+(5�5($',1*
The American Academy of Pediatrics has a section devoted to complimentary and integrative medicine 
(with a discussion list, policy statements, a newsletter, a list of publications, coverage of what is known 
about various food additives, etc.) www.aap.org.

The American Academy of Pediatrics within its Bright Futures initiative offers guidance on helping 
families cope with disasters and terrorism. www.aap.org.

The American Psychological Association houses white papers and research from its Committee on Gay, 
Lesbian, and Bisexual Concerns. www.apa.org. 
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INTRODUCTION
In settings where children are at very high risk for developmental-behavioral problems, it is essential 
to use in-depth measures providing much more detail than screening tests can offer. For children born 
prematurely, for IDEA intake, in triage on developmental-behavioral rotations, for research studies 
RQ�VSHFLȴF�FRQGLWLRQV�RU�IRU�LQWHUYHQWLRQ�RXWFRPHV��WKH�ELQDU\�FXWRII�VFRUHV�SURYLGHG�E\�VFUHHQV��H�J���
UHIHU�GRQȇW�UHIHU��DUH�VXɟFLHQW��6FUHHQV�DOVR�KDYH�OLPLWHG�DELOLW\�WR�YLHZ�VWUHQJWKV�DQG�ZHDNQHVVHV�LQ�
development and behavior or to illustrate progress over time. Yet leaping from screening to diagnostic 
measures is expensive and time-consuming—and this leap often creates bottlenecks to services—greatly 
delaying enrollment in early intervention. Not good. There are alternative approaches that offer an 
economy of measurement along with a rich set of scores responsive to outcomes, i.e., assessment-level 
tools. Such tools are useful for: 

ȏ� &KLOGUHQ�ZKR�DUH�JUDGXDWHV�RI�QHRQDWDO�LQWHQVLYH�FDUH�XQLWV��1,&8��

ȏ� 3UHYLRXVO\�VFUHHQHG�FKLOGUHQ�ZKR�DUH�UHIHUUHG�WR�,'($�SURJUDPV�IRU�LQWDNH�

ȏ� 'HYHORSPHQWDO�EHKDYLRUDO�WULDJH�FOLQLFV�

ȏ� 5HVHDUFK��LQWHUYHQWLRQ�DQG�RXWFRPHV�VWXGLHV�

ȏ� 3URJUHVV�PRQLWRULQJ�DQG�LQLWLDO�LQVWUXFWLRQDO�SODQQLQJ��H�J���LQ�HDUO\�LQWHUYHQWLRQ�SURJUDPV��

We do not cover in this chapter criterion-referenced or curriculum-based measures that tie test 
SHUIRUPDQFH�WR�LQWHUYHQWLRQ�JRDOV�DQG�WKXV�WR�GHWDLOHG�LQVWUXFWLRQDO�SODQQLQJ��H�J���%ULFNHU��������1 We 
IRFXV�RQO\�PLQLPDOO\�RQ�GLDJQRVWLF�WHVW�EDWWHULHV�QHHGHG�WR�GHWHUPLQH�HOLJLELOLW\�IRU�,'($�3DUW�&����\HDUV�
and older). Most states have extensive manuals listing which diagnostic measures can be used and the 
W\SHV�RI�SURIHVVLRQDOV�QHHGHG�WR�DGPLQLVWHU�WKHP��1HYHUWKHOHVV��ZKHQ�LW�FRPHV�WR�IROORZ�XS�IRU�1,&8�
graduates, teaching hospitals often have research-driven protocols using diagnostic batteries, and so we 
describe some of these along with some of the unique challenges these children face. 

7RZDUG�WKH�HQG�RI�WKH�FKDSWHU�ZH�SURYLGH�D�GLFWDWLRQ�WHPSODWH�WKDW�RXWOLQHV�KRZ�WR�FDSWXUH�ȴQGLQJV�
from non-medical and medical test results. We hope this is useful for those on rotations offering follow-
XS�VHUYLFHV�IRU�1,&8�RU�RWKHU�VXEVSHFLDOW\�GHYHORSPHQWDO�EHKDYLRUDO�HYDOXDWLRQV��)LQDOO\��ZH�SURYLGH�D�
list of resources including links to further information, such as how to conduct a neurodevelopmental 
exam. 

What are assessment-LeveL measures? 

Assessment tests are tools that:

ȏ� 3UHVHQW�PRUH�LWHPV�DW�RQFH�WKDQ�GR�VFUHHQV�

ȏ� (QVXUH�WKDW�VWUHQJWKV�DQG�ZHDNQHVVHV�LQ�VNLOOV�DUH�SUREHG�

ȏ� 2IIHU�VFRUHV�LQ�D�UDQJH�RI�GRPDLQV�

ȏ� 7\SLFDOO\�LQFOXGH�D�EDVLF�ZD\�WR�PRQLWRU�SURJUHVV�

ȏ� 3URYLGH�D�FRQWLQXRXV�PHWULF��W\SLFDOO\�D�UDQJH�RI�UDZ�RU�DJH�HTXLYDOHQW�VFRUHV��DV�RSSRVHG�WR�ELQDU\�
FXWRII�VFRUHV�XVHG�LQ�VFUHHQV�RU�WKH�VWDWLF�PHWULF�RI�TXRWLHQWV��ZKLFK�WHQG�QRW�WR�FKDQJH�RYHU�WLPH��

ȏ� +HOS�GHWHUPLQH�SHUFHQWDJH�RI�GHOD\��RIWHQ�QHHGHG�IRU�,'($�3DUW�&�HOLJLELOLW\��

ȏ� &DQ��DW�OHDVW�IRU�VRPH�PHDVXUHV��EH�VHOI�DGPLQLVWHUHG�E\�SDUHQWV�

ȏ� (QDEOH�XVH�RI�D�ZLGH�DQG�ULFKHU�UDQJH�RI�VWDWLVWLFV�IRU�UHVHDUFK�VWXGLHV�
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ȏ� 7DNH�OHVV�WLPH�DQG�WKXV�FRVW�OHVV�WKDQ�GLDJQRVWLF�PHDVXUHV�

ȏ� 'R�QRW�UHTXLUH�VRSKLVWLFDWHG��PXOWL�GLVFLSOLQDU\�WHDPV�WR�DGPLQLVWHU��H�J���D�SV\FKRORJLVW��VSHHFK�
ODQJXDJH�SDWKRORJLVW��SK\VLFDO�WKHUDSLVW��HWF���

ȏ� Can be administered in much less time than diagnostic tools, although they do require a bit more 
WLPH�WKDQ�VFUHHQLQJ�PHDVXUHV��L�H�����������PLQXWHV�LV�FRPPRQ�IRU�DVVHVVPHQW�OHYHO�PHDVXUHV��ZKLOH�
VFUHHQV�DUH�W\SLFDOO\��������PLQXWHV��DQG�GLDJQRVWLF�PHDVXUHV�XVXDOO\�UHTXLUH�RQH�WR�WZR�IXOO�GD\V��RU�
more) of time from multiple professionals.

exampLes of assessment-LeveL measures by methods of administration 

Below, we describe instruments with current standardization, validation and reliability. The 
LVVXH� RI� WHVW� DFFXUDF\�� L�H��� VHQVLWLYLW\� DQG� VSHFLȴFLW\�� LV� QRW� JHUPDQH� WR� DVVHVVPHQW�OHYHO� WRROV�
EHFDXVH� FXWRII� VFRUHV� DUH� QRW� RIWHQ� SURGXFHG� �DOWKRXJK� VRPH� UHVHDUFKHUV� DQG� DXWKRUV� GR� UHSRUW�
DFFXUDF\� LQGLFDWRUV��� $OO� DVVHVVPHQW� OHYHO� WRROV� DUH� DOVR� GHVFULEHG� LQ� &KDSWHU� �� ZLWK� OLYH� OLQNV� DW� 
www.pedstest.com/TheBook/Chapter4. We divide the discussion into tools relying mostly on parent report 
YHUVXV�GLUHFW�HOLFLWDWLRQ��DOWKRXJK�PDQ\�PHDVXUHV�KDYH�ȵH[LEOH�DGPLQLVWUDWLRQ�RSWLRQV��

Parent-Report/Interview Measures
3DUHQW�UHSRUW�DVVHVVPHQW�OHYHO�WRROV�DUH�WKH�OHDVW�H[SHQVLYH�DQG�PRVW�ȵH[LEOH�PHDVXUHPHQW�DSSURDFK�
because they can be completed via self-report, interview or via mail-out. Parent-report is known to be 
as accurate as hands-on professional administration if test items are clearly written at a reading level 
RI��WK�Ȃ��WK�JUDGH�RU�OHVV��%HFDXVH�SDUHQWV�REVHUYH�WKHLU�FKLOGUHQ�LQ�IDPLOLDU�VXUURXQGLQJV�ZKHUH�QHZO\�
emerging skills are especially apparent, over-reporting is minimized when items have at least three 
PXOWLSOH�FKRLFH�UHVSRQVH�RSWLRQV��H�J���Ȋ5DUHO\�ȋ�Ȋ-XVW�%HJLQQLQJ�7R�ȋ�Ȋ0RVW�RI�WKH�7LPHȋ���

Nevertheless, when asking parents to read and answer questions, a literacy/language probe is essential. 
Options include: asking parents whether they would like to complete a measure on their own or have 
VRPHRQH�JR�WKURXJK�LW�ZLWK�WKHP��DVNLQJ�ZKLFK�ODQJXDJH�WKH\�SUHIHU�WR�XVH��RU�LQ�WKH�FDVH�RI�PDLO�RXW�
LQLWLDWLYHV��DGGLQJ�D�QRWH�DV�WR�ZKHWKHU�WKH\�FDQ�ȴQG�VRPHRQH�WR�KHOS�WKHP�FRPSOHWH�WKH�IRUP�LI�QHHGHG�

The� 'HYHORSPHQWDO� 3URȴOH�,,,� �'3�,,,� (www.wpspublish.com). 7KLV� ����LWHP� PXOWLSOH�FKRLFH�
measure spans birth through 12-years, 11-months. Administered exclusively by parent interview, 
the DP-III�SURGXFHV�VWDQGDUG�VFRUHV��SHUFHQWLOH�UDQNV��VWDQLQHV��DQG�DJH�HTXLYDOHQWV��(DFK�RI� WKH�ȴYH�
subscales has its own norms so that selected scales can be administered as needed. The subscales 
FRYHU��DGDSWLYH�EHKDYLRU��DELOLW\�WR�FRSH�LQGHSHQGHQWO\�ZLWK�WKH�HQYLURQPHQW��WR�HDW��GUHVV��ZRUN��XVH�
PRGHUQ� WHFKQRORJ\��DQG� WDNH�FDUH�RI�VHOI�DQG�RWKHUV��� VRFLDO�HPRWLRQDO� �LQWHUSHUVRQDO�DELOLWLHV�� VRFLDO�
and emotional understanding, functional performance in social situations, and the manner in which 
WKH�FKLOG�UHODWHV�WR�IULHQGV��UHODWLYHV��DQG�DGXOWV���FRJQLWLYH��LQWHOOHFWXDO�DELOLWLHV�DQG�VNLOOV�SUHUHTXLVLWH�
WR�DFDGHPLF�DFKLHYHPHQW���FRPPXQLFDWLRQ��H[SUHVVLYH�DQG�UHFHSWLYH�FRPPXQLFDWLRQ�VNLOOV�� LQFOXGLQJ�
ZULWWHQ��VSRNHQ��DQG�JHVWXUDO�ODQJXDJH���DQG�SK\VLFDO�GHYHORSPHQW��ODUJH��DQG�VPDOO�PXVFOH�FRRUGLQDWLRQ��
VWUHQJWK�� VWDPLQD�� ȵH[LELOLW\�� DQG� VHTXHQWLDO� PRWRU� VNLOOV��� 7KH� DP-III� WDNHV� ��� RU� PRUH� PLQXWHV� WR�
complete. The measure is available in English and Spanish, along with a CD-ROM for scoring and report-
writing.

3('6��'HYHORSPHQWDO�0LOHVWRQHV��$VVHVVPHQW�/HYHO���3('6�'0�$/� (www.pedstest.com). This 
112-item multiple-choice measure covers birth through 7-years, 11-months. As with the DP-III, basal-
ceiling rules are used to restrict the number of items required to produce scores, but at least six items 
per domain are required for scoring. The PEDS:DM-AL can be completed by parents, by interview or 
KDQGV�RQ��DQG�LWV�PDQXDO�LQFOXGHV�GLUHFWLRQV�RQ�KRZ�WR�PDQDJH�FKLOGUHQ�GXULQJ�WHVWLQJ��EXLOG�UDSSRUW��
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etc.). Age-equivalent and cutoff scores are produced and the PEDS:DM Assessment Level booklet can 
be reused over time with the same child for progress monitoring. The booklet houses a photocopiable 
family-friendly scoring grid so that progress can be readily visualized. The PEDS:DM-AL provides scores 
LQ�ȴQH�PRWRU�ZULWWHQ�ODQJXDJH��JURVV�PRWRU��UHFHSWLYH�ODQJXDJH��H[SUHVVLYH�ODQJXDJH��VHOI�KHOS��VRFLDO�
HPRWLRQDO��DQG�IRU�FKLOGUHQ���\HDUV�DQG�ROGHU��PDWK�DQG�UHDGLQJ��,W�WDNHV�SDUHQWV�DERXW����PLQXWHV�WR�
FRPSOHWH�E\�VHOI�UHSRUW�RU�LQWHUYLHZ��+DQGV�RQ�DGPLQLVWUDWLRQ�WDNHV���������PLQXWHV�GHSHQGLQJ�RQ�WKH�
age of the child. The PEDS:DM Assessment Level is available in English, Spanish, Portuguese, Arabic and 
Chinese, and will soon be available online with automated scoring, referral letters, and parent summary 
UHSRUWV��www.pedstest.com).

Promising Parent-Report Measures in Need of Further Development
The Child Development Inventory (CDI)� �www.childdevrev.com�� LV� D�����LWHP�PXOWLSOH� FKRLFH�PHDVXUH�
IRU�FKLOGUHQ�ELUWK�WR���\HDUV�XVLQJ��DQ�RIWHQ�SUREOHPDWLF��\HV�QR�IRUPDW��7KH�CDI�SURGXFHV�D�SURȴOH�RI�
VWUHQJWKV�DQG�ZHDNQHVVHV�DFURVV�PXOWLSOH�GRPDLQV��8QIRUWXQDWHO\�� LW�ZDV�QRUPHG�RQ�D�VPDOO�VDPSOH�
RI�PRVWO\�ZKLWH�IDPLOLHV�LQ�0LQQHVRWD��DQG�LWV�VWDQGDUGL]DWLRQ�KDV�QRW�EHHQ�XSGDWHG�LQ�PRUH�WKDQ����
years. The latest study reported on the CDI�ZHEVLWH�LV�IURP������RQ�D�VDPSOH�RI����1,&8�JUDGXDWHV�DQG�
shows high correlations with the Bayley-II and other measures, but no association with psychosocial 
ULVN��ZKLFK�LV�WURXEOLQJ�DQG�SUREDEO\�UHȵHFWV�WKH�OLPLWDWLRQV�RI�LWV�QRUPLQJ�UHVHDUFK��6R��ZHȇG�OLNH�WR�
see further work on this measure so that its apparent usefulness can be better demonstrated in families 
outside of Minnesota. 

hands-on assessment LeveL tooLs 
Some assessment-level tools require direct-elicitation of children’s skills. Such an approach is useful:

ȏ� ,I�WKH�SULPDU\�FDUHWDNHU�LV�QRW�SUHVHQW�

ȏ� ,I�WKH�SULPDU\�FDUHWDNHU�GRHV�QRW�UHDG�ZHOO�

ȏ� If the parent does not read or speak the language in which translations are available, and thus 
KDQGV�RQ�DGPLQLVWUDWLRQ��ZLWK�WUDQVODWRUV�SUHVHQW��LV�QHHGHG�

ȏ� :KHQ�WKH�FDUHWDNHU�LV�XQIDPLOLDU�ZLWK�WKH�FKLOG��H�J���QHZ�IRVWHU�SDUHQW��

ȏ� :KHQ�UHVHDUFK��RU�IXQGHUV��UHTXLUH�D�KDQGV�RQ�DSSURDFK�WR�PHDVXUHPHQW�

ȏ� ,I�FDUHWDNHU�UHSRUW�LV�VXVSHFW��H�J���GXH�WR�ȵRULG�PHQWDO�KHDOWK�SUREOHPV��

ȏ� :KHQ�WUDLQLQJ�\RXQJ�SURIHVVLRQDOV��WR�JLYH�WKHP�DQ�RSSRUWXQLW\�WR�EXLOG�UDSSRUW��PDQDJH�FKLOG�
and parent behavior during testing, build knowledge of child development and behavior, build 
FOLQLFDO�DFXPHQ��HWF���

ȏ� When professionals prefer to gather information on children’s actual performance, and acquire a 
greater sense of how to work with and plan instruction for a child.

exampLes of assessment-LeveL tooLs reLying on direct-eLicitation of 
chiLdren’s skiLLs

Hands-on measures take much more time to administer than measures relying on parent-report 
whether via self-administration or professional interview. Nevertheless, hands-on measurement is 
needed if parents are not familiar with the child or if funders/research studies require direct elicitation 
RI� FKLOGUHQȇV� VNLOOV�� 1RWH� WKDW� IHZ� VFUHHQV� �HVSHFLDOO\� OHQJWKLHU� WRROV� VXFK� DV� WKH�BDIST or Brigance) 
SURGXFH�PRUH�WKDQ�MXVW�FXW�RII�VFRUHV��EXW�DOVR�D�FRQWLQXRXV�VHW�RI�PHWULFV��H�J���DJH�HTXLYDOHQWV��UDZ�
scores). All this means that the distinctions between some screens and assessment-level measures blur 
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a bit, depending on which scores are used. Several of the assessment-level measures we describe offer 
D�UHODWHG�VFUHHQLQJ�WHVW��RIWHQ�ZLWK�D�EURDG�UDQJH�RI�VFRUHV�ȃPHDQLQJ�XOWLPDWHO\�WKDW�WKHUH�DUH�VKRUWHU�
YHUVXV�ORQJHU�DVVHVVPHQW�LQVWUXPHQWV�ZKHUHLQ�WKH�ȊVFUHHQLQJ�WHVW�YHUVLRQȋ�FDQ�EH�XVHG�WR�GHWHUPLQH�
whether a more in-depth instrument is needed. Such graduated measurement is economical because 
we don’t want to spend large amounts of time testing children who are typically developing. Even so, for 
UHVHDUFKHUV�GHYHORSLQJ�VWXG\�SURWRFROV��WKH�IDFW�WKDW�D�PHDVXUH�LQFOXGHV�ȊVFUHHQȋ�DV�SDUW�RI�LWV�WLWOH��PD\�
not be acceptable to funders, whether or not a range of scores is produced.  

Battelle Developmental Inventory-2 (BDI-2) and the Battelle Developmental Inventory 
Screening Test (BDIST-2) (www.riversidepublishing.com)
For children birth through 7-years, 11-months, the screening version of the Battelle, the BDIST-2, 
functions as both a screen and a preliminary assessment-level measure. The BDIST-2�WDNHV�DW�OHDVW���������
PLQXWHV�WR�DGPLQLVWHU�DQG�UHQGHUV�DJH�HTXLYDOHQW�VFRUHV�SOXV�FXWRIIV�IRU�HDFK�RI�ȴYH�GRPDLQV��DGDSWLYH��
social-emotional, communication, motor, and cognitive skills. Problematic performance suggests 
administration of the more extensive assessment-level measure that is the full BDI-2��UHTXLULQJ�DERXW�
���PLQXWHV�RI�WLPH���7KH�BDI-2 produces more extensive scores such as quotients, percentiles, z-scores, 
etc. Examiner skill is required for managing the many materials needed to administer the BDIST-2 or the 
BDI-2. Adaptive-behavior items, as with most other measures, are administered by interviewing parents 
�H�J���DERXW�WRLOHWLQJ��JURRPLQJ��EDWKLQJ��HWF����

Mullen Scales of Early Learning (www.pearsonassessments.com) 
The Mullen Scales�DUH�IRU�FKLOGUHQ�IURP�ELUWK�WR����PRQWKV��,WV�ȴYH�VFDOHV�PHDVXUH�JURVV�PRWRU��YLVXDO�
UHFHSWLRQ��ȴQH�PRWRU��H[SUHVVLYH�ODQJXDJH��DQG�UHFHSWLYH�ODQJXDJH��(DFK�VFDOH�JHQHUDWHV�DJH�HTXLYDOHQWV��
percentiles and T-Scores. The scales combine to create an Early Learning Composite for which standard 
scores and percentile ranks are produced. The Mullen Scales are administered hands-on, and as with 
the Battelle�PHDVXUHV��UHTXLUH�H[DPLQHU�VNLOO�LQ�PDQDJLQJ�FKLOGUHQ�DQG�WKH�PDQ\�WHVW�VWLPXOL��$ERXW����
PLQXWHV�LV�QHHGHG�WR�WHVW�FKLOGUHQ�DJHV���WR����PRQWKV�����Ȃ����PLQXWHV�IRU�����WR����PRQWKV��DQG����Ȃ����
PLQXWHV�IRU�FKLOGUHQ���\HDUV�DQG�ROGHU��

Brigance Inventory of Early Development-III (IED-III), Comprehensive Inventory of 
Basic Skills (CIBS-II), Brigance Screens-II (www.cainc.com)
The IED-III is designed for children from birth to 7-years. The IED-III is a norm-referenced battery 
GUDZQ�IURP�LWV�OHQJWK\�FULWHULRQ�UHIHUHQFHG�VFRSH�DQG�VHTXHQFH�PHDVXUHV��RIWHQ�XVHG�IRU�GHYHORSLQJ�
Individual Family Service Plans and IEPs). In both its norm- and criterion-referenced versions, the 
IED-III� PHDVXUHV� H[SUHVVLYH� DQG� UHFHSWLYH� ODQJXDJH�� DGDSWLYH� EHKDYLRU�� VRFLDO�HPRWLRQDO� VNLOOV�� ȴQH�
and gross motor, and cognitive/academic skills for older children. The norm-referenced version takes 
��������PLQXWHV��GHSHQGLQJ�RQ�DJH��DQG�SURGXFHV�DJH�HTXLYDOHQWV��TXRWLHQWV��DQG�SHUFHQWLOHV��3RUWLRQV�
can be administered by parent-report and for younger children via play-based observation. Physical 
test stimuli are few, meaning that the IED-III�LV�HDV\�WR�DGPLQLVWHU��)RU�FKLOGUHQ���\HDUV�DQG�ROGHU��WKH�
Brigance Comprehensive Inventory of Basic Skills-II (CIBS-II) measures motor, language, and academic 
skills, and produces a wide range of scores. The IED-III and the CIBS-II are the sources for items used 
on the PEDS:DM and the Brigance Screens-II which have the same age-range as the IED-III. The Brigance 
Screens-II� SURGXFH� WKUHH� FRPSRVLWH� UHVXOWV� �YHUEDO��PRWRU�� DGDSWLYH�� IRU�ZKLFK�TXRWLHQWV�� SHUFHQWLOHV�
and age-equivalents are available. The Brigance Screens-II�WDNH����Ȃ����PLQXWHV�WR�DGPLQLVWHU�DQG�DUH�
translated into English and Spanish. Online scoring is available for all three Brigance tools. The Brigance 
Screens-III are currently undergoing restandardization and validation, and revised editions are expected 
WR�EH�SXEOLVKHG�LQ�ODWH�������

Promising Hands-On Measures in Need of Further Research
The Capute Scales: Cognitive Adaptive Test (CAT) and Clinical Linguistic and Auditory Milestone Scale 
(CLAMS) are best known as the CAT/CLAMS��www.brookespublishing.com). The CAT/CLAMS is designed 
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IRU�FKLOGUHQ���PRQWK�WR����PRQWKV�DQG�PHDVXUHV�RQO\�D�OLPLWHG�UDQJH�RI�GRPDLQV��1RUPHG�RQ�UHIHUUDO�
populations only, its results cannot be generalized beyond high-risk groups. But to the extent that tests 
DUH� DGPLQLVWHUHG� RQO\� WR� D� KLJK�ULVN� SRSXODWLRQ� �H�J��� H[WUHPHO\� ORZ� ELUWK�ZHLJKW� 1,&8� JUDGXDWHV���
the CAT/CLAMS� LV� DQ� HFRQRPLFDO�PHDVXUHPHQW�RSWLRQ�EHFDXVH� LW� UHTXLUHV�RQO\�DERXW� ���PLQXWHV� WR�
administer, and enjoys high correlations with the Bayley Scales-II. Its relationship to the Bayley Scales-III 
is not known An extensive set of test stimuli are required. 

settings appropriate for assessment-LeveL tooLs

Triage Clinics/Early Intervention Intake and Monitoring
Because of the expense, time, and often lengthy waiting periods that accrue when a multi-disciplinary 
team administers diagnostic tools, triage clinics are ideal for reducing service bottle-necks. Triage clinics 
using assessment-level tools provide a viable, swift and low-cost substitute for deciding whether services 
are needed, and for monitoring progress. Many children can be seen in a single day, short reports are 
HDVLO\� JHQHUDWHG� IRU� UHIHUULQJ� SURYLGHUV� DQG� IDPLOLHV�� DQG� IRU�PRVW�86� 6WDWHV�� DVVHVVPHQW�OHYHO� WRROV�
provide essential eligibility criteria for early intervention services and monitoring. Triage services are 
SRSXODU�ZLWK�FRPPXQLW\�KHDOWKFDUH�SURYLGHUV�DQG�DUH�PRUH�OLNHO\�WR�ȊEUHDN�HYHQȋ�LQ�WHUPV�RI�FOLQLF�
expense versus revenues, than are diagnostic evaluation services. 

Foster Care Intake/Adoption Services
)RVWHU� FDUH� LQWDNH� LV� D� FKDOOHQJH� EHFDXVH� ORQJ�WHUP� FDUHWDNHUV� �H�J��� ELRORJLFDO� SDUHQWV�� DUH� UDUHO\�
present and new foster parents and social workers lack a history of children’s skills and needs. Children 
in-care are at high risk for developmental-behavioral/mental health problems, and so require careful 
monitoring over time. Assessment-level tools are surely too long for a home visit where swift decisions 
need to be made about possible placement. In these situations, screening tools are more useful.

But after a new placement, all children in-care need careful follow-up for which longitudinal assessment-
level tools are optimal. In services that provide an opportunity for testing within a few days of placement, 
VRPH�FOLQLFLDQV�ȴQG� WKDW�QHZO\�SODFHG�FKLOGUHQ�DUH�TXLWH� FRRSHUDWLYH��$�KDQGV�RQ�DGPLQLVWUDWLRQ�RI�
PHDVXUHV� LV� XVHIXO� �EHFDXVH� NQRZOHGJHDEOH� LQIRUPDQWV� DUH� QRW� OLNHO\� WR� EH� SUHVHQW� DQG� QHZ� IRVWHU�
parents may not be able to report on the range of children’s skills). After foster parents have time to know 
children better, progress monitoring via parent-report or interview administrations of assessment-level 
WRROV�PD\�EH�SURGXFWLYH��DQG�HDVLHU��

Daycare, Preschool, Head Start, Early Head Start
In early education settings, teachers need to know a great deal about children’s actual skills for 
determining children’s need for referrals. Screening tests are helpful and many provide a longitudinal 
record of progress. But, screening tools offer such a limited sample of skills that assessment-level tools 
may be more helpful. Neither screening nor assessment-level tools are a substitute for tracking progress 
within a curriculum, but either type of measure offers a reasonably quick indicator of developmental 
status, and provides a comparison to typical development. Nevertheless, assessment-level tools provide 
PRUH�GHȴQLWLYH�LQVLJKW�LQWR�VWUHQJWKV�DQG�ZHDNQHVVHV��DQG�DVVLVWDQFH�ZLWK�GHFLVLRQV�DERXW�JRDOV�DQG�
objectives.

The ability to compare a child to how others are doing across the nation is particularly critical for Head 
6WDUW� DQG�(DUO\�+HDG� 6WDUW�� 7HDFKHUV� GHYHORS� ȊLQWHUQDO� QRUPVȋ� DQG� VRPHWLPHV� FRPH� WR� WKLQN� WKDW� D�
child performing averagely in their classrooms, is average by national standards. But for many children 
ȊDYHUDJHȋ�IRU�+HDG�6WDUW�PD\�EH�IDU�EHKLQG�QDWLRQDO�QRUPV�

)RU�H[DPSOH��LQ�RQH�VWXG\�WHDFKHUV�RI����WR���\HDU�ROGV�SDUWLFLSDWLQJ�LQ�+HDG�6WDUW�RU�LQ�SXEOLF�VFKRRO�SUH�
NLQGHUJDUWHQ�DQG�NLQGHUJDUWHQ�FODVVHV��ZHUH�DVNHG�WR�UDWH�WKHLU�VWXGHQWV�DV�ȊEHORZ�DYHUDJH�ȋ�ȊDYHUDJHȋ�
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RU�ȊDERYH�DYHUDJH�ȋ�([DPLQHUV�WKHQ�DGPLQLVWHUHG�D�KDQGV�RQ�VFUHHQ�WR�FKLOGUHQ��+HDG�6WDUW�WHDFKHUVȇ�
UDWLQJV� RI� ȊDYHUDJHȋ� FRUUHVSRQGHG� WR� SHUIRUPDQFH� UDWHG� ȊEHORZ� DYHUDJHȋ� UDWLQJV� E\� SXEOLF� VFKRRO�
teachers. All this means that test norms provide critical information about performance standards that 
teachers need to make use of—so as to optimally prepare children for public school curricula.2 

Although teachers need to focus on children’s skills and progress, it is also important to get a sense of 
parents’ concerns. Eliciting parents’ concerns makes for a more productive parent-teacher conference 
�DQG�HQFRXUDJHV�SDUHQWV�WR�DWWHQG�WKHVH���7KH�ZHOO�EHKDYHG�FKLOG�LQ�D�FODVVURRP�PD\�EH�D�KRO\�WHUURU�DW�
home. And so if programs seek to help parents with child-rearing, preparation for school and so forth, 
we need to know what their unique challenges are, and offer parents advice. We can do that best if we 
elicit parents’ concerns carefully.

Kindergarten/Pre-Kindergarten Screening/Public Schools
0DQ\�SXEOLF�VFKRROV�SURYLGH�SUH�NLQGHUJDUWHQ�VFUHHQLQJ��RIWHQ�DV�D�PDLO�RXW�WR�WKH�IDPLOLHV�RI�LQFRPLQJ�
students). This is a helpful approach for swiftly identifying children who may be far behind and in 
QHHG�RI�IXUWKHU�HYDOXDWLRQ�DQG�LQWHUYHQWLRQ��6FUHHQLQJ�WRROV�DUH�SUREDEO\�EHVW�IRU�WKLV�DSSOLFDWLRQ��DQG�
assessment tools can be used for immediate follow-up).

2QH�RI�WKH�FKDOOHQJHV�LQ�PDLO�RXW�VFUHHQLQJ�LQLWLDWLYHV�LV�OLPLWHG�NQRZOHGJH�RI�WKH�ODQJXDJH�V��SDUHQWV�
speak at home. To cope with this, some initiatives request permission from publishers to print measures 
IURQW�DQG�EDFN�LQ�WZR�ODQJXDJHV��KDYLQJ�WDNHQ�D�JXHVV�EDVHG�RQ�WKH�FKLOGȇV�ODVW�QDPH�DV�WR�WKH�SUREDEOH�
ODQJXDJHV� VSRNHQ� DW� KRPH� �H�J��� (QJOLVK� �� 9LHWQDPHVH��� 7KLV� DSSURDFK� DSSHDUV� HIIHFWLYH�� DOWKRXJK�
follow-up on non-responders is needed. In many cases families, even if lacking literacy in any language, 
ZLOO�ȴQG�ȊFRPPXQLW\�KHOSHUVȋ�WR�DLG�WKHP�LQ�FRPSOHWLQJ�IRUPV��,Q�WKH�FDVH�RI�UHIXJHHV��UHVHWWOHPHQW�
SURJUDPV�RIWHQ�KDYH�ZRUNHUV�ZKR�FDQ�DVVLVW��H�J���&DWKROLF�6RFLDO�6HUYLFHV��:RUOG�9LVLRQ��HWF���

Once a screening test produces suspect scores, school psychologists or educators need to conduct further 
HYDOXDWLRQ��LQFOXGLQJ�FODVVURRP�REVHUYDWLRQ�IRU�VWXGHQWV�DOUHDG\�HQUROOHG���8VLQJ�DQ�DVVHVVPHQW�OHYHO�
measure for clinical observation and brief hands-on testing can facilitate decision-making about whether 
diagnostic testing is needed. 

Developmental-Behavioral/Neurodevelopmental Rotations and Triage Clinics
When medical students and residents are assigned to developmental-behavioral/neurodevelopmental 
URWDWLRQV��ZH�ZDQW�WKHP�WR�OHDUQ��DPRQJ�RWKHU�WKLQJV��GHYHORSPHQWDO�PLOHVWRQHV��H�J���PRQWK�E\�PRQWK�
LQ� WKH�ȴUVW�\HDU�RI� OLIH�� DQG�DW�EURDGHU�DJH�UDQJHV� WKURXJKRXW� WKH��� �� ���\HDU�DJH�UDQJH���:KLOH� LW� LV�
critical to master a screening test that trainees can deploy in their continuity clinics, community and 
general pediatric rotations, we also want them to assist in the tasks of a developmental-behavioral clinic. 
Having students and residents watch endless diagnostic testing is less than helpful and is not a skill of 
EHQHȴW�WR�WKH�PDMRULW\��ZKR�WHQG�WR�EHFRPH�JHQHUDOLVW�SURYLGHUV��6HH�&KDSWHU����IRU�WUDLQLQJ�LVVXHV�LQ�
hands-on measurement. 

Assessment-level tools offer an alternative approach that can help both preceptors in subspecialty clinics 
and trainees:

ȏ� 7UDLQHHV�FDQ�OHDUQ�WR�DGPLQLVWHU�DVVHVVPHQW�OHYHO�WRROV�DV�SDUW�RI�WKH�FOLQLF�LQWDNH�SURFHVV�

ȏ� Many subspecialty clinics have triage clinics wherein four or so children are seen in a single day to 
GHWHUPLQH�ZKHWKHU�GLDJQRVWLF�WHVWLQJ�LV�QHHGHG��$VVHVVPHQW�OHYHO�WRROV�DUH�RSWLPDO�LQ�VXFK�VHUYLFHV�

ȏ� 1,&8�)ROORZ�8S�FOLQLFV�DQG�(DUO\�,QWHUYHQWLRQ�LQWDNH�VHUYLFHV�DUH�RWKHU�VHWWLQJV�ZKHUH�DVVHVVPHQW�
tools can be used as an economical alternative to diagnostic, multidisciplinary team evaluations. 
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Research Protocols and Subspecialty Medical Services
,Q�FOLQLFV�VHUYLQJ�FKLOGUHQ�ZLWK�VLJQLȴFDQW�PHGLFDO�KLVWRULHV��GHYHORSPHQWDO�VWUHQJWKV�DQG�ZHDNQHVVHV�
DUH�RIWHQ�DFXWH��H�J���FKLOGUHQ�ERUQ�SUHPDWXUHO\��ZKR�KDYH�FDUGLDF�RU�RWKHU�ELRORJLFDO�SUREOHPV�DW�ELUWK��
WUDXPD�UHODWHG� FKDOOHQJHV��ZKR�DUH� UHIHUUHG�EHFDXVH� RI� VXVSHFWHG�GLɟFXOWLHV� VXFK� DV�$'+'�RU�ZKR�
have environmental or psychosocial risk). For such groups, assessment-level measures are ideal because 
they offer more items, probe strengths and weaknesses across domains, and better determine children’s 
needs for specialized services by focusing on the developmental areas that are problematic. A carefully 
conducted physical exam is also needed. 

Most subspecialty and referral clinics need to provide longitudinal monitoring. In many clinics, outcome 
VWXGLHV�DUH�FRQGXFWHG�IRU�ZKLFK�WKH�PHWULFV�RI�DVVHVVPHQW�OHYHO�WRROV�DUH�SDUWLFXODUO\�DGYDQWDJHRXV��H�J���
raw or age-equivalent scores enable a wider range of analytic techniques). Assessment-level measures 
ensure less expensive evaluations than that of a multi-disciplinary diagnostic team. Assessment-level 
tools can also be used by trainees such as residents and psychology interns, provided they are given 
DSSURSULDWH�WUDLQLQJ�RU�VHOI�WUDLQLQJ��6HH�&KDSWHU����IRU�JXLGDQFH��1HYHUWKHOHVV��UHVHDUFK�SURWRFROV��H�J���
IRFXVHG�RQ�UDUH�GLVHDVHV�RU� WUHDWPHQW�RXWFRPHV��RIWHQ�GHPDQG�LQ�GHSWK�WHVWLQJ�RI�VSHFLȴF�VNLOOV�DQG�
GHȴFLWV��HVSHFLDOO\�ZKHQ�D�JUHDW�GHDO�LV�NQRZQ�DERXW�WKH�FRQGLWLRQ�XQGHU�VWXG\��DV�GHVFULEHG�LQ�WKH�1,&8�
)ROORZ�8S�VHFWLRQ�EHORZ��&KDSWHU����FRYHUV�DGGLWLRQDO�LVVXHV�LQ�HVWDEOLVKLQJ�UHVHDUFK�SURWRFROV�DQG�KRZ�
to conduct research on tools themselves. 

Neonatal Intensive Care Unit Follow-Up
7KH�H[SDQVLRQ�RI�1,&8�)ROORZ�8S�FOLQLFV�UHȵHFWV�WKH�LQFUHDVLQJ�QXPEHU�RI�LQIDQWV�ZLWK�FRPSOH[�QHHGV��
1HXURGHYHORSPHQWDO� RXWFRPHV� DUH� RIWHQ� XVHG� WR�PHDVXUH� HɟFDF\� RI�PHGLFDO� WUHDWPHQW�PHWKRGV� LQ�
preterm and other high-risk infants. Such studies are inevitably complicated given the high cost of 
following children over time, and frequent subject attrition in the duration. Developmental-behavioral 
VWDWXV�LQ�1,&8�JUDGXDWHV��MXVW�DV�ZLWK�FKLOGUHQ�ERUQ�DW�WHUP�DQG�ZKR�DSSHDU�W\SLFDOO\�GHYHORSLQJ�HDUO\�
on) is compounded by the presence of psychosocial risk factors. In children born prematurely, both 
SV\FKRVRFLDO�ULVN�DQG�ELRORJLFDO�ULVN��LQFOXGLQJ�W\SHV�RI�SHULQDWDO�LQWHUYHQWLRQV��KDYH�D�VORZ�LPSDFW�RQ�
GHYHORSPHQW�DQG�PD\�QRW�EH�HYLGHQW�XQWLO�DIWHU�WKH�ȴUVW�IHZ�\HDUV�RI�OLIH�� 

Neonates are divided into four groups for follow-up:�

ȏ� ([WUHPHO\�SUHWHUP��(/%:���PHDQLQJ�WKRVH�ERUQ�DW������ZHHNV�JHVWDWLRQ��

ȏ� 9HU\�SUHWHUP��9/9:���L�H���WKRVH�ERUQ�DW���������ZHHNV�JHVWDWLRQ�

ȏ� 0RGHUDWHO\�SUHWHUP����������ZHHNV�JHVWDWLRQ��

ȏ� /DWH�SUHWHUP����������ZHHNV�JHVWDWLRQ��

2I� WKHVH�JURXSV�� FKLOGUHQ�ZKR�ZHUH�H[WUHPHO\�SUHWHUP�H[WUHPHO\� ORZ�ELUWKZHLJKW� �(/%:��DQG�YHU\�
SUHWHUP�YHU\�ORZ�ELUWKZHLJKW��9/%:��DUH�WKH�PRVW�ZRUULVRPH��$ERXW�����RI�(/%:�LQIDQWV�DQG�������
����RI�9/%:�LQIDQWV�KDYH�KLJK�VHYHULW\�GLVRUGHUV�VXFK�DV�LQWHOOHFWXDO�GLVDELOLWLHV��FHUHEUDO�SDOV\��DQG�
VHQVRU\�LPSDLUPHQWV��DV�FRPSDUHG�WR���������LQ�ORZ�ELUWKZHLJKW�FKLOGUHQ�DQG�D����UDWH�LQ�IXOO�WHUP�
LQIDQWV��� ,I� HVFDSLQJ� KLJK�VHYHULW\� FRQGLWLRQV�� ���� �� ���� RI� 9/%:� DQG� (/%:� FKLOGUHQ� H[KLELW� KLJK�
prevalence, low-severity dysfunction, including learning disabilities, borderline to low-average cognitive 
DELOLWLHV��$'+'��VSHFLȴF�QHXURSV\FKRORJLFDO�GHȴFLWV��DQG�EHKDYLRU�SUREOHPV�� More than half of VLBW/
(/%:�FKLOGUHQ�UHTXLUH�VSHFLDO�HGXFDWLRQ�VHUYLFHV�DQG�����������UHSHDW�D�JUDGH�LQ�VFKRRO�6

Long- lacking has been a consensus regarding standardized guidelines about follow-up care and 
DVVHVVPHQW� RI� KLJK�ULVN� QHRQDWHV�� $� 1DWLRQDO� ,QVWLWXWH� RI� &KLOG� DQG� +XPDQ� 'HYHORSPHQW� �1,&+'��
workshop was convened to address this gap. Surveillance and research were the two areas of prime 
LPSRUWDQFH�LGHQWLȴHG�IRU�HVWDEOLVKHG�QHRQDWDO�IROORZ�XS�SURJUDPV��ZLWK�VXUYHLOODQFH�GHȴQHG�DV�VHULDO�
evaluation of health and neurodevelopmental outcomes after discharge.7�6SHFLȴF�DUHDV�IRU�PHDVXUHPHQW�
include social issues, neurologic, cognitive, behavioral, physical issues, quality of life and functional 
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RXWFRPHV�� 1,&8� )ROORZ�8S� SURWRFROV� DUH� RIWHQ� VKDUHG� DFURVV� WHDFKLQJ� KRVSLWDOV� DQG� LQ�PDQ\� FDVHV��
GLDJQRVWLF�PHDVXUHV��UDWKHU�WKDQ�DVVHVVPHQW�WRROV�DUH�UHTXLUHG�IRU�PHDVXULQJ�WKH�XQLTXH�LVVXHV�RI�1,&8�
graduates, particularly with the NICHD test battery. 

Follow-Up: Intensity of Measurement (NICHD Protocol)
7KH�1DWLRQDO�,QVWLWXWH�RI�&KLOG�DQG�+XPDQ�'HYHORSPHQW�ZRUNVKRS�LGHQWLȴHG�IRXU�OHYHOV�RI�IROORZ�XS�
intensity as follows:

Level 1:�7HOHSKRQH�LQWHUYLHZ�DGPLQLVWUDWLRQ�RI�D�VFUHHQ�E\�1,&8�RU�1,&8�)ROORZ�8S�VWDII�PHPEHU�
RU�PDLO�RXW�RI�D�SDUHQW�FRPSOHWHG�VFUHHQLQJ�PHDVXUH��6XEVHTXHQW�UHIHUUDOV��H�J���WR�,'($�DQG�IRU�
/HYHO���HYDOXDWLRQV�E\�WKH�1,&8�)ROORZ�8S�WHDP��DUH�ZDUUDQWHG�ZKHQ�UHVXOWV�DUH�SUREOHPDWLF��

Level 2: Clinic visit with use of a directly administered screen such as the Bayley Infant 
Neurodevelopmental Screener (BINS). Other health professionals such as nutritionists, physical, 
occupational or speech-language therapists may be needed. Problematic results indicate the need 
IRU�PRUH�GHWDLOHG�HYDOXDWLRQV��L�H���/HYHO����

Level 3:�(QWDLOV�DGPLQLVWUDWLRQ�RI�DW�OHDVW�RQH�FRPSUHKHQVLYH�DVVHVVPHQW�PHDVXUH��GHVFULEHG�EHORZ��
DQG�LV�DGPLQLVWHUHG�DW�D�VLQJOH�YLVLW��3UREOHPDWLF�UHVXOWV�LQGLFDWH�WKH�QHHG�IRU�/HYHO���IROORZ�XS��

Level 4: Involves serial diagnostic measures conducted by a multidisiciplinary team.

Timing and Frequency of Follow-Up
Frequency of re-evaluation is determined by optimal ages for assessment and level of follow-up. Time, 
cost, personnel constraints are all considerations. Below is a suggested follow-up schedule:

6-months corrected age: Provides contact with the family, and indicators of severe disabilities 
FDQ�EH� LGHQWLȴHG��7RQH��JURVV�DQG�ȴQH�PRWRU� IXQFWLRQ�� VHQVRU\� IXQFWLRQ� �KHDULQJ�DQG�YLVLRQ���
SUHOLQJXLVWLF�VNLOOV�FDQ�EH�HYDOXDWHG��0HGLFDO�ELRORJLF�IDFWRUV�VWLOO�PD\�DIIHFW�WHVW�UHVXOWV�

12-months corrected age: Cognitive and language processes can be assessed, although these are 
highly interrelated. The neuromotor examination should include assessment of tone and strength, 
DQG�ȴQH�DQG�JURVV�PRWRU�IXQFWLRQ��%HKDYLRU�DQG�VRFLDO�LQWHUDFWLRQV�VKRXOG�EH�UHYLHZHG�

18- to 24-months corrected age: Cognitive, language, and motor functions can be assessed more 
discretely. Social-emotional development should be screened, including screening for autism 
VSHFWUXP�GLVRUGHUV��3V\FKRVRFLDO�ULVN�IDFWRUV�LQFUHDVLQJO\�LQȵXHQFH�SHUIRUPDQFH�

3- to 4-years chronological age: Intelligence can be assessed, including concept development, 
pre-academic readiness, early executive function and attention, and visual-motor integration. 
3V\FKRVRFLDO� ULVN� IDFWRUV� VWURQJO\� LQȵXHQFH� WHVW� UHVXOWV�� SDUWLFXODUO\� ODQJXDJH� DQG� FRJQLWLYH�
IXQFWLRQ�

6- to 8-years chronological age: %HJLQQLQJ�DW���\HDUV��DQG�PRUH�GHȴQLWLYHO\�DW���\HDUV��DGGLWLRQDO�
tests can be used to assess attention problems, academic skills, neuropsychological function, 
behavior and socialization.

additionaL protocoLs for foLLoW-up With nicu graduates

%HORZ�DUH�RWKHU�ZD\V�WR�PHDVXUH�RXWFRPHV�LQ�1,&8�JUDGXDWHV��7KH�ȴUVW�WZR�IROORZ�XS�SURWRFROV�ZHUH�
established by NICHD. The second two follow the Vermont-Oxford protocol and use less expensive 
PHDVXUHV��$OO� IRXU� H[DPSOHV� LQFOXGH� YDULDWLRQV� LQ� WKH� WDUJHWHG� JURXS� �H�J��� (/%:�YHUVXV� (/%:�DQG�
VLBW), timing of measurement, the intensity of measurement, and thus the cost of measurement. Each 
H[DPSOH�OLVWV�WKH�VSHFLȴF�PHDVXUHV�XVHG��E\�QDPH�DQG�DFURQ\P�DEEUHYLDWLRQ���:H�KDYH�QRW�SURYLGHG�
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GHWDLOHG� GHVFULSWLRQV� IRU� HDFK� GLDJQRVWLF�PHDVXUH�� EXW� UHVHDUFKHUV� FDQ� ȴQG�PRUH� LQIRUPDWLRQ� IURP�
SXEOLVKHUVȇ�ZHEVLWHV�E\�ȊJRRJOLQJȋ�WKH�QDPH�RI�HDFK�WHVW��)RU�DOO�SURWRFROV��DJH�LV�XVXDOO\�FRUUHFWHG�IRU�
SUHPDWXULW\�XS�WR����PRQWKV��DOWKRXJK�VRPH�VHUYLFHV�FRQWLQXH�WR�FRUUHFW�HYHQ�DW�ROGHU�DJHV���%XW�IRU�
PRVW�FOLQLFV�WHVWV��FKURQRORJLFDO�DJH�LV�XVHG�VWDUWLQJ�DW����PRQWKV��

Case Example #1 (Targeting ELBW and VLBW)
6- to 24-months: Bayley Scales of Infant Development, 3rd edition (BSID-III)�

3- to 4-years: Differential Ability Scales-II (DAS II), BSID-III� �DW���\HDUV���Stanford-Binet Intelligence 
Scales, 5th edition, Wechsler Preschool and Primary Scale of Intelligence-III (WPPSI-III), McCarthy 
Scales, Bracken Basic Concept Scale-3, Kaufman Assessment Battery for Children-II��.$%&�,,��

6-years: Wechsler Abbreviated Scale of Intelligence (WASI), Stanford-Binet Intelligence Scales, 5th 
ed., Wechsler Intelligence Scale for Children-IV (WISC-IV), Developmental Test of Visual-Motor 
Integration (VMI), Developmental NEuroPSYchological Assessment (NEPSY-II), Behavior Rating 
Inventory of Executive Function (BRIEF), Continuous Performance Test (CPT), the Rating Scale 
portion of the KABC-II�

8-years: WISC-IV, WASI, Stanford-Binet Intelligence Scales, 5th ed., NEPSY-II, BRIEF, CPT.

Case Example #2 (Targeting ELBW and VLBW)
6- to 24-months: BINS, ASQ3, Capute Scales, Bayley Scales of Infant and Toddler Development Screener-III;

3- to 4-years: Kaufman Brief Intelligence Test-2 (KBIT-2), Stanford-Binet Intelligence Scales, 5th ed. 
�DEEUHYLDWHG�EDWWHU\���VMI;

6-years: WASI, Stanford-Binet Intelligence Scales, 5th ed. �DEEUHYLDWHG� EDWWHU\�, KBIT-2, WISC-IV 
�VHOHFWHG� VXEWHVWV���CPT, VMI. Achievement testing is usually initiated at school entry or later. 
Tool options include the Wechsler Individual Achievement Test-III, the Kaufman Test of Educational 
Achievement-II, Woodcock-Johnson-III or the Wide Range Achievement Test-4�

8-years: WASI, Stanford-Binet Intelligence Scales, 5th ed. �$EEUHYLDWHG�%DWWHU\�, KBIT-2, CPT, VMI, 
NEPSY-II��VHOHFWHG�VXEWHVWV��

Case Example #3 (Targeting ELBW Only)
In contrast with the NICHD network protocols described above, the following approach is based on 
WKH�9HUPRQW�2[IRUG�1HWZRUN��www.vtoxford.org�� IRU�1,&8�)ROORZ�8S��7KLV�FDVH�H[DPSOH�FRPHV�IURP�
D�UXUDO�DQG�UHODWLYHO\� LPSRYHULVKHG�VRXWKHUQ�86�6WDWH� LQ�ZKLFK�IXQGLQJ�IRU�1,&8�)ROORZ�8S�VHUYLFHV�
LV�QRW�DYDLODEOH�H[FHSW�IRU�FKLOGUHQ�ZLWK�ELUWKZHLJKWV��������JUDPV�RU�D�JHVWDWLRQDO�DJH�RI������ZHHNV��
&KURQRORJLFDO�DJH�DGMXVWHG�IRU�SUHPDWXULW\�LV�XVHG�LQ�WKH��������PRQWK�DJH�UDQJH��$JH�UDQJHV�UHȵHFW�WKH�
time-frames for assessment: 

2- to 4-months: PEDS:Developmental Milestones is administered by a developmental-behavioral 
pediatrician via a combination of parent report, observation or hands-on, with the child and 
IDPLO\�SUHVHQW�

6- to 12-months: Bayley-III Screener�DGPLQLVWHUHG�E\�D�GHYHORSPHQWDO�EHKDYLRUDO�SHGLDWULFLDQ��

12-months: Peabody Developmental Motor Scales-2��DGPLQLVWHUHG�E\�D�SK\VLFDO�WKHUDSLVW�

18- to 24-months: Bayley Scales-III��DGPLQLVWHUHG�E\�D�FKLOG�SV\FKRORJLVW�

30- to 36-months: Preschool Language Scale-4 or other language-focused measures administered by 
D�VSHHFK�ODQJXDJH�SDWKRORJLVW�

36-months: Bayley Scales-III, administered by a child psychologist.
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3UREOHPDWLF�UHVXOWV�DUH�UHSRUWHG�WR�,'($�3DUW�&�RU�3DUW�%��GHSHQGLQJ�RQ�WKH�FKLOGȇV�DJH���1RWH�WKDW�LQ�
this State, IDEA programs do not monitor progress, refer non-qualifying children elsewhere or make 
use of existing test results. These limitations create hardships for healthcare providers and families who 
JUHDWO\�EHQHȴW� IURP�UHIHUUDO� FRRUGLQDWLRQ��'XSOLFDWLRQ�RI� HYDOXDWLRQV� LV�DQ�XQQHFHVVDU\�H[SHQVH� IRU�
,'($��&ROODERUDWLRQ�DQG�VKDUHG�UHVRXUFHV�LV�D�ZLVHU�SODQ��H�J���LQYRNLQJ�,'($�SHUVRQQHO�WR�DVVLVW�ZLWK�
evaluations). 

Case Example #4
An AAP State Chapter together with Medicaid and IDEA, developed the following collaborative protocol 
IRU�1,&8�JUDGXDWHV�ZLWKLQ�WKHLU�ODUJH��UXUDO�DQG�UHODWLYHO\�SRRU�6WDWH�LQ�WKH�VRXWKZHVW�86��

All well-visits in the 0 - 8-year age-range: Parents’ Evaluation of Developmental Status (PEDS) is used 
E\�SULPDU\�FDUH�SURYLGHUV�ZRUNLQJ�ZLWK�DQ\�1,&8�JUDGXDWH�RI�DQ\�ELUWK�ZHLJKW�RU�JHVWDWLRQDO�DJH�

If problems on PEDS: Children are referred to �depending on provider preferences):��D��HLWKHU�
IDEA for further testing where the Ages and Stages Questionnaire (ASQ) is used for initial intake 
ZLWK�FKLOGUHQ�IURP�ELUWK�WR����\HDUV�RI�DJH��RU��E��3ULYDWH�VHUYLFHV�LQFOXGLQJ�WHDFKLQJ�KRVSLWDO�
GHYHORSPHQWDO�EHKDYLRUDO�FOLQLFV��

Referral Coordination remains a work in progress, but the State’s AAP Chapter is working closely 
with IDEA to establish two-way consent forms. The AAP Chapter is also advocating for IDEA to 
monitor children referred but whose families did not seek services, and for monitoring/referring 
elsewhere children not found to be eligible for IDEA. 

documentation 
In many follow-up services, a single provider is required to dictate a report encompassing the medical, 
IDPLO\�DQG�GHYHORSPHQWDO�EHKDYLRUDO�KLVWRU\�� FXUUHQW�PHDVXUHPHQW� UHVXOWV��ȴQGLQJV� IURP�SULRU�DQG�
FXUUHQW�SK\VLFDO�H[DPV��DQG�UHFRPPHQGDWLRQV�IRU�IXWXUH�FDUH��7DEOH������SURYLGHV�DQ�RXWOLQH�IRU�WKH�
many issues to be captured when working with extremely high-risk children and is focused on use of 
DVVHVVPHQW�OHYHO� WRROV�� 7KLV� WHPSODWH� LV� DOVR�GRZQORDGDEOH� DV� D�PRGLȴDEOH�:RUG�GRFXPHQW� DW�www.
pedstest.com/TheBook/Chapter13.

$QQRWDWLRQV�IRU�VRPH�RI�WKH�KHDGHUV�XVHG�LQ�WKH�GLFWDWLRQ�WHPSODWH�DUH�SUHVHQWHG�ȴUVW�
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7DEOH�������'LFWDWLRQ�7HPSODWH�IRU�1,&8�)ROORZ�XS�DQG�'HYHORSPHQWDO�%HKDYLRUDO� 
� ����������7ULDJH�&OLQLFV

Annotations

Chronological Age:�8VXDOO\�DGMXVWHG�IRU�SUHPDWXULW\�LI�����\HDUV�ROG�DQG�!���ZHHNV�SUHPDWXUH�

Social/Developmental/Behavioral History/Current Services: Brief description of impressions from previous 
WHVWLQJ�DQG�FXUUHQW�PHGLFDO�DQG�QRQ�PHGLFDO�VHUYLFHV�

Family History:�6LJQLȴFDQW�PHGLFDO�SUREOHPV��IDPLO\�SV\FKRVRFLDO�ULVN�IDFWRUV��H�J���OHYHO�RI�HGXFDWLRQ��KRXVLQJ�
and food stability, employment, language spoken at home/facility with English, marital status, etc.) See 
&KDSWHU����IRU�SV\FKRVRFLDO�ULVN�DQG�UHVLOLHQFH�PHDVXUHV��

Observations: List parents’ chief complaints, children’s behavior during testing/medical exam, parent behavior, 
SDUHQW�FKLOG�LQWHUDFWLRQV�GXULQJ�WKH�H[DP��SDUHQWVȇ�ZHOO�EHLQJ��HQJDJHPHQW��YLVLW�SUHSDUHGQHVV��H�J���IRRG��
GLDSHUV��WR\V���HWF��6HH�&KDSWHU����IRU�JXLGDQFH�RQ�REVHUYLQJ�SDUHQW�FKLOG�LQWHUDFWLRQV��

Measures Administered:� /LVW� DOO� JLYHQ�� LQFOXGLQJ� WKRVH� DGPLQLVWHUHG� WR� SDUHQWV� �H�J��� Family Psychosocial 
Screen��DQG�WKRVH�JLYHQ�WR�FKLOGUHQ�

Developmental-Behavioral Test Results:�/LVW�WKH�UDZ�VFRUH��PHDQLQJ�QXPEHU�RI�SDVVHG�LWHPV���DJH�HTXLYDOHQW�
VFRUH�DQG� WKH�DJH�HTXLYDOHQW� UDQJH� �DV�SURYLGHG�E\� WHVW�PDQXDOV��� ,I�TXRWLHQWV�DQG�TXRWLHQW� UDQJHV�DUH�
SURYLGHG�E\�D�WHVW�OLVW�WKHVH�VHSDUDWHO\��,Q�WKH�IDU�ULJKW�FROXPQ�FRPSXWH�SHUFHQWDJH�RI�VNLOOV�PDVWHUHG��WKLV�
data becomes a positive way to convey results to parents). The formula for percentage of skills mastered 
LV�� >DJH�HTXLYDOHQW�GLYLGHG�E\�FKURQRORJLFDO�DJH� �ZLWK�DGMXVWPHQWV� IRU�SUHPDWXULW\� LI�DSSURSULDWH�� WLPHV�
���@�� )RU� H[DPSOH�� LI� D� ���PRQWK�ROG� UHFHLYHV�DQ�DJH�HTXLYDOHQW� VFRUH�RI� ���PRQWKV�� ���GLYLGHG�E\���� �
�����0XOWLSO\LQJ� ����E\������ �����RI� VNLOOV�PDVWHUHG@�� 7R� FRPSXWH�SHUFHQWDJH�RI�GHOD\�� WKH� IRUPXOD� LV�
�����PLQXV�SHUFHQW� RI� VNLOOV�PDVWHUHG�� DQG� VR� LQ� WKLV� H[DPSOH� ����� �� ���� � ����GHOD\�� 3HUFHQWDJH�RI�
developmental-behavioral history, current status and progress, preferably coalesce into a big picture of the 
FKLOGȇV�DQG�IDPLO\ȇV�VWUHQJWKV�DQG�ZHDNQHVV��KHDOWK�LVVXHV��HWF��

Recommendations/Plan:�7KHVH�PD\�QHHG�WR�EH�JURXSHG�E\�Ȋ)DPLO\�ȋ�0HGLFDOȋ�DQG�Ȋ'HYHORSPHQWDO�%HKDYLRUDOȋ�
and should include any needed referrals to subspecialty and non-medical services. Also identify when the 
child and family should return for follow up. Be sure to send copies to the child’s primary care provider, 
the parents’ healthcare provider if needed, to all services currently engaged with the child and family, 
LQFOXGLQJ�HGXFDWLRQDO�VHUYLFHVȃERWK�FXUUHQW�RU�UHFRPPHQGHG��

Clinic/Address 
Patient: 
Date of birth: 
Date of visit: 
Chronological age  
Parent(s) Name(s): 
Address:  
City, State, zip: 
Telephone: 
Email address:

Chief Complaint:

History of Present Illness:

BIRTH HISTORY/MEDICAL HISTORY: 

BIRTH WEIGHT:  
DISCHARGE WEIGHT:  
GESTATIONAL AGE AT BIRTH:  
APGAR SCORES:  
BIRTH STAY #DAYS:  
VENTILATION DAYS:  
IMAGING: 
Other: 

table continues...
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Interim Medical History:

Ophthalmology:  
Audiology:  
Pulmonary:  
GI/Nutrition: 
Other: 

SOCIAL/DEVELOPMENTAL/BEHAVIORAL HISTORY AND CURRENT SPECIAL EDUCATION 
AND SUBSPECIALTY CARE:

FAMILY HISTORY:

CURRENT REVIEW OF SYSTEMS:

General: 
Eyes: 
ENT:  
CV: RESP:  
GI:  
*8�� 
086&8/2�� 
SKIN:  
1(852�� 
ENDO:  
$//(5*<�,0081�� 
HEME/LYMPH: SLEEP:

DIET:

IMMUNIZATION STATUS:

CURRENT MEDICATIONS:

NEURODEVELOPMENTAL/PHYSICAL EXAM:

:HLJKW��NJ���:HLJKW�����/HQJWK����+HLJKW����2)&��

General:  
HEENT:   
Lungs:  
CV:  
Abdomen:  
*8�� 
Musculoskeletal: 
Spine: 
Extremities: 
Skin: 
Neurologic:   

   TONE:  
���086&/(�0$66�� 
   STRENGTH:  
   DTR’S:  
���&/2186�35(6(17�� 
   PRIMITIVE REFLEXES:   
          ATNR: 

7DEOH�������&RQWȇG

table continues...
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        Tonic labyrinthine: 
Moro:  
     PROTECTIVE REFLEXES: 
 SITTING:  
            Anterior:  
            Lateral:   
            Posterior: 
            Parachute:

CLINICAL OBSERVATIONS:

MEASURES ADMINISTERED:

DEVELOPMENTAL-BEHAVIORAL TEST RESULTS:

         Raw Score   Age-Equivalent   Range   Quotient   Range   Percent Skills Mastered   Percent Delay 
Gross Motor:  
Fine Motor:  
Expressive Language:  
Receptive Language: 
Cognitive 
Academic 
Self-Help: 
Social-Emotional:

IMPRESSION:

RECOMMENDATIONS/PLAN:

__________________________

Provider

Cc:

&KDSWHU� &RPPHQWV�� Assessment-level tools offer an economical measurement option while still 
yielding an informative data set for researchers, educators, and medical subspecialists. Sharing information 
across services offers greater economy. Testing children, whether via screens, assessment-level measures 
or diagnostic tests, is only a “means to an end.” The “end” is to get children into needed services that can 
DPHOLRUDWH�GLɚFXOWLHV�DQG�HQKDQFH�VFKRRO�VXFFHVV��*HWWLQJ�WR�WKDW�ȊHQGȋ�UHTXLUHV�JHQHUDWLQJ�WKH�W\SHV�RI�
test scores needed for making eligibility decisions, probing strengths and weaknesses, and for following 
development over time. Related to such measurement is the clear need to make sure that psychosocial 
risk and resilience factors are also captured and addressed, because these may become with time, more 
powerful predictors of outcomes than is biological risk. 

The “means to the end” should be as inexpensive as possible, and there are clearly many ways of exploring 
SUREOHPV�LQ�GHSWK�ZLWKRXW�VXEVWDQWLYH�H[SHQVH��%XW�WRR�RIWHQ�WKH�HQRUPRXV�DPRXQW�RI�TXDOLW\�LQIRUPDWLRQ�
from NICU Follow-Up is used only for research purposes and not for actually helping children with substantial 
GHȴFLWV��7KLV� LV�ZDVWHIXO�DQG�ZURQJ��&ROODERUDWLRQ�DQG�FRPPXQLFDWLRQ�DFURVV�VHUYLFHV� LV� LPSRUWDQW� IRU�
reducing unnecessary testing, and making sure the data we collect becomes useful in providing assistance 
to families with needs. We should reach out to IDEA and other intervention programs and encourage them 
to share the information they collect with healthcare providers. 

Table 13-1. Cont’d
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At the same time, planning affordable research protocols, studying measures, and monitoring progress over 
WLPH�UHTXLUHV�PXFK�GHOLEHUDWLRQ��&KDSWHU����SURYLGHV� LQIRUPDWLRQ� IRU�UHVHDUFKHUV�RQ�WHVW�FRQVWUXFWLRQ��
translations, methods, and the challenge of the “Flynn effect” (meaning a rise in intelligence and other 
TXRWLHQWV�RYHU�WLPH���

RESOURCES AND FURTHER READING 
Vohr B, Wright LL, Hack M, Aylward GP, Hirtz D, eds. Follow-up care of high-risk infants. Pediatrics. 
����������VXSSO�����������

Stephens BE, Vohr BR. Neurodevelopmental outcome of the premature infant. Pediatric Clinics of North 
America.���������������������

1,&+'�SURWRFRO�DQG�ZRUNVKRS�RQ�IROORZ�XS�RI�WKH�1,&8�3DWLHQW�� 
http://thehealthscience.com/showthread.php?170753-Follow-up-of-the-Pediatric-NICU-Patient.

$PEXODWRU\�3HGLDWULFV�$VVRFLDWLRQ��%HWWHU�2XWFRPHV�WKURXJK�5HVHDUFK�IRU�1HZERUQV��%251���%251�LV�D�
network focused on collaborative research protocols. More information can be found on this site: www.
ambpeds.org.

For an overview of essential topics for a neurodevelopmental exam, via slide shows, see:  
http://library.med.utah.edu/pedineurologicexam/html/introduction.html.

Videos on neurodevelopmental exams are available at:  
http://library.med.utah.edu/pedineurologicexam/html/home_exam.html.

For information and links on vision and hearing screening from the American Academy of Pediatrics, 
see: http://www.aap.org/healthtopics/visionhearing.cfm.

For videos on hearing screening go to: http://www.infanthearing.org/videos.

For videos on vision screening, see: 
http://one.aao.org/Flash/VisionScreening/PediatricVisionScreening.html.

REFERENCES
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INTRODUCTION
Trainees, such as medical and nursing students, residents, and fellows, must acquire many skills and 
much background knowledge in order to work effectively with children and families. These basics are 
fundamental to skilled care and need to be included not only in medical/nursing school coursework, 
but also developmental-behavioral pediatric rotations or other subspecialty pediatric services, medical 
clerkships, rotations in primary care, and continuity clinics. In this chapter we explain how to work 
with trainees whose background knowledge and skills differ substantially. We focus on how preceptors 
can build on trainees’ existing skill-sets and make sure these are maintained over time. We present tools 
useful for ensuring that teaching opportunities become active, memorable learning experiences (tools 
are also downloadable at www.pedstest.com/TheBook/Chapter14 and /AppendixA).

At all levels of training there are many common goals: 

ȏ� Ability to effectively glean information from parents (or children) via interview; 

ȏ� 6NLOO�LQ�GHOLYHULQJ�GLɟFXOW�QHZV�LQ�D�SURGXFWLYH�ZD\�

ȏ� Making use of existing data and test reports, and integrating these with information gained from a 
clinical interview;

ȏ� :LOOLQJQHVV�WR�ȴQG�DQG�GHOLYHU�VXSSRUWLYH�LQIRUPDWLRQ�IRU�HGXFDWLQJ�SDUHQWV�DQG�ORFDWLQJ�KHOSIXO�
services when needed;

ȏ� Mastering a careful physical exam including neurodevelopmental assessment;

ȏ� Skill in managing children and parents during an evaluation;

ȏ� A working knowledge of child development and why children behave as they do at various ages; 

ȏ� An understanding of childhood disabilities and their many causes; 

ȏ� Ability to work well with families whose cultural experiences with child-rearing differ (including 
families who may not speak the same language, may not read well or may not cope well due to 
numerous life events and psychosocial risk factors); 

ȏ� A workable way to detect children with preventable or existing problems (e.g., that aids both 
subspecialty services and translates to briefer early detection methods needed in primary care 
settings);

ȏ� Frequent questioning of assumptions behind clinical reasoning, i.e., to use meta-cognition to debate 
the possibility that conclusions are correct, whether more evidence is needed (or needs to be looked 
at in alternative ways), thus rendering thoughtful decisions about possible problems and referral 
needs;

ȏ� To become life-long learners who seek information for continual acquisition of knowledge and skills. 

In order to build a generalizable set of skills that works on all pediatric services and in coursework, 
preceptors must recognize that trainees enter with substantial differences in background knowledge. 
So in this chapter we discuss: 

ȏ� How to deal effectively with the differences in knowledge of child development that learners bring 
to the study of child development; 

ȏ� How preceptors and medical educators can ensure skills and knowledge are truly “taken home” and 
thus fully deployable in other settings; 

ȏ� A developmental model of instruction appropriate for various levels of nursing and medical school 
versus levels of residency and fellowship training; 

PDF Editor



Teaching Developmental-Behavioral Pediatrics To TraineesChapter 14 283

ȏ� Strategies for teaching requisite knowledge of developmental milestones;

ȏ� How to teach screening or other developmental measures in a way that is vivid, memorable and 
focused on ensuring the much needed skills of managing children and families during an encounter; 

ȏ� The numerous resources needed for instruction (e.g., a detailed table of milestones from birth 
to 8-years, an observation form to help trainees gather background information on patients in 
developmental-behavioral clinics, etc.). We also discuss textbooks and websites useful for teaching 
and learning, along with pre- and post-testing to assess mastery. 

In this chapter we add personal experiences and tips from two training programs—sharing some of 
our best and most successful approaches to teaching developmental-behavioral pediatrics along the 
continuum of medical education. We suggest that all trainees read this entire book to gain the essential 
background knowledge for learning clinical skills. But if constraining preparatory reading is necessary 
ZH� UHFRPPHQG�� 7KH�QDWXUH� RI� FKLOG� GHYHORSPHQW� LQFOXGLQJ� GHȴQLWLRQV�W\SHV� RI� GLVDELOLWLHV�� DQG� WKH�
impact of parenting styles and psychosocial risk (Chapters 2 and 10); challenges in clinical judgment 
(Chapter 3); disclosing interviews and parent-provider communication (Chapter 8); the focus of a 
well-visit including a basic physical/neurodevelopmental exam (Chapter 5); methods and content for 
developmental-behavioral promotion (Chapter 7); and guidelines for administering measures and 
resources for life-long learning (Chapter 14). 

Challenges in MediCal eduCation: Variations in BaCkground 
knowledge, experienCes and interest

Most trainees (and practicing providers) feel their training in developmental and behavioral pediatrics 
ZDV�LQVXɟFLHQW��DQG�VR�DUH�RIWHQ�LQWHUHVWHG�LQ�LPSURYLQJ�WKHLU�VNLOOV�1-6 Studies of trainees (and parents) 
illustrate that myths and misunderstandings about child development abound, and that general 
knowledge about developmental milestones is weak, especially in the developmental domains most 
predictive of long-term outcome: Cognition/academics, language comprehension and expression, and 
social-emotional skills. Lack of skill in addressing parents’ most common complaint, children’s behavior, 
LV� IUHTXHQWO\�PHQWLRQHG�E\� WUDLQHHV� DQG�SURYLGHUV� LQ� SUDFWLFH�� IROORZHG�E\� JURVV�PRWRU�� ȴQH�PRWRU��
oral motor/speech, and self-help skills.7-10 Surveys of practicing providers reveal limited knowledge of 
referral resources and swift methods for early detection.11 Often there is little opportunity for ongoing 
learning beyond developmental-behavioral rotations, and so real-life longitudinal experiences are not 
DOZD\V�DYDLODEOH�RU�VXɟFLHQWO\�HPSKDVL]HG��

Normal child development is a topic that is at once both intuitive and complex. Our trainees enter our 
courses and rotations with a background derived from public knowledge: Everyone knows that human 
infants are born far more dependent than other mammals, and that skills emerge gradually. Often 
unknown is that skills build on each other, i.e., there are prerequisite skills to master before new skills 
emerge. What babies know and when they know it are also not commonly understood. 

Several studies of public understanding of typical child development show that people have a weaker 
understanding of skills that are less visible, such as cognitive and interpersonal skills, but demonstrate 
more solid knowledge of those that are more easily observed, such as walking or grasping an object.7,10 Such 
studies also indicate that many people don’t understand the process of development, that developmental 
skills arise from the interaction of the infant and young child (and his/her genetic make-up) with their 
environment, and that development and behavior are brain-based. Older ideas remain popular. For 
example, development is conceived as a process whereby children are a “tabula rasa”—a blank slate 
WR�EH�ȴOOHG�ZLWK�H[WHUQDOO\�VXSSOLHG�NQRZOHGJHȃZKHQ�LQ�UHDOLW\�FKLOGUHQ�DUH�ERUQ�ZLWK�D�VXUSULVLQJ�
number of skills, awareness, and unique temperament that ideally effects how their parents respond. 
Trainees in medicine, nursing and the allied health professions are not exempt from the misconceptions 
found in the general public.8
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Trainees enter medical or nursing school with varying exposure to young children and families: Some are 
parents themselves, have cared for younger siblings or have backgrounds in speech-language pathology, 
education or psychology. Others enter with backgrounds only in the physical sciences and have had 
little exposure to the real-life issues of children’s development and behavior. Some learners enter with 
a life-long interest in how children grow and learn. Other trainees are already focused on subspecialty 
training or research, and may be less than enthused about having to learn skills that seem irrelevant to 
their goals—and so need to be disabused of these erroneous notions. Clearly developmental educators 
have their work cut out for them.

Challenges for MediCal eduCators: Maintaining perspeCtiVe and 
ensuring learners aCquire enduring, useful skill sets

Given that medical learners enter training with varying degrees of experience, interest, and knowledge 
(including misinformation), it is worrisome that they may be told (often early in their training) that 
development is “easy to learn,” “intuitive” and “can just be picked up as you go”—without needing to be 
VSHFLȴFDOO\�WDXJKW��6RPH�LQVWUXFWRUV�ODFN�DSSUHFLDWLRQ�IRU�WKH�FRPSOH[LW\�RI�FKLOG�GHYHORSPHQW��ZKLOH�
GHYHORSPHQWDO�H[SHUWV�PD\�QRW�DSSUHFLDWH�MXVW�KRZ�GLɟFXOW�FRQFHSWV�VXFK�DV�ȊGRPDLQV�ȋ�ȊPLOHVWRQHV�ȋ�
“cognition,” “normative skills,” “screening versus diagnosis,” and “transactional models” can be for novice 
learners. And so, learning may devolve into memorizing milestone charts with little comprehension 
of underlying developmental principles, processes or an understanding of how to think clearly about 
and address families’ needs and issues. An additional challenge stems from the fact that textbooks and 
OHFWXUHV�SUHVHQW�GHYHORSPHQWDO�GLVDELOLWLHV�DV�GLVFUHWH��SUHFLVHO\�GHȴQHG��RIWHQ�VHYHUH�GLVRUGHUV��ZKLOH�
in real-life clinical care, disabilities are usually subtle, complex, have co-morbid conditions along with 
considerable ambiguity and variability of expression. 

Most medical educators function at the expert level; this creates a problem when they attempt to teach 
complex material to beginners, i.e, “the curse of knowledge.”12 Experts may:

ȏ� 2YHUHVWLPDWH� WKH�HDVH�DW�ZKLFK�PDWHULDO� FDQ�EH�XQGHUVWRRG�E\�QRYLFH� OHDUQHUV��([SHUWV� FDQȇW�
always remember what it was like “not to know what they know;” 

ȏ� /DFN�D�UHDOL]DWLRQ�WKDW�WKHLU�OLIH�ORQJ�LQWHUHVW�LQ�GHYHORSPHQWDO�EHKDYLRUDO�SHGLDWULFV�DQG�LQQDWH�
enthusiasm for the topic may not be “infectious;”

ȏ� 1RW�UHFRJQL]H�WKDW�WKH�LQIRUPDO�DSSURDFKHV�XVHG�E\�H[SHUWV��GXH�WR�WKHLU�DGYDQFHG�WUDLQLQJ�DQG�
well-honed clinical acumen, cannot be fully conveyed in a short rotation; 

ȏ� )DLO�WR�HQVXUH�WKDW�OHDUQHUV�OHDYH�D�URWDWLRQ�ZLWK�D�VNLOO�VHW�WKDW�LV�HYLGHQFH�EDVHG�DQG�HIIHFWLYH�
for the much briefer encounters of primary care or other subspecialty rotations wherein 
developmental-behavioral issues need to be addressed swiftly (e.g., instruction in use of screens 
and not just exposure to diagnostic measures that are not workable in other rotations and often 
leave learners using bits and pieces of lengthier measures without clear decision-making criteria); 

ȏ� 1HJOHFW�WR�DGGUHVV�WKH�LQHYLWDEOH�DQG�HQRUPRXV�IRUJHWWLQJ�RI�NQRZOHGJH�DQG�VNLOOV�WKDW�RFFXUV�DIWHU�
a rotation (e.g., provide a subsequent review or collaborate with other preceptors on reinforcing 
and using skills while learners are on other rotations). 

Challenges in the “How-To’s” of Training

Excellent training curricula have long existed for nurses, medical students, general pediatrics residents 
and subspecialty trainees [e.g., Academic Pediatric Association (www.ambpeds.org), Royal College of 
Physicians and Surgeons (www.royalcollege.ca)]. There is much professional agreement on the content 
of training in terms of knowledge and skills. The problem is with the “how” of training, i.e., equalizing 
the background or prerequisite skills upon which new learning is based. This involves: Presenting 
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information in a systematic way that builds on prior learning; ensuring that information is retained; 
establishing over time a trajectory of skill acquisition that is increasingly sophisticated; facilitating 
independent deployment of skills so that once in practice, providers can provide quality care for families. 
A “developmental model” for training in child development is needed. 

a deVelopMental teaChing Model for deVelopMent and BehaVior

With poor baseline knowledge in many trainees, combined with medical education’s growing emphasis 
RQ�LQFUHDVLQJO\�DXWRQRPRXV�GHPRQVWUDWLRQ�RI�VNLOOV�RYHU�WLPH��PHGLFDO�HGXFDWRUV�DUH�ȴQGLQJ�SDUWLFXODUO\�
helpful “developmental models” of training. Often used is the Dreyfus Model of Skill Development, 
where learners move through stages of decision-making from novice through advanced beginner, 
FRPSHWHQW��SURȴFLHQW��H[SHUW�WR�PDVWHU��7KH�QRYLFH�DQG�DGYDQFHG�EHJLQQHU�GR�QRW�KDYH�PXFK�NQRZOHGJH�
or experience, and so rely on rule application and analytical reasoning. Experts are adept, not only at 
UHFRJQL]LQJ�SDWWHUQV��L�H���MXGJPHQW�KHXULVWLFV��EXW�DOVR�DW�VHHLQJ�ZKHQ�D�SDWWHUQ�GRHV�QRW�ȴW�RU�ZKHQ�D�
new and unexpected situation arises. Master practitioners are able to see the big picture, understand the 
HIIHFWV�RI�FRQWH[W��DQG�HQJDJH�LQ�GHOLEHUDWH�SUDFWLFHȃXVLQJ�UHȵHFWLRQ�WR�LQWHJUDWH�QHZ�H[SHULHQFHV�DQG�
guide self-study.13,14 Elevating learners to the highest level of judgment is our instructional goal. 

Another helpful model (that we’ve adapted a bit) is the work of Pangaro who developed an instructional 
approach to medical education (and evaluation of progress) focused on teaching at the medical/nursing 
student clerkship and residency levels.15 This schema is explained in Table 14-1.

7DEOH�������3DQJDURȇV��0RGLȴHG��,QVWUXFWLRQDO�0RGHO���%�5,0(�15

Background Learner: The student acquires an understanding of how and why children progress (or don’t), a 
knowledge of developmental domains and typical progressions with age, knowledge of how to elicit information 
IURP� IDPLOLHV� DQG� GLVFORVH� GLɟFXOW� QHZV�� FRPSRQHQWV� RI� D� QHXURGHYHORSPHQWDO� SK\VLFDO� H[DP�� DQG� DQ�
understanding of the strengths and weaknesses of clinical reasoning. Even though such learning sounds rote 
in nature, as with all instruction, teaching should be interactive and challenge background learners to engage 
the material at hand. 

Reporter: The student can accurately gather and clearly communicate the clinical facts on his/her own patients. 
Mastery in this step requires the basic skill of history and physical examination and the knowledge of what 
to look for. It emphasizes day-to-day reliability, for instance, being on time, or following up with patients’ test 
UHVXOWV��,PSOLFLW�LQ�WKH�VWHS�LV�WKH�DELOLW\�WR�UHFRJQL]H�QRUPDO�IURP�DEQRUPDO�DQG�WKH�FRQȴGHQFH�WR�LGHQWLI\�QHZ�
problems. This step requires a sense of responsibility and achieving consistency in “bedside” skills in dealing 
directly with patients. These skills are often introduced to students in their preclinical years, but now they must 
be mastered in clinical care. 

Interpreter: Making a transition from “reporter” to “interpreter” is an essential step in skill acquisition, and 
RIWHQ�WKH�PRVW�GLɟFXOW��$W�D�EDVLF�OHYHO��WKH�VWXGHQW�PXVW�SULRULWL]H�DPRQJ�SUREOHPV�LGHQWLȴHG�GXULQJ�SDWLHQW�
encounters. The next step is to offer a differential diagnosis. Because a public forum can be intimidating 
WR�EHJLQQHUV��DQG�OHDUQHUV�FDQQRW�EH�H[SHFWHG�WR�KDYH�WKH�ȊULJKW�DQVZHUȋ�DOO�WKH�WLPH��ZH�GHȴQH�VXFFHVV�DV�
offering at least three reasonable diagnostic possibilities for new problems. Follow-up of post-tests and mid-
course evaluations provides another opportunity to “interpret” the data (especially in the clinic setting). This 
VWHS�UHTXLUHV�D�KLJKHU� OHYHO�RI�NQRZOHGJH��PRUH�VNLOO� LQ�VHOHFWLQJ� WKH�FOLQLFDO�ȴQGLQJV� WKDW�VXSSRUW�SRVVLEOH�
GLDJQRVHV�� DQG� LQ� DSSO\LQJ� FOLQLFDO� WHVW� UHVXOWV� WR� VSHFLȴF�SDWLHQWV�� 7KH� OHDUQHU�KDV� WR�PDNH� WKH� WUDQVLWLRQ��
emotionally, from “bystander” to seeing himself/herself as an active participant in patient care.

Manager: 7KLV�VWHS�WDNHV�HYHQ�PRUH�NQRZOHGJH��PRUH�FRQȴGHQFH�DQG�PRUH�MXGJPHQW�LQ�GHFLGLQJ�ZKHQ�DFWLRQ�
needs to be taken, and thus select among treatment options. Once again we can’t require students to be 
“right” with each suggestion, but we should ask them to include at least three options in their diagnostic and 
therapeutic plan. A key element is to tailor the plan to the particular patient’s circumstances and preferences.

Educator: Success in each prior step depends on self-directed learning and a mastery of basics. To be an 
“educator” means to go beyond the required basics, to read deeply, and to share new learning with others. 
'HȴQLQJ�LPSRUWDQW�TXHVWLRQV�WR�VWXG\�LQ�PRUH�GHSWK�WDNHV�LQVLJKW��+DYLQJ�WKH�GULYH�WR�ORRN�IRU�KDUG�HYLGHQFH�
on which clinical practice can be based, and having the skill to know whether the evidence will stand up to 
scrutiny are qualities of an advanced trainee; to share leadership in educating the team (and even the faculty) 
WDNHV�PDWXULW\�DQG�FRQȴGHQFH� 
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It is important to note that stages of learning overlap and that re-exposure to background learning 
is an essential part of each step. We cannot expect that one-time instruction in foundations of child 
development will be remembered. Learners may have long stretches in which they will be exposed 
to decidedly different aspects of medical curricula. Graduate-level nurses and residents often come 
from different schools and we don’t always know their background knowledge. So at each opportunity 
to teach developmental-behavioral pediatrics we must step backwards a bit and review prior content 
before proceeding to increasingly complex instruction in clinical decision-making. 

We also need to know how to move learners from one stage to the next. Effective learning is a 
collaborative process by which the learner helps the instructor understand what students are ready to 
learn, and the instructor ensures that this is learned accurately and well. To do this, application of child 
development theory is helpful. All learners are best taught when instructors recognize “the zone of 
proximal development” wherein we establish prerequisite knowledge and then teach slightly above that 
level—with coaching, interactive learning and problem-solving.16,17

Another functional way to view both stages of learning, instruction, and measurement of progress is 
seen in the work of James Popham.18 Students’ skills, whether they are children or adults, progress from:

ȏ� Matching and Discriminating (e.g., is this a variant of the same condition or developmental 
domain or not?);

ȏ� Recognizing (e.g., when an instructor shows an example of a condition, a domain or developmental 
theory and also provides a list of competing terms, students are able to select the correct answer 
from an array of options); 

ȏ� Identifying�� L�H��� D� OHDUQHU� FDQ�� JLYHQ� D� FDVH� GHVFULSWLRQ�� LQGHSHQGHQWO\� GHȴQH� DQG� LGHQWLI\� D�
condition or term without prompts or reminders; 

ȏ� Generating, i.e., a learner can create new hypotheses and explore symptoms independently to 
determine increasingly complex conditions.

Presenting content in such a systematic way is helpful for thinking about instruction and creating 
PHDVXUHV�RI�SURȴFLHQF\��3RSKDPȇV�ZRUN�VXJJHVWV�WKDW�HYDOXDWLRQ�LWHPV�VKRXOG�EH�GHVLJQHG�WR�DOHUW�XV�
WR� WKH� OHYHO�RI�UHPHGLDO� WUDLQLQJ�QHHGHG� �H�J��� LI� OHDUQHUV� IDLO�DW� LGHQWLȴFDWLRQ� WDVNV��GR� WKH\�KDYH� WKH�
prerequisite skills of recognition? If so, instruction should begin with recognition level approaches). 
Overall, developmental models of training can and should be adopted for instruction in child development 
and developmental disabilities. In developmental-behavioral pediatrics we can begin to address this by 
recognizing that what we are teaching is complicated, involves the most complex skills human beings 
possess, and that we as teachers must provide graded presentation of complex material over time, with 
appropriate focus and learning activities for each level of learning.19-23

Content and Methods of instruCtion aCross stages of training

In this section, we describe training goals and instructional strategies for pre-clinical and clinical 
coursework and rotations. 

Pre-Clinical Medical and Nursing Students
Didactic instruction is common at this level of training and should:

ȏ� Focus on knowledge of developmental domains and their expression over time (see Chapter 2 in 
this book for a description of domains and the milestones table in Appendix C); 

ȏ� Provide a framework for understanding how and why development progresses. We do not 
recommend, at this stage of learning, covering all developmental theories because this is not only 
dull but confusing. Instead it is best to expose students to the best theory, that of Lev Vygotsky.16,17 
Even though sequestered in Soviet Russia without access to the work of other developmentalists, 
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Vygotsky created a theory that improved on both Skinner’s and Jean Piaget’s work by focusing on 
the transactional nature of child development; 

ȏ� After establishing prerequisites (knowledge of domains, theory of development) students are 
ready for additional case-based learning, preferably as problems to solve. This book is percolated 
with real-life examples of typical and atypical development that can serve as fodder for case-based 
LQVWUXFWLRQ��7KH�H[DPSOHV�LQ�WKLV�ERRN�IRFXV�RQ�KLJK�SUHYDOHQFH�EXW�GLɟFXOW�WR�GHWHFW�SUREOHPVȃ
representative of real-life children. These are, in reality, “the classic case;” 

ȏ� Students also need an introduction to clinical interviewing and disclosure (covered in Chapter 8) 
as well as reasoning errors that deter effective use of judgment heuristics (see Chapter 3). 

Instructional Strategies for Pre-Clinical Training
Below are some general suggestions for instructional methods with nursing and medical students: 

ȏ� Goals for coursework should be explicit. Post-tests should be made available as pre-tests so that 
learners know how they will be evaluated and have a clear sense of what knowledge and skill base 
they need to work toward; 

ȏ� Background reading by students is essential for establishing prerequisite knowledge of child 
development because this is the foundation for the many problem-solving skills required to detect 
and intervene with problems; 

ȏ� To ensure a common ground for discussion, learners need to understand domains of development 
and have a way to remember what they are; 

ȏ� Instruction should be vivid. For example, there are many fun videos on www.youtube.com that 
explain Vygotsky’s theory (and contrast it with Jean Piaget’s and other theories) showing parent-
child interactions, developmental progression in various domains, etc;

ȏ� It is best to present a range of cases for both typical and atypical development. For example, with 
intellectual disabilities, present children with and without obvious dysmorphology; those who are 
“high functioning” and those who are less so. Helpful are the web-based, case-based sites that 
enable students to problem-solve and learn to think carefully, know when to ask for additional 
information, provide opportunities for life-long learning, and enable preceptors to evaluate 
progress. (See the Resources section at the end of this chapter.);

ȏ� &OLQLFDO�LQWHUYLHZLQJ�DQG�GLVFORVLQJ�GLɟFXOW�QHZV�DUH�DOVR�DLGHG�E\�OLYH�GHPRQVWUDWLRQV�RU�YLGHRV��
www.youtube.com has many examples, although instructors will need to sift through these to 
decide on quality and applicability to young children and their families. We also cover issues in 
communicating with families in Chapters 7 and 8. 

Instructional Strategies for Advanced Medical and Nursing Students Beginning 
Clinical Care

These trainees need a review of prior learning together with opportunities to see skilled generalists 
and developmental clinicians in real-life clinical settings (e.g., job shadowing). Ideally the preceptors’ 
skills and enthusiasm are such that trainees develop a life-long interest in providing healthcare for 
children that embraces careful attention to the most common of childhood problems—development and 
behavior. Nevertheless, ongoing instruction is needed and content can be taught by various means, all 
of which have been studied for effectiveness:1,4,24-26

ȏ� Instructors should carefully collaborate with developmentalists and preceptors in general 
pediatrics, so that clerks and advanced nursing students can see exemplary care that embraces 
developmental-behavioral issues; 
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ȏ� Instructors should clearly state the goals for learning, both knowledge and skill-based. Consider 
providing post-testing as a pre-test, so that learners can appraise their own strengths and 
weaknesses and determine which areas need particular focus; 

ȏ� Combine didactic lectures, readings (and re-readings) with: computer-based teaching modules or 
tutorials; problem-based cases; real-life examples; and video clips depicting children at various 
developmental stages;

ȏ� 7R�HQVXUH�WKDW�OHDUQHUV�JHW�D�VWURQJ�VHQVH�RI�W\SLFDO�GHYHORSPHQW��VRPHWKLQJ�WKDW�LV�YHU\�GLɟFXOW�
to acquire when seeing only one family at a time), arrange for learners to observe in a daycare, 
preschool or early education site where there are children of various ages. Provide a structured 
observation tool on which the student makes notes (e.g., the milestones chart included in Appendix 
C). Such activities should be followed by small-group discussion with a preceptor; 

ȏ� It is also wise for learners to observe programs designed for children with disabilities but important 
to make sure they observe children with a range of problems—not just severe cases;

ȏ� Clinical skills sessions using parent-child dyads and a clinician facilitator are also effective methods 
for teaching interviewing and disclosing skills; 

ȏ� &OHUNV��UHVLGHQWV�DQG�DGYDQFHG�QXUVLQJ�VWXGHQWV�EHQHȴW�IURP�D�SHUVRQDO�RU�VPDOO�JURXS�GLVFXVVLRQ�
of their post-test performance so they can identify areas of knowledge and skills on which they 
need additional improvement. 

residenCy and graduate nurse training

In this section we list challenges and considerations in teaching: Rotation placement and timing, 
coordination across services, call schedules, etc. We also include two case examples of instructional 
approaches showing the issues involved. 

Challenges and Considerations for Preceptors
Those who have chosen advanced medical training in Family Medicine or in pediatric specialties (general 
pediatrics, child psychiatry) have clearly decided their careers will involve providing healthcare for 
children. They don’t need to be convinced that children are important. Unfortunately, residents in 
particular, may be overwhelmed by the acute care needs of the very sick and tertiary hospitalized patients 
who are often an excessively large part of their training. The main challenges for both developmental-
behavioral and general pediatrics are how to help learners remember, amidst the riveting nature of 
acute and chronic illness, that children’s development and their disabilities are the most common of 
DOO�FRQGLWLRQV��L�H���WR�KHOS�WKHP�ȴQG�WLPH�DQG�IRFXV�IRU�GHYHORSPHQWDO�EHKDYLRUDO�LVVXHV�ZLWKLQ�D�YHU\�
crowded curriculum. 

Advanced nursing students and residents often come from various medical schools, meaning that 
preceptors cannot be sure what background knowledge they’ve acquired. Meanwhile, residency and 
QXUVH� WUDLQLQJ� SURJUDPV� DUH�PDQGDWHG� WR� FRYHU� VSHFLȴF� FXUULFXODU� FRQWHQW� WKDW� LV� GHVFULEHG� E\� WKH�
accrediting body. These same accreditors lay out minimum requirements for educational experiences 
WKDW�DOO�OHDUQHUV�VKRXOG�KDYH�FRPSOHWHG�E\�WKH�HQG�RI�WKH�SURJUDP��DOVR�DVVLJQLQJ�FRQWHQW�WR�VSHFLȴF�SRVW�
graduate years (e.g., PGYs in Canada, PLs 1 - 3 in the US). 

In pediatric residencies, programs require one to two 4-week blocks of developmental pediatrics [often 
there is just one rotation with the (often vague) expectation that knowledge and skills will be built in-vivo 
(e.g., within continuity clinics)]. For family medicine residents, some content will be covered in pediatric 
or general ambulatory blocks, but such coverage is often sparse when it comes to developmental-
behavioral issues. Post-graduate nursing students focused on outpatient pediatric care usually have 
focused didactics and lengthier clinical experiences. Residents sometimes have the option, usually later 
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in training, for an elective rotation in developmental-behavioral or neurodevelopmental rotation, but 
most do not. 

Issues in Rotation Timing and Placement
Pediatric programs may have latitude in terms of where the mandatory child development rotation is 
placed. Since developmental and behavioral problems are so common, placing the mandatory block 
LQ�WKH�ȴUVW�\HDU�RI�UHVLGHQF\�SURYLGHV�D�VWURQJ�EDVLV�IRU�IXUWKHU�GHYHORSPHQWDO�OHDUQLQJ�WKDW�VKRXOG�EH�
WDNLQJ�SODFH�DFURVV�WKH�WUDLQLQJ�SURJUDP��1HYHUWKHOHVV��WKH�ȴUVW�\HDU�RI�UHVLGHQF\�LV�RIWHQ�WKH�\HDU�ZKHUH�
the number of nights on-call limit the number of available clinical teaching days. Again, developmental-
behavioral rotations are taught by the developmental pediatrics subspecialists, in tertiary referral 
FOLQLFV��DQG�ȴUVW�\HDU�UHVLGHQWV�RIWHQ�ODFN�WKH�SUHUHTXLVLWH�XQGHUVWDQGLQJ�RI�GHYHORSPHQW�WR�KDQGOH�WKH�
complexity of patients or the diagnostic measures administered to them.

On the other hand, even with excellent developmental teaching by general pediatrics/ambulatory 
preceptors, waiting until residents are more senior (and may have gentler call-schedules), delays trainees’ 
ability to integrate knowledge and skills in normal and abnormal development into their ambulatory 
care routines—unless there is ongoing developmental-behavioral instruction in primary care rotations. 
Whatever block placement is chosen (e.g., within continuity clinics), the teaching staff will need to 
recognize that junior versus senior residents have different baseline skill-sets, and content requires 
adaptation according to background training and past experiences. It is expected that as residents 
progress in their training they will be able to take on more and more responsibility and work more 
independently. The various “milestones” models for residency training are an attempt to standardize 
expectations for residents’ performance across different years of training.19-23

Issues with Call Schedules
The nature and types of call schedules has an impact on learning opportunities. For example, residents 
in a developmental rotation who are on call in an emergency room where there is a social worker 
triaging families at psychosocial risk, will have lots of personal case examples (and active questions) to 
explore with preceptors. Intensivist calls, such as PICU or NICU, should be avoided on developmental 
rotations since there are few opportunities to view developmental issues (and post-call residents are too 
stressed to take in much information). 

On short rotations (e.g., when there is holiday coverage) residents may only end up with 7 – 10 days of 
WLPH�WR�OHDUQ�DERXW�FKLOG�DQG�IDPLO\�LVVXHV��,Q�WKHVH�FDVHV��SUHFHSWRUV�VKRXOG�GHȴQLWHO\�UHTXLUH�D�VHFRQG�
rotation, because there is absolutely no way, when a rotation amounts to less than one to two weeks 
of time, to master the complexity of child development, disabilities, early detection, developmental 
promotion, interviewing/disclosing or knowledge of referral resources. 

Content and Focus of Rotations
*RLQJ�EDFN� WR� WKH� �%�5,0(�PRGHO� GHVFULEHG� LQ� 7DEOH� ������ ȴUVW� \HDU� UHVLGHQWV� QHHG� WR� VROLGLI\� EDVLF�
information-gathering skills and begin moving into the “Manager” role (in which they take ownership for 
formulating and implementing a management plan and communicating recommendations to parents/
patients). In developmental pediatrics, core junior-level skills include: Attentive observation; mastery 
of screening tests; comprehensive history-taking; neurological and musculoskeletal examinations; and 
vision and hearing screening. As residents advance they begin to play a larger role as “Educators” not 
only becoming involved in patient education and counseling, but also actively working to help junior 
colleagues learn (in both formal didactic sessions, such as rounds, seminars, and during clinical services). 

Educator-level skills require a strong knowledge-base along with much clinical experience. Some 
residents feel pressure to do it all themselves before they are properly trained, and so plunge right into 
advice-giving that often relies on “common sense,” pop psychology or personal experience. Parents can 
frequently tell if a resident really understands the recommendations presented and is engaging fully 
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in the complexity of problems or is simply repeating what was said by a preceptor in a similar clinic 
VLWXDWLRQȃRU�ZRUVH�\HWȃPDNLQJ�LW�XS�RQ�WKH�ȵ\��

The pressure to assume a senior role as soon as possible, combined with a weak knowledge base and lack 
of appropriate role-modeling can result in residents passing along outdated, inappropriate and just-plain-
wrong advice. It is imperative that residents know there is a body of developmental pediatric literature 
and learn to use it in providing advice and care. Residents need formal training in anticipatory guidance 
�VHH�&KDSWHU�����7KH\�QHHG�WR�IHHO�FRPIRUWDEOH�XVLQJ�PHGLFDO�WHFKQRORJ\�HɟFLHQWO\��H�J���DVNLQJ�D�IDPLO\�
to wait a second while the resident retrieves online informational handouts to share with the family). 
Younger residents also need encouragement to discuss cases involving developmental-behavioral issues 
with senior residents and preceptors. 

organizing rotations: estaBlishing Baseline skills, learning oBjeCtiVes and 
aCtiVities for reaChing goals

A well-organized curricula is essential and must include clear goals, activities to ensure goals are met, 
assigned readings, mini-didactic sessions, opportunities for discussion, a pre-/post-test focused on skills 
and knowledge, and careful collaboration with continuity clinic preceptors. A tall order, but here is an 
example of how’s and why’s: 

&DVH�([DPSOH�����Here are my personal experiences directing a developmental-behavioral pediatrics 
URWDWLRQ��LQFOXGLQJ�VRPH�OHVVRQV�OHDUQHG�WKH�KDUG�ZD\��0\�UHVLGHQWV��DOO�ȴUVW�\HDUV��ZHUH�EOHDU\�H\HG��RIWHQ�
SRVW�FDOO�IURP�WKH�1,&8��DQG�FOHDUO\�ERUHG�LQWR�D�VWXSRU�ZDWFKLQJ�HQGOHVV�PXOWLGLVFLSOLQDU\�H[DPV��7KH\�
weren’t doing all that well on their practice boards. There had to be a better way. Sensing that general 
and developmental-behavioral pediatrics had alot in common (e.g., that most parents have developmental-
behavioral concerns needing attention although in various ways), and not being an MD but rather a special 
HGXFDWRU��,�GHFLGHG�WR�VSHQG�WLPH�LQ�FRQWLQXLW\�FOLQLFV�ZDWFKLQJ�UHVLGHQWV�DQG�IDFXOW\�ZRUN�ZLWK�IDPLOLHV��,�
could see how residents were struggling to ask and answer questions (e.g., about toilet training), let alone 
GHDO�ZLWK�PRUH�FKDOOHQJLQJ�LVVXHV��VXFK�DV�LGHQWLI\LQJ��GHOD\V��VKDULQJ�UHVXOWV�ZLWK�SDUHQWV��DQG�GHFLGLQJ�
ZKDW�W\SHV�RI�UHIHUUDOV�ZHUH�QHHGHG��6R�KHUHȇV�ZKDW�,�GLG��

�D��0HW�ZLWK�JHQHUDO�SHGLDWULFVȇ�DQG�FRQWLQXLW\�SUHFHSWRUV��DQG�VXUYH\HG�IRUPHU�UHVLGHQWV�ZKR�ZHUH�QRZ�
FRPPXQLW\�SURYLGHUV���,�DVNHG�WKHP�WR�FRPPHQW�RQ�WKH�VWUHQJWKV�DQG�ZHDNQHVVHV�RI�P\�URWDWLRQ��$�
SDLQIXO�HDUIXO�ZDV�OREEHG�LQFOXGLQJ�WKLV�FRPSHOOLQJ�FRPPHQW��Ȋ<RX�GRQȇW�UHDOO\�KHOS�XV�ȋȃPHDQLQJ�
WKDW�P\�GLYLVLRQ�ZDVQȇW� SURPSW� LQ� WDNLQJ� UHIHUUDOV�� DYDLODEOH� IRU� ȊVLGHZDONȋ� FRQVXOWV� RU�KHOSIXO� LQ�
UHLQIRUFLQJ� EDVLF� NQRZOHGJH� RI� FKLOG� GHYHORSPHQW�� FRPPXQLW\� UHVRXUFHV� RU� WUDLQLQJ� RQ� GLVFORVLQJ�
interviews. Ouch! 

�E��7RJHWKHU�ZH�HVWDEOLVKHG�D�OLVW�RI�VKDUHG��DV�ZHOO�DV�VHSDUDWH��JRDOV�IRU�RXU�URWDWLRQV�DQG�D�SUH��SRVW�
test. 

�F��:H�DVNHG�WKH�FRQWLQXLW\�FOLQLF�GLUHFWRU�WR�DVVLJQ�WR�UHVLGHQWVȇ�FOLQLFV��D�UDQJH�RI�FKLOGUHQ�ZLWK�NQRZQ�
SUREOHPV�� VR� WKDW� HDFK� UHVLGHQW�ZRXOG�� RVWHQVLEO\��KDYH�D� FKDQFH� WR� VHH� FKLOGUHQ�ZLWK�D�YDULHW\�RI�
conditions. 

�G��,Q� FROODERUDWLRQ�ZLWK� FRQWLQXLW\� DQG� JHQHUDO� SHGLDWULFVȇ� SUHFHSWRUV��ZH� DJUHHG� WR� LQFOXGH� LQ� WKHLU�
OLEUDULHV� VRPH� FULWLFDO� WH[WV� RQ� WKH� LVVXHV� RI� FKLOG� GHYHORSPHQW� LQ� SULPDU\� FDUH� DORQJ�ZLWK� YLGHR�
training that residents could work through during clinic down-time. 

(e) We then selected screening tools to use in both continuity and developmental-behavioral clinics and 
HQVXUHG��GHSHQGLQJ�RQ�WKH�WLPLQJ�RI�WKH�URWDWLRQ��WKDW�RQH�RU�WKH�RWKHU�URWDWLRQV�ZRXOG�SURYLGH�WUDLQLQJ�
and review progress towards mastery. We selected measures that could be used in primary care by 
parent report, but also via a hands-on administration in the developmental-behavioral clinic to make 
sure residents acquired skills in managing patients and parents while also learning a tool they could 
XVH�HɚFLHQWO\�ZLWKLQ�WKH�WLPH�FRQVWUDLQWV�RI�SULPDU\�FDUH��
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�I�� &RQWLQXLW\�DQG�JHQHUDO�SHGLDWULFVȇ�SUHFHSWRUV�DJUHHG�WR�PDNH�VXUH�UHVLGHQWV�XVHG�VFUHHQV�DW�DOO�ZHOO�
YLVLWV��DQG�ZH�HVWDEOLVKHG�D�WLPH�WR�FRQIHU��LQLWLDOO\�RQFH�D�PRQWK��WR�VHH�KRZ�WKLQJV�ZHUH�JRLQJ�DQG�
amend our plans as needed.

�J��7KH� GHYHORSPHQWDO�EHKDYLRUDO� URWDWLRQ� IDFXOW\� HVWDEOLVKHG� D� WULDJH� FOLQLF� ZKHUHLQ� ZH� VFKHGXOHG�
IRXU�SDWLHQWV�SHU�GD\�� WZLFH�D�ZHHN��WR�EH�VHHQ�E\�D�VRFLDO�ZRUNHU�DQG�D�GHYHORSPHQWDO�EHKDYLRUDO�
SHGLDWULFLDQ�UHVLGHQW��IRU�D�VRFLDO�ZRUN�LQWHUYLHZ�SOXV�LQ�GHSWK��KDQGV�RQ�VFUHHQLQJ�DQG�D�SK\VLFDO�
H[DP���5HVLGHQWV�ZHUH�FRDFKHG�RQ�H[SODLQLQJ�UHVXOWV�DQG�ZHUH�JLYHQ�D�WHPSODWH�IRU�GLFWDWLQJ�D�WZR��WR�
WKUHH�SDJH�VXPPDU\�UHSRUW�RI�ȴQGLQJV�DQG�UHFRPPHQGDWLRQV��WKDW�ZH�WKHQ�VHQW�WR�UHIHUULQJ�SURYLGHUV�
within one week). The triage clinics were popular with community and teaching-hospital providers 
�EHFDXVH�ZH�FRXOG�VHH�IDPLOLHV�ZLWKLQ���ZHHNV��DQG�DOVR�KHOSHG�WKH�GHYHORSPHQWDO�EHKDYLRUDO�FOLQLF�
UXQ�LQ�ȊWKH�EODFNȋ��IRU�D�FKDQJH�ȃPHDQLQJ�WKDW�UHVLGHQWV�ZHUH�DEOH�WR�OHDUQ�QHHGHG�VNLOOV�ZKLOH�DOVR�
actually helping with patient care on the developmental-behavioral rotation. 

�K��:H� FRQWDFWHG� SURIHVVLRQDOV� ZRUNLQJ� LQ� QRQ�PHGLFDO� VHUYLFHV�� SDUWLFXODUO\� WKRVH� WR� ZKLFK� RXU�
GHYHORSPHQWDO�EHKDYLRUDO� VHUYLFH� FRPPRQO\� UHIHUUHG�� :H� DUUDQJHG� IRU� RQFH�D�PRQWK� PHHWLQJV�
wherein our residents could visit community services, could observe with guidance, hear an explanation 
RI� SURJUDP�RIIHULQJV�� DQG�DVN� TXHVWLRQV�DERXW� WKH� FKLOGUHQ�DQG� IDPLOLHV� WKH\�PHW�� 7KHVH� LQFOXGHG�
YLVLWV� WR�� $� GD\FDUH� FHQWHU� ZKHUH� SDUHQW� WUDLQLQJ� ZDV� RIIHUHG� �GXULQJ� ZKLFK� UHVLGHQWV� FRQGXFWHG�
VWUXFWXUHG�REVHUYDWLRQV�RI�GLIIHUHQW�DJH�JURXSV���D�IDPLO\�KRPH�YLVLW�ZLWK�DQ�,'($�LQWDNH�ZRUNHU��WZR�
VHSDUDWH�VSHFLDO�HGXFDWLRQ�FODVVHV�VHUYLQJ�D�UDQJH�RI�FKLOGUHQ�ZLWK�GLVDELOLWLHV��ZKHUH�UHVLGHQWV�KDG�
DQ�RSSRUWXQLW\�WR�REVHUYH�ZLWK�JXLGDQFH�IURP�SDUHQWV�DQG�WHDFKHUV���D�VSHHFK�KHDULQJ�FOLQLF��+HDG�
Start, etc.

�L�� :H�DOVR�DVNHG�UHVLGHQWV�WR�LGHQWLI\��IURP�WKHLU�FRQWLQXLW\�FOLQLFV��D�VFKRRO�DJH�FKLOG�ZKRVH�SDUHQWV�KDG�
FRQFHUQV�DERXW�WKHLU�SURJUHVV��DQG�WKHQ�JHW�SHUPLVVLRQ�IURP�SDUHQWV�DQG�WHDFKHUV�WR�YLVLW�WKH�VFKRRO��
observe, and gather teachers’ observations.

(j) We cut back to two days the time residents spent observing in the developmental-behavioral clinic’s 
PXOWLGLVFLSOLQDU\� WHDP��DQG�DOVR�DVNHG� WKH�YDULRXV�SURIHVVLRQDOV� WR�PHHW�ZLWK�UHVLGHQWV� WR�H[SODLQ�
WKHLU�SURIHVVLRQV��WHVWV�JLYHQ��HWF�

�N��:H� LQVWLWXWHG� YLGHR�WDSHG� WUDLQLQJ� IRFXVHG� RQ� LQWHUYLHZLQJ� DQG� GLVFORVLQJ� GLɚFXOW� QHZV�� ,Q� WKLV�
WUDLQLQJ��UHVLGHQWV��ZLWK�SUHFHSWRU�VXSHUYLVLRQ��FRXOG�SUDFWLFH�VNLOOV�DQG�UHFHLYH�IHHGEDFN�>PXFK�DLGHG�
E\�D�FOLQLF�VHFUHWDU\�ZLWK�JUHDW�DFWLQJ�VNLOOV�KROGLQJ�D��GHFLGHGO\�G\VPRUSKLF�ORRNLQJ��Ȋ&DEEDJH�3DWFKȋ�
doll]. 

�O�� :H�DVNHG�WKH�GHYHORSPHQWDOLVW�IDFXOW\�WR�WDNH�WXUQV�DWWHQGLQJ�WKH�FKLHI�UHVLGHQWȇV�FRQIHUHQFH�

�P��:H�FROODWHG�D�QRWHERRN�IRU�HDFK�UHVLGHQW�WR�WDNH�KRPH��7KHVH�LQFOXGHG�JRDOV��SUH��SRVW�WHVWV��FULWLFDO�
DUWLFOHV��RQOLQH�UHVRXUFH�OLVWV��DQG�VXJJHVWLRQV�IRU�ERRNV�ZH�WKRXJKW�HDFK�WUDLQHH�VKRXOG�RZQ��ZLWK�DOO�
texts housed in the residents’ workroom and also available in the medical library and bookstore). 

�Q��:H�FUHDWHG�D�PRQWKO\�VFKHGXOH�RI�DFWLYLWLHV�WLHG�WR�JRDOV�DQG�XVHG�D�VSUHDGVKHHW�VR�ZH�FRXOG�FKDQJH�VWDUW�
GDWHV�DORQJ�ZLWK�FRQWLQXLW\�DQG�SRVW�FDOO�VFKHGXOHV��,QWR�WKLV�ZH�LQVHUWHG�DSSRLQWPHQWV�IRU�FRPPXQLW\�
YLVLWV� �PRVWO\�PRUQLQJV���SDUWLFLSDWLRQ� LQ� WKH�DIWHUQRRQ�SK\VLFDO�H[DPV��UHDGLQJ� WLPH��GLGDFWLFV�RQ�
YDULRXV�FRQGLWLRQV��W\SLFDO�GHYHORSPHQW��GHYHORSPHQWDO�SURPRWLRQ��DQG�IROORZ�XS�GLVFXVVLRQV�DERXW�
FDVHV�IURP�FRQWLQXLW\�FOLQLFV��FRPPXQLW\�YLVLWV��DQG�FDVHV�IURP�WKH�(5��HWF���

�R��:H�DVNHG�UHVLGHQWV�WR�FUHDWH��DQG�RU�XSGDWH��D�OLVW�RI�UHIHUUDO�UHVRXUFHV�DQG�FRQWDFWV��DQG�WR�PDNH�
sure this was posted in each continuity and general pediatrics’ exam room. 

�S��5HVLGHQWV�FKDPSLRQHG�DQ�HIIRUW�WR�RUJDQL]H�LQIRUPDWLRQ�KDQGRXWV�LQ�WKH�SULPDU\�FDUH�FOLQLFV��7KH\�
FUHDWHG�ELQV� �RQ�WKH�RXWVLGH�ZDOOV�RI� WKH�H[DP�URRPV��ZKHUH�SDFNHWV�RI�SDUHQWLQJ� LQIRUPDWLRQ�SHU�
well-child visit were housed (including vaccine disclosure) along with print-outs about development at 
HDFK�DJH��5HVLGHQWV�HVWDEOLVKHG�VHSDUDWH�ELQV�IRU�KDQGRXWV�RQ�FRPPRQ�LVVXHV�VXFK�DV�WRLOHW�WUDLQLQJ��
temper tantrums, etc., and not only made copies but put one in a plastic binder to alert others to 
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photocopy (and not give away the original copy). This enabled residents to retrieve copies, reread 
EHIRUH�JLYLQJ�WR�SDUHQWV�DQG�WKHQ�KLJKOLJKW�FRQWHQWV�ZLWK�SDUHQWV�EHIRUH�WKH�IDPLO\�OHIW�WKH�FOLQLF��

�T��:H� LQFOXGHG� LQ� WKH� VFKHGXOH� D� ���PLQXWH� RULHQWDWLRQ� WR� WKH� URWDWLRQ� DQG� D� ��KRXU� HQG�RI�URWDWLRQ�
HYDOXDWLRQ�GXULQJ�ZKLFK�UHVLGHQWV�KDG�WKH�ȴUVW�KRXU�WR�FRPSOHWH�WKHLU�SRVW�WHVW�DQG�WKH�VHFRQG�KRXU�
IRU�GLVFXVVLRQ��H�J���ZKDW�UHVLGHQWV�ZLVKHG�WKH\ȇG�OHDUQHG��VXJJHVWLRQV�IRU�WKH�URWDWLRQ��HWF����:H�DVNHG�
SUHFHSWRUV�WR�JDWKHU� LQ�DGYDQFH�EULHI� IHHGEDFN� IURP�RWKHU� IDFXOW\�ZKR�ZRUNHG�ZLWK�UHVLGHQWV��7KH�
SUHFHSWRU�ZDV�DVNHG�WR�SURYLGH�UHVLGHQWV�IHHGEDFN�DERXW�ZKLFK�VNLOOV�DQG�NQRZOHGJH�QHHGHG�IXUWKHU�
DWWHQWLRQ��WR�FRPSOHWH�WKH�UHTXLVLWH�UHVLGHQW�HYDOXDWLRQ�IRUPV��DQG�DOVR�VKDUH�UHVLGHQWVȇ�IHHGEDFN�ZLWK�
RWKHU�IDFXOW\�

�U�� $W�WKH�HQG�RI�WKH�SRVW�URWDWLRQ�HYDOXDWLRQ�VHVVLRQ��UHVLGHQWV�ZHUH�DOHUWHG�WR�WKH�OLNHOLKRRG�WKH\�ZRXOG�
IRUJHW�DERXW�����RI�ZKDW�WKH\ȇG�OHDUQHG�ZLWKLQ����GD\V��7R�SUHYHQW�WKDW��ZH�DVNHG�WKHP�WR�OHDYH�XV�
messages about well- or other visits where developmental-behavioral issues were raised and how they 
VROYHG�WKHP��WR�FDOO�XV�ZKHQ�WKH\�QHHGHG�DGYLFH�ZLWK�FKDOOHQJLQJ�FDVHV��DQG�WR�UHYLHZ�WKH�FRQWHQW�RI�
WKHLU�QRWHERRN�LQ�SUHSDUDWLRQ�IRU�D�SKRQH�FDOO�LQ���PRQWK�LQ�ZKLFK�ZH�ZRXOG�EULHȵ\�UHYLHZ�QHZ�FDVHV�
and any outstanding issues. 

7KHUH�ZHUH� D� IHZ� WKLQJV�ZH� WULHG� WKDW� GLGQȇW�ZRUN�� )RU� H[DPSOH��ZH� HVWDEOLVKHG� D� VFUHHQLQJ� FOLQLF� IRU�
FDUGLRORJ\�SDWLHQWV��RQH�KDOI�GD\�SHU�ZHHN��%XW�WKHUH�ZHUHQȇW�DOZD\V�HQRXJK�SDWLHQWV�DQG�VR�UDWKHU�WKDQ�
KDYLQJ�UHVLGHQWV�VWDQG�DURXQG�IRU�ORQJ�SHULRGV�RI�WLPH��ZH�GLVFRQWLQXHG�WKDW�HIIRUW��2XU�UHVLGHQWV�VHW�XS�D�
SDUHQW�WUDLQLQJ�FODVV�DIWHU�JHQHUDO�SHGLDWULF�FOLQLF�KRXUV��EXW�ZH�ODFNHG�VHFUHWDULDO�VXSSRUW�WR�NHHS�XS�WKLV�
HIIRUW��2XU�UHVLGHQWV�DOVR�H[SORUHG�JURXS�ZHOO�YLVLWV�EXW�DJDLQ�VFKHGXOLQJ�WKLV�ZDV�D�FKDOOHQJH��2QH�SURMHFW�
ZH�DUH�VWLOO�ZRUNLQJ�RQ�LV�D�FUDVK�FRXUVH��PD\EH�MXVW�D�VLQJOH�GD\��IRU�JUDGXDWLQJ��UG�\HDU�UHVLGHQWV�RQ�
SUDFWLFH�LVVXHV��WR�PDNH�VXUH�WKH\�NQRZ�KRZ�WR�ELOO�DQG�FRGH�IRU�VFUHHQLQJ��NQRZ�ZKHUH�WR�SXUFKDVH�WRROV��
KRZ�WR�ȴQG�UHIHUUDO�UHVRXUFHV�LQ�WKHLU�IXWXUH�FRPPXQLWLHV��HWF����7KLV�PD\�HQG�XS�EHLQJ�D�QDWLRQDO�SURMHFW�
VXSSRUWHG�E\�WKH�$$3�RU�6'%3��EXW�FXUUHQWO\��ZH�JLYH�UHVLGHQWV�D�ȊJRLQJ�DZD\ȋ�SDFNHW�WKDW�FRYHUV�PRVW�RI�
the above. 

%XW�RI�DOO�WKH�WKLQJV�ZH�GLG��FROODERUDWLQJ�ZLWK�JHQHUDO�SHGLDWULFVȇ�DQG�FRQWLQXLW\�IDFXOW\�ZDV�WKH�VLQJOH�
PRVW�LPSRUWDQW��,W�LPSURYHG�WKH�TXDOLW\�RI�GHYHORSPHQWDO�EHKDYLRUDO�FDUH�LQ�SULPDU\�FDUH��DQG�PDGH�WKH�
FRQWHQW�RI�RXU�URWDWLRQ�UHOHYDQW�WR�DOO�RWKHU�URWDWLRQV��:H�ZHUH�IRUWXQDWH�WR�KDYH�D�SK\VLFLDQ�FKDPSLRQ�LQ�
JHQHUDO�SHGLDWULFV�ZKR�UHLQIRUFHG�VNLOOV�DQG�NQRZOHGJH��DQG�ZKR�ZRXOG�QRW�VLJQ�RII�RQ�UHVLGHQWVȇ�FKDUWV�
until they had screened and addressed parents’ non-medical issues)! That collaboration also meant that 
by the time residents rotated with us, they were willing and enthusiastic learners who really wanted more 
LQIRUPDWLRQ�DQG�VNLOOV��(YHQ�WKRXJK�RXU�WHDFKLQJ�KRVSLWDO�GRHV�QRW�KDYH�D�UHTXLUHG�VHFRQG�URWDWLRQ�LQ�WKH�
developmental clinic, collaboration with the continuity clinic coordinator ensured that our instructional 
JRDOV�ȴOWHUHG�LQWR�RWKHU�URWDWLRQV��DQG�PRVW�LPSRUWDQWO\�LQWR�SULPDU\�FDUH�

6R�LW�LV�SUREDEO\�QRW�D�VXUSULVH��JLYHQ�DOO�WKH�DERYH�HIIRUWV��WKDW�RXU�UHVLGHQWVȇ�VFRUHV�RQ�WKH�GHYHORSPHQWDO�
EHKDYLRUDO�SRUWLRQ�RI�WKH�ERDUGV�FRQWLQXHG�WR�LPSURYH��DQG�DFWXDOO\�HQGHG�XS�EHLQJ�WKH�KLJKHVW�VFRUHV�RI�
any subspecialty training). We were impressed with ourselves and our residents! 

&DVH�([DPSOH�����7KH�8QLYHUVLW\�RI�$OEHUWD��&DQDGD�KDV�D�WZR�PRQWK�GHYHORSPHQWDO�URWDWLRQ�VSOLW�LQWR�
MXQLRU��3*<����DQG�VHQLRU��3*<����EORFNV��5HVLGHQWV�UHFHLYH��RQ�WKH�ȴUVW�GD\�RI�WKH�MXQLRU�URWDWLRQ��D�IXOO�GD\�
RULHQWDWLRQ�E\�WKH�EORFN�FRRUGLQDWRU�SULPDU\�SUHFHSWRU��(DFK�ȴUVW�\HDU�UHVLGHQW�KDV�DQ�HQWUDQFH�LQWHUYLHZ�
ZKHUH�SDVW�IRUPDO�DQG�LQIRUPDO�WUDLQLQJ�LQ�GHYHORSPHQWDO�SHGLDWULFV�LV�UHYLHZHG�DQG�SHUVRQDO�OHDUQLQJ�
REMHFWLYHV�DUH�GHYHORSHG��7KH�RULHQWDWLRQ�GD\�LQFOXGHV��$�WRXU�RI�WKH�IDFLOLW\�ZLWK�LQWURGXFWLRQV�WR�LPSRUWDQW�
VWDII��D�UHYLHZ�RI�FKDUW�RUJDQLVDWLRQ�DQG�WKH�UHSRUW�GLFWDWLRQ�SURFHVV��GLVWULEXWLRQ�RI�FRUH�UHDGLQJV��VWXG\�
JXLGHV� DQG� RWKHU� UHVRXUFHV�� 7KHVH� DUH� IROORZHG� E\� IRUPDO� OHDUQLQJ� VHVVLRQV� RQ� W\SLFDO� GHYHORSPHQW��
developmental assessment, and what to do in the clinic when developmental delays are suspected. 

1RUPDO�GHYHORSPHQW�DQG�EHKDYLRU�DUH�UHYLHZHG�WKURXJK�JXLGHG�LQWHUDFWLYH�REVHUYDWLRQV�RI�'9'V�GHSLFWLQJ�
QRUPDO�GHYHORSPHQW��GLVFXVVLRQ�RI�WR\V�W\SLFDO�IRU�SOD\�DW�HDFK�GHYHORSPHQWDO�VWDJH��DQG�JXLGHG�GD\FDUH�
REVHUYDWLRQV�� 7KH� '9'V� ZHUH� FUHDWHG� IRU� WKH� SXUSRVH� RI� PHGLFDO� VWXGHQW� HGXFDWLRQ� DQG� IHDWXUH� VWDII�
GHYHORSPHQWDO�SHGLDWULFLDQV�DGPLQLVWHULQJ�VHOHFWHG� LWHPV� IURP�VWDQGDUGL]HG�VFUHHQLQJ� WHVWV� WR�FKLOGUHQ�
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DJHG����PRQWKV������WR����PRQWKV����\HDUV��DQG���\HDUV��7KH�RULHQWDWLRQ�GD\�LV�URXQGHG�RXW�ZLWK�D�YLVLW�WR�
DQ�RQ�VLWH�GD\FDUH�FHQWUH��ZKHUH�WKH�UHVLGHQWV�DUH�JLYHQ�DQ�H[HUFLVH�LQ�QDWXUDOLVWLF�REVHUYDWLRQ�RI�QRUPDO�
FKLOG�GHYHORSPHQW��7KH�FRQFHQWUDWHG�GLGDFWLF�FRQWHQW�LV�PXFK�DSSUHFLDWHG�E\�OHDUQHUV�DQG�KHOSV�WKHP�IDOO�
quickly into their new routines.

Typical child development has changed little over time and is best described in excellent developmental 
SHGLDWULF�WH[WERRNV��VHH�WKH�5HVRXUFHV�VHFWLRQ�DW�WKH�HQG�RI�WKH�FKDSWHU���8QIRUWXQDWHO\�JHQHUDO�SHGLDWULF�
trainees generally do not have time to read through entire texts and may need to be directed to more 
PDQDJHDEOH� UHVRXUFHV� �H�J��� D� IHZ� UHOHYDQW� FKDSWHUV��� SDUWLFXODUO\� ZLWK� MXQLRU� UHVLGHQWV�� $� UHDVRQDEOH�
QXPEHU�RI�FRUH�UHDGLQJV�VKRXOG�EH�DVVLJQHG��ZLWK�VXSSOHPHQWDO�DUWLFOHV�VXSSOLHG�IRU� OHDUQHUV�ZKR�KDYH�
PRUH�EDFNJURXQG�NQRZOHGJH�RU�ZKR�DUH� HVSHFLDOO\� NHHQ�� ,Q� RXU�SURJUDP�� FRUH� UHDGLQJ� VHWV�KDYH�EHHQ�
GHYHORSHG�WR�PDWFK� OHDUQLQJ�REMHFWLYHV�DQG�FXUULFXOD� IRU� WKH� MXQLRU�DQG�VHQLRU�EORFNV��5HDGLQJ�VHWV�DUH�
XSGDWHG�DQQXDOO\��,Q�DGGLWLRQ��ZH�KDYH�GHYHORSHG�D�VKRUW�UHIHUHQFH�GRFXPHQW�IRU�ERWK�OHDUQHUV��DQG�WKHLU�
VXSHUYLVRUV���VXPPDUL]LQJ�GHYHORSPHQWDO�WUDMHFWRULHV��L�H���WKH�W\SLFDO�WKHPHV�H[SHULHQFHG�E\�D�FKLOG�DW�HDFK�
GHYHORSPHQWDO�VWDJH�DV�LW�DIIHFWV�FKLOGUHQȇV�EHKDYLRU�DQG�SDUHQWVȇ�UHVSRQVHV��8QGHUVWDQGLQJ�WUDMHFWRULHV�
SURYLGHV�D�EDVLV�IRU�DQWLFLSDWRU\�JXLGDQFH�DQG�LQWHUSUHWLQJ�SDUHQWVȇ�GHYHORSPHQWDO�EHKDYLRUDO�FRQFHUQV��� 

Beyond the Mandatory BloCk rotation: ChaMpioning Child 
deVelopMent throughout training

Much of developmental pediatrics is learned, we hope, outside the dedicated developmental-behavioral 
URWDWLRQ��&ROODERUDWLRQ�ZLWK�JHQHUDO�SHGLDWULFLDQV�RU�IDPLO\�GRFWRUV�LQ�RɟFH�EDVHG�SUDFWLFH�RU�DPEXODWRU\�
clinics is necessary. The developmental pediatric block is simply too short to provide the cumulative 
experience needed for mastery of learning such as developmental-behavioral screening/surveillance. 
Practice must occur during ambulatory experiences to ensure consolidation of skills. Longitudinal 
resident continuity clinics are an especially good venue for practicing developmental surveillance since 
residents will see for themselves how developmental milestones unfold over time. 

In pediatric residency programs, most continuity clinic preceptors will be general pediatricians. In 
family medicine, residents are supervised by generalists. Developmental pediatric faculty play an 
important role in training and mentoring community preceptors, and providing well-chosen, evidence-
based training materials and other resources to ensure that developmental-behavioral surveillance and 
management of conditions meet current best practice (because physicians working in the community 
settings may not have had much training in developmental pediatrics in medical school or residency). 
A certain amount of gentle developmental myth-busting may be necessary (e.g., that clinical judgment 
GUDZQ� IURP� LQIRUPDO�PLOHVWRQHV� FKHFNOLVWV� LV� VXɟFLHQW� IRU� HDUO\� GHWHFWLRQ��� ,W� LV� LPSRUWDQW� WR� VKDUH�
teaching tools across settings to ensure consistency of key messages. Faculty development via continuing 
medical education (CME) activities can increase capacity for high-quality, evidence-based developmental-
behavioral teaching across generalist preceptors.

&DVH�([DPSOH��$W�WKH�8QLYHUVLW\�RI�$OEHUWD��D�FRPPRQ�OHDUQLQJ�IUDPHZRUN�DQG�FXUULFXOXP�DUH�XVHG�
DFURVV�DOO�OHYHOV�RI�OHDUQHUV�DQG�UHLQIRUFHG�ZLWK�DQ\�QHZ�IDFXOW\�WHDFKHUV��:H�XVH�D�QXPEHU�RI�WHDFKLQJ�
SURWRFROV�LQFOXGLQJ�REVHUYDWLRQV�IRUPV�DQG�D�PLOHVWRQHV�FKDUW��:H�DOVR�SURYLGH�&0(�RSSRUWXQLWLHV�RSHQ�
WR�DOO�FRPHUV��7KHVH�LQFOXGH��PRQWKO\�LQWHU�GLVFLSOLQDU\�URXQGV��SHGLDWULF�UHKDELOLWDWLRQ�JUDQG�URXQGV��DOVR�
DYDLODEOH�E\�WHOH�KHDOWK�WR�GLVWDQW�DQG�UXUDO�VLWHV�DV�ZHOO�DV�RWKHU�KRVSLWDOV�LQ�WKH�FLW\���FKLOG�SV\FKLDWU\�
JUDQG�URXQGV��D�JHQHUDO�SHGLDWULFV�MRXUQDO�FOXE�LQ�HYLGHQFH�EDVHG�GHYHORSPHQWDO�SUDFWLFH��DQG�VSHFLDOW\�
MRXUQDO�FOXEV�DQG�URXQGV�LQ�DXWLVP�VSHFWUXP�GLVRUGHUV��$'+'��DQG�LQIDQW�PHQWDO�KHDOWK�

PDF Editor



294 Identifying and Addressing Developmental - Behavioral Problems

fellowship and suB-speCialty residenCy: Creating a new generation of 
experts

Developmental-behavioral and neurodevelopmental fellows (in the US) and sub-specialty residents 
(in Canada) arrive with solid general pediatric training and a strong interest in child development. 
Nevertheless, preceptors, early in the fellowship/sub-specialty residency, need to identify and rectify 
DQ\� WUDLQLQJ� JDSV�� 6HOI�HYDOXDWLRQ�YLD� D�SUH��SRVW�WHVW� RIIHUV� D� JRRG� VWDUW� DORQJ�ZLWK�PRGLȴFDWLRQV� WR�
include types of childhood conditions with which trainees have already had experience. Self-evaluation 
becomes the basis for collaboration with preceptors to form personal learning goals. Preceptors will need 
to add training goals of their own (e.g., practice and time management, research training, grant-writing, 
effective consulting with community providers, administrative skills) because fellows and subspecialty 
residents are likely to seek academic/tertiary positions at the completion of their programs. A portfolio 
approach, with semi-annual reviews, is a good way to document progress. 

One of the most important skills for learners at this very senior level is ability to integrate information 
of multiple types from multiple observers, obtained at multiple times and from multiple perspectives, 
and somehow achieve a coherent developmental-behaviorial picture of a whole child surrounded by a 
family, community and cultural context. It is a daunting but rewarding task and often one that attracts 
DGYDQFHG�WUDLQHHV�WR�WKLV�ȴHOG��

One step in the process of synthesizing information is to create a review paper (after learning to 
critique individual studies carefully). Next steps toward independent research involve: learning to 
frame questions; search literature (across medical, psychology and education databases) and work 
ZLWK�UHIHUHQFH� OLEUDULDQV��ZULWH�ZHOO�� VSHDN�ZHOO��SUHVHQW�ȴQGLQJV��FUHDWH�VOLGH�VKRZV��DQG�SUHSDUH�D�
manuscript for submission to a journal. After demonstrating ability to integrate existing literature, 
trainees can proceed to hypothesis formation (learning to prove both the null and the alternative), 
ethics considerations, data collection, analysis, reporting of results, discussion of study limitations and 
strengths. See Chapter 19 for considerations in research using new or existing measures. Trainees 
also need to complete coursework in statistics, study design, and training in use of statistical software 
packages, as well as learn to collaborate with other researchers.

&DVH�([DPSOH��$W�WKH�8QLYHUVLW\�RI�$OEHUWD��IHOORZV�VXEVSHFLDOW\�UHVLGHQWV�DVVLVW�LQ�SUHFHSWLQJ�FRQWLQXLW\�
clinics. This allows them teaching opportunities, a chance to emulate a small-group consulting practice 
�DGGUHVVLQJ�WULDJH��WLPH�PDQDJHPHQW�DQG�TXDOLW\�LPSURYHPHQW�ZKLOH�DOVR�OHDUQLQJ�KRZ�WR�SURYLGH�IROORZ�
up care plans including medication management, collaboration, and counseling skills). Advanced trainees 
are also expected to contribute to patient education activities, community outreach and advocacy by doing 
D�VPDOO�SURMHFW�GXULQJ�WKH�VHFRQG�\HDU�RI� WUDLQLQJ����$�RQH�PRQWK�Ȋ�$VVLVWDQW��0DQDJHUȋ�URWDWLRQ�KHOSV�
WKHP�H[SHULHQFH�SK\VLFLDQVȇ�UROHV�LQ�OHDGHUVKLS��FOLQLF�DGPLQLVWUDWLYH�GXWLHV��DQG�WKH�YDOXH�RI�FROODERUDWLYH�
encounters including meetings, shared documents and policies.������ *HQHUDOLVW� SUHFHSWRUV� DQG� VWDII�
developmental pediatricians supervise trainees and evaluate not only medical management skills but also 
FRPPXQLFDWLRQ�DQG�FROODERUDWLRQ��)HHGEDFN�IURP�QRQ�PHGLFDO�VXSSRUW�VWDII�DQG�DOOLHG�KHDOWK�SURIHVVLRQDOV�
LV�DOVR�SDUW�RI�WKH�WUDLQHHVȇ�HQG�RI�URWDWLRQ�HYDOXDWLRQ�

teaChing speCifiC skills

$VVHVVPHQW�RI�GHYHORSPHQW�UHTXLUHV�PDQ\�VSHFLȴF�VNLOOV�WKDW�PD\�QRW�KDYH�EHHQ�WDXJKW�RU�HPSKDVL]HG�
LQ�RWKHU�URWDWLRQV��7UDLQHHV�ZKR�DUH�H[WUHPHO\�SURȴFLHQW�DQG�FRPIRUWDEOH�SHUIRUPLQJ�FRPSOLFDWHG�DQG�
HYHQ�LQYDVLYH�PHGLFDO�SURFHGXUHV�PD\�QRW�KDYH�UHFHLYHG�DQ\�VSHFLȴF�WUDLQLQJ�RQ�GHWHFWLQJ�DQG�DGGUHVVLQJ�
developmental problems. They may have no framework with which to learn milestones and may forget 
to apply careful systematic history-taking in their approach to behavior because behavior doesn’t 
seem “medical” to them. Confusion between subjective and objective evaluations abound. Advanced 
trainees may become overwhelmed with the complexity and sheer volume of information provided 
E\�D�FRPSUHKHQVLYH�GHYHORSPHQWDO�DVVHVVPHQW��%HORZ�ZH�GHWDLO�FRQWHQW�DQG�VSHFLȴF�DSSURDFKHV�IRU�
teaching the many components of developmental-behavioral pediatrics and provide helpful templates 
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and resource lists.

Teaching Milestones

Memorizing developmental-behavioral milestones is the bane of every trainee—an unfortunate truth 
WKDW�QHYHUWKHOHVV�PXVW�EH�DFFRPSOLVKHG��7UDLQLQJ�SURJUDPV�KDYH�VSHFLȴF�UHTXLUHPHQWV�DERXW�QRUPDO�
child development content that must be met, but if we consider the concept of “the curse of knowledge,” 
we recognize that these requirements will not and cannot be met all at once. So, the challenge is where 
to start.

If we want the learning to persist long after evaluations or exams, we must guide our trainees in 
constructing a framework for ongoing learning. Novice learners, here meaning medical/nursing 
students or junior residents, should start with general principles of development and how skills cluster 
into domains. The concept of developmental domains is not always intuitive, and students often mix up 
terminology. Milestone charts should not simply be handed out with the expectation that learners know 
how to use them. Orientation to the content is required (e.g., as in Chapter 2) along with case examples 
of both typically and atypically developing children. See the Resources section of this chapter for video 
options useful for instruction and Appendix C for a well-constructed milestones chart. 

Learners also need to know that there are many different milestones charts (e.g., in the Harriet Lane 
Handbook) and that some (like the one in Appendix C) are more comprehensive than others. Learners also 
need emphatic instruction that milestones charts are not screening tools—they do not provide cutoffs, 
DUH�QRW�WUXO\�QRUPHG��EXW�UDWKHU�UHȵHFW�H[SHUW�RSLQLRQ���DQG�DUH�GHVLJQHG�WR�LQGLFDWH�SHUIRUPDQFH�DW�
the 50th percentile—meaning that 50% of children will not be able to do the tasks; leaving providers with 
LQVXɟFLHQW�JXLGDQFH�IRU�GHWHUPLQLQJ�UHIHUUDO�QHHGV�31

When medical/nursing students or junior residents begin to learn milestones, they should not be 
expected to learn the whole chart at once. Medical students are especially used to memorizing large 
amounts of factual material for exams and are very likely to attempt to do this. Instead, they need 
to learn the underlying concepts on which milestones charts are constructed in order to understand 
GHYHORSPHQW�LQ�D�FOLQLFDOO\�XVHIXO�ZD\��$IWHU�UHYLHZLQJ�GHȴQLWLRQV�DQG�PHDQLQJ�RI�GRPDLQV��\RX�FDQ�
WUDFH�VNLOO�DFTXLVLWLRQ�RQ�WKH�\�D[LV��H�J���HYROXWLRQ�RI�JUDVS��H[SUHVVLYH�YRFDEXODU\��DQG�WKHQ�E\�VSHFLȴF�
ages on the y-axis (illustrating at the same time how domains work together). Finally, students can be 
invited to observe children and discuss their milestones with others (for practice describing milestones 
and for creating mental images of skills). 

&DVH� ([DPSOH��:H� SURYLGH� PHGLFDO� DQG� QXUVLQJ� VWXGHQWV� D� ODPLQDWHG� FRS\� RI� D� PLOHVWRQHV� FKDUW�
DV� D� SRFNHW� UHIHUHQFH�� 7KH� FKDUW� GHȴQHV� WKH� GRPDLQV� RI� GHYHORSPHQW� DQG�KHOSV� HVWDEOLVK� D� IUDPHZRUN�
IRU�REVHUYLQJ�DQG� WKLQNLQJ�DERXW�DQWHFHGHQWV�RI�YDULRXV�VNLOOV� �LQFOXGLQJ�KRZ� WKHVH�PD\�EH�GHOD\HG�RU�
GLVRUGHUHG�LQ�FKLOGUHQ�ZLWK�YDULRXV�GLVDELOLWLHV���:H�SUHVHQW�WKLV�FDUHIXOO\�ZLWK�PDQ\�FDVH�H[DPSOHV�DQG�
GLVFXVVLRQ� WR�HQVXUH� WKDW� OHDUQHUV�FDQ� LGHQWLI\� WKH�GRPDLQV� WDSSHG�ZKHQ�D�FKLOG�GHPRQVWUDWHV�YDULRXV�
VNLOOV��L�H���ZH�SOD\�Ȋ1DPH�WKDW�'RPDLQ�ȋ�:H�XVH�YLGHRV�RI�HQFRXQWHUV�ZLWK�FKLOGUHQ�LQFOXGLQJ�LQWHUDFWLRQV�
ZLWK�SDUHQWV�WR�KHOS�VWXGHQWV�VHH�WKH�FRPSOH[�LQWHUSOD\�RI�GRPDLQV��:H�KDYH�VWXGHQWV�UHDG�&KDSWHU���RI�WKLV�
ERRN��7R�HQFRXUDJH�XSWDNH�RI�WKLV�IUDPHZRUN��\RX�FDQ�KDYH�VWXGHQWV�FUHDWH�D�PQHPRQLF�IRU�UHPHPEHULQJ�
GRPDLQV�>H�J���Go��*URVV�0RWRU���Find��)LQH�0RWRU���6RPH��6HOI�KHOS���Children (Cognitive), 6WDW (Social-
(PRWLRQDO�—5HDO (Receptive Language), (PHUJHQF\� �([SUHVVLYH�/DQJXDJH�� (adapted with permission; 
Kathleen Hegan, personal communication, April 23, 2013)@��%XW�DV�DOZD\V�ZH�HPSKDVL]H�WKDW�PLOHVWRQHV�
DUH�D�IUDPHZRUN�IRU�WKLQNLQJ�DERXW�FKLOGUHQȇV�SURJUHVV�DQG�VNLOOV��DQG�QRW�D�VXEVWLWXWH�IRU�D�UHDO�VFUHHQLQJ�
WHVW��5DWKHU��XVLQJ�PLOHVWRQHV�FKDUWV�IRU�GHFLVLRQ�PDNLQJ�LV�DNLQ�WR�SXWWLQJ�D�KDQG�WR�D�IRUHKHDG�WR�GHWHFW�
WHPSHUDWXUHȃD�JRRG�VWDUW��EXW�QRW�GHȴQLWLYH�IRU�GHFLVLRQ�PDNLQJ��
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Teaching Naturalistic Observational Skills

Experienced clinicians take advantage of all activities occurring in a clinic encounter to make 
observations about the children they are assessing, and use the standardized test results provided 
GXULQJ�WHDP�DVVHVVPHQWV�WR�FRQȴUP��RU�GLVFRQȴUP��WKHLU�FOLQLFDO�LPSUHVVLRQV��7KLV�YDOXDEOH�DFWLYLW\�LV�
often invisible to learners, especially more junior ones, and needs to be made explicit if trainees are to 
master it. Training in naturalistic observation skills is important, and can help learners combine didactic 
information with hands-on learning experiences (e.g., observing in a daycare for typically developing 
toddlers and preschoolers, using the milestones list provided in Appendix C).

&DVH�([DPSOH��$W�WKH�8QLYHUVLW\�RI�$OEHUWD��DOO�VHFRQG�\HDU�PHGLFDO�DQG�GHQWDO�VWXGHQWV�KDYH�D�KDOI�GD\�
experience in normal child development during their ten-week preclinical neurosciences block (including 
D�ZHHN�RI�GHGLFDWHG�GHYHORSPHQWDO�EHKDYLRUDO�SHGLDWULF�FRQWHQW���'XULQJ�FOLQLFDO�VNLOOV�WUDLQLQJ��JURXSV�RI�
�������VWXGHQWV�URWDWH�WKURXJK�WKUHH�VWDWLRQV�FRQWDLQLQJ�SDUHQW�FKLOG�G\DGV�DQG�WUDLQHG�IDFXOW\�IDFLOLWDWRUV��
(DFK�VWDWLRQ�ODVWV�DSSUR[LPDWHO\����PLQXWHV��'XULQJ�HDFK�VHVVLRQ�VWXGHQWV�PD\�DVN�TXHVWLRQV�XVLQJ�WKH�$JHV�
and Stages Questionnaire (ASQ) as a prompt or make developmental observations based on the milestones 
FKDUW��3DUHQWV�DUH�HQFRXUDJHG�WR�LQWHUDFW�ZLWK�WKHLU�FKLOG�WR�PDNH�SDUHQW�FKLOG�LQWHUDFWLRQV�DQG�FKLOGUHQVȇ�
VNLOO�VHWV�REVHUYDEOH�WR�VWXGHQWV��(DFK�IDFLOLWDWRUVȇ�MRE�LV�WR�JXLGH�VWXGHQWV�LQ�REVHUYDWLRQ�RI�VSRQWDQHRXV�
LQWHUDFWLRQV�DQG�EHKDYLRU��)DFLOLWDWRUV�FDQ�ȊFDWFKȋ�DQG�ODEHO�VXEWOH�GHYHORSPHQWDO�DWWDLQPHQWV�RIWHQ�PLVVHG�
by novice observers (e.g., joint attention, object permanence, attachment behaviours). 

7KH�YDOXH�RI�REVHUYDWLRQ�LV�UH�SUHVHQWHG�WR�ȴUVW�\HDU�UHVLGHQWV�GXULQJ�D�VHPLQDU�VHVVLRQ�RQ�GHYHORSPHQWDO�
EHDKYLRUDO�VFUHHQLQJ�VXUYHLOODQFH��,Q�WKLV�VHPLQDU�WUDLQHHV�DUH�WDXJKW�WR�REVHUYH�SDUHQW�FKLOG�EHKDYLRUV�
GXULQJ� D� KHDOWK� HQFRXQWHU� �H�J��� GUHVVLQJ�XQGUHVVLQJ�� HDWLQJ� D� VQDFN�� WKH� VRFLDO� UHIHUHQFLQJ� RFFXUULQJ�
LQ� UHVSRQVH� WR� D� VWUDQJHU� HQWHULQJ� WKH� URRP�� FRQȴUPLQJ�SDUHQWVȇ� FRQFHUQV� E\�XVLQJ� LWHPV�RQ�D� IRUPDO�
VFUHHQLQJ�WHVW�VXFK�DV�3('6�'HYHORSPHQWDO�0LOHVWRQHV���

Junior residents visit a daycare during their mandatory developmental pediatrics rotation. The daycare is 
located on campus and attended by typically developing children whose parents work in our rehabilitation 
FHQWUH� RU� LQ� WKH� DFXWH� FDUH� KRVSLWDO� DFURVV� WKH� VWUHHW�� 7KH� GD\FDUH� LV� GLYLGHG� LQWR� WZR� URRPVȃRQH� IRU�
��� WR���\HDU�ROGV��DQG�RQH�IRU���� WR���\HDU�ROGV��5HVLGHQWV�WKXV�REVHUYH�W\SLFDO�GHYHORSPHQW� LQ�D�QDWXUDO�
setting and are able to compare and contrast skills between younger and older children. Accompanied by 
WKH�SULPDU\�SUHFHSWRU��UHVLGHQWV�IRFXV�RQ�������FKLOGUHQ�IURP�HDFK�DJH�JURXS��QRWLQJ�WHPSHUDPHQW�WUDLWV�
DQG�PLOHVWRQH�DWWDLQPHQWV��3UHFHSWRUV�SDUWLFLSDWH�E\�PRGHOLQJ�VNLOOV�QHHGHG�LQ�QDWXUDOLVWLF�REVHUYDWLRQ��
DQG�DOVR�VXSHUYLVH��DQVZHU�TXHVWLRQV��DQG�UHDVVXUH�GD\FDUH�VWDII�DQG�SDUHQWV��7KLV�DFWLYLW\�LV�IROORZHG�E\�
LQWHUDFWLYH�GLVFXVVLRQV�ZLWK�SUHFHSWRUV��,I�VHYHUDO�OHDUQHUV�DUH�REVHUYLQJ�GXULQJ�WKH�VDPH�VHVVLRQ��WKH\�FDQ�
EH�LQYLWHG�WR�FRPSDUH�WKH�FKLOGUHQ�WKH\�VDZ�DQG�JXHVV�WKH�UHODWLYH�DJHV��H�J���DUUDQJLQJ�WKH�FKLOGUHQ�IURP�
youngest to oldest). 

Teaching Clinical Assessment Skills

)RU�DQ\�ȴHOG�RI�PHGLFLQH��LW�LV�HVVHQWLDO�WR�WDNH�KLVWRU\�SULRU�WR�FRQGXFWLQJ�D�SK\VLFDO�H[DP�RU�VFUHHQLQJ�
developmental status. Trainees need to make skilled observations, synthesize results, and decide on 
needed treatment. In developmental-behavioral pediatrics there is also a need to report past testing, 
compare that with current results, and review recent services. Templates for recording complex history 
information encourage a basic standard approach for novices (an example is included in Chapter 13 and 
downloadable at ZZZ�SHGVWHVW�FRP�7KH%RRN�&KDSWHU���. 

&DVH�([DPSOH��:H�SURYLGH�OHDUQHUV�D�UHSRUW�ZULWLQJ�WHPSODWH�VKRZLQJ�WKH�WRSLFV�WR�FRYHU��HYHQ�LI�WKH\�DUH�
VLPSO\�REVHUYLQJ�WHVWLQJ��$IWHU�WUDLQHHV�REVHUYH�DQG�WDNH�QRWHV�RQ�WKH�WHPSODWH��WKH\�ZLOO�FRQWLQXH�WR�XVH�
WKLV�IRUP�ZKHQ�VXɚFLHQWO\�VNLOOHG�DQG�UHDG\�WR�H[DPLQH�SDWLHQWV�WKHPVHOYHV��7KH�WHPSODWH�DOVR�VHUYHV�DV�D�
guide to dictating results (another skill they must learn). 

:H�DOVR� SURYLGH� LQ� WKHLU� WDNH�KRPH�QRWHERRNV�� D� UHIHUHQFH� OLVW� RI� WKH� YDULRXV�PHDVXUHV� WKH\� DUH� OLNHO\�
WR�HQFRXQWHU��LQFOXGLQJ�WKHLU�DFURQ\PV��WKH�VXEWHVWV�ZLWKLQ�HDFK�PHDVXUH��DQG�D�GHVFULSWLRQ�RI�WKH�VNLOOV�
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WHVWHG�� )LQDOO\��ZH� UHTXLUH� WUDLQHHV� WR� UHDG� WKURXJK� VHYHUDO�PXOWLGLVFLSOLQDU\� WHDP� UHSRUWV�� ,Q� GLGDFWLF�
sessions we make sure learners understand test scores and their interpretation. 

In the procedure-based world of acute care, residents spend a lot of time learning how to deal with 
volume. They are used to seeing quickly many children with short, straightforward complaints. Trainees 
may avoid exploration of “bag-of-worms” topics that would slow them down and perhaps cost valuable 
sleep when on call. In developmental pediatrics learners are asked to switch gears and delve into 
complex issues: This requires a change in mindset. Residents are asked to do fewer procedures and 
more observations. Some may express concerns that they are not learning (e.g., if they are not physically 
doing something such as taking histories, using equipment to examine children, performing tests), and 
so complain about “just observing.” Often residents are not as adept at “just observing” as they think 
they are, and so this skill needs to be explicitly re-taught. Active learning tools are helpful, such as using 
a template for note-taking. Post-observation precepting helps highlight interesting details trainees may 
have failed to spot.

In developmental pediatrics, we often have two-way mirrors, which can be an excellent teaching tool 
when trainees’ observations are guided by faculty. Nevertheless, preceptors cannot always afford 
such time. In addition, parents may be observing at the same time, which can constrain professional 
GLVFXVVLRQ��2EVHUYDWLRQ�URRPV�DUH�E\�QHFHVVLW\�GDUN�DQG�WKXV�SRWHQWLDOO\�VRSRULȴF��6R�KHUH�DUH�VRPH�
options: 

ȏ� Include trainees in the actual examination room (in note-taking mode) followed by discussion 
from the examiner; 

ȏ� When this is not possible and when parents are observing, trainees can watch along with parents 
but should remain strictly in question-asking mode (e.g., “What are you noticing? How do you 
think your child is doing?”), and should be instructed not to provide advice; 

ȏ� If an attending or other skilled examiner is present for supported observation and real-time 
discussion, the preceptor can describe observations of the child, the examiner’s behavior and 
parent-child interactions if parents are in the exam room. If parents are in the observation room, 
preceptors, if comfortable and skilled, can make discrete comments (e.g., pointing out subtle 
developmental behaviors such as joint attention and social referencing, verbal and nonverbal 
communication skills). Turning off the sound and focusing on body language can be especially 
telling; 

ȏ� Whether trainees are present in the exam or observation room, opportunities for post-observation 
discussion is essential for ensuring meaningful learning. Such discussions should engage learners 
and begin with questions about what they noticed; 

Such learning experiences can be very engaging and help junior learners focus on the non-Medical 
Knowledge/Medical Expert (refer to Table 14-1) learning objectives to be mastered on the rotation. 
([WHQGHG�WHDFKLQJ�DURXQG�REVHUYDWLRQ�DQG�FRPPXQLFDWLRQ�VNLOOV�FDQ�ȴOO�RXW�WKH�OHDUQLQJ�H[SHULHQFH�
and decrease complaints such as “I only saw one patient.”

With a lower volume of extended assessments, patient cancellations can seem disastrous for those 
trainees for whom “learning = seeing patients.” Having back-up plans is wise. These can include having 
trainees watch relevant videos, spending time reading, practicing screening or assessment in other 
clinics, arranging for community visits (most particularly to see one of their own patients in schools 
or other services), and also by reducing the number of extended assessments trainees must observe in 
favor of higher volume triage clinics and community visits. 

&DVH�([DPSOH��'XULQJ�LQLWLDO�RULHQWDWLRQ�ZH�KHOS�OHDUQHUV�XQGHUVWDQG�WKH�FXOWXUDO�GLIIHUHQFH�EHWZHHQ�WKH�
DFXWH�FDUH�ZRUOG�DQG�WKDW�RI�FKURQLF�GHYHORSPHQWDO�FRQGLWLRQV��7UDLQHHV�DUH�SUHSDUHG�LQ�DGYDQFH�IRU�WKH�
SRVVLELOLW\� WKDW�VFKHGXOHV�PD\�FKDQJH��$�VHW�RI� LQGHSHQGHQW� OHDUQLQJ�DFWLYLWLHV��RULJLQDOO\�GHYHORSHG� IRU�
UHVLGHQWV�ZKR�PXVW�WDNH�OHDYH�GXULQJ�WKH�DOUHDG\�WRR�VKRUW�URWDWLRQ��LV�DYDLODEOH�IRU�WKHLU�XVH�GXULQJ�ȊGRZQ�
WLPH�ȋ�7KH�PHQX�RI� VHOI�LQWUXFWLRQ�RSWLRQV� LV�GHVLJQHG� WR�EH� HQJDJLQJ��DQG�DOO�DFWLYLWLHV� LQFOXGH�D� VKRUW�
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UHȵHFWLYH�FRPSRQHQW��+DYLQJ�DQ�DGHSW�DQG�GHGLFDWHG�VFKHGXOLQJ�DGPLQLVWUDWLYH�DVVLVWDQW�IRU�WKH�WUDLQLQJ�
SURJUDP��ZKR�LV�DYDLODEOH�DQG�IDPLOLDU�ZLWK�DOO�WKH�OHDUQLQJ�RSWLRQV��LV�LQYDOXDEOH�IRU�VXFFHVVIXO�URWDWLRQV�
and electives. 

As we engage in detection of spectrum disorders and we are asked increasingly to decide what side 
of the diagnostic line to place “grey-zone” patients, our learners complain they feel less sure of what 
constitutes a “real” diagnosis. Although an effort should be made to identify and teach “classical” 
symptom clusters, we also have to help our learners to understand that in the real-world there may not 
be clarity or precision in the case material seen; both the learner and preceptor need to have a tolerance 
for ambiguity. There may not always be a “yes” or “no” answer. Sometimes we can’t know—it often takes 
time for developmental-behavioral disabilities to fully manifest.

Building Collaboration Skills: Working with Other Disciplines, Parents and Patients 

Developmentalists are trained in team skills and thus ideally positioned to teach these. Collaboration, 
as a learning objective, should be an integral part of any developmental pediatric rotation and can be 
WDXJKW�DW�DQ\�OHYHO�RI�OHDUQHU��0HGLFDO�QXUVLQJ�VWXGHQWV�DQG�MXQLRU�UHVLGHQWV�FDQ�OHDUQ�WKH�VSHFLȴF�UROHV�
of the various team members, with senior residents and fellows participating in the complex interactions 
of a team (and read some of the literature on effective team functioning). 

Collaboration across professionals of diverse disciplines can be challenging for trainees who are used 
to a more hierarchical ‘medical model’ on inpatient wards. Effective team functioning requires all to 
respect each team members’ contributions, including abundant respect for nurses. Professionals must 
LQWHJUDWH� LQIRUPDWLRQ�DQG�FRSH�ZLWK� LPSUHFLVLRQ�RU�DPELJXLW\� LQ�ȴQGLQJV��7KH�SUHVHQWDWLRQ�RI� WHDP�
GLDJQRVWLF�IRUPXODWLRQ�WR�D�IDPLO\��SDUWLFXODUO\�ZKHQ�LW�LQFRUSRUDWHV�WKH�ȴQGLQJV�RI�RWKHU�WHDP�PHPEHUV��
is another important part of communication training. 

Fundamental to collaboration (whether working with other professionals, parents or patients) is skill 
in asking good questions. Ideally, this engages the interests of both trainees and their interlocutors. 
:LWK�JRRG�TXHVWLRQLQJ�ZH�FDQ�ȴQG�RXW�ZKDW�RWKHUV�WKLQN��OHDUQ�IURP�WKHP��DQG��LQ�WKH�FDVH�RI�ZRUNLQJ�
with families, do a far better job at clinical decision-making if we “actively listen.” Studies of healthcare 
providers’ interviewing behaviors indicate that most allot only about 20 seconds for open-ended 
TXHVWLRQV� �EHIRUH� MXPSLQJ�PHQWDOO\� WR� D� IHZ� GLDJQRVWLF� RSWLRQV� DQG� XVLQJ� RQO\� FRQȴUPDWRU\� FORVH�
ended questions thereafter). Meanwhile it takes patients much longer to reveal their symptoms, and 
WKH\�WHQG�WR�UHYHDO�WKHVH�LQ�QR�SDUWLFXODU�RUGHU�RI�UHOHYDQFH��0DQ\�GLɟFXOW�HQFRXQWHUV�UHODWH�WR�IDLOXUH�
WR�HOLFLW�IDPLOLHVȇ�DJHQGDVȃUHVXOWLQJ�LQ�GLVUXSWLYH�ȊRK�E\�WKH�ZD\ȋ�FRQFHUQV�RU�LQVXɟFLHQW�GHVFULSWLRQ�
of important symptoms.32-33 

Some strategies for building collaboration skills, all of which involve effective interviewing, include:

ȏ� 7HDFKLQJ�VWXGHQWV�WKH�GLIIHUHQFH�EHWZHHQ�RSHQ��DQG�FORVHG�HQGHG�TXHVWLRQV�

ȏ� +DYLQJ� WUDLQHHV� REVHUYH� LQWHUYLHZLQJ� �VRFLDO�ZRUN� LQWHUYLHZV� DUH� SDUWLFXODUO\� KHOSIXO� EHFDXVH�
questions are usually worded in a way that is easy to understand and elicits thoughtful comments);

ȏ� +HOSLQJ�WUDLQHHV�WDNH�QRWH�RI�HIIHFWLYH�TXHVWLRQV�WKH\ȇYH�REVHUYHG��DQG�ZRUN�DW�FUHDWLQJ�HIIHFWLYH�
questions on their own (e.g., “How’s school going?” sounds like an open-ended question but when 
the inevitable answer is “Fine,” that doesn’t give us much information). Some helpful questions 
to children and parents are found in Chapter 9. Many measures, such as 3('6 also provide an 
introductory model for open-ended interviewing to which trainees can add other questions, most 
especially the prompts, Ȋ7HOO�PH�PRUH�ȋ or Ȋ$Q\WKLQJ�HOVH�\RXȇYH�QRWLFHG"ȋ� 

ȏ� +HOSLQJ�WUDLQHHV�UHFRJQL]H�WKH�VFRSH�RI�RWKHU�SURIHVVLRQDOVȇ�ZRUN�DQG�FUHDWH�TXHVWLRQV�WR�HOLFLW�WKH�
constructs others have assessed along with their unique observations (e.g., “What broad issues 
ZHUH�\RX�ORRNLQJ�DW�LQ�\RXU�WHVWLQJ"ȋ��Ȋ:KDW�GLG�\RX�QRWLFH�DERXWȐ�"ȋ��Ȋ&DQ�\RX�KLJKOLJKW�IRU�PH�WKH�
PDLQ�LVVXHV�WKDW�OHG�WR�\RXU�FRQFOXVLRQV"ȋ);
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ȏ� 5ROH�PRGHOLQJ� LV� HVVHQWLDO�� DQG�SUHFHSWRUV� LQFOXGLQJ�QRQ�PHGLFDO�GLDJQRVWLFLDQV� VKRXOG�DOZD\V�
ask trainees for their observations and hypotheses. Sample questions include: Ȋ:KDW�GLG�\RX�QRWLFH�
DERXWȐȋ (e.g., aspects of testing, parents’ or children’s behavior, etc.); Ȋ:KDW�LV�\RXU�EHVW�JXHVV�DW�
ZKDW�LV�JRLQJ�RQ�ZLWK�WKLV�SDWLHQW�DQG�IDPLO\"ȋ� 

ȏ� (QFRXUDJLQJ� WUDLQHHV� WR� FDOO� VXEVSHFLDOLVWV�� HGXFDWRUV�DQG�RWKHU�SURIHVVLRQDOV�ZKR�DUH�RU�KDYH�
been working with a patient to ask them for their opinions and recommendations; 

ȏ� +DYLQJ� WUDLQHHV�SDUWLFLSDWH� LQ� LQWDNH� IRU�GHYHORSPHQWDO�EHKDYLRUDO� FOLQLFV� �H�J��� UHWXUQLQJ� FDOOV�
to families or providers, preferably with a structured intake form for systematic information 
gathering); 

ȏ� 3URYLGLQJ� OHDUQHUV�D�FKDQFH� WR�SROLWHO\�GLVDJUHH�ZLWK� WKH�FOLQLFDO�RSLQLRQ�RI�RWKHUV�DQG�GLVFXVV�
their points of contention (and take in new information); 

ȏ� 5HYLHZLQJ�WH[WV�RQ�LQWHUYLHZLQJ�VNLOOV�LQFOXGLQJ�GLVFORVLQJ�LQWHUYLHZV��FRYHUHG�LQ�&KDSWHUV���DQG�
8 of this book).

&DVH�([DPSOH�����2QH�YHU\�EULJKW�ȴUVW�\HDU�UHVLGHQW�ZKR�ZDV�ZHOO�LQIRUPHG�DERXW�W\SLFDO�GHYHORSPHQW�
EXW�MXVW�EHJLQQLQJ�D�GHYHORSPHQWDO�EHKDYLRUDO�SHGLDWULFV�URWDWLRQ��REVHUYHG�WHVWLQJ�RI�D���\HDU�ROG��IRXQG�
WR�KDYH�DQ�,4�RI����ZLWK�FRPPHQVXUDWH�SHUIRUPDQFH��L�H���WKH���WK�SHUFHQWLOH�LQ�ODQJXDJH��DFDGHPLF��DQG�
VHOI�KHOS�VNLOOV��7KH�PXOWL�GLVFLSOLQDU\�WHDP�UHFRPPHQGHG�D�UDQJH�RI�LQWHUYHQWLRQV��2XU�UHVLGHQW�GLVDJUHHG�
DQG�IHOW�VWURQJO\�WKDW�VKH�ZDV�D�W\SLFDOO\�GHYHORSLQJ�FKLOG�ZLWK�DJH�DSSURSULDWH�VNLOOV��:H�GHVFULEHG�ZKDW�
a truly typical 4-year-old should be doing but this discussion was admittedly dull and not sinking in. The 
next day, this resident, armed with a milestones observations checklist and instructions to observe children 
DFURVV�YDULRXV�DJHV��ZDV�VFKHGXOHG�IRU�D�FRPPXQLW\�YLVLW�WR�D�GD\FDUH�FHQWHU��RQH�WKDW�KDG�D�VOLGLQJ�VFDOH�
DQG�WKXV�LQFOXGHG�IDPLOLHV�RI�FKLOGUHQ�IURP�YDULRXV�VRFLRHFRQRPLF�VWUDWD��DV�ZHOO�DV�PDQ\�FKLOGUHQ�ZKRVH�
SDUHQWV�ZHUH�UHIXJHHV�IURP�RWKHU�FRXQWULHV���7KDW�DIWHUQRRQ��,�PHW�ZLWK�KLP�WR�KHDU�DERXW�KLV�REVHUYDWLRQV��
+H�VDLG��Ȋ1RZ�,�JHW�ZK\�RXU�SDWLHQW�IURP�\HVWHUGD\�ZDV�FRQFHUQLQJ��,�FRXOG�VHH�WRGD\�WKDW�RWKHU���\HDU�
ROGV�ZHUH� GRLQJ�PXFK�PRUH� WKDQ� VKH�ȋ� 6R� WKLV� UHVLGHQWȇV� RSSRUWXQLW\� WR� UHODWH� KLV� GLVDJUHHPHQWV�ZLWK�
RWKHU�SURIHVVLRQDOV�DQG�H[SORUH�GHYHORSPHQWDO�VWDWXV�RQ�KLV�RZQ�ZDV�D�KHOSIXO�SURFHVV�IRU�PDNLQJ�FKLOG�
development (and developmental delays) real and compelling. 

&DVH�([DPSOH���� $W�WKH�8QLYHUVLW\�RI�$OEHUWD��DOO�HOHFWLYH�PHGLFDO�QXUVLQJ�VWXGHQWV�DQG�UHVLGHQWV�RQ�
WKHLU�MXQLRU�URWDWLRQ�JR�WKURXJK�DQ�H[HUFLVH�LQ�LQWHUGLVFLSOLQDU\�SUDFWLFH�FDOOHG�Ȋ)ROORZ�WKH�&KLOG�ȋ�LQ�ZKLFK�
WKH\�DUH�DVVLJQHG�WR�REVHUYH�D�FKLOG�DQG�KLV�KHU�IDPLO\�WKURXJKRXW�D�FRPSOHWH�WZR�GD\�LQWHUGLVFLSOLQDU\�
assessment (see Table 14-2)��'XULQJ�WKH�PHGLFDO�SRUWLRQ�RI�WKH�VFKHGXOH��OHDUQHUV�SHUIRUP�WKH�KLVWRU\�DQG�
physical examination. There is a written assignment to help ensure active observation. 

:KHQ� WKH� IDPLO\�DUULYHV�� WKH� WUDLQHHV� LQWURGXFHV�KLP�KHUVHOI� WR� WKH�SDUHQWV�DQG�FKLOG��DQG�H[SODLQV� WKH�
SXUSRVH�RI�WKH�H[HUFLVH��REWDLQLQJ�FRQVHQW�WR�EH�SUHVHQW�GXULQJ�WKH�HYDOXDWLRQ��3DUHQWV�JHQHUDOO\�ȴQG�WKLV�
DFFHSWDEOH�DQG�IUHTXHQWO\�HQMR\�GLVFXVVLQJ�WKHLU�UHDFWLRQV�WR�DQG�REVHUYDWLRQV�RI�WKH�FKLOGȇV�WHVWLQJ�DV�WKH\�
sit with the learner, observing the assessment together through a two-way mirror. Due to prior training the 
OHDUQHUV�DUH�ZHOO�SUHSDUHG�IRU�WKH�KLVWRU\�DQG�SK\VLFDO�H[DPV��DUH�FRPIRUWDEOH�ZLWK�IDPLOLHV��DQG�IDPLOLHV�
DUH�HTXDOO\�FRPIRUWDEOH�ZLWK�\RXQJ�PHGLFDO�QXUVLQJ�VXGHQWV�DQG�UHVLGHQWV��

$IWHUZDUGV��OHDUQHUV�PXVW�GHVFULEH�WKH�VSHFLȴF�UROHV�RI�HDFK�WHDP�PHPEHU��OLVW�DW�OHDVW�RQH�WHVW�WKDW�SHUVRQ�
SHUIRUPHG��XQGHUVWDQG�LWV�GRPDLQV�DQG�SXUSRVH��DQG�LGHQWLI\�DW�OHDVW�RQH�WKLQJ�WKH\�KDYH�OHDUQHG�IURP�
HDFK�SURIHVVLRQDO�WKDW�LV�LQ�WKHLU�RZQ�SUDFWLFH��H�J���KLVWRU\�TXHVWLRQV�DERXW�VRFLDO�VNLOOV��WHUPV�WR�LGHQWLI\�D�
VSHFLȴF�W\SH�RI�DEQRUPDO�SLQFHU�JUDVS�RU�DJH�DSSURSULDWH�PLOHVWRQHV���7UDLQHHV�PXVW�DOVR�GHVFULEH�LQ�ZULWLQJ�
ZKDW� WKH\�KDYH� OHDUQHG� IURP�REVHUYLQJ�DVVHVVPHQW��2XU�PHWKRGLFDO�DQG�FDUHIXO� WUDLQLQJ�RSSRUWXQLWLHV�
have been well-received by our learners.
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using deVelopMental-BehaViorial sCreening tests in teaChing and 
learning

Teaching trainees to use developmental measures is a compelling approach to independent learning, 
assistance with clinical care, and one that facilitates mastery of skills and knowledge. Trainees should 
always start by observing a skilled clinician administering the test. Remember to prepare learners for 
observing and make this as active as possible. An example is to orient learners to test materials beforehand 
and have them co-score. A follow-up discussion is needed and should cover children’s behavior, how it 
was managed during testing, and shared observations not captured by test items. 

We recommend “over-training” during developmental-behavioral rotations, in order to “bring home,” 
i.e., make vivid and real, the constructs of child development. For medical and graduate nursing students, 
and fellows, training on a directly elicited assessment level tool (see Chapter 13 for test options) means 
that learners can actually help with the patient load in the developmental-behavioral rotation (while 
also learning a great deal about development, child management, building rapport, eliciting background 
LQIRUPDWLRQ�IURP�SDUHQWV��H[SODLQLQJ�UHVXOWV��HWF����)RU�ULVLQJ�PHGLFDO�DQG�QXUVLQJ�VWXGHQWV�DQG�ȴUVW�
\HDU�UHVLGHQWV��WUDLQLQJ�LQ�VFUHHQLQJ�WRROV�LV�XVXDOO\�VXɟFLHQW��EXW�ZH�VKRXOG��

ȏ� 7HDFK�WUDLQHHV�WR�DGPLQLVWHU�WRROV�KDQGV�RQ�WR�PDNH�VXUH�WKH\�KDYH�VNLOOV�LQ�PDQDJLQJ�FKLOGUHQ�
(and parents) and can work effectively with children whether typically developing or not—a skill-
set that translates well to working with families during well visits;

ȏ� 7UDLQ� OHDUQHUV� LQ�XVH�RI� D� WRRO� WKDW� FDQ�DOVR�EH�DGPLQLVWHUHG�E\�SDUHQW�UHSRUW� �VLQFH� WKH� ODWWHU�
application is more useful in busy primary care settings), and ideally teach a single tool that can be 
administered both by interview and hands-on;

ȏ� +HOS� WUDLQHHV� XQGHUVWDQG� WKH� HQRUPRXV� FRQFRUGDQFH� EHWZHHQ� KDQGV�RQ� DGPLQLVWUDWLRQ� DQG�
parent-report, i.e., appreciate the vast experiences and valuable observations parents have;

ȏ� ([SODLQ�ZKHQ�WR�XVH�VFUHHQV��L�H���DW�DOO�ZHOO�YLVLWV�RU�RSSRUWXQLVWLFDOO\�LI�ZHOO�YLVLWV�DUH�PLVVHG�

ȏ� (QVXUH�WUDLQHHV�NQRZ�KRZ�WR�XVH�WRROV�SUHFLVHO\��XQGHUVWDQG�WKH�YDOXH�DQG�PHDQLQJ�RI�VWDQGDUGL]HG�
administration, and thus make use of test directions at all times;

ȏ� 0DNH� VXUH� WUDLQHHV�DYRLG�FRS\ULJKW� LQIULQJHPHQW�DQG�UHFRJQL]H� WKDW�PRVW�PHDVXUHV�FDQQRW�EH�
photocopied;

ȏ� 3URYLGH�LQVWUXFWLRQ�RQ�LQWHUSUHWLQJ�DQG�H[SODLQLQJ�UHVXOWV��

&DVH�([DPSOH�����$IWHU�RXU�UHVLGHQWV�DQG�IHOORZV�REVHUYH�PXOWL�GLVFLSOLQDU\�WHDP�HYDOXDWLRQV�DQG�LQ�
GD\FDUH�FHQWHUV�KRPH�YLVLWV��ZH�WUDLQ�WKHP�LQ�KDQGV�RQ�DGPLQLVWUDWLRQ�RI�3('6��'HYHORSPHQWDO�0LOHVWRQHV�
$VVHVVPHQW�/HYHO��DQG�WKH�6DIHW\�:RUG�,QYHQWRU\�DQG�/LWHUDF\�6FUHHQHU��6:,/6���7R�GR�WKLV��ZH�ȴUVW�DVN�
WKDW�WUDLQHHV�UHDG�DERXW�PDQDJHPHQW�RI�FKLOGUHQ�DQG�SDUHQWV�GXULQJ�WHVWLQJ�(see the following section, 
“How to Administer Tests”). Second, we ask trainees to conduct several practice administrations (e.g., with 
our patients, their own or a colleague’s child). Third, we ask them to administer measures while we observe 
�IROORZHG�E\�GLVFXVVLRQ�DQG�IHHGEDFN���DQG�WKHQ�ZULWH�D�UHSRUW��IROORZHG�E\�PRUH�GLVFXVVLRQ���)RXUWK��ZH�
DVN�WUDLQHHV�WR�DGPLQLVWHU�WKH�VFUHHQLQJ�YHUVLRQ�RI�WKH�3('6�'0�LQ�WKHLU�FRQWLQXLW\�FOLQLFV��WR�JHW�WKHP�
FRPIRUWDEOH�ZLWK�SDUHQW�UHSRUW�DQG�XVH�RI�VFUHHQV�LQ�SULPDU\�FDUH���:H�GLVFXVV�WKHLU�FDVHV�DIWHU�FRQWLQXLW\�
FOLQLFV��:LWK�WKLUG�\HDU�UHVLGHQWV�DQG�IHOORZV��ZH�SURYLGH�WKH�VDPH�OHYHO�RI�VXSHUYLVLRQ��EXW�WKHQ�DVN�WKHP�WR�
participate in our triage clinics (where children are seen by a developmental-behavioral pediatrician and a 
VRFLDO�ZRUNHU���DQG�WR�DGPLQLVWHU�WKH�3('6�'0�$VVHVVPHQW�/HYHO�IROORZHG�E\�SUHFHSWRU�DQG�VRFLDO�ZRUNHU�
REVHUYDWLRQ� DQG�DSSURYDO� RI� UHSRUWV� JHQHUDWHG�� )LQDOO\��ZH� DVN� DGYDQFHG� UHVLGHQWV� DQG� IHOORZV� WR� YLVLW�
FRQWLQXLW\�FOLQLFV�DQG�SURYLGH�IHHGEDFN�RQ�DGPLQLVWUDWLRQ�DQG�LQWHUSUHWDWLRQ�RI�WKH�3('6�'0�6FUHHQLQJ�
9HUVLRQ�
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&DVH� ([DPSOH� ����:LWK� DGYDQFHG� OHDUQHUV� �JUDGXDWH� QXUVHV�� WKLUG�\HDU� UHVLGHQWV� DQG� IHOORZV�� ZH�
WHDFK�WKH�PLQL�$'26�GHULYHG�IURP�WKH�$XWLVP�'LDJQRVWLF�2EVHUYDWLRQ�6FKHGXOH��ZKLFK�LV�D�VKRUW�PL[�RI�
VWUXFWXUHG�DQG�XQVWUXFWXUHG�SOD\�WDVNV�XVHG�WR�HOLFLW�VLJQV�RI�DXWLVP�DOWKRXJK�WKH�6FUHHQLQJ�7RRO�IRU�$XWLVP�
LQ�7ZR�<HDU�2OGV��67$7��LV�DQRWKHU�YLDEOH�RSWLRQ�ZLWK�DEXQGDQW�WUDLQLQJ�PDWHULDOV������ Our rationale is that 
WUDLQHHV�VKRXOG�OHDUQ�D�JUHDW�GHDO�DERXW�PDQDJHPHQW�RI�FKLOGUHQ�GXULQJ�WHVWLQJ��KRZ�WR�REVHUYH�FDUHIXOO\��
DQG�DGKHUH�WR�VWDQGDUGL]HG�DGPLQLVWUDWLRQȃVNLOOV�WKDW�DUH�UHDGLO\�JHQHUDOL]DEOH�WR�RWKHU�PHDVXUHV�DQG�
RWKHU�W\SHV�RI�SDWLHQWV��)RU�UHVLGHQWV��REVHUYLQJ�D�0LQL�$'26�DQG�ZDWFKLQJ�YLGHRV� �H�J���$XWLVP�6SHDNV�
9LGHR�*ORVVDU\��GXULQJ�WKHLU�GHYHORSPHQWDO�SHGLDWULF�URWDWLRQ�KHOSV�WHDFK�VLJQV�RI�DXWLVP�DQG�WKH�NLQGV�RI�
SURSV�DQG�SURPSWV�XVHIXO�LQ�HDUO\�GHWHFWLRQ��7UDLQHHVȇ�WHVW�UHVXOWV��REVHUYDWLRQV��DQG�UHSRUWLQJ�RI�WKH�0LQL�
$'26�DUH�GLVFXVVHG�ZLWK�SUHFHSWRUV�DIWHU�WKH�FOLQLFDO�HQFRXQWHU�

How to Administer Tests: A Guide for Trainees

Overall Considerations
1. Although some measures come with a box of test stimuli (e.g., the Battelle or Brigance), measures 

focused on parent-report as the primary administration method do not. In such cases, trainees 
learning to use hands-on measures or preceptors will need to create a tool-kit of test stimuli that 
correspond with test items (e.g., variously colored blocks, paper, writing implements, a spoon, cup, 
doll, and small edibles such as children’s cereal or oyster crackers). Materials lists are included in 
test manuals when tests are normed for a hands-on administration. 

2. Trainees should be required to read through the test manual, understand how to use test protocols, 
how to score measures, and especially the meaning and value of a standardized administration, so 
WKDW�HDFK�SDWLHQWȇV�SHUIRUPDQFH�FDQ�EH�FRQȴGHQWO\�FRPSDUHG�WR�WHVWVȇ�QRUPV��L�H���WKH�SHUIRUPDQFH�
of children around the country who were administered a measure in exactly the same way. 

3. Watching a skilled examiner at work is helpful, and having trainees videotape the testing session 
is even better, especially if followed by guided discussion wherein professionals spend time 
pointing out testing issues (e.g., dropping down to easier items or changing subtests if a child 
appeared frustrated and lost compliance, the speed with which skilled examiners retrieved 
QHHGHG�PDWHULDOV�DQG�PDNH�HɟFLHQW�QRWHV�VR�DV�WR�IRFXV�WKHLU�DWWHQWLRQ�RQ�WKH�FKLOG��KRZ�WKH\�
kept the test stimuli out of the child’s reach, offered praise, set limits, explained results, etc.).

4. After guided observation, trainees need to practice on their own or with other trainees. Abundant 
familiarity with tools is requisite for being able to carefully observe a child while testing.

5. Publishers’ websites often have videos on how to administer measures, and trainees should spend 
time on these sites as they practice administration of tests.

6. Ensure that trainees understand copyright law. Do not allow them to make photocopies of test 
materials or sections of test manuals unless permission is given in the copyright notice appearing 
on the page(s) of interest. Photocopying (and all other methods of reproduction) violates copyright 
law, is likely to result in non-standard administrations (since directions may get separated from 
test protocols), and does nothing to support on-going quality improvements to measures that are 
enormously expensive to develop and keep current. Set a good example and seek permission 
from the publisher if interested in reproducing materials.

7. When trainees are ready to demonstrate their skills, they should be observed and/or videotaped 
ZKHQ�WKH\�ȴUVW�DWWHPSW�WR�WHVW�D�FKLOG�DQG�H[SODLQ�WHVW�UHVXOWV�WR�SDUHQWV��XVH�RI�YROXQWHHUV�RU�
surrogates is wise, and clinic staff and their children may be willing to “stand-in”). Afterward, 
professional examiners can go through the videotape with trainees pointing out what they did 
well and what they could have done better. 
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Establishing Background Information, Sensory Status, and Overall Reminders About 
the Purpose of Testing

1. It is helpful before testing a child to have a conversation with parents about the strengths and 
weaknesses they perceive, and especially the kinds of skills with which a child is struggling. 
This information provides a very helpful guide on where to start testing and which domains to 
DGPLQLVWHU�ȴUVW��$YRLG�VWDUWLQJ�ZLWK�GRPDLQV�LQ�ZKLFK�D�FKLOG�LV�NQRZQ�WR�KDYH�ZHDNQHVVHV��<RX�
want to get many initial successes in order to establish behavioral compliance during testing.

2. Make sure to gather information about a child’s hearing and vision. If that has not been measured 
beforehand, request (or conduct) vision and hearing screening. Children with undiagnosed 
hearing impairment, for example, will perform poorly on most measures and often will appear 
delayed in language and cognitive skills. We certainly don’t want to penalize them because we 
didn’t establish that sensory skills were adequate.

3. The goal of testing is to measure mastered skills (meaning skills children regularly use in a variety 
of settings). It is not the goal to ensure that a child is successful on every item presented (by coaching, 
prompting, giving partial credit when none is due, violating standardized administration, etc.).

4. Knowing which skills are not yet mastered (e.g., demonstrated only some of the time or only in 
certain settings) is valuable because it means these skills are emerging. Such information gives 
teachers helpful entry points for instruction. So if you are writing a report, add information about 
emerging skills. 

5. Adhere to the purpose of each item and stick to the actual wording (in the case of items with 
verbal directions to children). Avoid the temptation to reword directions since this may end up 
eliciting a different skill. For example, if the item involves naming letters, do not change the 
wording to something such as “Point to the ....” Pointing is a much easier task (by almost one to 
two years) and will lead to invalid results. Nevertheless, it is usually acceptable (but check tests’ 
manuals acceptable options) to reword items to ensure comprehension (e.g., “Show me...” can 
usually be substituted for “Point to...” or “Where’s the....,” while naming tasks can usually be 
reworded as “What’s this?”... What do we call this?”).

6. Be aware of your gaze and body language. For example, when children are presented with 
multiple images and asked to “Name the…..” try not to look at the correct response. Children 
with disabilities have often learned to follow a gaze and thus select the correct option from your 
inadvertent cues even while they may not know the skill. Be sure to position directions when 
answers are also visible so that older children cannot see them (some can read upside down)! 

7. All the above details may seem picky, but it is only by administering a measure correctly and 
observing carefully that test results yield useful information. A standardized administration 
PHDQV�WKDW�\RX�JLYH�WHVWV�H[DFWO\�DV�GLUHFWHG��7KLV�HQDEOHV�\RX�WR�FRQȴGHQWO\�FRPSDUH�D�FKLOG�
you’ve tested to others around the country, i.e., make use of tests’ norms, which in turn, identify 
what level of performance is behind and what is not.

8. Make notes about your observations during testing if you can do this without making the child 
wait, and if not, immediately afterward. For example, when asking a child to describe a picture, 
QRWH� LQWHOOLJLELOLW\� �KRZ� PXFK� RI� ZKDW� D� FKLOG� VD\V� FDQ� D� VWUDQJHU� XQGHUVWDQG��� VSHFLȴFV� RI�
articulation (e.g., which sounds are missing in speech production), vocal quality (hoarseness, 
excessive volume, vocal tremors, stuttering, lisps, nasality), and also count the length of 
spontaneous sentences. Observe handedness, quality of pincer grasp, and whether, when writing 
letters, strokes are down-going, generally counter-clockwise, and consistent. Note whether the 
child tends to work from top-to-bottom and left-to-right, attends to details, rate of work, and how 
well he or she concentrates on a story read aloud. Consider how much prompting was needed to 
gain attention and maintain appropriate behavior, what techniques worked best, and whether 
FRRSHUDWLYHQHVV�FKDQJHG�DFFRUGLQJ�WR�WKH�W\SH�RI�WDVN��H�J���D�FKLOG�ZLWK�ȴQH�PRWRU�GHȴFLWV�PD\�
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cooperate well on language items but misbehave when asked to write or draw). Such observations 
are helpful for advising parents and teachers about ways to work effectively with their children, 
and serve as foci for interventions.

Preparing and Guiding Parents During Testing 
1. When testing children who are unfamiliar to you or the setting, it may be helpful to have a parent 

or guardian remain with the child, although the inclusion of any additional adults should be 
avoided because it may make children shy and reluctant to respond. When a parent or guardian 
accompanies a child, guidance will be required regarding how to maintain standardized testing 
conditions. 

2. Parents should be told not to reword items or provide any cues (e.g., “You know, we talked about 
this yesterday.”) and preferably and gently, not to talk, nod or shake their heads during testing. 

3. If parents feel compelled to be encouraging during testing, suggest they use such phrases as 
“Good trying” and “Nice job” whether or not the child is successful with a task. Parents must be 
discouraged from displaying disappointment in children’s performance on any or all tasks.

4. Explain to parents that tests must be administered in the same way to every child so that 
performance can be compared with that of others who have taken the test. Parents can be 
encouraged to take notes about whether the child would have responded correctly if the item 
had been worded differently. 

5. Let parents know that their own observations about what children can do at home but did not do 
on the testing are valuable for teaching and will be discussed after the session is completed.

6. Parents need to know that children in a strange environment are not expected to demonstrate 
all the skills parents have observed at home, and that when recently learned skills are elicited, 
children are typically inconsistent in their performance. It may be helpful to remind parents that 
such inconsistencies are helpful evidence of emerging skills that need more practice to achieve 
mastery. 

7. Let parents know that you will readminister items by interview and that testing can be repeated 
at a later date if their children failed to demonstrate the full complement of their skills. Examiners 
should remember that agreement between direct-elicitation and parent-report is quite high. 
Nevertheless, if parents qualify their responses (e.g., “She could, but we won’t let her.”) credit 
should not be given unless measures have a “just beginning to” or “sometimes” response-option.

Building Rapport with Young Children
��� ,I�SRVVLEOH��WHVWLQJ�FDQ�EH�VSHHGHG�DQG�UDSSRUW�EHWWHU�HVWDEOLVKHG�E\�ȴUVW�REVHUYLQJ�FKLOGUHQ�LQ�

ZDLWLQJ�URRPV��FODVVURRPV�RU�YLVLWLQJ�WKHLU�KRPHV��0RVW�JURVV�PRWRU�DQG�PDQ\�ȴQH�PRWRU�LWHPV�
can be scored simply by observing (e.g., what type of pincer-grasp is used to hold materials, 
locomotion methods, etc.). Some language, social, and self-help skills can also be scored by 
observation (e.g., whether a child watches other children, looks back at his or her parent when 
engaged with a less than familiar person, holds up objects to show the parent, etc.). Simply being 
present or near the child for a short interval and in a setting in which the child is comfortable, 
can build rapport and make the administration of the remaining items easier.

2. If a parent is present, ask how their child will be most comfortable during the screening. Infants 
and toddlers can be placed on a parent’s lap or in a car seat facing you.

3. Make sure the room is well lighted and ventilated and that the room temperature is comfortable.

4. Take cues on your demeanor from the child. If he or she is quiet and shy, approach him/her 
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quietly and gently. Too much enthusiasm can be overwhelming or frightening to young children. 
Generally, a relaxed and playful manner works well.

��� ,W� LV� XVXDOO\�ZLVH� WR� EHJLQ�ZLWK�ȴQH�PRWRU� WDVNV� DQG� WR� VWDUW�ZLWK� LWHPV�ZHOO� EHORZ�H[SHFWHG�
SHUIRUPDQFH�IRU�WKH�FKLOGȇV�DJH��XQOHVV�\RX�DOUHDG\�NQRZ�WKDW�D�FKLOG�KDV�ȴQH�PRWRU�SUREOHPV�LQ�
which case start with other subtests). An alternative, depending on the age of the child, is to use 
play-based assessment. This involves setting a stage for typical circumstances in children’s lives 
(especially meal or snack times). To do this, have toys, cookies or crackers (slightly crumbled), 
a cup of water, a spoon and doll, all placed slightly out of reach. This often elicits spontaneous 
communication and a visible array of social skills since young children usually express interest 
in playing with toys, having food or drink, etc. In turn, this often allows the examiner to score 
a number of items by observation (e.g., combining objects such as feeding a doll with a spoon, 
putting objects in the truck).

6. If a child doesn’t respond well to a task, know that the required skills have prerequisite steps that 
eventually lead to mastery. There is a hierarchy within learning: Naming is harder than pointing, 
SRLQWLQJ� LV� KDUGHU� WKDQ� GLVFULPLQDWLQJ� �H�J��� ȊȴQG� WKH� RQH� WKDWȇV� GLIIHUHQWȋ��� GLVFULPLQDWLQJ� LV�
KDUGHU�WKDQ�PDWFKLQJ��H�J���ȊȴQG�RQH�WKDWȇV�WKH�VDPHȋ���2QH�ZD\�WR�EXLOG�UDSSRUW�ZKHQ�FRQIURQWHG�
with limited success and refusals to attempt tasks is to present the item again in a less demanding 
way. For example, if a child can’t name a picture, try asking, “Where’s the ......?” If that doesn’t 
work try, “Show me one like this” while pointing to an example (e.g., a paper with a letter written 
RQ�LW��DQ�LPDJH�RI�VRPHWKLQJ�ZLWK�D�VSHFLȴF�FRORU��HWF����'RQȇW�JLYH�FUHGLW�IRU�SUHUHTXLVLWH�VNLOOV�EXW�
do recognize that the skill is emerging and a good focus for future instruction because the child 
has demonstrated at least some of the background needed for eventual mastery. As importantly, 
your effort to enable success at some level also builds rapport and engenders cooperation.

7. If you cannot obtain a response from a child, even when presenting below age-level items (e.g., 
the child is asleep, hungry, fussy, frightened, sick), be prepared to interview the parent about 
children’s skills. In these cases adhere strictly to the standardized questions listed in the manual. 
Parents often report on emerging but not yet mastered skills (via answers such as “sometimes,” 
“if I let him” or “a little”), so it is important to note these for instructional planning, but do not give 
credit if beyond the correct responses listed in the test manual.

Building Rapport with Preschool and School-Age Children
Preschoolers are often slow to warm up and cooperate with unfamiliar people. They may refuse to 
answer questions, attempt to leave the testing area, become tearful or alternately grab for test materials 
or play with toys they’ve brought with them. The following suggestions should be helpful.

1. Schedule testing for early in the day—for all young children—since they need to be especially 
refreshed and free from hunger and fatigue.

2. If a child needs to be accompanied by a parent, give the child an interesting toy to play with, 
DQG�HQJDJH� WKH�SDUHQW�ȴUVW� �DOWKRXJK�EH� FDUHIXO� DERXW�GLVFXVVLQJ�SUREOHPDWLF� LVVXHV� WKDW� WKH�
FKLOG�PD\�RYHUKHDU�DQG�XQGHUVWDQG���(QJDJLQJ�SDUHQWV�ȴUVW�XVXDOO\�PDNHV�ERWK�SDUHQW�DQG�FKLOG�
comfortable. This is also an opportune time to offer guidance in appropriate parental behavior 
during screening (see the comments above on testing with the parent or guardian present).

3. Do not ask children whether they would like to participate since any subsequent refusals are 
challenging. Instead use clear but pleasant requests such as, “Come with me. We are going to look 
at a book and play with some blocks. It will be fun.”

4. Guide the child into desirable behavior. It is often helpful to cheerfully remind a child that this is 
like school and that he/she gets to “act like a big school boy/girl. This means sitting in your chair 
and listening to your teacher.” Nevertheless, it is unlikely that young children can remain seated 
throughout testing, so “wiggle breaks” (or switching periodically to gross motor items) can be 
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LQWHUVSHUVHG�DPRQJ�VXEWHVWV��,W�LV�DOVR�DFFHSWDEOH�WR�PRYH�WR�WKH�ȵRRU��EDFN�WR�WKH�FKDLUV�RU�HYHQ�
to sit under the table.

5. Introduce tasks as “games” rather than tests and present items rapidly enough to maintain 
interest, but not at a rate that rushes the child.

6. Use verbal reinforcement and show interest and enthusiasm in the child’s effort. Phrases such as 
“good job” and “way to go” are appropriate since they do not indicate to the child that he/she was 
incorrect or correct, and such comments also provide encouragement to continue. It is critical 
that personal feelings of disappointment in a child’s performance are carefully concealed.

��� 8VXDOO\� LW� LV�PRVW�HIIHFWLYH� WR�EHJLQ�ZLWK�ȴQH�PRWRU� LWHPV�VXFK�DV� VWDFNLQJ�EORFNV�RU�GUDZLQJ�
�XQOHVV� SDUHQWV� KDYH� DOUHDG\� UHSRUWHG� FRQFHUQV� DERXW� SURJUHVV� LQ� WKLV� DUHD��� 2WKHUZLVH�� ȴQH�
motor tasks usually allow children some success and can decrease self-consciousness which is 
a typical initial response to language tasks. After that, you can switch to receptive language and 
then to expressive language. It is wise to save gross motor items toward the end since these are 
disruptive and often result in a loss of control over the testing situation. Last of all, administer 
self-help and social-emotional items which are best addressed by parent report.

8. If children have not warmed up by the time language items are attempted, consider having 
puppets available. Introduce the puppets and have your puppet “talk” to the child’s puppet. This 
often reduces apprehension and facilitates conversational behavior in reluctant children.

9. With older children (e.g., 3-years and up) who are non-compliant, try using stickers or something 
similar to reward effort (not success). If you anticipate following a child over time, you will need 
to retain their drawings and so, be sure to write the child’s name and birthdate on these and store 
in his or her chart. Children are often interested in having something to take home; in this case 
have them draw another picture, etc.

10. With children 5-years and older, a timer may also be helpful and children can be allowed to turn 
the dial to a predetermined point. They can be told that when the timer goes off they will have a 
FKDQFH�WR�SOD\�EULHȵ\��EXW�WKH\�PXVW�ZRUN�XQWLO�WKHQ�

11. With older preschoolers or children who seem very distractible, it may be helpful to use a strip 
of paper to block out stimuli other than those the child needs to view in order to respond (e.g., on 
visual-discrimination tasks). This may reduce distractions and facilitate demonstration of skills.

12. Assessment should be stopped if children become very upset, persistently cry, and are unable to 
be soothed. Parents are likely to be embarrassed by this and should be told that this is often very 
normal and nothing to worry about. It is wise to then switch to a parent-interview administration. 
But be aware that children who fail to cooperate with screening have an elevated risk for 
developmental and behavioral disabilities (e.g., a child who receives a result of “Untestable” on 
the Denver, is most likely a child with problems. Just refer if you are not able to elicit skills).

����,I�D�FKLOG�UHIXVHV�WR�SDUWLFLSDWH��RIIHU�FKRLFHV��H�J���Ȋ:RXOG�\RX�OLNH�WR�SOD\�ZLWK�EORFNV�ȴUVW�RU�
crayons?”). A second option is to switch to a task in a different domain and then later, once 
cooperation is re-established, return to the item the child refused. A third option is to present a 
lower level task—one that the child can obviously demonstrate. If there are excessive refusals, 
the child’s performance should be considered suspect for possible developmental or behavioral 
problems because children generally demonstrate readily the skills they have mastered.

14. Remain objective. Be aware that any subtle clues or extra assistance given to a child during the 
VFUHHQLQJ�PD\�LQȵXHQFH�WKH�FKLOGȇV�SHUIRUPDQFH�DQG�LQYDOLGDWH�WKH�UHVXOWV��$YRLG�JD]LQJ�DW�WKH�
correct response (when options are available) since children with developmental weaknesses are 
RIWHQ�DZDUH�RI�WKHLU�GLɟFXOWLHV�DQG�PD\�KDYH�OHDUQHG�WR�ORRN�IRU�H[WUD�FXHV�

����:ULWH�DOO�FKLOG� LGHQWLȴHUV�RQ�WHVW�SURWRFROV�EHIRUH�WHVWLQJ�VR�DV� WR�DYRLG�ȊGRZQ�WLPHȋ�DQG�WKXV�
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potential loss of control over children’s interest and willingness to cooperate. Similarly, calculate 
scores only after testing. The same goes for recording observations if this cannot be accomplished 
during the examination without taking attention away from the child.

16. Eliminate distractions. Every attempt should be made to conduct testing in an environment free 
of background noises or disturbances. Remove from view any materials (such as preferred toys) 
that may be distracting to the child during testing. Avoid having the child bring his or her own 
toys into the testing room.

Working with Special Populations
It is helpful, especially during a developmental-behavioral rotation, to have trainees test children with 
known disabilities. While such children have had or are in the midst of more thorough testing, having 
WUDLQHHV�DGPLQLVWHU�VFUHHQLQJ�RU�DVVHVVPHQW�WRROV�EXLOGV�VNLOOV�DQG�FRQȴGHQFH�LQ�ZRUNLQJ�ZLWK�FKLOGUHQ�
who have a range of problems, and can actually be helpful in determining children’s needs and abilities 
not yet assessed. An example is when the parents of a child with visual impairment ask healthcare 
providers about their child’s speech-language skills. 

Note: We do not recommend teaching diagnostic instruments to medical/nursing students or residents, 
and have some reservations about even teaching them to fellows—these are tools on which non-medical 
SURIHVVLRQDOV�DUH�WUDLQHG�XQGHU�FORVH�VXSHUYLVLRQ�DQG�DUH�XOWLPDWHO\�FHUWLȴHG�E\�WKHLU�YDULRXV�OLFHQVLQJ�
boards to use. Teaching diagnostic tools to medical/nursing students and residents (but not screening 
tools) leaves learners, most of whom end up working in primary care settings, using bits and pieces of 
measures (and thus they will have problems obtaining psychometrically sound and accurate results). 
Fellows, however, should be taught assessment level tools (see Chapter 13 for details), which are a close 
approximation of diagnostic instruments but do not require the rigorous supervision of measures such 
as the %D\OH\�,,,��:,6&�,9, etc. 

7KH�IROORZLQJ�PRGLȴFDWLRQV�DUH�GHVLJQHG�WR�KHOS�FKLOGUHQ�ZLWK�XQLTXH�QHHGV�GHPRQVWUDWH�VNLOOV�WKH\�
possess under the conditions and methods they are most likely to use in real-life. These adaptations are 
DOVR�GHVLJQHG�WR�DYRLG�JLYLQJ�FUHGLW�IRU�VNLOOV�WKDW�DUH�LQVXɟFLHQWO\�PDVWHUHG��$OWKRXJK�ZH�UHFRJQL]H�WKDW�
VXFK�PRGLȴFDWLRQV�PD\�UHVXOW�LQ�QRQ�VWDQGDUGL]HG�DGPLQLVWUDWLRQ�RI�PHDVXUHV��WKH�JRDO�LV�WR�DGMXVW�IRU�
known impairments so that children can best demonstrate skills in other areas. 

Children with Motor Impairment
1. Ensure that seating is appropriate. This may include allowing a parent to position a child on 

his/her lap in order to provide adequate trunk and head support. Use of corner sitters or other 
adaptive equipment may be needed. Alternatively, some children perform best when lying on 
their sides. Parents are usually the best source of information on the most effective seating. 
However, if the parent cannot advise the examiner or is unavailable, a physical therapist should 
be consulted.

��� 6RPH�FKLOGUHQ�ZLWK�PRWRU�LPSDLUPHQWV�KDYH�VLJQLȴFDQW�GLɟFXOW\�ZLWK�DUWLFXODWLRQ��UHQGHULQJ�
their responses hard to understand. The accompanying parent may be especially helpful in 
interpreting oral answers. Learn to use the child’s augmentative communication system if the 
child has one.

3. For children with severe motor and oral-motor disabilities who can neither point nor express 
themselves orally, the direction of eye gaze can be used to assess skills. To do this, examiners can 
make photocopies of the stimuli showing response options, cut them apart, and place copies on 
separate cards. The cards can then be placed at least six inches apart on the table in front of the 
FKLOG��,QVWHDG�RI�DVNLQJ�WKH�FKLOG�WR�SRLQW��DVN�WKHP�WR�ORRN�DW��������D�VSHFLȴF�SLFWXUH��OHWWHU��HWF����
Examiners must be careful not to look at the correct choice but rather at the child and at the 
direction of his/her gaze (children with physical disabilities are often alert to eye-gaze as a clue to 
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the correct answer).

4. Children with motor impairments usually need extra time to respond and examiners must be 
patient. Asking the parent about processing time is helpful.

��� ,W� LV� RIWHQ� KHOSIXO� WR� LQWHUYLHZ� WKH� SDUHQW� ȴUVW� �DQG� SULYDWHO\�� HVSHFLDOO\�ZLWK� ROGHU� FKLOGUHQ��
DERXW�WKH�VNLOOV�KH�VKH�WKLQNV�WKH�FKLOG�KDV��6XFK�LQIRUPDWLRQ�JLYHV�H[DPLQHUV�PRUH�FRQȴGHQFH�
in deciding when and when not to probe responses.

Children with Hearing Impairment or Deafness
1. Find out from parents how their children communicate. If sign language or total communication 

LV�XVHG��WKH�H[DPLQHU�VKRXOG�HLWKHU�KDYH�VXɟFLHQW�VLJQ�ODQJXDJH�VNLOOV�RU�XVH�WKH�VHUYLFHV�RI�D�
reliable interpreter, providing the latter with appropriate guidance regarding his/her behavior 
such as that given to the parents.

2. Sign language may also be used by children with autism spectrum disorders or intellectual 
disabilities.

��� &KLOGUHQ�VKRXOG�EH�ZHDULQJ�SUHVFULEHG�DPSOLȴFDWLRQ�GHYLFHV�ZLWK�IUHVK�EDWWHULHV�

4. The room should be very quiet and free from visual distractions.

5. Children’s attention must be obtained before directions are given.

6. For a basic introduction to signing, the following web sites may be helpful: www.handspeak.com 
and ZZZ�VLJQ�PH�FRP�

Children with Vision Impairment or Blindness
1. When testing students with limited vision, it is advisable to obtain as much information as 

possible from the parent or gather existing reports from the child’s vision teacher. Referred to 
as a functional vision assessment, such reports provide helpful advice on appropriate lighting, 
PDJQLȴFDWLRQ��SRVLWLRQLQJ��VL]H�DQG�FRORU�RI�REMHFWV�RU�SLFWXUHV��HQDEOLQJ�WKH�FKLOG�WR�VHH�WR�WKH�
best of his/her ability.

2. When vision is too low to enable pictures to be viewed, substitute real objects (not toys) for 
pictures where possible.

Children with Severe Speech Impairments and Poor Intelligibility
1.  Have the parent with you during testing and ask him or her to interpret verbal responses.

2.  Give credit for gestures that clearly convey a correct response.

3.  If a child is using a communication system, test him or her with the system in use (after having 
the parent explain to you how it works).

Children with Severe Behavioral Problems and Non-Compliance
1. Start with a series of imitation tasks (such as clapping, eye blinking) so that a child has some 

immediate success. Ask the parent about the child’s preferred activities and begin with subtests 
that are similar to help win compliance. 

2. Note changes in the child’s behavior across tasks. Children with emotional problems often react 
especially poorly to tasks that are challenging for them. Such observations can help identify areas 
of particular weakness.
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3. Allow the child some control in the testing situation, such as by taking turns (e.g., the child gets to 
engage in a preferred activity after completing a subtest). Allowing the child to set a timer for a 
predetermined interval may also be effective.

4. Have a variety of tangible reinforcers (e.g., crackers, cereal, stickers, etc.) to use along with praise 
when the child attempts tasks.

5. Let the child know promptly when he/she demonstrates unacceptable behavior (e.g., throwing 
materials at the examiner) by saying “No.” Temporarily switching tasks may be helpful.

6. When returning to a subtest on which a child misbehaved, start with easier items and give clear 
guidance for appropriate behavior (e.g., “This is like school so you need to be a big girl and listen 
WR�\RXU� WHDFKHU�ȋ��� ,I�EHKDYLRU�EHFRPHV�PRUH�FKDOOHQJLQJ�DV� WDVNV�EHFRPH�PRUH�GLɟFXOW�� WKLV�
PD\�EH�D�VLJQ�RI�IUXVWUDWLRQ�DW�LQVXɟFLHQW�VNLOOV�IRU�VXFFHVV��7U\�SUHVHQWLQJ�SUHUHTXLVLWHV��H�J���
matching blocks of the same color, then having the child point to the color when named, and then 
back to naming the color). The relationship between cooperation and success is often a helpful 
indicator of skill levels.

7. Parents can often give examiners helpful advice on behavior management. Ask questions such as 
“Other than spanking, what do you do to get your child to cooperate?”

8. Present items quickly and as appealingly as possible since this may distract a child from engaging 
in challenging behavior.

9. Avoid making threats or promises that cannot be delivered.

10. Try using puppets, allowing the examiner’s puppet and child’s puppet to communicate. This 
method can relieve stress and anxiety, and facilitate willingness to respond.

&KLOGUHQ�ZLWK�6LJQLȴFDQW�3K\VLFDO�+HDOWK�3UREOHPV
1. Schedule testing for a time when the child is as refreshed as possible.

2. If fatigue is evident during testing, reschedule or take frequent breaks.

3. Omit gross motor items if these are too challenging physically, and administer these by parent-
report.

4. Children with chronic illness may have uneven development (e.g., large gaps in knowledge due to 
OLPLWHG�VFKRROLQJ�RU�RWKHU�OHDUQLQJ�H[SHULHQFHV��GHȴFLWV�LQ�JURVV�PRWRU�VNLOOV�GXH�WR�UHVWULFWLRQV�
in movement, etc.) It is important to note these carefully so that missing skills become a focus for 
intervention, if health and physical exertion permit. 

5. If testing hospitalized children of school age, ensure they are receiving instruction while on the 
wards. An inordinate number of children with major health issues also have developmental 
GLɟFXOWLHV�� DQG� HYDOXDWLRQV� RI� GHYHORSPHQWDO� VWDWXV� PXVW� RIWHQ� RFFXU� ZKLOH� FKLOGUHQ� DUH�
hospitalized.36 Nevertheless, assessment should be done near the end of hospitalization or as an 
RXWSDWLHQW�ZKHQ�WKH�PHGLFDO�FRQGLWLRQ�LV�VXɟFLHQWO\�VWDEOH�IRU�UHVXOWV�WR�UHȵHFW�WKH�FKLOGȇV�DFWXDO�
capabilities. Medical stability is an important concept to review with residents requesting “stat” 
developmental assessments on the wards.

6. Residents and preceptors should make sure that discharge instructions include educational 
interventions or other therapies if children are home-bound. Children and their parents may be 
fearful of re-engaging prior activities, and so providers need to review discharge instructions (and 
reauthorize or not) every few weeks to facilitate a return to school, daycare or other activities.
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Children with Autism Spectrum Disorders
��� ,W�LV�DGYLVDEOH�WR�LQWHUYLHZ�WKH�SDUHQW�ȴUVW�WR�REWDLQ�D�GHWDLOHG�GHVFULSWLRQ�RI�ZKDW�WKH�FKLOG�KDV�

been observed to do at home. Parents can usually give very helpful information about how to 
work with their child, what kinds of reinforcers to use, and how to elicit optimal responses.

2. Remove extraneous materials from the area, particularly those that prompt stereotypical 
responses from children (e.g., if the child likes to spin wheels on cars, it is advisable to keep these 
out of sight).

3. Begin with items that provide immediate success (e.g., items meant for much younger children) 
and establish rapport through the use of toys or activities rather than with items that are verbal 
only.

4. It is often helpful to tap on the stimulus materials to direct the child’s gaze to the appropriate 
stimuli.

5. Since children on the spectrum often respond adversely to loud noises, use a soft voice to praise 
and to redirect misbehavior (unless the child is destructive to test materials, at which point say, 
“No” a bit louder, and then move the materials out of reach).

6. Do not require the child to make eye contact with you during testing because this is not necessary 
for assessing most skills and can be provoking.

7. Simplify your language as much as possible while maintaining standardized procedures and 
instructions. Supplement verbal directions with visual cues and gestures.

8. Use tangible or edible reinforcers rather than social ones.

��� %HFDXVH�LW�LV�GLɟFXOW�IRU�FKLOGUHQ�ZLWK�VXVSHFWHG�DXWLVP�VSHFWUXP�GLVRUGHUV�WR�PDNH�WUDQVLWLRQV��
trade one toy for another when changing to a new domain/subtest. 

10. Arrange seating that will inhibit children from leaving the test area (e.g., place the child’s chair 
against the wall with a table in front or sit at the same level as the child with your knees on either 
side of his or her chair).

11. Avoid making assumptions about one skill area based on others. Children with developmental 
disorders often have unexpected areas of strength and weakness. For example, expressive 
language may be at a higher level than receptive language.

12. Start testing with items the parent is fairly sure the child can do easily and well (see also the 
previous section on testing children with severe behavioral problems and non-compliance).

Children with Traumatic Brain Injury
��� $WWHQWLRQ� VSDQ�� GLVWUDFWLELOLW\�� DQG� GLɟFXOWLHV�ZLWK�PHPRU\� RIWHQ� SRVH� FKDOOHQJHV�� ,W�PD\� EH�

necessary to repeat directions several times. Use of visual cues can often aid recall.

2. Children with traumatic brain injury often process information slowly. They may need additional 
time to respond. Patience on the part of the examiner is usually required.

3. Expect wide variations in skills and a departure from typical development (e.g., the possibility 
that expressive language, for example, may be higher than receptive).

4. Interview parents thoroughly about self-help and social-emotional skills (and if working with 
adolescents, also interview the patient). Most such children have challenges with executive 
thinking such as poor judgment, problematic organization, planning, and memory. In social-
HPRWLRQDO�DUHDV�WKHUH�DUH�RIWHQ�GLɟFXOWLHV�ZLWK�HPSDWK\��FRRSHUDWLRQ��RU�H[FHVVLYH�FRPSOLDQFH�
with troubling peer suggestions), and lack of inhibition.
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Children with Giftedness and Academic Talent
1. Be alert to the possibility that bright children often have well-developed reading skills. It is 

advisable to cover the examiner’s directions (even if upside down) to prevent the possibility of 
their reading answers to items.

2. The high degree of creativity often exhibited by gifted children may lead them to produce a range 
of alternative answers to items. Additional probing may be required (e.g., “What else do we call 
this?” or “What do most people call this?”).

3. Humor and side-bar discussions are common (and often fun) but when time is limited, redirection 
may be necessary (e.g., “Great, but let’s talk about this later.”).

4. Uneven development is common in gifted children. Motor and social skills are usually age-
appropriate, while language and academic skills may be substantially higher. Bright children are 
RIWHQ�DZDUH�RI�WKHLU�VWUHQJWKV�DQG�ZHDNQHVV�DQG�UHDGLO\�IUXVWUDWHG�HVSHFLDOO\�ZLWK�ȴQH�PRWRU�
WDVNV��,W�PD\�EH�ZLVH�WR�EHJLQ�WHVWLQJ�ZLWK�ODQJXDJH�LWHPV�DQG�VDYH�ȴQH�PRWRU�WDVNV�XQWLO�ODWHU�LQ�
the testing session (starting with age-appropriate items—not the age of performance of language/
cognitive tasks).

Bilingual and Non-English Speaking Children
1. Children who are non-English-speaking should be tested in their primary language, the language 

spoken most in the home. Even children who speak some English perform best when tested in 
their native tongue, although testing in both languages is often wise, especially if they are enrolled 
LQ�DQ�(QJOLVK�VSHDNLQJ�GD\FDUH��SUHVFKRRO�RU�VFKRRO�SURJUDP��,I�WKH�H[DPLQHU�LV�QRW�ȵXHQW�LQ�WKH�
child’s language, an interpreter will be needed during assessment (be sure to use established 
translations for measures if these are available). Interpreters must be available to elicit parental 
information and explain results. If an interpreter is not available parents should be asked to 
bring a friend to help interpret to both the parent and child.

2. Lay interpreters will need the same guidance given to parents who accompany children into 
testing (see the section on testing with parents present). Professional (and lay) interpreters should 
be asked to comment on the children’s articulation and syntax skills in their native language. 
7KHVH�DUHDV�RI�ODQJXDJH�GHYHORSPHQW�DUH�GLɟFXOW�WR�DVVHVV�E\�H[DPLQHUV�ZKR�GR�QRW�VSHDN�WKH�
child’s native tongue. Casual comments by interpreters such as, “When he speaks Japanese, his 
words are not in the usual order,” offer invaluable clues to the possible presence of a language 
disorder.

3. Overall, it is critical to recognize that many professionals miss developmental-behavioral 
problems in bilingual/dual-language children and are far too willing to dismiss poor performance 
on measures. To avoid this error, be alert to behavioral problems that may manifest during 
ODQJXDJH�UHODWHG�WDVNV�EHFDXVH�WKHVH�DUH�LPSRUWDQW�FOXHV�WR�WKH�SUHVHQFH�RI�GLɟFXOWLHV��$OVR�OLVWHQ�
carefully to parents’ observations about how a child performs compared to his or her peers, take 
FDUHIXO�QRWH�RI�SV\FKRVRFLDO�ULVN�IDFWRUV�EHFDXVH�WKHVH�SUHGLFW�RQJRLQJ�GLɟFXOWLHV�ZKHWKHU�D�FKLOG�
is a dual-language learner or not. Ultimately err on the side of caution—refer rather than defer.

4. When interpreting screening results, recognize that bilingualism often contributes positively 
to cognitive development and typically produces only temporary and mild expressive language 
delays. Below-cutoff performance in areas other than expressive language is not due to 
ELOLQJXDOLVP�DORQH��%LOLQJXDOLVP�UDUHO\�FRQWULEXWHV�WR�QDWLYH�ODQJXDJH�GLɟFXOWLHV�LQ�WKH�DUHDV�RI�
receptive language or articulation, and is not a contributor to disordered patterns of expressive 
V\QWD[��L�H���SXWWLQJ�ZRUGV�LQ�WKH�ZURQJ�RUGHU�LQ�WKH�QDWLYH�ODQJXDJH��6XFK�GLɟFXOWLHV�VXJJHVW�WKH�
presence of a language disorder or other developmental disability.

5. Additional information on how bilingualism and cultural issues in development is found in 
Chapters 10 and 12.
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Final Considerations For Trainees: Explaining and Reporting Test Results
1. Be sure to use a dictation template to guide you in how to report results, observations, etc. 

2. Make sure your report concludes with recommendations for any needed non-medical services 
and for follow-up in your clinic (if needed). 

3. For explaining results to parents, remain positive and encouraging about the value of recommended 
VHUYLFHV��$OVR�UHDG�DERXW�WKH�EHVW�ZD\V�WR�JLYH�GLɟFXOW�QHZV��VHH�&KDSWHU���IRU�JXLGHOLQHV�DQG�
rationale).

4. Make sure you give parents telephone numbers and descriptions of recommended services, 
brochures if possible, and preferably also make appointments for parents. 

5. Establish two-way communication with referral services so both you and they can remain 
updated on progress. 

6. For children with chronic illness who may need temporary home-bound instruction, make sure 
to create a time-frame for reviewing discharge instructions and updating recommendations for 
returning to school.

��� $OO�SDUHQWV��HYHQ�ZKHQ�WKHLU�FKLOGUHQ�DUH�UHIHUUHG�WR�VSHFLDO�VHUYLFHV��EHQHȴW�IURP�GHYHORSPHQWDO�
promotion. When children have a vast range of needs, provide parents a list of websites and parent 
support programs. When issues are fewer in number, provide one or two written information 
handouts. 

faCilitating life-long learning

The complex nature of developmental-behavioral pediatrics (e.g., the many variations of presenting 
symptoms and causes for each diagnosis) requires on-going self-instruction and advice-seeking/
collaboration with a range of professionals: 

ȏ� Preceptors should model a commitment to ongoing learning (e.g., via journal clubs, sharing 
articles, actively questioning and learning from other professionals) and do so with enthusiasm 
and curiosity; 

ȏ� Learners need to be actively guided toward information resources, and need to be able to critique 
information that is less than optimal; 

ȏ� It is wise to have a small library in residents’ work areas. Good texts should be pointed out and 
reading time encouraged. Requesting the medical bookstore to stock these (as well as the medical 
library) is wise. Trainees should also be given a take-home notebook or a loaded memory stick with 
resource lists, information about disabilities, national services for families, etc. (see the Resources 
section below);

ȏ� Setting rotation goals that include self-instruction opportunities is needed and should include 
opportunities for trainees to learn via a variety of media (e.g., webinars, DVDs, online videos, 
parenting information sites, etc.); 

ȏ� Trainees should be encouraged to add to a master list of learning opportunities, books, websites, 
etc., to share with subsequent residents;

ȏ� Preceptors themselves, whether in general or developmental pediatrics, need to conduct quality 
LPSURYHPHQW�LQLWLDWLYHV�DQG�PDLQWDLQ�FHUWLȴFDWLRQ��0RUH�LQIRUPDWLRQ�DERXW�WKHVH�LV�SURYLGHG�LQ�
Chapter 15. 
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eValuating training

Assessing Trainees’ Knowledge and Application

During rotations and fellowships there is ample opportunity to observe and provide feedback on the host 
of skills required of trainees: Comprehensive history-taking; physical examination skills in neurologic, 
musculo-skeletal and dysmorphology exams; interpersonal communication (with parents and other 
professionals); and ability to administer, interpret and report on standardized test results. But self-
evaluation by trainees, and objective evaluations by preceptors are also a critical aspect of determining 
knowledge and the skills for applying that knowledge. We have included a pre-/post-test in Appendix 
B, downloadable at www.pedstest.com/TheBook/AppendixB. The measure focuses almost exclusively 
on developmental-behavioral measurement, milestones, psychosocial risk, disabilities, and referral 
options. If downloaded the tool can be customized to add questions about physical exams, disclosing/
interviewing skills and other important objectives. As a pre-test, the tool can be used for self-evaluation 
and goal-setting for rotations. As a post-test, the tool can be used to assess mastery of knowledge and 
skills. 

Ideas for improvement and feedback on precepting are critical for improving rotations. Many residency 
programs have their own required forms, usually completed privately and after the rotation ends. 
Even so, it is helpful to have an end-of-rotation discussion, an opportunity for trainees to comment on 
what they liked best, least, suggestions for changes, and how they plan to use the information and skills 
they’ve acquired. The pre-/post-test in Appendix B provides a few helpful starter questions. Making use 
of trainees’ suggestions requires regular staff and faculty meetings focused on rotation improvement.

&DVH�([DPSOH��,Q�DGGLWLRQ�WR�SUH��SRVW�WHVWLQJ��GDLO\�HYDOXDWLRQ�FDUGV�ZLWK�WKH�Ȋ0LQL&(;ȋ�IRUPDW are 
XVHIXO�IRU�IRFXVLQJ�RQ�VSHFLȴF�VNLOOV������ These short  checklists, which are organised according to various 
competencies required by accrediting bodies, can be quickly completed by each day’s supervising attending 
physician and then passed along to the primary preceptor. 

:H� DVVHVV� WUDLQHHVȇ� VNLOOV� LQ� FROODERUDWLRQ� YLD� D� Ȋ���� GHJUHHȋ� HYDOXDWLRQ�� DOVR� NQRZQ� DV� PXOWL�VRXUFH�
IHHGEDFN��,Q�WKLV�SURFHVV��WUDLQHHV�DUH�HYDOXDWHG�LQGLYLGXDOO\�E\�DOO�WHDP�PHPEHUV�ZLWK�ZKRP�WKH\�ZRUN��

(QWUDQFH�� PLG�URWDWLRQ�� DQG� H[LW� LQWHUYLHZV� DUH� GRQH� E\� WKH� EORFN� FRRUGLQDWRU�SULPDU\� SUHFHSWRU� WR�
JXLGH� WKH�UHVLGHQWVȇ�JRDO�VHWWLQJ� IRU� WKHLU�SHUVRQDO� OHDUQLQJ�REMHFWLYHV�DQG�HQVXUH� WKH�URWDWLRQ�VFKHGXOH�
meets residents’ learning needs. The primary preceptor discusses daily evaluations completed by other 
VXSHUYLVLQJ�VWDII� LQ�RUGHU� WR�SURYLGH�UHVLGHQWV�ZLWK� IRUPDWLYH� IHHGEDFN�RQ�WKHLU�SHUIRUPDQFH��DQG�ZKDW�
WKH\�PD\�QHHG�WR�GR�LQ�RUGHU�WR�DFKLHYH�VDWLVIDFWRU\�SURJUHVV��7KHVH�GLVFXVVLRQV�DOVR�HPEUDFH�ZKHWKHU�DQG�
KRZ�WUDLQHHV�ZHUH�DEOH�WR�DFKLHYH�WKHLU�SHUVRQDO�OHDUQLQJ�REMHFWLYHV��$W�WKH�HQG�RI�WKH�URWDWLRQ��WKHUH�LV�D�
ȴQDO�FRPSLODWLRQ�RI�SUHFHSWRU�HYDOXDWLRQV��SURJUHVV��DQG�SURYLVLRQ�RI�VXPPDWLYH�IHHGEDFN�LQFOXGLQJ�IXWXUH�
training needs. 

&KDSWHU�&RPPHQWV� We have taken a decidedly developmental approach to learning about development! 
7KLV�KDV�HQRUPRXV�YDOXH�EHFDXVH�SUHUHTXLVLWH�VNLOOV�DUH�WKH�IRXQGDWLRQ�IRU�VXEVHTXHQW�OHDUQLQJ�LQFOXGLQJ�
DELOLW\�WR�JHQHUDOL]H�DSSURSULDWHO\�WR�QHZ�HQFRXQWHUV�ZLWK�GLIIHUHQW�SDWLHQWV��$V�ZLWK�DOO�OHDUQLQJ��NQRZOHGJH�
DQG�VNLOOV�DUH�EHVW�DFTXLUHG�ZKHQ�H[SHULHQFHV�DUH�YLYLG��DFWLYH��IXQ��SDUWLFLSDWRU\�DQG�WKRURXJKO\�VXSSRUWHG�
by engaged and enthusiastic instructors. 

3UHFHSWRUV� LQ� GHYHORSPHQWDO�EHKDYLRUDO� DQG� JHQHUDO� SHGLDWULFV� DUH� SDUWLFXODUO\� FKDOOHQJHG� EHFDXVH�
WUDLQHHVȇ�H[SRVXUH�WR�GHYHORSPHQWDO�EHKDYLRUDO�LVVXHV�FDQ�EH�VSRUDGLF�DQG�LV�RIWHQ�HFOLSVHG�E\�WKH�JUDSKLF�
SURFHGXUHV�RI�PHGLFDO�FDUH��:H�QHHG�WR�LPSUHVV�XSRQ�WUDLQHHV��ZKHWKHU�WKH\�EHFRPH�VXEVSHFLDOLVWV�RU�QRW��
WKDW�DOO�RI�XV�VKDUH�WKH�VDPH�JRDOVȃHQVXULQJ�WKDW�SDWLHQWV�DUH�QRW�RQO\�KHDOWK\�EXW�DOVR�DV�FRPSHWHQW�ZLWK�
OLIH�VNLOOV�DV�SRVVLEOH��7KXV�DOO�WUDLQHHV�QHHG�WR�XQGHUVWDQG�WKDW�ZKDW�WKH\�OHDUQ�RQ�WKHLU�GHYHORSPHQWDO�
URWDWLRQV� LV� HQRUPRXVO\� UHOHYDQW� WR� WKHLU� HIIHFWLYHQHVV� DV� KHDOWKFDUH� SURYLGHUV�� 0DQDJLQJ� FKDOOHQJLQJ�
FKLOGUHQ��DGGUHVVLQJ�WKH�LPSOLFDWLRQV�RI�FKURQLF�FRQGLWLRQV�RQ�ZHOO�EHLQJ��HOLFLWLQJ�SDUHQWVȇ�REVHUYDWLRQV��
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GHWHFWLQJ�SUREOHPV��H[SODLQLQJ�GLɚFXOW�QHZV��SURYLGLQJ�DGYLFH�RQ�KHDOWK�DQG�EHKDYLRUDO�PDQDJHPHQW��DQG�
DFFHVVLQJ�QRQ�PHGLFDO� UHIHUUDO� UHVRXUFHV�� ,Q�RWKHU�ZRUGV�� VNLOOV� LQ�GHYHORSPHQWDO�EHKDYLRUDO� SHGLDWULFV�
VKRXOG�EH�YLHZHG�E\�LQVWUXFWRUV�DQG�OHDUQHUV�DV�D�XQLI\LQJ�WKHPH�UHOHYDQW�WR�DOO�RWKHU�DVSHFWV�RI�PHGLFDO�
training. 

:H� KDYH� QRW� IRFXVHG� VSHFLȴFDOO\� RQ� WUDLQLQJ� HPHUJLQJ� SURIHVVLRQDOV� LQ� RWKHU� GLVFLSOLQHV� �H�J��� VSHHFK�
language pathologists, occupational and physical therapy students, social workers, psychologists or 
HGXFDWRUV���%XW�WKH�VDPH�VWDJHV�RI�OHDUQLQJ�DSSO\��DV�GRHV�PXFK�RI�WKH�VDPH�FRQWHQW�DQG�SURFHVV���&URVV�
WUDLQLQJ�LV�ZLVH�VR�WKDW�WKRVH�LQ�RQH�GLVFLSOLQH�OHDUQ�WR�DSSUHFLDWH�RWKHU�SURIHVVLRQDOV��NQRZ�ZKHUH�WR�WXUQ�
ZKHQ�SDWLHQW�LVVXHV�DUH�FRPSOH[��DQG�NQRZ�KRZ�WR�FROODERUDWH�HIIHFWLYHO\� 

resourCes for teaChing and learning

In addition to this textbook, there are many other indispensible references for instruction and self-
instruction. Below we describe books (and highlight the content and the level of training for which 
they are most appropriate) and other media helpful for teaching and learning (with live links on  
www.pedstest.com/TheBook/Chapter14). 

Texts on Typical Development and Behavior

Brazelton TB. 7RXFKSRLQWV��<RXU�&KLOGȇV�(PRWLRQDO�DQG�%HKDYLRUDO�'HYHORSPHQW� Reading, MA: Addison-
Wesley, 1994. 7KLV�WH[W�LV�KHOSIXO�IRU�DGYDQFHG�UHVLGHQWV��IHOORZV�DQG�FRPPXQLW\�SURYLGHUV�DQG�LV�IRFXVHG�
RQ�SDUHQW�FKLOG�LQWHUDFWLRQV��WHPSHUDPHQW��DQG�DWWDFKPHQW��0RUH�LQIRUPDWLRQ�DQG�KHOSIXO�YLGHRV�FDQ�EH�
IRXQG�RQ�ZZZ�EUD]HOWRQWRXFKSRLQWV�RUJ�

Coleman WL. )DPLO\�)RFXVHG�%HKDYLRUDO�3HGLDWULFV� Philadelphia: Lippincott, Williams & Wilkins, 2001. 
8VHIXO�IRU�DOO�OHYHOV�RI�WUDLQLQJ�DQG�RIIHUV�LQIRUPDWLRQ�RQ�LQWHUYLHZLQJ�DQG�IDPLO\�FRXQVHOLQJ� 

Dixon SD, Stein MT. (QFRXQWHUV�ZLWK�&KLOGUHQ��3HGLDWULF�%HKDYLRU�DQG�'HYHORSPHQW��4th ed. St Louis, MO: 
Mosby Inc., 2005. 7KLV� WH[W�VKRXOG�EH� LQ�HYHU\�UHVLGHQWȇV�SHUVRQDO� OLEUDU\�DQG� LV�KHOSIXO�DW�DOO�VWDJHV�RI�
PHGLFDO�HGXFDWLRQ�DQG�IRU�SURYLGHUV�LQ�SUDFWLFH��,W�LQFOXGHV�EULHI�GHVFULSWLRQV�RI�WKHRULHV�RI�FKLOG�GHYHORSPHQW�
including temperament, covers pre-birth as well as well-visit interviews, and provides a well-visit by well-
YLVLW� JXLGH� WR� FKLOGUHQȇV� VNLOOV� DQG�SDUHQWV� LVVXHV�� DORQJ�ZLWK�JUHDW� FDVH� H[DPSOHV�� LPDJHV�RI� FKLOGUHQȇV�
PRWRU�DQG�ȴQH�PRWRU�VNLOOV��HWF�

Landy S. 3DWKZD\V�WR�&RPSHWHQFH��(QFRXUDJLQJ�+HDOWK\�6RFLDO�DQG�(PRWLRQDO�'HYHORSPHQW�LQ�&KLOGUHQ� 
Baltimore: Brookes Publishing, 2002. 8VHIXO�IRU�DOO�OHYHOV�RI�WUDLQLQJ�DQG�SURYLGHV�JXLGDQFH�RQ�GHYHORSPHQWDO�
SURPRWLRQ��HIIHFWLYH�DGYLFH�WR�IDPLOLHV��HWF�

Texts on Problems/Disorders of Development, Behavior, and Learning

'LDJQRVWLF�DQG�6WDWLVWLFDO�0DQXDO�RI�0HQWDO�'LVRUGHUV, 4th ed. Washington, DC: American Psychiatric 
Association, 2000. 7KH�&ODVVLȴFDWLRQ�RI�&KLOG�DQG�$GROHVFHQW�0HQWDO�'LDJQRVHV�LQ�3ULPDU\�&DUH�Ȃ�'LDJQRVWLF�
DQG�6WDWLVWLFDO�0DQXDO� IRU�3ULPDU\�&DUH��'60�3&��&KLOG�DQG�$GROHVFHQW�9HUVLRQ. Elk Grove Village, IL: 
American Academy of Pediatrics, 1996. 7KHVH�ERRNV�DUH�KHOSIXO�DGGLWLRQV�WR�WKH�OLEUDULHV�ZRUN�URRPV�LQ�
JHQHUDO��GHYHORSPHQWDO��DQG�SV\FKLDWU\�URWDWLRQV��GHȴQHV�GLDJQRVWLF�FRGHV�IRU�ELOOLQJ��H[SHFW�XSGDWHV�ZKHQ�
WKH�'60�9�LV�SXEOLVKHG� 

Andrews D, Mahoney WJ, eds. &KLOGUHQ�ZLWK�6FKRRO�3UREOHPV��$�3K\VLFLDQȇV�0DQXDO� 2nd ed. Ottawa: 
Canadian Pediatric Society, 2012. )RU�IHOORZV�DQG�GHYHORSPHQWDOLVWV��WKLV�ERRN�FRYHUV�GLDJQRVHV�RI�OHDUQLQJ�
GLVDELOLWLHV��PHGLFDWLRQV��DGYLVLQJ�IDPLOLHV��HWF�

Augustyn M, Zuckerman B, Caronna EB. 7KH�=XFNHUPDQ�3DUNHU�+DQGERRN�RI�'HYHORSPHQWDO�DQG�%HKDYLRUDO�
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'RVPDQ�&)��$QGUHZV�'��*RXOGHQ�.-��(YLGHQFH�%DVHG�0LOHVWRQH�$JHV�DV�D�)UDPHZRUN�IRU�'HYHORSPHQWDO�
6XUYHLOODQFH�� 3DHGLDWULFV� DQG� &KLOG� +HDOWK�� ��������������������� 3HGLDWULFV� IRU� 3ULPDU\� &DUH� 3rd ed. 
Philadelphia: Wolters Kluwer, Lippincott Williams & Wilkins, 2011. Best used with advanced residents 
DQG�IHOORZV��IRXUWK�\HDU�FOHUNV��XSSHU�JUDGXDWH�OHYHO�QXUVLQJ�VWXGHQWV��DQG�FRPPXQLW\�SURYLGHUV��SURYLGHV�
EULHI�FRYHUDJH�RI�D�KXJH�UDQJH�RI�FRQGLWLRQV�EXW�DOVR�LVVXHV�VXFK�DV�EHUHDYHPHQW��GLYRUFH��FKLOG�FDUH��REHVLW\��
ZLWQHVVLQJ�YLROHQFH��PDVWXUEDWLRQ��QLJKW�WHUURUV��UDLVLQJ�WZLQV��JD\�DQG�OHVELDQ�SDUHQWV�\RXWKȃLQ�VKRUW�
PRVW�RI�WKH�LVVXHV�WKDW�FRPH�XS�LQ�SULPDU\�FDUH�

Dosman CF, Andrews D, Goulden KJ. Evidence-Based Milestone Ages as a Framework for Developmental 
Surveillance. 3DHGLDWULFV�DQG�&KLOG�+HDOWK� 2012;17(10):561-568.

Jones K. 6PLWKȇV�5HFRJQL]DEOH�3DWWHUQV�RI�+XPDQ�0DOIRUPDWLRQ� 6th ed. Toronto: Elsevier Health Sciences, 
2005. 7KLV�LV�D�VWDQGDUG�UHIHUHQFH�ERRN�RQ�PHWDEROLF�DQG�JHQHWLF�SUREOHPV�WKDW�VKRXOG�EH�DYDLODEOH�RQ�DOO�
URWDWLRQV�DQG�RZQHG�E\�IHOORZV�DQG�SUHFHSWRUV�LQ�GHYHORSPHQWDO�SHGLDWULFV�

Wolraich ML, Drotar DD, Dworkin PH, Perrin EC. 'HYHORSPHQWDO�%HKDYLRUDO� 3HGLDWULFV� Philadelphia: 
Elsevier, 2008. 7KLV�LV�EHVW�XVHG�E\�IHOORZV��SUHFHSWRUV��SURYLGHV�LQ�GHSWK�FRYHUDJH�RI�YDULRXV�FRQGLWLRQV�
including health related issues. 

Web-Based and Other Resources for Teaching and Learning 

Academy of Medical Educators� �ZZZ�PHGLFDOHGXFDWRUV�RUJ��� SURYLGHV� WUDLQLQJ�� OLQNV�� FHUWLȴFDWLRQ��
discussion forums, an annual meeting and other resources for medical educators. 

American Academy of Cerebral Palsy and Developmental Medicine �ZZZ�DDFSGP�RUJ���focuses in 
large part on children with several conditions. Its website has multi-media learning opportunities (for 
parents and professionals), including a series of grand rounds lectures, an annual meeting and evidence-
based reports on various conditions.

AAP Section on Developmental and Behavioral Pediatrics (ZZZ�GESHGV�RUJ�� with articles on 
developmental screening/surveillance, conditions, learning tutorials, etc. 

Autism Case Training� �ZZZ�FGF�JRY�QFEGGG�DFWHDUO\�$&7�FODVV�KWPO��� A Developmental-Behavioral 
Pediatrics Curriculum.

Autism Speaks Learn the Signs (www.autismspeaks.org/what-autism/learn-signs).

Autism Speaks Video Glossary �KWWS���GHSWV�ZDVKLQJWRQ�HGX�XZDXWLVP�UHVRXUFHV�DXWLVP�RQOLQH�WRROV�KWPO��
and other resources at the University of Washington: Provides helpful examples of typical and atypical 
child development. 

Bright Futures (KWWS���EULJKWIXWXUHV�DDS�RUJ�ZHE���American Academy of Pediatrics’ health supervision 
guidelines and resource kit on promoting child development with case examples for learning and 
teaching. 

British Medical Journal (www.bmj.com) Freely searchable without needing library access, the classic 
journal has an excellent education series called “ABC of Teaching and Learning in Medicine” 

Canadian Paediatric Society (CPS) (www.cps.ca) has resources professionals (e.g., a mental health tool 
kit with listings of assessment tools and web links related to mental health in its broadest description, 
evidence-base statements and practice points relating to child development). 

Centers for Disease Control and Prevention �ZZZ�FGF�JRY�QFEGGG�FKLOGGHYHORSPHQW�VFUHHQLQJ�KWPO�� 
3URYLGHV� LQIRUPDWLRQ� RQ� SUHYDOHQFH� DQG� WKH� &'&ȇV� $FW� (DUO\� FDPSDLJQ� RQ� LGHQWLȴFDWLRQ� RI� DXWLVP�
spectrum disorders.

Center on the Developing Child at Harvard University �KWWS���GHYHORSLQJFKLOG�KDUYDUG�HGX��: Helpful 

PDF Editor



Teaching Developmental-Behavioral Pediatrics To TraineesChapter 14 317

for exploring research on the importance of early childhood development. 

First Signs �ZZZ�ȴUVWVLJQV�RUJ�VFUHHQLQJ�GHY�KWP�� Houses research on autism spectrum disorders, 
parenting information, referral guidance for parents, and links to the Autism Video Glossary.

Encyclopedia on Early Childhood Development� �ZZZ�FKLOG�HQF\FORSHGLD�FRP���Houses articles on 
various aspects of psychosocial development such as social violence, immigration and adjustment, 
prenatal and antenatal stress, etc.

Institute for Innovative Technology In Medical Education �ZZZ�PHG�X�RUJ�� Offers The Computer-
assisted Learning In Pediatrics Program, aka CLIPP. This is a subscription service available in most 
medical schools (or can be purchased by individuals) developed by faculty at Stanford, Duke, Case 
Western and other universities in collaboration with societies such as the Council on Medical Student 
Education in Pediatrics and the Society of Teachers in Family Medicine. CLIPP is a curriculum-based 
product that translates national general pediatrics curriculum into 31 interactive cases. CLIPP enables 
independent learning experiences or its content can be used for didactic case-based instruction. Learners 
are prompted to answer questions along the way and also have access to expert advice when needed. 
CLIPP also enables faculty to evaluate each learner’s progress and growing expertise. 

Journal of the American Medical Association �ZZZ�-$0$�RUJ�� Has a collection of articles (more than 
600 at last count) on training and evaluation of medical/nursing students and residents. 

Pediatric Neurological Exam �OLEUDU\�PHG�XWDK�HGX�SHGLQHXURORJLFH[DP�KWPO�KRPHBH[DP�KWPO�� From 
the University of Utah. Has a detailed video on how to conduct a pediatric neurodevelopmental exam 
with young children.

PEDICases �ZZZ�SHGLFDVHV�RUJ���An initiative from Harvard Medical School and Children’s Hospital in 
Boston. On the site is a guide to case-based instruction and various downloadable cases on such topics as 
child abuse and neglect, chronic pain, anorexia, etc. 

Society for Developmental and Behavioral Pediatrics �ZZZ�VGES�RUJ���Has an annual meeting with 
training on how to teach strategies and skills. The Society publishes the Journal of Developmental-
Behavioral Pediatrics where collections of articles can be searched. 

Medscape �ZZZ�PHGVFDSH�FRP�SHGLDWULFV�� Medscape houses a journal scan, webcasts, e-mail alerts, 
highly readable articles on various conditions, news, and resource centers on topics such as addiction, 
autism, development, depression, ADHD, etc. 

The United States Medical Licensing Examination��ZZZ�XVPOH�RUJ�� includes a series of videos linked 
to www.youtube.com on the clinical interview (although they are oriented toward parents and adult 
medicine). 
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INTRODUCTION
Even though most primary care providers make an effort to detect children with developmental and 
EHKDYLRUDO�SUREOHPV��RQO\�DERXW�����RI�FKLOGUHQ��DUH�LGHQWLȴHG�DQG�UHIHUUHG�WR�LQWHUYHQWLRQ�SURJUDPV�1,2 
:K\"�0RVW� FOLQLFLDQV� XVH� LQIRUPDO� DSSURDFKHV� WKDW� ODFN� FULWHULD� IRU� DFFXUDWH� GHFLVLRQ�PDNLQJ� �H�J���
“trigger questions” to parents, clinical judgment, and informal milestones checklists such as those 
EXLOW�LQWR�DJH�VSHFLȴF�ZHOO�FKLOG�HQFRXQWHU�IRUPV��HWF�����6HH�&KDSWHU���IRU�PRUH�GHWDLOV�RQ�WKH�KD]DUGV�
RI� LQIRUPDO�GHWHFWLRQ�PHWKRGV��%HFDXVH�SULPDU\� FDUH� LV� ȊZKHUH� WKH�NLGV� DUH�ȋ� LW� LV� HVVHQWLDO� WR� WUDLQ�
SURYLGHUV�LQ�RSWLPDO�HDUO\�GHWHFWLRQ�DSSURDFKHV�LQFOXGLQJ�UHIHUUDO�FROODERUDWLRQ��

In this chapter we discuss self-training, group training for practicing healthcare providers and 
staff, cross-training with both healthcare and non-medical professionals, training-the-trainer, and 
WUDLQLQJ� UHVHDUFKHUV� DQG� SROLF\�PDNHUV�� 3UHVHQWHG� DUH� JRDOV�� WUDLQLQJ� VWUDWHJLHV� DQG� UHVRXUFHV� VXFK�
as downloadable slide shows, short movies, handouts and pre-/post-tests for evaluating training 
HIIHFWLYHQHVV��

Background

+HDOWKFDUH�SURYLGHUV�ZKR�DUH�DOUHDG\�LQ�SUDFWLFH��H�J���QXUVHV��SK\VLFLDQV��RIWHQ�QHHG�FRQYLQFLQJ�WKDW�
informal approaches to early detection do not work:

ȏ� Many providers believe that milestones drawn from well-known measures, usually the Denver, are 
DFFXUDWH��%XW�WKHVH�OLVWV�DUH�FRPSOHWHO\�YDJXHȃERWK�WKH�LWHPV�WKHPVHOYHV�DQG�WKH�FULWHULD�DSSOLHG�
IRU�GHFLVLRQ�PDNLQJ��)RU�H[DPSOH��D�FRPPRQ�LWHP�LV�Ȋ.QRZV�&RORUV�ȋ�:KDW�GRHV�WKDW�PHDQ"�:KLFK�
colors? How many at which age? Should a child just match colors? Point? Name? There are huge 
GLIIHUHQFHV�LQ�ZKDW�VNLOOV�DUH�DJH�DSSURSULDWH�GHSHQGLQJ�RQ�LWHPV�DQG�VFRULQJ�FULWHULDȃDQG�WKLV�LV�
RQO\�RQH�H[DPSOH�RI�WKH�YDJDULHV�RI�LQIRUPDO�FKHFNOLVWV��

ȏ� 0DQ\� FOLQLFLDQV� FRQVLGHU� FOLQLFDO� MXGJPHQW� VXɟFLHQW� GXH� WR� WKHLU� H[SHUWLVH� LQ� LGHQWLI\LQJ�
G\VPRUSKRORJ\��SK\VLFDO�IHDWXUHV�DVVRFLDWHG�ZLWK�YDULRXV�V\QGURPHV���+RZHYHU�RQO\�DERXW�����
RI�FKLOGUHQ�ZLWK�GLVDELOLWLHV�KDYH�YLVLEOH�FRQGLWLRQV��

ȏ� Other challenges in early detection are that few providers get systematic feedback about the 
QXPEHUV�RI�FKLOGUHQ�ZLWK�SUREOHPV�WKH\ȇYH�GHWHFWHG�RU�IDLOHG�WR�GHWHFW��)DPLOLHV�PD\�TXLHWO\�H[LW�
SUDFWLFHV�DQG�UDUHO\�FRQIURQW�SURYLGHUV�DERXW�IDLOXUH�WR�UHIHU�ZKHQ�QHHGHG��(YHQ�ZKHQ�SURYLGHUV�
UHIHU��IHZ�JHW�IHHGEDFN�DERXW�ZKDW�KDSSHQHG�ZLWK�WKHLU�SDWLHQWV��$V�RQH�SHGLDWULFLDQ�FRPPHQWHG��
“When I refer [to IDEA programs], it feels like a ‘runaway train.’ I never know what the results were 
but then families come back wanting me to authorize physical therapy or whatever… and I don’t have 
credible information on why that’s needed.”

ȏ� To compound the headaches of accurate early detection, healthcare providers are also strapped 
ZLWK�WLPH�FRQVWUDLQWV��L�H���ZHOO�YLVLWV�ODVWLQJ�RQO\����Ȃ����PLQXWHV�LQ�ZKLFK�WKHUH�LV�D�KXJH�DJHQGDȃD�
SK\VLFDO� H[DP�� KHDOWK� DQG� VDIHW\� FRXQVHOLQJ�� DQWLFLSDWRU\� JXLGDQFH�� GHYHORSPHQWDO� SURPRWLRQ��
OHW� DORQH� VFUHHQLQJ� IRU� GHYHORSPHQWDO�EHKDYLRUDO� SUREOHPV��0DQ\�SURYLGHUV� DUH� XQDZDUH� WKDW�
TXDOLW\�VFUHHQLQJ�WRROV�DGPLQLVWHUHG�SULRU�WR�WKH�YLVLW�DFWXDOO\�VDYH�WLPH��

ȏ� Many providers comment, when shown easy-to-use screening tools, “I can do that but there’s 
nothing out there to refer to.ȋ�3URYLGHUV�DUH�RIWHQ�XQDZDUH�RI�UHIHUUDO�RSWLRQV��

ȏ� Clinicians often note, “I want to use a good screen, but can’t get my staff to help or my colleagues to 
cooperate.ȋ�3URYLGHUV�QHHG�JXLGDQFH�LQ�KRZ�WR�JHW�FRRSHUDWLRQ�ZLWKLQ�WKHLU�RZQ�FOLQLFV��

ȏ� Few providers know how to get reimbursed for screening or when unavailable value practice 
H[SHQVHV�FRVW�VDYLQJV�DQG�QHHG�JXLGDQFH�RQ�WKLV�WRSLF�

ȏ� ,Q�WKH�PHDQWLPH��QRQ�PHGLFDO�SURIHVVLRQDOV�GRQȇW�DOZD\V�UHFRJQL]H�WKH�LPSRUWDQFH�RI�FROODERUDWLQJ�
ZLWK�KHDOWK�FDUH�SURYLGHUVȃZKDW�LQIRUPDWLRQ�WR�VKDUH��RSWLPDO�WLPHV�WR�FRPPXQLFDWH��WKH�YDOXH�
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RI� NHHSLQJ� SURYLGHUV� DSSULVHG� WKURXJKRXW� WKH� UHIHUUDO� SURFHVV�� HWF�� 7KLV� LV� KDUGO\� D� ZLQ�ZLQ�
situation for the goal of early detection and prompt referral! And, such challenges mean that those 
UHVSRQVLEOH�IRU�WUDLQLQJ��DQG�WKRVH�FKDUJHG�ZLWK�VHOHFWLQJ�WRROV�IRU�6WDWH�RU�QDWLRQDO�LQLWLDWLYHV��
need to have empathy for the challenges facing primary healthcare providers and ensure that tool 
selection and training is responsive to the many demands doctors and nurses face (including the 
PDQGDWH�WR�HPEUDFH�HOHFWURQLF�KHDOWK�UHFRUGV���

goaLS and ToPIcS For TraInIng
Whether self-training, presenting to a group of clinicians and staff or addressing non-medical providers, 
the same abiding concern is this: If we want to do an optimal job at early detection, we must facilitate 
WKH�HIIRUWV�RI�WKRVH�ZRUNLQJ�LQ�KHDOWKFDUH�VHWWLQJV��+HDOWK�FDUH�LV�ZKHUH�DOPRVW�DOO�\RXQJ�FKLOGUHQ�DQG�
SDUHQWV�HQFRXQWHU�D�SURIHVVLRQDOȃRIWHQ�WKH�RQO\�SURIHVVLRQDOȃDQG�LGHDOO\�D�SURIHVVLRQDO�DEOH�WR�VZLIWO\�
LGHQWLI\�DQG�DGGUHVV�GLɟFXOWLHV��:KHWKHU�ZRUNLQJ�ZLWK�KHDOWKFDUH�RU�QRQ�PHGLFDO�SURYLGHUV��ZH�DOO�
share the same goals of early detection and very similar training foci that must cover these topics: 

ȏ� Assuring medical professionals that deploying recommendations from the American Academy of 
3HGLDWULFV�LV�QRW�RQO\�IHDVLEOH�EXW�PD\�PDNH�ZHOO�YLVLWV�VKRUWHU��H�J���E\�UHGXFLQJ�ȊRK�E\�WKH�ZD\�
FRQFHUQV�ȋ�KDYLQJ�SDUHQWV�FRPSOHWH�VFUHHQV�LQ�ZDLWLQJ�URRPV��HWF���

ȏ� Early detection is a collaboration among medical providers and clinic staff working closely with 
QRQ�PHGLFDO�SURYLGHUV��L�H��FOLQLFLDQV�DUH�QRW�DORQH�LQ�WKH�SURFHVV�RI�HDUO\�GHWHFWLRQ�EXW�LQVWHDG�DUH�
supported by quality tools and by the helpful ‘village’ of colleagues, staff, non-medical providers, 
DQG�SDUHQWV�

ȏ� 7HQHWV�RI�YDULRXV�$PHULFDQ�$FDGHP\�RI�3HGLDWULFV�SROLFLHV�DQG�UHFRPPHQGDWLRQV��1RWH�FDUHIXOO\�
that the AAP 2006 statement on early detection promulgates “establishing a pattern of practice that 
FRQWLQXHV�EH\RQG�WKH�����WR����PRQWK�DJH�UDQJH�DQG�LQWR�DOO�VXEVHTXHQW�ZHOO�YLVLWV�ȋ�L�H���VFUHHQLQJ�
cannot stop at such young ages when the most common problems, language impairment and 
OHDUQLQJ�GLVDELOLWLHV�DUH�QRW�IXOO\�GHWHFWDEOHȃVHH�&KDSWHU���IRU�GHWDLOV�3

ȏ� )HGHUDO�DQG�6WDWH�PDQGDWHV�ZLWK�ZKLFK�SURYLGHUV�QHHG�WR�FRPSO\�

ȏ� +RZ�VFUHHQLQJ�DQG�VXUYHLOODQFH�FDQ�EH�DFFRPSOLVKHG�IRU�RSWLPDO�HɟFLHQF\�DQG�DFFXUDF\�ZLWK�
PDQ\�RI�WKH�VDPH�WRROV�

ȏ� Screening with accurate tools in combination with appropriate billing/coding (or careful valuation 
RI�WKH�FRVW�VDYLQJV�TXDOLW\�HDUO\�GHWHFWLRQ�SURYLGHV��PD\�LQFUHDVH�FOLQLF�UHYHQXHV�

ȏ� :K\�LQIRUPDO�PHWKRGV�GRQȇW�ZRUN�ZHOO�DQG�RIWHQ�ODFN�FRPSOLDQFH�ZLWK�)HGHUDO�DQG�6WDWH�PDQGDWHV�

ȏ� What are the domains of development, causes of problems, risk for problems, risk for problems in 
WKH�IXWXUH�DQG�IDFWRUV�DVVRFLDWHG�ZLWK�UHVLOLHQFH�

ȏ� Available services (many providers are quite unaware of the many programs in their communities 
and may lack enthusiasm about early detection due the common, but erroneous sense, “there’s 
QRWKLQJ�RXW�WKHUHȋ��

ȏ� 0HWKRGV�RI�FROODERUDWLQJ�ZLWK�QRQ�PHGLFDO�VHUYLFHV��H�J���WZR�ZD\�FRQVHQW�IRUPV��VHW�WHOHSKRQH�
WLPHV��W\SHV�RI�LQIRUPDWLRQ�WR�VKDUH��HWF����

ȏ� .QRZOHGJH� RI� UHIHUUDO� RSWLRQV� IRU� FKLOGUHQ� HVSHFLDOO\� WKRVH� ZKR� GRQȇW� TXDOLI\� IRU� ,'($� (DUO\�
,QWHUYHQWLRQ� �(,�� RU�SXEOLF� VFKRRO� VSHFLDO� HGXFDWLRQ� �SURYLGHUV�DUH�RIWHQ� IUXVWUDWHG�ZKHQ� WKHLU�
SDWLHQWV� GRQȇW� TXDOLI\� DQG� QHHG� WR� EH� DZDUH� RI� DOWHUQDWLYH� SURJUDPV�� L�H��� XQGHUVWDQG� WKDW�
LQWHUYHQWLRQ�LQFOXGHV�D�ZLGH�UDQJH�RI�VHUYLFH�RSWLRQV���

ȏ� +RZ�WR�H[SODLQ�UHVXOWV��VRPH�SURYLGHUV�KDYH�WURXEOH�ZLWK�WKLV�WDVN�DQG�VR�DUH�UHOXFWDQW�WR�VFUHHQ�
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EHFDXVH�WKH\�GRQȇW�NQRZ�KRZ�WR�FRQYH\�GLɟFXOW�LQIRUPDWLRQ�WR�IDPLOLHV��

ȏ� Options among quality tools that suit the measurement preferences of different providers 
�FOLQLFLDQV�GR�EHVW�ZLWK�FKRLFHV��

ȏ� ([SHULHQFHV�WU\LQJ�RXW�GLIIHUHQW�WRROV�LQ�RUGHU�WR�PDVWHU�DGPLQLVWUDWLRQ��VFRULQJ��LQWHUSUHWDWLRQ��
HWF�

ȏ� ,PSOHPHQWDWLRQ�SODQQLQJȃȴJXULQJ�RXW�WKH�RSWLPDO�ZRUN�ȵRZ�JLYHQ�YDULRXV�VWDɟQJ�SDWWHUQV�DQG�
DYDLODEOH�FRPSXWHU�HTXLSPHQW��WKH�ODWWHU�LV�HVVHQWLDO�LI�HOHFWURQLF�DSSOLFDWLRQV�DUH�RI�LQWHUHVW��

ȏ� 6RXUFHV�IRU�RQJRLQJ�VXSSRUW�ZLWK�WKH�FKDOOHQJHV�RI�VFUHHQLQJ�DQG�UHIHUUDO��H�J���D�ORFDO�SK\VLFLDQ�
FKDPSLRQ��

TRAINING CLINICIANS, TRAINING-THE-TRAINER, TRAINING 
ACROSS DISCIPLINES, SELF-TRAINING, AND TRAINING 

RESEARCHERS/POLICY-MAKERS
In the following section, we cover techniques for training various types of providers including researchers 
DQG�DGYRFDWHV��(DFK�VHFWLRQ�EHJLQV�ZLWK�WLPH�IUDPHV�IROORZHG�E\�KRZ�WR�LQGLYLGXDOL]H�WKH�FRQWHQW�RI�
WUDLQLQJ�DFFRUGLQJ�WR�WUDLQHHVȇ�QHHGV��$OO�VHFWLRQV�UHIHU�WR�WKH�JRDOV�OLVWHG�DERYH��

TraInIng PracTIcIng HeaLTHcare ProvIderS

Time Frames

&RYHULQJ� WKH� JRDOV� DERYH�ZLOO� WDNH� DERXW� �� �� ��KRXUV�� DQG� FDQ�EH� VSUHDG�DFURVV�PRUH� WKDQ�RQH�GD\��
Providers need time to consider the tools on which they wish to be trained along with potential 
LPSOHPHQWDWLRQ�VWUDWHJLHV��,I�ODUJH�WLPH�EORFNV�DUH�QRW�DYDLODEOH��DQ�DOWHUQDWLYH�LV�WR�GLYLGH�WRSLFV�DFURVV�
PXOWLSOH�SUHVHQWDWLRQV��H�J���QLQH�WR�WHQ����PLQXWH�SUHVHQWDWLRQV�RYHU�OXQFK�VWDII�PHHWLQJV���

Individualizing Content and Preparing for Training 

ȏ� %H�VXUH�WR�LQYLWH�QXUVHV�DQG�RWKHU�RɟFH�VWDII�WR�\RXU�SUHVHQWDWLRQV�EHFDXVH�PXFK�RI�WKH�EXUGHQ�RI�
DGPLQLVWHULQJ��VFRULQJ�DQG�LPSOHPHQWLQJ�WRROV�IDOOV�WR�FOLQLF�VWDII�

ȏ� Identify a “champion” at each clinic who can offer encouragement to others and facilitate progress 
WRZDUG�LPSOHPHQWDWLRQ�

ȏ� Consider inviting non-medical providers to offer short presentations and informational handouts 
about their services (most especially from EI, public school special education, Head Start, and 
SDUHQWLQJ�WUDLQLQJ�SURJUDPV��

ȏ� If at all possible, create a list of local referral resources and sources for parenting information as 
D�SULQWHG�KDQGRXW�IRU�\RXU�DXGLHQFH��6HH�&KDSWHU���DQG����DQG�www.pedstest.com/TheBook��IRU�
QDWLRQDO�UHVRXUFHV�WKDW�ZLOO�KHOS�\RX�ȴQG�ORFDO�RQHV�

ȏ� ,I� SRVVLEOH�� YLVLW� D� IHZ� FOLQLFV� EHIRUH� \RX� WUDLQ� VR� WKDW� \RX� DUH� DZDUH� RI� VWDɟQJ� SDWWHUQV� DQG�
ZRUNȵRZ�

ȏ� A pre-presentation clinic visit should also involve careful observation of computer equipment, 
ZKHWKHU�RU�QRW�DQ�HOHFWURQLF�UHFRUG�LV�LQ�XVH��7KH�DYDLODELOLW\�RI�FRPSXWHUV�LQ�ZDLWLQJ�URRPV��WKH�
ZHLJK�LQ�VWDWLRQ��QXUVLQJ�VWDWLRQ��DQG�RU�H[DP�URRPV�KHOSV�GHWHUPLQH�RSWLPDO�ZD\V�WR�LPSOHPHQW�
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VFUHHQV�

ȏ� If a pre-presentation visit is not possible, consider sending a pre-presentation questionnaire such 
DV�WKH�RQH�VKRZQ�DW�WKH�HQG�RI�WKLV�FKDSWHU�

ȏ� In preparation for question-answer time, consider various possible scenarios for implementation 
JLYHQ�YDULRXV�VWDɟQJ�SDWWHUQV��HTXLSPHQW�DQG�ZRUN�ȵRZ�RSWLRQV��6HH�&KDSWHU����

ȏ� 9LHZ�\RXU�SUHVHQWDWLRQ�V��DV�D�ZRUNVKRS�ZKHUHLQ�SURYLGHUV�DQG�VWDII�KDYH� WLPH� WR�FROODERUDWH�
RQ�KRZ�EHVW�WR�GHSOR\�PHDVXUHV�LQ�WKHLU�VHWWLQJV��<RX�FDQ�XVH��DQG�PRGLI\��RXU�LPSOHPHQWDWLRQ�
ZRUNVKHHW�WR�JXLGH�WKH�SURFHVV��6HH�&KDSWHU����RU�www.pedstest.com/TheBook/Chapter16�

ȏ� 5HKHDUVH�\RXU�SUHVHQWDWLRQ�VR�WKDW�LW�ȴWV�ZLWKLQ�WKH�WLPH�IUDPH�V��DOORWWHG�DQG�OHDYHV�ORWV�RI�WLPH�
IRU�GLVFXVVLRQ�

Presentation Strategies

ȏ� 2QH� RI� WKH� EHVW� ZD\V� WR� EHJLQ� D� SUHVHQWDWLRQ� LV� WR� VWDUW� ZLWK� D� VHULHV� RI� LQWHUDFWLYH� H[HUFLVHV�
HQFRXUDJLQJ�SURYLGHUV�WR�FRQVLGHU�ZKHWKHU�WKHLU�FXUUHQW�DSSURDFKHV�DUH�ZRUNLQJ�ZHOO��+HOSIXO�
LV�WKH�VOLGH�VKRZ��Ȋ:K\6FUHHQ�SSWȋ�GRZQORDGDEOH�DW�www.pedstest.com/TheBook/Chapter15��7KLV�
show is designed to create discomfort with ad-hoc milestones checklists and with informal questions 
WR�SDUHQWV��,W�KHOSV�SURYLGHUV�UHFRJQL]H�WKH�WLPH�FRQVXPLQJ�QDWXUH�RI�ȊGRRU�NQREȋ�FRQFHUQV��ZKLOH�
DOVR�DFNQRZOHGJLQJ�WKHLU�XQGHUVWDQGDEOH�ZRUULHV�DERXW�WLPH��FRVWV��HWF��7KH�VOLGH�VKRZ�RIIHUV�D�
good overview of issues, encourages providers to adopt better approaches, and sets the stage for 
DGGLWLRQDO�GLVFXVVLRQV�RQ�WRRO�VHOHFWLRQ��LPSOHPHQWDWLRQ��VHUYLFH�FRRUGLQDWLRQ��HWF��,I�\RX�WXUQ�RQ�
Ȋ1RWHV�SDJHVȋ�LQ�3RZHUSRLQW��\RX�ZLOO�VHH�FRPPHQWV�WR�KHOS�\RX�GHOLYHU�WKLV�VKRUW�SUHVHQWDWLRQ�

ȏ� 0DNH�LW�UHDO�DQG�PRYLQJ��6KRZ�SURYLGHUV�ZKDW�WKHLU�FROOHDJXHV�KDYH�ZRUULHG�DERXW�DQG�KRZ�WKHLU�
DWWLWXGHV� FKDQJHG�DIWHU� WKH\� VWDUWHG�XVLQJ�JRRG� WRROV��0RVW�KHOSIXO� LV� D�YLGHR�KRXVHG�RQ�www.
developmentalscreening.org, a site created by researchers at Harvard University and devoted 
WR� LPSOHPHQWDWLRQ�RI�VFUHHQV�LQ�SULPDU\�FDUH�� ,Q�WKH�YLGHR�\RX�VHH�DQG�KHDU�SURYLGHUV�GLVFXVV�
WKHLU� LQLWLDO�FRQȴGHQFH�ZLWK� LQIRUPDO�GHWHFWLRQ�PHWKRGV�� WKHLU�ZRUULHV� WKDW�DGRSWLRQ�RI� IRUPDO�
PHDVXUHV�ZRXOG�LQFUHDVH�ZHOO�YLVLW�OHQJWK��D�KRVSLWDO�DGPLQLVWUDWRUȇV�ZRUULHV�DERXW�H[SHQVH��HWF��
But then, after encouragement to try better methods, voila, there was widespread appreciation of 
WKH�YDOXH�DQG�WLPH�VDYHUV�ZKHQ�GHSOR\LQJ�JRRG�WRROV��7R�XVH�WKLV�YLGHR�LQ�WUDLQLQJ��\RX�ZLOO�QHHG�
WR�KDYH�LQWHUQHW�DFFHVV�DQG�D�PLFURSKRQH�IRU�\RXU�FRPSXWHU��

ȏ� 0DNH� LW� IXQ�DQG�VKRZ�ORWV�RI�H[DPSOHV��SDUWLFXODUO\�ZKHQ�FRYHULQJ� WKH�SRWHQWLDOO\�ȊGU\ȋ� WRSLFV�
RI� GHYHORSPHQWDO� GRPDLQV�� W\SHV� RI� GLVDELOLWLHV�� SV\FKRVRFLDO� ULVN�� UHVLOLHQFH� IDFWRUV�� HWF�� &DVH�
H[DPSOHV� �ZLWK� SKRWRV�� DUH� ULYHWLQJ� DQG� DUH� DQ� H[SHFWHG� DSSURDFK�ZKHQ� WHDFKLQJ� KHDOWKFDUH�
SURYLGHUV��6HH�&KDSWHU���RI�WKLV�ERRN�IRU�LQWHUHVWLQJ�FDVH�H[DPSOHV�

ȏ� Ensure that clinic staff are provided a thorough rationale for early detection and intervention, and 
WKDW�WKH\�KDYH�D�YRLFH�LQ�ZRUN�ȵRZ�LVVXHV��6WDII�DUH�FULWLFDO�WR�DGRSWLRQ�RI�LPSURYHG�HDUO\�GHWHFWLRQ�
PHWKRGV�EHFDXVH�PRVW�RI�WKH�LPSOHPHQWDWLRQ�ZRUN�IDOOV�RQ�WKHLU�VKRXOGHUV�

ȏ� (QFRXUDJH�WKH�FOLQLF�FRRUGLQDWRU�VXSHUYLVRU�WR�H[SORUH�ELOOLQJ�FRGLQJ�IRU�RSWLPDO�UHLPEXUVHPHQW�
across the various third party payers with whom each clinic works (and make sure each clinic has 
FXUUHQW�LQIRUPDWLRQ�RQ�ELOOLQJ�FRGLQJ���6HH�&KDSWHU����IRU�KRZ�WR�ELOO�FRGH�HIIHFWLYHO\�DQG�&KDSWHU�
��IRU�H[SODLQLQJ�ELOOLQJ�FRGLQJ�WR�SDUHQWV��

ȏ� +HOS�SDUWLFLSDQWV�XQGHUVWDQG�WKDW� LPSOHPHQWDWLRQ�UHTXLUHV� WLPH�DQG�PDQ\�WULDOV�� ,W�FDQ�WDNH�D�
IHZ�ZHHNV�RU� ORQJHU� WR�ȴJXUH�RXW�D�ZRUNDEOH�SURFHVV�� JLYHQ�DOO� WKH�KDQGV�QHHGHG� WR�SXVK� WHVW�
SURWRFROV�DURXQG�D�FOLQLF��IURP�UHFHSWLRQLVW�WR�PHG�WHFK��WR�QXUVLQJ�VWDWLRQ�SK\VLFLDQ�H[WHQGHUV�WR�
SK\VLFLDQVȃOHW�DORQH�PDQDJLQJ�WKH�GHOLYHU\�RI�SDUHQWLQJ�LQIRUPDWLRQ��WKH�UHIHUUDO�SURFHVV��FRGLQJ�
RQ�WKH�ELOOLQJ�VKHHW��DQG�VXSHUYLVLRQ�RI�WKH�FKHFN�RXW�SURFHVV��H�J���PDNLQJ�VXUH�WKDW�LQIRUPDWLRQDO�
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KDQGRXWV�DUH�JLYHQ�WR�SDUHQWV�DQG�IROORZ�XS�DSSRLQWPHQWV�DUH�PDGH���

ȏ� Create a list of local services and highlight the most common programs to which providers should 
UHIHU��)LQG�ORFDO�VHUYLFHV�IURP�WKH�QDWLRQDO�OLVW�LQ�&KDSWHU����www.pedstest.com/TheBook/Chapter5���
3URYLGH�D�FRS\�WR�WUDLQHHV�DQG�HQFRXUDJH�FOLQLF�VWDII�WR�GXSOLFDWH��DQG�SUHIHUDEO\�ODPLQDWH��WKH�OLVW��
DQG�WKHQ�SODFH�RQH�LQ�HDFK�H[DP�URRP��

ȏ� Allow time during your presentation for clinic staff and providers to work on a plan for 
LPSOHPHQWDWLRQ�VR�WKDW�WKH\�DUH�UHDG\�WR�WULDO�D�SURFHVV��<RX�FDQ�XVH�WKH�LPSOHPHQWDWLRQ�IRUP�LQ�
Chapter16 (www.pedstest.com/TheBook/Chapter16���

ȏ� Anticipate that some staff and colleagues will be reluctant to adopt accurate screens and 
LQFUHGXORXV�DERXW�WKHLU�YDOXH�LQ�HDUO\�GHWHFWLRQ��$GYRFDWH�IRU�D�VKRUW�WHUP�WULDO��H�J�����PRQWKV��
IROORZHG�E\�GLVFXVVLRQ�RI�SURV�DQG�FRQV���,I�QHFHVVDU\��RIIHU�WR�KDYH�RWKHU�FOLQLFLDQV�VWDII�VFUHHQ�
FKLOGUHQ�DIWHU�WKH�H[DP�DQG�FRPSDUH�UHVXOWV�RI�LQIRUPDO�GHWHFWLRQ�PHWKRGV�WR�DFFXUDWH�RQHV��2QH�
SHGLDWULFLDQ�ZKR�UHOXFWDQWO\� WULDOHG�DQ�DFFXUDWH� VFUHHQ� VWDWHG� VKHHSLVKO\�� Ȋ:HȇUH�ȴQGLQȇ� VWXII�ȋ�
�0DULDQ�(DUOV��SHUVRQDO�FRPPXQLFDWLRQ���������(QFRXUDJH�UHOXFWDQW�SURYLGHUV�WR�ZDWFK�WKH�YLGHR�
at www.developmentalscreening.org�

ȏ� $GYRFDWH�WKDW�FOLQLFV�PDNH�UHIHUUDO�DSSRLQWPHQWV�IRU�IDPLOLHV��7KLV�LQFUHDVHV�WKH�OLNHOLKRRG�WKDW�
IDPLOLHV�ZLOO�IROORZ�XS�ZLWK�UHFRPPHQGDWLRQV���� Establishing effective two-way communication 
ZLWK�UHIHUUDO�UHVRXUFHV�ZLOO�EH�QHHGHG��VHH�&KDSWHU���IRU�FRQVHQW�IRUP�WHPSODWHV�DQG�GRZQORDGDEOH�
RQ�WKH�ZHEVLWH�IRU�WKLV�ERRN���

ȏ� $IWHU� GHVFULELQJ� RSWLRQV� DPRQJ� WRROV�� OHW� SDUWLFLSDQWV� WU\� WKHP� RXW�� 4XLWH� HIIHFWLYH� LV� DVNLQJ�
VRPHRQH�WR�VHUYH�DV�DQ�HUVDW]�SDUHQW�LQIRUPDQW�DQG�KDYH�SDUWLFLSDQWV�VFRUH�PHDVXUHV�ZKLOH�WKLV�
SHUVRQ�VSHDNV��+RZHYHU��DVN�WKDW�WKH�LQIRUPDQW�QRW�GLVFORVH�WKHLU�UHODWLRQVKLS�WR�WKH�FKLOG�WKH\�
GHVFULEH�VR�WKDW�GLVFXVVLRQ�FDQ�ȵRZ�IUHHO\�ZKHQ�LW�FRPHV�WR�SUDFWLFH�ZLWK�H[SODLQLQJ�UHVXOWV�DQG�
SRWHQWLDO�UHIHUUDO�QHHGV��

ȏ� (LWKHU�SXUFKDVH�D�WHVW�NLW�IRU�FOLQLFV�WR�WULDO��H�J���FKDUJLQJ�IRU�WKLV�DV�SDUW�RI�\RXU�WUDLQLQJ�IHH��RU�
XVH�FDVH�H[DPSOHV��GRZQORDGDEOH�IURP�SXEOLVKHUVȇ�ZHEVLWHV��IRU�VFRULQJ�SUDFWLFH��$Q�DOWHUQDWLYH�LV�
to assign a number to each trainee also to the blank protocols used in training and require these to 
EH�UHWXUQHG�DW�WKH�HQG�RI�WUDLQLQJ��

ȏ� 0DNH�VXUH�SDUWLFLSDQWV�XQGHUVWDQG�FRS\ULJKW�ODZ��6FUHHQLQJ�WHVWV�PXVW�EH�SXUFKDVHG�DQG�LQ�PRVW�
FDVHV�WHVW�SURWRFROV�PD\�QRW�EH�UHSURGXFHG�LQ�DQ\�PDQQHU�LQFOXGLQJ�HOHFWURQLFDOO\��%RWWRP�OLQH��VHW�
D�JRRG�H[DPSOH�ZKHQ�WUDLQLQJ�DQG�PDNH�VXUH�\RX�DQG�\RXU�WUDLQHHV�DYRLG�FRS\ULJKW�LQIULQJHPHQW�

croSS-TraInIng

By cross-training we mean working simultaneously with both medical and non-medical professionals in 
RUGHU�WR�SURPRWH�HIIHFWLYH�FROODERUDWLRQ��&URVV�WUDLQLQJ�LV�DQ�LGHDO�DSSURDFK��SURYLGHG�WKDW�WKH�SUHVHQWHU��
especially if a non-medical professional, acquires much insight into: the enormous challenges of early 
detection within brief well-child visits; provider preferences among tools and measurement methods; 
LPSOHPHQWDWLRQ� LVVXHV��DQG�WKH�QHHG�IRU�FROODERUDWLRQ�DFURVV�VHUYLFHV��:H�SUHIDFH�UHFRPPHQGDWLRQV�
ZLWK�WZR�FDVH�H[DPSOHV�LOOXVWUDWLQJ�WKH�YDOXH�RI�FRPPXQLFDWLRQ�DQG�LQIRUPDWLRQ�VKDULQJ�DFURVV�VHUYLFHV��

Case Study #1: When I directed the developmental-behavioral rotation at Vanderbilt University, I trained 
residents and medical students to use screening tests in their continuity clinics. Problems arose as detection 
rates improved: Both trainees and faculty preceptors commented that although the screens were helpful, 
referring to early intervention was much like a “run-away train” (e.g., “We never know what happens. 
Parents return a year later asking us to authorize services like PT, OT or speech therapy. Meanwhile, we’ve 
never seen reports on why that’s needed.”).

So, when the Tennessee Early Intervention System (TEIS) became a part of Vanderbilt’s Child Development 
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Clinic, I asked the new director of TEIS to establish a protocol wherein intake workers would call clinicians 
when a referral was received, predict due dates for further evaluation, provide copies of test reports and 
recommendations, and then call clinicians again to discuss next steps. This process was met with much 
enthusiasm from providers and referral rates from primary care to TEIS rose dramatically—and eventually 
exceeded those from non-medical providers including parents, as well they should. 

But later, the director of TEIS left and I failed to alert her replacement about the referral protocol. Back to 
baseline. Grousing ensued from clinicians who no longer knew what was happening with their patients. 
Referral rates plummeted. At that point it was clear that we needed to resurrect our far more effective 
communication protocol.

Case Study #2: As a young special education teacher, I had a student with Turners Syndrome. I’d read 
enough to know that coarctation of the aorta was common. One day this child’s hands and legs turned 
blue—really, really blue. I freaked and called her pediatrician and parents to report the symptoms. The 
pediatrician called me back swiftly, explained that she’d had a full cardiac work-up and was OK. He then 
wondered (correctly and amazingly) whether she had on new jeans (wherein blue dye had rubbed off on 
her skin)! 

Special ed teachers do get some background training in the healthcare problems of children with various 
conditions associated with developmental delays, but that’s only enough to make things scary and not 
enough to solve problems. I should have been informed in advance that my student didn’t have heart 
problems. I need not have totally alarmed her mother. But, I also needed to know in advance from her 
pediatrician whether to look for such problems and what to do if “blueness” had truly indicated a heart 
problem. 

These cautionary tales highlight the importance of collaboration between medical and non-medical 
SURIHVVLRQDOV�� (VWDEOLVKLQJ� WLPHO\� FRPPXQLFDWLRQ� DFURVV� GLVFLSOLQHV� LV� HVVHQWLDO� IRU� VXSSRUWLQJ� HDUO\�
GHWHFWLRQ�DQG�IRU�WKH�TXDOLW\�RI�VHUYLFHV�SURYLGHG�E\�DOO�SURIHVVLRQDOV�LQYROYHG�ZLWK�D�FKLOG�DQG�IDPLO\��
For this reason, creating an effective process for sharing information and resources is a major focus in 
WKH�FURVV�WUDLQLQJ�UHFRPPHQGDWLRQV�EHORZ��

Time Frames
&RYHULQJ� WKH� JRDOV� DERYH�ZLOO� WDNH�DERXW� �� �� ��KRXUV�� DQG� FDQ�EH� VSUHDG�DFURVV�PRUH� WKDQ�RQH�GD\��
Providers need time to consider the tools on which they wish to be trained as well as possible 
LPSOHPHQWDWLRQ�VWUDWHJLHV��,I�ODUJH�WLPH�EORFNV�DUH�QRW�DYDLODEOH��DQ�DOWHUQDWLYH�LV�WR�GLYLGH�WRSLFV�DFURVV�
PXOWLSOH�SUHVHQWDWLRQV��H�J���QLQH�WR�WHQ����PLQXWH�SUHVHQWDWLRQV�RYHU�OXQFK�VWDII�PHHWLQJV���)ROORZ�XS�
FRQWDFW�WR�HVWDEOLVK�DSSURDFKHV�WR�FROODERUDWLRQ�LV�HVVHQWLDO�

Individualizing Content and Preparing for Training 
ȏ� When early detection training is conducted by non-medical providers (who naturally are 

interested in lengthy skill-based measures more appropriate for early intervention intake and 
PRQLWRULQJ���LW�LV�FULWLFDO�WR�UHFRJQL]H�WKDW�KHDOWKFDUH�SURYLGHUV�QHHG�YHU\�EULHI�WRROV��7KH\�DOVR�
QHHG�RSWLRQV�DPRQJ�WRROV�VLQFH�WKHUH�DUH�LQGHHG��ȊGLIIHUHQW�VWURNHV�IRU�GLIIHUHQW�IRONV�ȋ�6RPH�
prefer milestones-focused screens while others are comfortable working with screens focused 
RQ�SDUHQWVȇ�FRQFHUQV��/HVV�UHVLVWDQFH�DULVHV�LI�WKHUH�DUH�FKRLFHV��5HVSRQVLELOLW\�ZLWKRXW�FKRLFHV�
LV� VKHHU�GUXGJHU\��5HVSRQVLELOLW\�ZLWK� FKRLFHV� HQJHQGHUV� D� VHQVH� RI� RZQHUVKLS�� FRQWURO� DQG�
JUHDWHU�ZLOOLQJQHVV�WR�JR�IRUZDUG�

ȏ� Both medical and non-medical providers need to be familiar with policy recommendations 
from the American Academy of Pediatrics3��DQG�)HGHUDO�DQG�6WDWH�PDQGDWHV�IRU�VFUHHQLQJ���6HH�
&KDSWHU���IRU�D�GLVFXVVLRQ�RI�$$3�SROLF\�DQG�&KDSWHU���IRU�LQIRUPDWLRQ�DERXW�HDUO\�LQWHUYHQWLRQ�
VHUYLFHV��
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ȏ� $$3�SROLF\� LV� D� WDOO� RUGHU� DQG�DW�ȴUVW� VHHPV�GLɟFXOW� IRU�KHDOWKFDUH�SURYLGHUV� WR� LPSOHPHQW�
ZLWKLQ� WKH�ZHOO�YLVLW� VFKHGXOH��&ROODERUDWLYH�ȊJDWHG�VFUHHQLQJȋ�DFURVV�VHUYLFHV� LV�HQRUPRXVO\�
KHOSIXO��H�J���KHDOWKFDUH�SURIHVVLRQDOV�XVH�EULHI�EURDG�EDQG�WRROV�DQG�WKHQ�UHIHU�TXHVWLRQDEOH�
UHVXOWV�WR�QRQPHGLFDO�VHUYLFHV�IRU�PRUH�H[WHQVLYH�VFUHHQLQJ��VXFK�DV�DGPLQLVWHULQJ�WKH�M-CHAT 
Follow-up Interview�IRU�VXVSHFWHG�DXWLVP�VSHFWUXP�GLVRUGHUV���7KLV�DSSURDFK�UHTXLUHV�FDUHIXO�
DQG�SURPSW�FRPPXQLFDWLRQ�EHWZHHQ�PHGLFDO�DQG�QRQ�PHGLFDO�VHUYLFHV��

ȏ� &DUH�FRRUGLQDWLRQ� DFURVV� VHUYLFHV�PXVW� DGGUHVV� DSSRLQWPHQW�PDNLQJ�� 7KH� UHTXLUHPHQW� WKDW�
families initiate services independently is often problematic because parents may be intimidated 
E\�SURIHVVLRQDOV��H�J���IDPLOLHV�ZLWK�SV\FKRVRFLDO�ULVN�IDFWRUV��ZKR�GRQȇW�VSHDN�(QJOLVK�RU�ZKR�
DUH� VLPSO\�XQVXUH�� DQG� VR�PD\�QRW� IROORZ�XS�� ,I� SRVVLEOH��ZRUN� WRZDUG�DOORZLQJ�KHDOWKFDUH�
SURYLGHUV�WR�PDNH�DSSRLQWPHQWV�IRU�FKLOGUHQ�EHFDXVH�WKLV�LV�NQRZQ�WR�LPSURYH�XSWDNH�� Even 
so, non-medical services should follow up with families and providers when appointments are 
QRW�NHSW��

ȏ� Help non-medical services understand that healthcare professionals tend to refer primarily 
WR� VHUYLFHV� ZLWK� ZKLFK� WKH\� DUH� IDPLOLDU�� 6HUYLFHV� JDUQHU� IDPLOLDULW\� ZKHQ� WKH\� FDOO� EDFN�
after a referral is made, provide prompt updates on whether appointments are kept or not, 
DQG� FROODERUDWH� LQ�GHFLVLRQ�PDNLQJ�DERXW� HYDOXDWLRQ� UHVXOWV��:LWKRXW� VXFK� IHHGEDFN�� FOLQLFV�
may well implement tools successfully but may not refer when results are positive (meaning 
SUREOHPDWLF����� Preventing under-referrals requires collaboration between clinics and non-
PHGLFDO�VHUYLFHV��

ȏ� Work toward establishing two-way consent forms wherein parents agree that various providers 
FDQ�VKDUH�LQIRUPDWLRQ��(QVXUH�WKDW�QRQ�PHGLFDO�VHUYLFHV�NHHS�KHDOWKFDUH�SURYLGHUV�LQ�D�IUHTXHQW�
feedback loop including when referrals are received, whether families followed through, plus 
UHVXOWV�RI� VXEVHTXHQW� WHVWLQJ�DQG�UHFRPPHQGDWLRQV��6HH�&KDSWHUV���DQG� WKH�ZHEVLWH� IRU� WKLV�
ERRN�IRU�D�WHPSODWH�

ȏ� 'HWHUPLQH� RSWLPDO� WLPHV� DQG�ZD\V� WR� FRPPXQLFDWH� DFURVV� VHUYLFHV�� 6RPH�SURIHVVLRQDOV� DUH�
FRPIRUWDEOH�ZLWK�H�PDLO��RWKHUV�SUHIHU�ID[HV�RU�SKRQH�FDOOV��IRU�ZKLFK�D�WLPH�WR�FDOO�QHHGV�WR�EH�
HVWDEOLVKHG���

ȏ� 'LVFXVV�SUHIHUHQFHV�IRU�FRQWHQW�WR�EH�VKDUHG�DFURVV�VHUYLFHV��6RPH�KHDOWKFDUH�SURYLGHUV�GRQȇW�
ȴQG�D�ORQJ�OLVW�RI�JRDOV�DQG�REMHFWLYHV��H�J���,(3V�DQG�,)63V��SDUWLFXODUO\�LQIRUPDWLYH��EXW�VRPH�
GR��6RPH�KHDOWKFDUH�SURYLGHUV�DUH�FRPIRUWDEOH�UHDGLQJ�WKURXJK�OHQJWK\�HYDOXDWLRQ�UHSRUWV�EXW�
VRPH�DUH�QRW�DQG�WKXV�SUHIHU�D�EULHI�VXPPDU\�RI�ȴQGLQJV�DQG�UHFRPPHQGDWLRQV�

ȏ� +HDOWKFDUH� SURYLGHUV� VKRXOG� DGYLVH� QRQ�PHGLFDO� LQWHUYHQWLRQLVWV� RQ� KHDOWK� LVVXHV� �H�J���
FRPSOH[�KHDOWK�SUREOHPV�DQG�V\QGURPH�UHODWHG�KHDOWKFDUH�LVVXHV�VXFK�DV�YHQWLODWRUV��*(�WXEHV��
LQIHFWLRQV��DOOHUJLHV��QXWULWLRQ��HWF����6LPLODUO\�QRQ�PHGLFDO�SURYLGHUV�VKRXOG�EH�HQFRXUDJHG�WR�
offer clinicians advice about the many behavioral challenges parents face, particularly about 
WURXEOLQJ� LVVXHV� VXFK� DV� SUHYHQWLQJ� H[SXOVLRQ� IURP� GD\FDUH�� $JDLQ�� EHVW� FRQWDFW� WLPHV� DQG�
FRQWDFW�PHWKRGV�VKRXOG�EH�HVWDEOLVKHG�DFURVV�VHUYLFHV��

ȏ� $GGUHVV�ZKDW�KDSSHQV�ZKHQ�FKLOGUHQ�GRQȇW�TXDOLI\�IRU�SURJUDPV��7KLV�FDQ�EH�IUXVWUDWLQJ�IRU�
SURYLGHUV�DQG�PD\�ZHOO�GHWHU�XVH�RI�TXDOLW\�VFUHHQV�LQ�SULPDU\�FDUH��0HDQZKLOH��VRPH�6WDWH�
,'($�SURJUDPV�GR�QRW�RIIHU�PRQLWRULQJ�VHUYLFHV�DQG�DUH�QRW�DOORZHG�WR�UHIHU�WR�RXWVLGH�VHUYLFHV��
Healthcare providers do not have such proscriptions and so collaboration can be essential for 
PDNLQJ�VXUH�FKLOGUHQ�ZLWK�GHOD\V�RU�ULVN�IDFWRUV��EXW�ZKR�GR�QRW�PHHW�,'($�HOLJLELOLW\��DUH�VWLOO�
UHIHUUHG�WR�QHHGHG�VHUYLFHV�VXFK�DV�+HDG�6WDUW��7R�HQVXUH�FROODERUDWLRQ��KHDOWKFDUH�SURYLGHUV�
require information on current test results and an opportunity to candidly discuss other referral 
RSWLRQV��

ȏ� $GGUHVV�ZKHWKHU� ,'($�SURYLGHV�PRQLWRULQJ�VHUYLFHV� IRU�QRQ�TXDOLI\LQJ�FKLOGUHQ�� ,I�SRVVLEOH��
create shared plans between healthcare and non-medical providers on the how’s, when’s and 
ZKDWȇV�RI�PRQLWRULQJ��+HDOWKFDUH�SURYLGHUV�QHHG�WR�NQRZ�ZKHWKHU�,'($�FDQ��PRQLWRU�LQHOLJLEOH�
FKLOGUHQ��SURYLGH�SDUHQWLQJ�LQIRUPDWLRQ��PDNH�UHIHUUDOV�WR�QRQ�,'($�VHUYLFHV��HWF��&OLQLFLDQV�
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QHHG�WKLV�LQIRUPDWLRQ�VR�WKH\�FDQ�IROORZ�XS�LI�QHFHVVDU\�DQG�ȴQG�RWKHU�UHVRXUFHV�

ȏ� ,I�WUDLQLQJ�VXEVSHFLDOW\�PHGLFDO�SURYLGHUV��H�J���QHRQDWRORJLVWV��JHQHWLFLVWV��FDUGLRORJLVWV��HWF����
H[SRVH� WKHP� WR� PRUH� WKDQ� VFUHHQV�� 6XEVSHFLDOLVWV� XVXDOO\� QHHG� LQ�GHSWK�� DVVHVVPHQW�OHYHO�
measures that track progress and produce raw age-equivalent scores (since these are better 
IRU� RXWFRPHV� DQG� UHVHDUFK� VWXGLHV��� 5HIHU� WR� &KDSWHU� ��� IRU� GLVFXVVLRQ� RI� DVVHVVPHQW�OHYHO�
PHDVXUHV�

ȏ� 'HEDWH�SRVVLEOH�VROXWLRQV�WR�VHUYLFH�ȊERWWOH�QHFNVȋȃPHDQLQJ�WKH�OHQJWK\�DQG�IUXVWUDWLQJ�VORZ�
GRZQV�EHWZHHQ�UHIHUUDOV�EDVHG�RQ�VFUHHQVȇ�HOLJLELOLW\�GHWHUPLQDWLRQ��0RVW�H[FHVVLYH�ODJ�WLPHV�
DUH�ERUQ�E\�OHDSLQJ�IURP�D�IDLOHG�VFUHHQ�VWUDLJKW�LQWR�PXOWL�GLVFLSOLQDU\�GLDJQRVWLF�HYDOXDWLRQV��
6XFK�WHVWLQJ�LV�H[SHQVLYH��PD\�EH�XQQHFHVVDU\��DQG�RIWHQ�YLRODWHV�WKH����Ȃ����VFKRRO�GD\�WLPH�
IUDPH� IRU� FRQGXFWLQJ� HYDOXDWLRQV� DQG�PDNLQJ� SODFHPHQW� GHFLVLRQV�� ,W� LV� OHVV� H[SHQVLYH� DQG�
PRUH� H[SHGLHQW� WR� IROORZ� D� IDLOHG� VFUHHQ� ZLWK� DVVHVVPHQW�OHYHO� WRROVȃGHFLGLQJ� IURP� WKHUH�
ZKLFK�FKLOGUHQ�QHHG�IXUWKHU�GLDJQRVWLF�WHVWLQJ��

ȏ� Ensure that all professionals leave your presentation with a list of local services including 
parent-training programs, websites for parenting information and professional development, 
a list of healthcare professionals willing to consult with non-medical providers about unique 
KHDOWK�LVVXHV��JXLGHOLQHV�IRU�H[SODLQLQJ�UHVXOWV��D�WDEOH�RI�KLJK�TXDOLW\�WRROV�DQG�KRZ�WR�ȴQG�WKHLU�
SXEOLVKHUV��UHLPEXUVHPHQW�LQIRUPDWLRQ��HWF�

ȏ� &RQVLGHU� LVVXLQJ� FHUWLȴFDWHV� RI� DWWHQGDQFH�SDUWLFLSDWLRQ� WR� HDFK� PHPEHU� RI� \RXU�
DXGLHQFH�� $WWHQGHHV� RIWHQ� YDOXH� D� YLVLEOH� DFNQRZOHGJHPHQW� RI� WKHLU� SDUWLFLSDWLRQ� LQ�
WUDLQLQJ� DQG� WKHLU� HPSOR\HUV� PD\� DOVR� ZLVK� WR� KDYH� FRQȴUPDWLRQ� RI� FRXUVH� FRPSOHWLRQ��
$� GRZQORDGDEOH� DQG� PRGLȴDEOH� SUH��SRVW�WHVW� DQG� D� WUDLQLQJ� FHUWLȴFDWH� FDQ� EH� IRXQG� DW� 
www.pedstest.com/TheBook/AppendixB�

ȏ� In preparing materials for training note that photocopying of test forms or sections of books 
LV� LOOHJDO�H[FHSW�ZKHQ�FRS\ULJKW�QRWLFHV�VSHFLȴFDOO\�VWDWH� WKDW�UHSURGXFWLRQ� LV�SHUPLVVLEOH�� ,W�
LV�SUHIHUDEOH�WR�XVH�FDVH�H[DPSOHV��RIWHQ�GRZQORDGDEOH�IURP�SXEOLVKHUVȇ�ZHEVLWHV��DQG�KDYH�
WUDLQHHV�UHVFRUH�WKHVH�ZKHQ�QHZ�FDVHV�DUH�SUHVHQWHG��$Q�DOWHUQDWLYH�LV�WR�DVVLJQ�D�QXPEHU�WR�
each trainee and to the blank protocols used in training and require these to be returned at the 
HQG�RI�\RXU�SUHVHQWDWLRQ��%RWWRP�OLQH��VHW�D�JRRG�H[DPSOH�ZKHQ�WUDLQLQJ�DQG�PDNH�VXUH�\RXU�
WUDLQHHV�DYRLG�FRS\ULJKW�LQIULQJHPHQW��

Presentation Strategies
ȏ� 6HDW�WRJHWKHU�PHGLFDO�DQG�QRQ�PHGLFDO�SURYLGHUV�ZKR�ZRUN�LQ�WKH�VDPH�VHUYLFH�DUHD��5RXQG�

tables, rather than auditorium-style seating are more conducive to collaboration and developing 
VKDUHG�LPSOHPHQWDWLRQ�IRUPV��

ȏ� Provide time for working on referral and monitoring issues between services, two-way consent 
IRUPV��HWF��

ȏ� ,QFOXGH�VXFFHVV�VWRULHV�DERXW�HIIHFWLYH�FROODERUDWLRQ�

ȏ� 'HVFULEH�ORFDO�UHVRXUFHV�RU�KDYH�QRQ�PHGLFDO�SURYLGHUV�SUHVHQW�EULHȵ\�DERXW�WKHLU�SURJUDPV�

ȏ� Allow time for informal interaction (so that various providers can get to know each other, talk 
DERXW�FDVHV�LQ�FRPPRQ��VROXWLRQV��HWF���

ȏ� Set a time for a follow-up meeting so that teams of medical and non-medical providers can 
VKDUH�WKHLU�FKDOOHQJHV��VXFFHVVHV��DQG�SODQV�IRU�D�EHWWHU�IXWXUH�

ȏ� (QFRXUDJH�PHGLFDO�DQG�QRQ�PHGLFDO�SURYLGHUV�WR�YLVLW�HDFK�RWKHUȇV�SURJUDPV�
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TraInIng-THe-TraIner

7UDLQLQJ�WKRVH�ZKR�ZLOO�LQ�WXUQ�WUDLQ�RWKHUV��PHDQV�\RX�DQG�\RXU�WUDLQHHV�KDYH�WR�NQRZ�ZHOO����MXVW�DERXW�
HYHU\WKLQJ�

Time Frames
<RX�ZLOO�QHHG�D�IXOO�GD\�WR�HQVXUH�WKDW�\RXU�WUDLQ�WKH�WUDLQHU�SDUWLFLSDQWV�IXOO\�PDVWHU�WKH�WRROV�RQ�ZKLFK�
\RX�WUDLQ�WKHP��SUHVHQWDWLRQ�VNLOOV��KRZ�WR�RUJDQL]H�IXWXUH�ZRUNVKRSV��HYDOXDWH�HIIHFWLYHQHVV�RI�WUDLQLQJ��
HWF��

Additional Objectives for Training-the-Trainer 
%HVLGHV�FRYHULQJ�WKH�EDVLF�WUDLQLQJ�JRDOV��OLVWHG�DW�WKH�EHJLQQLQJ�RI�WKLV�FKDSWHU���\RX�DQG�\RXU�IXWXUH�
trainers must be able to: 

ȏ� $QVZHU� IUHTXHQWO\� DVNHG� TXHVWLRQV� �)$4V�� DERXW� DGPLQLVWUDWLRQ�� VFRULQJ� DQG� LQWHUSUHWDWLRQ� RI�
WRROV��3XEOLVKHUVȇ�ZHEVLWHV�XVXDOO\�KRXVH�WKHVH��0DNH�VXUH�WUDLQHHV�KDYH�D�KDQGRXW�ZLWK�OLQNV�VR�
WKDW�WKH\�FDQ�PDVWHU�DQVZHUV�WR�DOO�)$4V�IRU�WKH�PHDVXUHV�RQ�ZKLFK�WKH\�ZLOO�WUDLQ��

ȏ� 3UHVHQW�ZHOO�DQG�SODQ�IRU�DQ�HIIHFWLYH�ZRUNVKRS�WKDW�DGKHUHV�WR�DOORWWHG�WLPH�IUDPHV�

ȏ� Identify, preferably in advance via a pre-presentation survey, trainees prior professional 
H[SHULHQFHV�DQG�H[SRVXUH�WR�WRROV��XQGHUVWDQGLQJ�RI�GHYHORSPHQW��NQRZOHGJH�RI�VHUYLFH�RSWLRQV��
HWF�

ȏ� *UDVS� WKH�XQLTXH� LPSOHPHQWDWLRQ� FKDOOHQJHV� IRU� DQ\�JURXSV�\RXU� WUDLQHHV�ZLOO� WKHQ� WUDLQ�� L�H���
ZRUN�ȵRZ�DFURVV�YDULRXV�VHWWLQJV��H�J���SULPDU\�FDUH�FOLQLFV��IRVWHU�FDUH��HDUO\�FKLOGKRRG�VHUYLFHV��
HWF����

ȏ� 8QGHUVWDQG�DQG�WHDFK�FRS\ULJKW�ODZ�VR�WKDW�\RX�DQG�\RXU�WUDLQHHV�DYRLG�LQIULQJHPHQW��

ȏ� 3ODQ�D�EXGJHW�IRU�WUDLQLQJ�WKH�WUDLQHU�VHVVLRQV�LQFOXGLQJ�D�FRPSOHWH�VHW�RI�WKH�WRROV�IRU�HDFK�WUDLQHH��

ȏ� Obtain continuing medical education or continuing education credits for your training session and 
WHDFK�IXWXUH�WUDLQHUV�KRZ�WR�REWDLQ�VXFK�FUHGLWV�IRU�WKHLU�RZQ�SUHVHQWDWLRQV��

ȏ� Share training materials such as slide shows, videos, resource lists, informational handouts and 
ZRUNVKHHWV��H�J���E\�PDNLQJ�'9'V�RU�SUH�ORDGHG�PHPRU\�VWLFNV�IRU�DOO�SDUWLFLSDQWV���

Preparing For and Delivering Train-the-Trainer Workshops
���6RPH�SXEOLVKHUV�FDQ�SURYLGH�D�WUDLQHU�IRU�\RX��XVXDOO\�IRU�D�IHH���2WKHU�SXEOLVKHUV�KDYH�ZHEVLWHV�
ZLWK�VXɟFLHQW�PDWHULDOV�WR�HQDEOH�WUDLQHUV��DQG�WKRVH�ZKR�DUH�FRPIRUWDEOH�WUDLQLQJ�WKHPVHOYHV��
WR�ZRUN�WKURXJK�FRQWHQW��YLHZ�YLGHRV��KRZ�WR�VFRUH�WRROV��HWF��6R��EH�VXUH�WR�FKHFN�WKH�SXEOLVKHUVȇ�
VLWHV�IRU�WKH�WRROV�\RX�SODQ�WR�FRYHU�

���,W� LV�EHVW� LI�\RXU�DXGLHQFH�LV�DVVLJQHG�KRPHZRUN�EHIRUH�WKH\�FRPH�WR�WUDLQLQJ��H�J���GRPDLQV�RI�
GHYHORSPHQW�� FDXVHV�RI�GHOD\V�� W\SHV�RI�GLVDELOLWLHV��DYDLODEOH� UHVRXUFHV�� HWF����7KH�DGYDQWDJH�RI�
background preparation is that you can then focus your presentation on mastering tools, and teach 
trainees how to deliver an effective presentation honed toward the various types of trainees your 
SDUWLFLSDQWV�ZLOO�WUDLQ��

���$ORQJ�ZLWK�UHTXLUHG�EDFNJURXQG�UHDGLQJ��FRQVLGHU�VHQGLQJ�D�SUH�WHVW�WKDW�WUDLQHUV�FDQ�FRPSOHWH�
DIWHU� WKH\ȇYH� VHOI�WUDLQHG� RQ� EDFNJURXQG� LQIRUPDWLRQ�� <RX� FDQ� DVN� WKHP� WR� UHWXUQ� WKHLU� SUH�
WHVW� EHIRUH� \RXU� SUHVHQWDWLRQ� LI� \RX� SODQ� WR� RIIHU� LQGLYLGXDOL]HG� IHHGEDFN�� ,I� QRW�� D� SUH�WHVW� LV�
VWLOO�KHOSIXO�IRU�IRFXVLQJ�OHDUQHUV�RQ�WKH�UDQJH�RI�WRSLFV�WKH\�QHHG�WR�PDVWHU��6HH�$SSHQGL[�%�RU 
 www.pedstest.com/TheBook/AppendixB�IRU�D�GRZQORDGDEOH�DQG�PRGLȴDEOH�SUH��SRVW�WHVW��
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���$GG�WR�DQ\�FRXUVH�IHHV��WKH�FRVW�RI�FRPSOHWH�FRSLHV�RI�WRROV�RQ�ZKLFK�\RX�ZLOO�WUDLQ��RQH�VHW�SHU�
WUDLQHH��&RQVLGHU�DGGLQJ�WKH�FRVW�RI�WKLV�ERRN�EHFDXVH�LW�LQFOXGHV�HVVHQWLDO�EDFNJURXQG�LQIRUPDWLRQ��
LPSOHPHQWDWLRQ�VWUDWHJLHV��HWF��$VVLJQ�VSHFLȴF�FKDSWHUV�LQ�DGYDQFH��$Q�DOWHUQDWLYH�DSSURDFK�LV�WR�
provide, prior to training, a list of websites providing fundamentals of child development (See 
&KDSWHU���IRU�GHWDLOV���3XEOLVKHUV�DUH�RIWHQ�DEOH�WR�GLVFRXQW�PXOWLSOH�FRSLHV�RI�PHDVXUHV�IRU�WUDLQ�
WKH�WUDLQHU�HYHQWV��SURYLGH�LQIRUPDWLYH�EURFKXUHV�DQG�RWKHU�PDWHULDOV��%H�VXUH�WR�UHTXHVW�PDWHULDOV�
DW�OHDVW���Ȃ���ZHHNV�LQ�DGYDQFH�RI�\RXU�WUDLQLQJ�HYHQW��

���,Q�SUHSDULQJ�PDWHULDOV� IRU� WUDLQLQJ� �DQG� IRU� LQIRUPLQJ� IXWXUH� WUDLQHUV��QRWH� WKDW�SKRWRFRS\LQJ�
RI� WHVW� IRUPV�RU�VHFWLRQV�RI�ERRNV� LV� LOOHJDO�H[FHSW�ZKHQ�FRS\ULJKW�QRWLFHV�VSHFLȴFDOO\�VWDWH�WKDW�
UHSURGXFWLRQ� LV� SHUPLVVLEOH�� 5HSURGXFLEOH� SDJHV� LQ� WKLV� ERRN� DUH� FOHDUO\�PDUNHG� RU� VKRZQ� DV�
ZHEVLWH�OLQNV�VR�DV�WR�EH�KHOSIXO�IRU�DXGLHQFH�KDQGRXWV��H�J���WDEOHV�RI�WRROV��PLOHVWRQH�FKDUWV��OLVWV�
RI�UHVRXUFHV���0DNH�VXUH�WUDLQHHV�IXOO\�XQGHUVWDQG�WKDW�PRVW�WHVW�SURWRFROV�PD\�QRW�EH�UHSURGXFHG�
LQ�DQ\�PDQQHU�LQFOXGLQJ�HOHFWURQLF�DSSOLFDWLRQV��H�J���HQWHUHG�LQWR�DQ�HOHFWURQLF�UHFRUG���,I�LW�LVQȇW�
IHDVLEOH�WR�KDYH�DWWHQGHHV�SD\�IRU�D�FRPSOHWH�VHW�RI�WRROV��XVH�FDVH�H[DPSOHV��RIWHQ�GRZQORDGDEOH�
IURP�SXEOLVKHUVȇ�ZHEVLWHV��DQG�KDYH�WUDLQHHV�UHVFRUH�WKHVH�ZKHQ�QHZ�FDVHV�DUH�SUHVHQWHG��%RWWRP�
OLQH��VHW�D�JRRG�H[DPSOH�DQG�PDNH�VXUH�\RX�DQG�\RXU�WUDLQHHV�DYRLG�FRS\ULJKW�LQIULQJHPHQW�

���6HOHFW�D�GLVFUHWH�VHW�RI�WRROV�IRU�WUDLQLQJ�DQG�H[SRVH�WUDLQHHV�WR�WKHLU�IHDWXUHV��%H�VXUH�WR�VHOHFW�
several different, but high quality tools, so that future trainers can share options with those they 
train (in consideration of different measurement preferences and time constraints in various 
VHWWLQJV���

���(QVXUH�WLPH�GXULQJ�\RXU�ZRUNVKRS�LQ�ZKLFK�WUDLQHHV�FUHDWH�DQG�VKDUH�FDVH�H[DPSOHV�ZLWK�WKH�
JURXS��H�J���D�YROXQWHHU�SUHWHQGLQJ�WR�EH�HLWKHU�D�SDUHQW�RU�H[DPLQHU�ZRUNLQJ�ZLWK�D�FKLOG���7KLV�
G\QDPLF�DQG�LQWHUHVWLQJ�DSSURDFK�RIIHUV�SUDFWLFH�ZLWK�VFRULQJ�DQG�UHIHUUDO�SODQQLQJ��1HYHUWKHOHVV��
see comments in the prior section about how to advise informants willing to offer spontaneous 
FDVH�H[DPSOHV��

���3UHSDUH� FDVH� H[DPSOHV� LQ� YDULRXV� VWDJHV� RI� FRPSOHWLRQ�� &RQVLGHU� VKRZLQJ� H[DPSOHV� WKDW� KDYH�
HUURUV� LQ� DGPLQLVWUDWLRQ�� VFRULQJ�� DQG� LQWHUSUHWDWLRQ��:LWK� WKHVH�� \RX� FDQ� DVN� WUDLQHHV� WR� ȴQG�
PLVWDNHV�DQG�FRUUHFW�WKHP�

���0DNH�VXUH�WUDLQHHV�DUH�IDPLOLDU�ZLWK�HOHFWURQLF�DSSOLFDWLRQV�RI�PHDVXUHV�DQG�KDYH�D�FKDQFH�WR�
SUDFWLFH�ZLWK�WKHVH��$�OLYH�GHPR�LV�KHOSIXO�DQG�EHVW�SURYLGHG�DIWHU�WUDLQHHV�KDYH�ZRUNHG�WKURXJK�
SULQW�DSSOLFDWLRQV�RI�PHDVXUHV��7KLV�ZLOO�KHOS�WKHP�VHH�WKH�MR\V�RI�DXWRPDWHG�VFRULQJ��JHQHUDWHG�
UHIHUUDO�OHWWHUV��HWF��2SWLRQV�DUH�WR��

ȏ� Ask trainees to bring their laptops to training (but to put them away when you or others 
DUH�SUHVHQWLQJ���

ȏ� If internet access is available, consider having a portion of your talk devoted to demonstrating 
VLWHV�IRFXVHG�RQ�SDUHQWLQJ�LQIRUPDWLRQ��SXEOLVKHUVȇV�)$4V��HWF��

ȏ� *LYHQ�LQWHUQHW�DFFHVV��KDYH�WUDLQHHV�WULDO�RQOLQH�VFUHHQLQJ�VHUYLFHV�YLD�D�OLYH�FDVH�H[DPSOH�
RU�WZR��0DNH�VXUH�\RX�KDYH�REWDLQHG�VLWH�DFFHVV�EHIRUH�\RXU�SUHVHQWDWLRQ�DQG�KDYH�HQRXJK�
trials for all trainees; 

ȏ� &KHFN�ZLWK�SXEOLVKHUV�RQ�DYDLODELOLW\�RI�WUDLQLQJ�'9'V�RU�GRZQORDGDEOH�WUDLQLQJ�PDWHULDOV��
Publishers may be able to send copies of slide shows and other information so that each 
SDUWLFLSDQW�OHDYHV�ZLWK�KLV�KHU�RZQ�FRSLHV��

���� 7UDLQHHV� QHHG� WR� WKRURXJKO\� XQGHUVWDQG� LPSOHPHQWDWLRQ� LVVXHV� DQG� KDYH� D� JRRG� VHQVH� RI�
GLIIHUHQFHV�LQ�ZRUNȵRZ�DFURVV�GLIIHUHQW�W\SHV�RI�VHUYLFHV��H�J���KHDOWK�FDUH��IRVWHU�FDUH��+HDG�
6WDUW��HWF����6KDUH�D�FRS\�RI�WKH�LPSOHPHQWDWLRQ�ZRUNVKHHW��LQFOXGHG�LQ�&KDSWHU�����DQG�LQFOXGH�
LQ�\RXU�VOLGH�VKRZ�D�VDPSOH�ZRUNȵRZ�FKDUW��ZRUNȵRZ�VFHQDULRV�DQG�WKH�LPSOHPHQWDWLRQ�ZRUN�
sheet are downloadable at www.pedstest.com/TheBook/Chapter16).
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���� 3URYLGH�IRU�HDFK�WUDLQHH�WKH�PDWHULDOV�WKH\ȇOO�QHHG�IRU�WKHLU�RZQ�SUHVHQWDWLRQV��&UHDWH�'9'V�
�RU� SUH�ORDGHG� WKXPE�GULYHV�� WKDW� LQFOXGH� VOLGH� VKRZV�� YLGHRV�� UHVRXUFH� OLVWV�� DXGLHQFH�
LQIRUPDWLRQDO�KDQGRXWV�DQG�ZRUNVKHHWV��/RFDO�SULQW�FRS\�VHUYLFHV�FDQ�LQH[SHQVLYHO\�GXSOLFDWH�
WKHVH�IRU�\RX��DQG�Dɟ[�D�FXVWRP�ODEHO���

���� 3UHSDUH�SULQW�PDWHULDOV�\RXȇOO�QHHG�DYDLODEOH�IRU�\RXU�FRQIHUHQFH��H�J���SRVW�WHVWV��FDVH�H[DPSOHV��
QXPEHUHG�WHVW�SURWRFROV��HWF���

���� &RQVLGHU�RSWLPDO�GDWH�WLPHV�DQG�ORFDWLRQV�IRU�\RXU�WUDLQLQJ��DYRLGLQJ�WKH�UXQ�XS�WR�KROLGD\V��
YRWLQJ�GD\V��HWF����

���� $QQRXQFH�WKH�GDWHV�DQG�WLPHV�RI�\RXU�WUDLQLQJ�ZRUNVKRSV�WZR�WR�WKUHH�PRQWKV�LQ�DGYDQFH��$VN�
DJHQFLHV�DQG�VRFLHWLHV�PRVW�OLNHO\�WR�EH�LQWHUHVWHG�IRU�KHOS�VHQGLQJ�RXW�ȵLHUV��5HTXLUH�DQ�5693�
LQ�ZKLFK�SDUWLFLSDQWV�PXVW�SURYLGH�ERWK�H�PDLO�DQG�VQDLO�PDLO�DGGUHVVHV��$QWLFLSDWH�VHQGLQJ�
WKH�ȵLHU�VHYHUDO�WLPHV��VWDUWLQJ�DW�OHDVW�WKUHH�PRQWKV�EHIRUH�\RXU�WUDLQLQJ�GDWH��

���� )ROORZ�XS�ZLWK�DOO�WKRVH�ZKR�KDYH�5693ȇG�ZLWK�ERWK�UHPLQGHUV�DQG�SUHSDUDWLRQ�UHTXLUHPHQWV�
�H�J���FRPSOHWLQJ�D�SUH�WHVW��DGYDQFH�UHDGLQJV��HWF���

���� 7HVW�SXEOLVKHUV�RIWHQ�UHVHUYH�VSDFH�RQ�WKHLU�ZHEVLWHV�IRU�DQQRXQFHPHQWV�RI�WUDLQLQJ�HYHQWV�VR�
\RX�DQG�\RXU�WUDLQHHV�VKRXOG�VXEPLW�WUDLQLQJ�GDWHV�DQG�WLPHVȃD�IHZ�ZHHNVȇ�QRWLFH�LV�ZLVH�

���� 'LVFXVV�ZLWK�DQ\� VSRQVRULQJ�DJHQFLHV�KRZ� WR� IHHG�DQG�UHIUHVK�DWWHQGHHV� �H�J���ER[� OXQFKHV��
FRIIHH�EUHDNV��HWF����

���� 3ODQ� WKH� WLPLQJ�RI�\RXU�ZRUNVKRS�ZLWK�D�PL[WXUH�RI� OHFWXUHV�DQG� LQWHUDFWLYH�DFWLYLWLHV� �H�J���
SUDFWLFH�ZLWK�VFRULQJ�LQWHUSUHWDWLRQ��TXHVWLRQ�DQVZHU�WLPH���DQG�DOORZ�WLPH�IRU�FRPSOHWLRQ�RI�
SRVW�WHVWV��

���� 8VH�D�SRVW�WHVW� DIWHU�\RXU�SUHVHQWDWLRQ� VR� WKDW�\RX�FDQ�GHWHUPLQH�ZKR� LV� ȊUHDG\� WR�JRȋ�DQG�
ZKR�QHHGV�PRUH�JXLGDQFH�DQG�DGGLWLRQDO� WUDLQLQJ��7KH�PHDVXUH� VKRZQ� LQ�$SSHQGL[�%�DQG�
downloadable at www.pedstest.com/TheBook/AppendixB can be used for pre-testing as well as 
SRVW�WHVWLQJ��3RVW�WHVWLQJ�LV�UHTXLUHG�LI�RIIHULQJ�FRQWLQXLQJ�HGXFDWLRQ�FUHGLWV��

���� &RQVLGHU�LVVXLQJ�FHUWLȴFDWHV�WR�DOO�ZKR�VXFFHVVIXOO\�FRPSOHWH�\RXU�FRXUVH��$WWHQGHHV�RIWHQ�YDOXH�
a visible acknowledgement of their participation in training and their employers may also wish 
WR�KDYH�FRQȴUPDWLRQ�RI�FRXUVH�FRPSOHWLRQ��

���� 6RPH� WUDLQ�WKH�WUDLQHU� SURJUDPV� SURYLGH� FHUWLȴFDWHV� RI� PDVWHU\� RQO\� DIWHU� YHWWLQJ� �H�J���
learners are required to complete and return several correctly scored tests along with a short 
LQWHUSUHWLYH�UHSRUW�DQG�UHFRPPHQGDWLRQV���7KLV�LV�D�ZLVH�DSSURDFK�HVSHFLDOO\�LI�\RXU�WUDLQHHV�
KDYH�D�OLPLWHG�EDFNJURXQG�LQ�WHVW�DGPLQLVWUDWLRQ�RU�FKLOG�GHYHORSPHQW�DQG�GLVDELOLWLHV�

���� .HHS�QRWHV�RQ�DOO�\RXU�SUHSDUDWLRQ�DFWLYLWLHV�EHFDXVH�\RX�ZLOO�QHHG�WR�VKDUH�D�GLVWLOOHG�OLVW�RI�
WKHVH�ZLWK�\RXU�IXWXUH�WUDLQHUV��

���� :KHQ� \RX� SUHVHQW�� UHPHPEHU� WKDW� \RX� DUH� DOVR� WHDFKLQJ� ȊKRZ� WR� SUHVHQW�ȋ� 6R� VLGH�EDU�
periodically during your presentation to comment on your use of images, animations, humor, 
empathy for the challenges of screening in healthcare and other settings, your use of periodic 
SDXVHV�IRU�TXHVWLRQV��HWF��<RX�QHHG�WR�EH�D�UROH�PRGHO�IRU�\RXU�WUDLQHHV�DQG�WKH\�ZLOO�EHQHȴW�
IURP�\RXU�H[DPSOH�DQG�LQVLJKW�RQ�KRZ�WR�PDNH�SUHVHQWDWLRQV�LQWHUHVWLQJ�DQG�FRPSHOOLQJ��%H�
VXUH�WR�SRLQW�RXW�WKH�YDOXH�RI�FDVH�H[DPSOHV�LQ�PDLQWDLQLQJ�DXGLHQFH�LQWHUHVW�DQG�HQJDJHPHQW�

���� +HOS�IXWXUH�WUDLQHUV�ȴJXUH�RXW�KRZ�WR�GLYLGH�SUHVHQWDWLRQV�LQWR����Ȃ����PLQXWH�FKXQNV��LI�WKH\�
ZLOO�EH�ZRUNLQJ�ZLWK�KHDOWKFDUH�SURYLGHUV�ZLWKLQ�WKHLU�ZHHNO\�FOLQLF�VWDII�PHHWLQJV��

���� ,I� WUDLQLQJ� D� VPDOO� JURXS� DQG� LI� WLPH� SHUPLWV�� FRQVLGHU� DVNLQJ� WUDLQHHV� WR� SUHSDUH� D� ��� WR�
2-minute portion of a slide show to share, and then allow time for comments on presentation 
HIIHFWLYHQHVV��%UDYH�YROXQWHHUV�ZLOO�EH�QHHGHG��DQG�ORWV�RI�DGYDQFH�QRWLFH��
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���� 3URYLGH�D�OLVW�RI�SUHVHQWHUVȇ�WLSV�VXFK�DV�WKRVH�LQ�7DEOH������

Table 15-1. Train-the-Trainer Presentation Tips
ȏ� %HJLQ�ZLWK�KXPRU�EHFDXVH�LW�UHOD[HV�SUHVHQWHUV�DQG�WUDLQHHV��

ȏ� $IWHU�WKH�WLWOH�VOLGH��ZLWK�\RXU�QDPH�DQG�QDPH�RI�\RXU�SURJUDP���\RXU�VHFRQG�VOLGH�VKRXOG�VWDWH�WKH�JRDOV�WRSLFV�WR�
EH�FRYHUHG��1XPEHU�WKHVH�DQG�UHIHU�WR�QXPEHULQJ�WKURXJKRXW�\RXU�SUHVHQWDWLRQ��7KLV�KHOSV�RULHQW�SDUWLFLSDQWV�
DQG�PDLQWDLQV�WKHLU�DWWHQWLRQ��

ȏ� .QRZ�WKH�XQLTXH�LVVXHV�IRU�HDFK�W\SH�RI�SURIHVVLRQDO�WR�EH�WUDLQHG�DQG�FUDIW�D�VHW�RI�VOLGHV�DSSURSULDWH�IRU�WKHLU�
LVVXHV��

ȏ� $FNQRZOHGJH�OLNHO\�SRLQWV�RI�UHVLVWDQFH��SUHIHUDEO\�ZLWK�D�ELW�RI�OHYLW\��H�J���D�VOLGH�RI�DQ�RYHUZKHOPHG�SURIHVVLRQDO�
VXUURXQGHG�E\�SLOHV�RI�SDSHU��

ȏ� 3URYLGH�D�KDQGRXW�RI�VOLGHV��WKUHH�WR�D�SDJH�XVXDOO\�ZRUNV�EHVW��ZLWK�VSDFH�IRU�DWWHQGHHV�WR�WDNH�QRWHV��7KH�1RWHV�
SDJHV�LQ�3RZHU3RLQW��ZKLFK�SUHVHQWHUV�QHHG�WR�NQRZ�KRZ�WR�WXUQ�RQ��QHHG�QRW�EH�SULQWHG��5DWKHU�WKHVH�DUH�WR�KHOS�
SUHVHQWHUV�RUJDQL]H�WKHLU�WKRXJKWV�

ȏ� 6OLGH� DSSHDUDQFH� LV� LPSRUWDQW�� 8VH� D� GDUN� EDFNJURXQG� DQG�PXFK� OLJKWHU� IRQW�� $YRLG� D� UHG� EDFNJURXQG� DQG�
PLQLPL]H�YHUELDJH�� L�H���NHHSLQJ� WKH� IRQW� VL]H� LQ�3RZHUSRLQW�QR� OHVV� WKDQ����SRLQW���$QLPDWLRQV�KHOS�PDLQWDLQ�
DWWHQWLRQ��H�J���FRQVLGHU�KDYLQJ�EXOOHW�SRLQWV�ȵ\�LQ�DQG�WKHQ�GLP�ZKHQ�LW�LV�WLPH�IRU�WKH�QH[W�EXOOHW�SRLQW�WR�EH�
GLVFXVVHG��EXW�GRQȇW�RYHUGR�DQLPDWLRQVȃWRR�GL]]\LQJ�

ȏ� :KHQ�PDNLQJ�VOLGHV��NHHS�DW�OHDVW�D��ȋ�GLVWDQFH�IURP�WKH�HGJHV�RI�WKH�IUDPH��6RPH�SURMHFWRUV�DUH�QRW�FHQWHUHG�ZHOO�
DQG�VR�PD\�FXW�RII�VRPH�\RXU�WH[W�

ȏ� 6SHDN�FOHDUO\�DQG�DW�D�UHDVRQDEOH�SDFH��5HDG�EXOOHW�SRLQWV��EXW�DOVR�HODERUDWH�VOLJKWO\�RQ�HDFK�EHIRUH�PRYLQJ�WR�
WKH�QH[W�EXOOHWHG�VWDWHPHQW�

ȏ� Practice, practice, practice any pending presentations to make sure you know the sequence of slides, preferably 
KDYH�FRQWHQW�HVVHQWLDOO\�PHPRUL]HG��DQG�FDQ�VWD\�ZLWKLQ�WKH�WLPH�IUDPH�ZKLOH�DOVR�DOORZLQJ����Ȃ����PLQXWHV�IRU�
TXHVWLRQV��$QWLFLSDWH�WKDW� LQWURGXFWLRQV�PD\�WDNH�DERXW���Ȃ����PLQXWHV�DQG�\RXU�SUHVHQWDWLRQ�PD\�QHHG�WR�EH�
VKDYHG�DFFRUGLQJO\��,I�\RX�DUH�D�VSHDNHU�RQ�D�PXOWL�SDQHO�SUHVHQWDWLRQ��UHFRJQL]H�WKDW�RWKHUV�PD\�WDNH�PRUH�WKDQ�
WKHLU�DOORWWHG�WLPH�DQG�SHUKDSV�FRYHU�VRPH�RI�WKH�VDPH�LQIRUPDWLRQ��6R��NQRZ�\RXU�VOLGHV�DQG�FRQWHQW�DQG�ZKLFK�
RQHV�FDQ�EH�VNLSSHG�RYHU�LI�QHHGHG��%RWWRP�OLQH��LW�LV�DOZD\V�LUULWDWLQJ�WR�EXV\�SURIHVVLRQDOV�ZKHQ�WDONV�WDNH�WRR�
ORQJ�VLQFH�WKH\�JHQHUDOO\�KDYH�WR�OHDYH�DW�WKH�GHVLJQDWHG�HQGLQJ�WLPH�

ȏ� 7UXO\�PDVWHU�WKH�FRQWHQW�RI�SUHVHQWDWLRQV�DQG�DYRLG�MXVW�UHDGLQJ�IURP�QRWHV�RU�ORRNLQJ�H[FHVVLYHO\�DW�VOLGHV��DOZD\V�
ERULQJ��

ȏ� 3ODQ�IRU�SHULRGLF�EDWKURRP��VWUHWFKLQJ��DQG�IRRG�EUHDNV��

ȏ� /HDYH� ORWV�RI� WLPH� IRU�TXHVWLRQV�DQG�DQVZHUV�� ,W� LV�ZLVH� WR� VHW�SRLQWV� IRU�4�	�$�DIWHU�GLVFUHWH� VHFWLRQV�RI�\RXU�
SUHVHQWDWLRQ��H�J���KRZ�WR�SUREH�IRU�OLWHUDF\��VFRULQJ��LQWHUSUHWDWLRQ��ȴQGLQJ�UHVRXUFHV���

ȏ� %H� FRPIRUWDEOH� ZLWK� WKH� ȊSUHJQDQW� SDXVHȋ� WKDW� VRPHWLPHV� RFFXUV� ZKHQ� SRVLQJ� WKH� ȴUVW� IHZ� TXHVWLRQV� WR�
SDUWLFLSDQWV��

ȏ�  If trainees interrupt with questions at unplanned times, feel comfortable saying things like, “Good question, we’ll 
JHW�WR�WKDW�LQ�D�IHZ�PLQXWHVȋ�RU�Ȋ/HWȇV�FRQWLQXH�WKLV�GLVFXVVLRQ�DIWHU�WKH�SUHVHQWDWLRQ�ȋ�

ȏ� If your version of Powerpoint enables you to turn on “Presenters Tools,” make use of it to time your practice 
SUHVHQWDWLRQV�DQG�YLHZ�XSFRPLQJ�VOLGHV��7KLV�IDFLOLWDWHV�D�VPRRWKHU�YHUEDO�WUDQVLWLRQ�DFURVV�WRSLFV��

ȏ� 8VH�Ȋ1RWHVȋ�SDJHV�LQ�3RZHUSRLQW�WR�ZULWH�RXW�ZKDW�\RX�SODQ�WR�VD\�VR�WKDW�\RX�VWD\�RQ�SRLQW��

ȏ� 5HFRJQL]H�WKH�SRZHU�RI�H[DPSOH�LQ�WHDFKLQJȃEUHDN�XS�WH[W�ODGHQ�VOLGHV�ZLWK�SKRWRV�DQG�GHVFULSWLRQV�RI�LQGLYLGXDO�
FDVHV�

ȏ� 6HQG�$9�QHHGV�LQ�DGYDQFH�>H�J���D�PLNH�IRU�WKH�FRPSXWHU�LI�VKRZLQJ�YLGHRV��VSHDNHU�SUHIHUHQFHV�IRU�D�ODYDOLHU�PLNH�
�WKDW�DOORZV�PRELOLW\��YHUVXV�D�VWDWLRQDU\�PLNH@�

WDEOH�FRQWLQXHV���
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ȏ� 8QGHUVWDQG�\RXU�QDWXUDO�YRLFH�OHYHOVȃLI�\RXU�YRLFH�LV�VPDOO��LW�PD\�QRW�FDUU\�WR�WKH�EDFN�RI�D�URRP�RI����SHRSOH��
%H�VXUH�WR�DVN�IRU�D�PLFURSKRQH��

ȏ� Learn how to play videos on a computer (and to download these in advance of their presentation and then make 
VXUH�WKH\�UXQ��

ȏ� If a computer microphone for videos is not available, be prepared to provide voice-over, meaning you need to 
NQRZ�WKRURXJKO\�WKH�YLGHRV�\RX�VKRZ�

ȏ� 0DNH�VXUH�\RX�KDYH�\RXU�SUHVHQWDWLRQ�RQ�D�WKXPE�GULYH��,I�\RX�DUH�RQH�RI�VHYHUDO�VSHDNHUV��$9�ZLOO�ZDQW�WR�LQVHUW�
DOO�VOLGH�VKRZV�RQWR�D�VLQJOH�FRPSXWHU��,I�LQVWHDG�\RX�ZDQW�WR�XVH�\RXU�RZQ�FRPSXWHU��PDNH�VXUH�\RX�EULQJ�\RXU�
RZQ�FDEOLQJ�WR�FRQQHFW�WR�WKH�SURMHFWRU��PRVW�HVSHFLDOO\�LI�SURMHFWLQJ�IURP�D�0DF���SRZHU�FRUGV��DQG�EH�VXUH�\RX�
NQRZ�KRZ�WR�FRQQHFW�FDEOHV��

ȏ� %H�SK\VLFDOO\�SUHSDUHG�IRU�WDONV��H�J���KDYH�D�ERWWOH�RI�ZDWHU�DW�KDQG��$OO�WKRVH�H[KDODWLRQV��LI�QRW�DQ[LHW\��PDNH�
VSHDNHUV�WKLUVW\���%H�VXUH�WR�XVH�WKH�UHVWURRP�EHIRUHKDQG�

ȏ� $UULYH�HDUO\�WR�VHW�XS�DQG�DGGUHVV�$9�LVVXHV��'RXEOH�FKHFN�\RXU�VOLGHV��HVSHFLDOO\�LI�SODFLQJ�D�VOLGH�VKRZ�PDGH�RQ�
D�0DF�RQWR�D�3&ȃWKHUH�DUH�VRPHWLPHV�UHVL]LQJ�SUREOHPV�ZLWK�IRQWV��0DNH�VXUH�DQ\�YLGHRV�VWLOO�UXQ�ZHOO��

ȏ� 7XUQ�RII�\RXU�ZLUHOHVV�PLF�EHIRUH�KHDGLQJ�WR�WKH�EDWKURRP��LFN\�VWRULHV�DERXQG�DERXW�WKH�IDLOXUH�WR�GR�WKDW��

©From Glascoe FP, Marx KP, Poon JP, Macias MM. Identifying and Addressing Developmental-Behavioral Problems: A Practical Guide for Medical 
and Non-medical Professionals, Trainees, Researchers and Advocates. Nolensville, TN: PEDStest.com, LLC, 2013.  
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 SeLF-TraInIng

Life-long learning is a requirement for all professionals and is absolutely essential when it comes to 
WKH�PRVW�FRPSOH[�DVSHFWV�RI�KXPDQ�EHLQJVȃGHYHORSPHQW�DQG�EHKDYLRU��6HOI�WUDLQLQJ�LV�GR�DEOH�RQ�WKH�
topics of early detection and intervention, appropriate use of screens, how to locate referral resources, 
HVWDEOLVK�FROODERUDWLRQ�ZLWK�UHIHUUDO�VHUYLFHV��HWF��&RQWLQXLQJ��PHGLFDO��HGXFDWLRQ�DQG�0DLQWHQDQFH�RI�
&HUWLȴFDWLRQ�FUHGLWV�DUH�RIWHQ�DYDLODEOH�IRU�VHOI�RU�JURXS�WUDLQLQJ���

Time Frames
([SHFW� WR� VSHQG� DW� OHDVW� WZR� RU� PRUH� KRXUV� UH�IDPLOLDUL]LQJ� \RXUVHOI� ZLWK� HVVHQWLDO� EDFNJURXQG�
LQIRUPDWLRQ�RQ�FKLOG�GHYHORSPHQW��GLVDELOLWLHV��UHIHUUDO�DQG�SDUHQWLQJ�UHVRXUFHV��6HOHFWLQJ�DQG�WULDOLQJ�
YDULRXV�WRROV�ZLWK�FROOHDJXHV�DQG�VWDII�ZLOO�WDNH�DQ�DGGLWLRQDO�RQH�WR�WZR�KRXUV��,PSOHPHQWLQJ�WRROV�LQ�
\RXU�FOLQLF�DQG�HVWDEOLVKLQJ�DQ�HIIHFWLYH�ZRUNȵRZ�WDNHV�DGGLWLRQDO�WLPH�DQG�FROODERUDWLRQ��XVXDOO\�YLD�
PXOWLSOH�VWDII�PHHWLQJV��

Self-Training Strategies 
���$IWHU�UHYLHZLQJ�WKH�WUDLQLQJ�JRDOV�OLVWHG�DW�WKH�EHJLQQLQJ�RI�WKLV�FKDSWHU��UHDG�&KDSWHUV��������DQG�
WKHQ��������VR�WKDW�\RX�DFTXLUH�IXQGDPHQWDO�FRQFHSWV�RI�FKLOG�GHYHORSPHQW��,WV�GRPDLQV��GHȴQLWLRQV�
RI�GLVDELOLWLHV�YHUVXV�GHOD\��SV\FKRVRFLDO�ULVN�DQG�UHVLOLHQFH��DQG�WKH�KD]DUGV�RI�LQIRUPDO�PHWKRGVȃ
HQRUPRXV�XQGHU�GHWHFWLRQ�UDWHV�DUH�WKH�VDG�UHVXOW���

���1H[W�UHDG�&KDSWHU���WR�EHFRPH�IDPLOLDU�ZLWK�$PHULFDQ�$FDGHP\�RI�3HGLDWULFVȇ�SROLFLHV�RQ�HDUO\�
GHWHFWLRQ��$OWKRXJK�$$3�SROLF\�FDQ�VRXQG�RYHUZKHOPLQJ�� LW�FDQ�EH�LPSOHPHQWHG�HɟFLHQWO\��6R��
ZDLW�XQWLO�\RXȇYH�H[SORUHG�ZKLFK�PHDVXUHV�\RX�ZDQW�WR�XVH�EHIRUH�UHDGLQJ�DERXW�KRZ�WR�PDNH�
HDUO\�GHWHFWLRQ�HɟFLHQW��,Q�WKH�PHDQWLPH��QRWH�WKDW��

ȏ� 6FUHHQLQJ�DQG�VXUYHLOODQFH�PXVW�FRQWLQXH�EH\RQG�WKH����Ȃ����PRQWK�DJH�UDQJH�EHFDXVH�
WKH�PRUH�FRPPRQ�GLVDELOLWLHV��H�J���ODQJXDJH�LPSDLUPHQW�DQG�OHDUQLQJ�GLVDELOLWLHV��DUH�QRW�
completely manifest; 

ȏ� The AAP is actively working with private payers to ensure reimbursement at well-visits 
EH\RQG�WKH����Ȃ����PRQWK�DJH�UDQJH��

Table 15-1. Cont’d
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ȏ� Both screening and surveillance can best be accomplished with the same, accurate 
PHDVXUHV�

���,GHQWLI\�D�IHZ�WRROV�IURP�&KDSWHU���\RX�ZDQW�WR�H[SORUH�IXUWKHU��7KH�FKDSWHU�KDV�OLQNV�WR�
publishers’ websites which house detailed information on what each tool measures, how they 
ZRUN��H�J���YLGHRV��FDVH�H[DPSOHV��HOHFWURQLF�RSWLRQV��HWF����)RU�DFFXUDWH�HDUO\�LGHQWLȴFDWLRQ��DQG�
FRPSOLDQFH�ZLWK�$$3�SROLF\��\RX�ZLOO�QHHG�WR�LGHQWLI\�

ȏ� A screen that elicits and addresses parents’ concerns as well as a screen measuring 
milestones across development, social-emotional and behavioral/mental health domains; 

ȏ� $�VFUHHQ�IRU�DXWLVP�VSHFWUXP�GLVRUGHU�IRU�XVH�DW�����DQG����PRQWKV�

ȏ� Tools measuring psychosocial risk and resilience;

ȏ� 6FUHHQV�IRU�VFKRRO�DJH�FKLOGUHQ�

���3UDFWLFH�WRROV�EHIRUH�XVLQJ�WKHP�ZLWK�SDWLHQWV��0DQ\�VFUHHQV�DUH�DOVR�DYDLODEOH�RQOLQH�DQG�SURYLGH�
DXWRPDWHG� VFRULQJ�� UHSRUW�ZULWLQJ�� ELOOLQJ�SURFHGXUH� FRGHV�� HWF�� (YHQ� LI� \RX�GR�QRW�SODQ� WR�XVH�
online administration, try scoring a few practice administrations and compare your scoring to the 
IUHH�WULDOV�SURYLGHG�IRU�RQOLQH�DSSURDFKHV��1RWH�WKDW�DQ�HOHFWURQLF�UHFRUG�LV�QRW�QHFHVVDU\�IRU�XVH�
ZLWK�RQOLQH�PHDVXUHV��6HH�&KDSWHU���IRU�OLQNV�WR�HOHFWURQLF�RSWLRQV�IRU�VFUHHQLQJ�

���:KHQ� LW� FRPHV� WR�PDVWHULQJ� DGPLQLVWUDWLRQ� RI� VFUHHQV� LQ� SULQW�� LW� LV� HVVHQWLDO� WR� UHDG� WKH� WHVW�
GLUHFWLRQV�DQG�UHIHU�WR�WKHP�RIWHQ��$OWKRXJK�WKLV�VRXQGV�D[LRPDWLF��LW�LVQȇW��+XPDQ�EHLQJV�KDYH�
ȊFRJQLWLYH�GULIWȋ�DQG�VWUD\�IURP�V\VWHPDWLF�VWDQGDUGL]HG�PHWKRGV�RYHU�WLPH��7KLV�LV�D�ELJ�SUREOHP�
ZKHQ�LW�FRPHV�WR�VWDQGDUGL]HG�WHVWV�WKDW�KDYH�WR�EH�DGPLQLVWHUHG�DQG�VFRUHG�LQ�WKH�H[DFW�VDPH�ZD\�
HYHU\�WLPH�WKH\�DUH�JLYHQ��6R�UHIHUULQJ�WR�GLUHFWLRQV�SHULRGLFDOO\��ZKHWKHU�VHHPLQJO\�QHHGHG�RU�
QRW��LV�HVVHQWLDO�

���&RQVLGHU� FRQGXFWLQJ� D� 4XDOLW\� ,PSURYHPHQW� ,QLWLDWLYH� �4,�� DQG� ZRUN� WRZDUGV� 0DLQWHQDQFH�
RI� &HUWLȴFDWLRQ� �02&��E\� LPSOHPHQWLQJ� VFUHHQV� DQG�YLHZLQJ�\RXU�SURJUHVV� DW� LPSURYLQJ� HDUO\�
LGHQWLȴFDWLRQ�DQG�SURPRWLQJ�GHYHORSPHQW��'RFXPHQWDWLRQ�RI�HIIRUW�DQG�LPSURYHPHQW�LV�JHQHUDOO\�
easier with online screening because a database is generated that enables you to view decisions 
DQG�XVH�RI�VFUHHQV�RYHU�WLPH��6HH�&KDSWHU����IRU�PRUH�LQIRUPDWLRQ�

���,I� \RX� GRQȇW� EHOLHYH� DFFXUDWH� WRROV� GR� EHWWHU� DW� HDUO\� GHWHFWLRQ� WKDQ� LQIRUPDO� RQHV�� WHVW�
\RXU� FXUUHQW� PHWKRGV�� DQG� WKHQ� FRPSDUH� \RXU� GHFLVLRQV� WR� WKDW� RI� DFFXUDWH� VFUHHQV�� 6HH� 
www.developmentalscreening.org for an interesting video of Harvard clinicians who completed 
WKHLU�RZQ�FRPSDULVRQ�VWXG\��ȴQGLQJ�WKDW�TXDOLW\�VFUHHQV�VHUYHG�WKHP�EHVW��

���5HFRJQL]H�WKDW�ZKHQ�XVLQJ�DFFXUDWH�VFUHHQV�PHDVXULQJ�PLOHVWRQHV�DQG�SDUHQWVȇ�FRQFHUQV��\RX�FDQ�
save time during well-visits by eliminating any informal milestones checklists and ad hoc questions 
IURP�DJH�VSHFLȴF�HQFRXQWHU�IRUPV��:HOO�FKLOG�WHPSODWHV�ZLWK�VXJJHVWLRQV�IRU�LQGLFDWLQJ�VFUHHQLQJ�
WHVW�UHVXOWV�DUH�LQFOXGHG�LQ�$SSHQGL[�$�DQG�GRZQORDGDEOH�DW�www.pedstest.com/TheBook/AppendixA��

���2QFH�\RXȇYH�GHFLGHG�RQ�ZKLFK�VFUHHQV�WR�XVH��UHDG�QH[W�DERXW�LPSOHPHQWDWLRQ�VWUDWHJLHV��WUDLQLQJ�
RɟFH�VWDII��DQG�SODQQLQJ�D�WULDO�ZRUNȵRZ�DV�GHVFULEHG�LQ�&KDSWHU�����

����(PXODWH�WKH�ZRUNȵRZ�RI�DQ\�RWKHU�TXHVWLRQQDLUHV�WKDW�ȵRDW�IURP�UHFHSWLRQ�WR�PHG�WHFK�WR�QXUVHV�
DQG�GRFWRUV��$�VLPLODU�SURFHVV�PD\�KDYH�EHHQ�HVWDEOLVKHG�WKDW�ZLOO�DOVR�ZRUN�ZHOO�IRU�VFUHHQLQJ��

����(QJDJH� FOLQLF� VWDII�� 7KLV� LV� FULWLFDO� IRU� JHWWLQJ� ȊEX\� LQȋ� IRU� LPSOHPHQWDWLRQ� DQG� IRU� GHYLVLQJ� D�
ZRUNȵRZ�SODQ�HIIHFWLYH�IRU�DOO�LQYROYHG��

����$QWLFLSDWH�WKDW�WULDOV�ZLOO�EH�QHHGHG��DV�ZHOO�DV�FDUHIXO�WKLQNLQJ�DERXW�RUJDQL]DWLRQ�RI�PDWHULDOV��
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����:KHQ�LPSOHPHQWLQJ�DFFXUDWH�VFUHHQLQJ�WRROV��WKHUH�ZLOO�EH�DQ�LQFUHDVHG�GHPDQG�IURP�SDUHQWV�
IRU� DGYLFH� RQ� GHYHORSPHQWDO�EHKDYLRUDO� WRSLFV�� 6HH� &KDSWHU� �� IRU� OLQNV� WR� UHSXWDEOH� SDUHQWLQJ�
LQIRUPDWLRQ�VLWHV�DQG�SDUHQW�WUDLQLQJ�VHUYLFHV��&RQVLGHU�KRZ�WR�RUJDQL]H�\RXU�FOLQLF�IRU�HɟFLHQW�
GHOLYHU\�RI�SDUHQWLQJ�LQIRUPDWLRQ��6HH�&KDSWHU����RQ�LPSOHPHQWDWLRQ�VWUDWHJLHV��

����8VH�RI�DFFXUDWH�VFUHHQV�ZLOO�LQFUHDVH�\RXU�UHIHUUDOV�IRU�VHUYLFHVȃPHDQLQJ�\RXȇOO�QHHG�D�WKRURXJK�
NQRZOHGJH�RI�ORFDO�UHIHUUDO�RSWLRQV��&RQVLGHU�LQYLWLQJ�\RXU�ORFDO�,'($�SURJUDPV�WR�SUHVHQW�DW�D�
staff meeting and ask if they can provide a list of local services including their own, Head Start, 
SDUHQW�WUDLQLQJ�SURJUDPV��HWF��$OWHUQDWLYHO\��\RX�FDQ�XVH�WKH�OLVW�RI�VHUYLFHV�LQ�&KDSWHU���DQG�RQ�
WKH�ZHEVLWH�IRU�WKLV�ERRN��7KH�OLVW�LQ�&KDSWHU���LV�IRFXVHG�RQ�QDWLRQDO�OLQNV��&OLQLFV�ZLOO�QHHG�WR�
ȊGULOO�GRZQȋ�ZLWKLQ�WKHVH�ZHEVLWHV�WR�FUHDWH�D�OLVW�RI�6WDWH��UHJLRQDO�DQG�ORFDO�VHUYLFHV��,I�\RX�KDYH�
UHVLGHQWV�RU�PHGLFDO�VWXGHQWV�URWDWLQJ�LQ�\RXU�FOLQLF��RU�RWKHUZLVH�LQWHUHVWHG�VWDII��DVN�WKHP�WR�
ȴQG�ORFDO�VHUYLFH�QXPEHUV��UHIHUUDO�IRUPV�DQG�VR�IRUWK��&RQVLGHU�ODPLQDWLQJ�\RXU�ORFDO�OLVW�DQG�
SXWWLQJ�D�FRS\�LQ�HDFK�H[DP�URRP�

����,I�\RX��\RXU�FROOHDJXHV�DQG�VWDII�ZDQW�WR�WHVW�WKHLU�NQRZOHGJH�DQG�VNLOO�DW�HDUO\�GHWHFWLRQ��XVH�RI�
WRROV��NQRZOHGJH�RI�UHVRXUFHV��HWF���FRQVLGHU�VHOI�DGPLQLVWHULQJ�WKH�SRVW�WHVW�KRXVHG�LQ�$SSHQGL[�%�
(and also on the website for this book www.pedstest.com/TheBook/AppendixB��

TraInIng deveLoPmenTaL SPecIaLISTS, reSearcHerS and  
PoLIcy/decISIon-makerS

Professionals who are advocates, researchers designing protocols or developmental specialists requiring 
in-depth tools each have a range of needs for information about early detection:

ȏ� Policy-makers, including panelists making decisions about use of screens, need familiarity, not 
RQO\�ZLWK� WRROV��EXW�DOVR�ZLWK�YDULRXV�6WDWH�DQG�)HGHUDO�SROLF\�PDQGDWHV�� ,I� LQLWLDWLYHV� IRFXV�RQ�
improvements to healthcare services, it is critical to understand AAP policy and the challenges of 
EULHI�ZHOO�FKLOG�YLVLWV��([SRVXUH�WR�HIIHFWLYH�DGYRFDF\�PHWKRGV�LV�QHHGHG��

ȏ� 'HYHORSPHQWDO�VSHFLDOLVWV�VKRXOG�DOUHDG\�KDYH�D�VXEVWDQWLDO�EDFNJURXQG�LQ�FKLOG�GHYHORSPHQW��,Q�
DGGLWLRQ�WR�OHDUQLQJ�DERXW�WHVW�RSWLRQV��GHYHORSPHQWDOLVWV�RIWHQ�QHHG�H[SRVXUH�WR�SDUHQWLQJ�LVVXHV�
DQG�WR�SV\FKRVRFLDO�ULVN�DQG�UHVLOLHQFH�IDFWRUV�DQG�WR�WKH�H[LJHQFLHV�RI�SULPDU\�FDUH��

ȏ� 5HVHDUFKHUV� QHHG� WR� GHȴQH� FDUHIXOO\� ZKDW� WKH\� ZDQW� WR� PHDVXUH� �H�J��� GHYHORSPHQWDO� VWDWXV��
outcomes, unique developmental aspects of various conditions, metrics rendered by different 
tests, the impact of psychosocial risk, and statistical techniques appropriate for answering the 
HPSLULFDO�TXHVWLRQV�SRVHG���

Time Frames

3UHVHQWDWLRQ�WLPHV�ZLOO�YDU\�DFURVV�WKH�W\SHV�RI�JURXSV�\RX�WUDLQ��$W�OHDVW���KRXUV�DUH�QHHGHG�WR�GLVVHFW�
DQG�UHȴQH�UHVHDUFK�SURWRFROV��ZLWK�RQJRLQJ�ZRUN�RQ�ZRUGLQJ�RI�QHZ�TXHVWLRQV���([SRVLQJ�GHYHORSPHQWDO�
VSHFLDOLVWV�WR�WRRO�RSWLRQV�WDNHV�DERXW���KRXUV��ZLWK�IROORZ�XS�PHHWLQJV�IRU�GHEDWH�DPRQJ�PHDVXUHV���
3ROLF\�SDQHOLVWV�ZLOO�SUREDEO\�QHHG�PXOWLSOH�������KRXU�FRQIHUHQFHV�ZLWK�FOHDU�JRDOV�IRU�HDFK�PHHWLQJ��
This estimate does not address the voluminous background preparation participants need (as described 
EHORZ���

Individualizing Content and Preparing for Training
���*HW�WR�NQRZ�WKH�QHHGV�RI�\RXU�JURXS�LQ�DGYDQFH�VR�WKDW�\RX�FDQ�PDNH�\RXU�SUHVHQWDWLRQ�UHOHYDQW��
&RQVLGHU�VHQGLQJ�D�SUH�SUHVHQWDWLRQ�VXUYH\�WR�KHOS�SDUWLFLSDQWV�GHȴQH�WKHLU�LVVXHV�DQG�WR�KHOS�\RX�
UHȴQH�\RXU�OHDGHUVKLS�UROH��PHHWLQJ�JRDOV��DQG�SUHVHQWDWLRQV��
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���3DUWLFLSDQWV�VKRXOG�EH�DVVLJQHG�EDFNJURXQG�UHDGLQJ�WR�HQVXUH�DQ�HQOLJKWHQHG�GLVFXVVLRQ�GXULQJ�
meetings, workshops or conferences: 

ȏ� Researchers should carefully peruse Chapter 19 where we discuss research methods, item 
ZULWLQJ�DQG�WHVW�SV\FKRPHWU\��&KDSWHU����SURYLGHV�LQIRUPDWLRQ�DERXW�WKH�PRUH�FRQȴUPDWRU\�
DVVHVVPHQW�WRROV�WKDW�DUH�RIWHQ�EHWWHU�IRU�UHVHDUFK�WKDQ�DUH�VFUHHQV��%XW�VHH�DOVR�&KDSWHU�
10 where we discuss psychosocial risk factors which often eclipse the syndrome or medical 
FRQGLWLRQ�XQGHU�VWXG\��DQG�WKXV�VKRXOG�EH�LQFOXGHG�LQ�UHVHDUFK�SURWRFROV���

ȏ� Policy-makers and panelists making decisions about early detection initiatives (particularly 
LQLWLDWLYHV�LQYROYLQJ�SULPDU\�FDUH��VKRXOG�UHDG�WKLV�HQWLUH�ERRN�����WR�JDUQHU�LQVLJKW�LQWR�WKH�
nature of child development, the need for cross-disciplinary collaboration among medical 
DQG� QRQ�PHGLFDO� VHUYLFHV��PHWKRGV� IRU� HɟFLHQW� HDUO\� GHWHFWLRQ�PHWKRGV� LQ� KHDOWKFDUH�
settings, and learn about other initiatives;

ȏ� ,I� SROLF\�PDNHUV� ZLVK� WR� EHFRPH� HIIHFWLYH� DGYRFDWHV� �H�J��� OHJLVODWLYH�� JUDVV�URRWV��� WKH\�
VKRXOG�UHDG�FDUHIXOO\�&KDSWHUV���� ����� WKDW� FRYHU�QDWLRQDO�DQG� LQWHUQDWLRQDO�PRGHOV��DV�
well as Chapters 20 - 22 on advocacy and suggestions for a better future; 

ȏ� Developmental specialists, depending on their work settings, should read Chapter 13 
because it focuses on the detailed measures usually needed for NICU follow-up, children 
LQ�FDUH�� HDUO\� LQWHUYHQWLRQ� LQWDNH�� HWF�� ,I� GHYHORSPHQWDO� VSHFLDOLVWV� DUH� DOVR� SUHFHSWLQJ�
in primary healthcare settings, they should read about workable approaches to early 
GHWHFWLRQ��&KDSWHU�����WUDLQLQJ�HPHUJLQJ�SURIHVVLRQDOV��&KDSWHU������DQG�LPSOHPHQWDWLRQ�
FKDOOHQJHV��&KDSWHU������

ȏ� ,I�WUDLQLQJ�HPHUJLQJ�SURIHVVLRQDOV��&KDSWHU����SURYLGHV�D�JXLGH�IRU�KRZ�WKH\�PD\�EH�DEOH�
WR�KHOS�RQ�GHYHORSPHQWDO�EHKDYLRUDO�QHXURGHYHORSPHQWDO�URWDWLRQV��7UDLQHHV�ZLOO�VXUHO\�
need to read other chapters in this book including how to advise on parenting issues, give 
GLɟFXOW�QHZV��DQG�FROODERUDWH�ZLWK�QRQ�PHGLFDO�SURIHVVLRQDOV���

���%HFRPH�WKRURXJKO\�IDPLOLDU�ZLWK�WKH�NLQGV�RI�WRROV�\RX�DQG�\RXU�FROOHDJXHV�DUH�OLNHO\�WR�GLVFXVV��
6HH�&KDSWHU���IRU�LQIRUPDWLRQ�DERXW�DFFXUDWH�VFUHHQV�DQG�&KDSWHU����IRU�DVVHVVPHQW�PHDVXUHV��

���,I�ZRUNLQJ�ZLWK�VPDOO�FRPPLWWHHV�WR�PDNH�GHFLVLRQV�DERXW�PHDVXUHV��\RX�PD\�ZDQW�WR�SXUFKDVH�
VSHFLPHQ�NLWV�VR�WKDW�SDQHOLVWV�FDQ�YLHZ�PHDVXUHV�LQ�IXOO��,I�ZRUNLQJ�ZLWK�ODUJHU�JURXSV��GRZQORDG�
DQG�SKRWRFRS\�FDVH�H[DPSOHV�IURP�SXEOLVKHUVȇ�ZHEVLWHV��,I�SDQHOLVWV�DUH�QRW�SULPDU\�FDUH�SURYLGHUV��
WKH�H[LJHQFLHV�RI�VKRUW�YLVLWV�DQG�WKH�QHHG�IRU�ZRUNDEOH�WRROV�UHTXLUH�FDUHIXO�DWWHQWLRQ��

���,I�HOHFWURQLF�RSWLRQV�DUH�D�WRSLF�IRU�GLVFXVVLRQ��ZKLFK�LV�ZLVH�JLYHQ�)HGHUDO�PDQGDWHV�IRU�DGRSWLQJ�
HOHFWURQLF�UHFRUGV���HQVXUH�LQWHUQHW�DFFHVV�DW�SUHVHQWDWLRQV�DQG�PHHWLQJV�VR�WKDW�\RX�FDQ�GHPRQVWUDWH�
RQOLQH�DSSOLFDWLRQV��GHVFULEHG�LQ�&KDSWHU�����&RQVLGHU�DVNLQJ�SDUWLFLSDQWV�WR�EULQJ�WKHLU�ODSWRSV�VR�
WKH\�FDQ�H[SHULHQFH�DQG�WULDO�HOHFWURQLF�WRROV��$OWHUQDWLYHO\��\RX�FDQ�VHQG�SDUWLFLSDQWV�D�OLVW�RI�OLQNV�
WR�RQOLQH�HOHFWURQLF�WRROV�DQG�DVN�WKHP�WR�WULDO�WKHVH�EHIRUH�\RXU�PHHWLQJV��

���,I�ZRUNLQJ�ZLWK�UHVHDUFKHUV�ZKR�DUH�FUHDWLQJ�VWXG\�SURWRFROV�

ȏ� Be prepared to provide information on why psychometric support for tests implodes if 
SXOOLQJ�ELWV�DQG�SLHFHV�RI�YDULRXV�PHDVXUHV��L�H���LW�LV�RSWLPDO�WR�XVH�DQ�HQWLUH�PHDVXUH�WR�
HQVXUH�UHVHDUFK�LV�VRXQG�DQG�HQDEOHV�D�FRPSDULVRQ�WR�H[LVWLQJ�VWXGLHV�RQ�WKH�PHDVXUHV�
selected; 

ȏ� (QVXUH� WKDW�\RX�FDQ�UDLVH�DQG�GLVFXVV� WKH�YDOXH�RI�RSHQ��YHUVXV�FORVH�HQGHG�TXHVWLRQV��
Survey researchers usually want to adhere to multiple-choice questions, but data is much 
richer and more compelling when at least some open-ended questions are included (and 
VXEMHFWV�SDUHQWV�DUH�PRUH�OLNHO\�WR�DQVZHU�FDUHIXOO\�JLYHQ�DQ�RSSRUWXQLW\�WR�H[SUHVV�WKHLU�
WKRXJKWV���$UP�\RXUVHOI�LQ�DGYDQFH�ZLWK�D�EDVLF�XQGHUVWDQGLQJ�RI�WKH�YDOXH�RI�TXDOLWDWLYH�
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research techniques for generating original hypotheses and preliminary testing of these (a 
good summary is available at www.socialresearchmethods.net�DQG�LQ�&KDSWHU������

ȏ� ,I� VWXGLHV� IRFXV� RQ� XQLTXH� SRSXODWLRQV� �H�J��� $PHULFDQV� ZKR� DUH� QRW� (QJOLVK�VSHDNLQJ��
IDPLOLHV� ZKR� OLYH� LQ� GHYHORSLQJ� QDWLRQV�� UHVHDUFKHUV� ZLOO� QHHG� JXLGDQFH� RQ� FXOWXUDO�
competence and possibly on translations, although with the latter it is best to check with 
SXEOLVKHUV�RQ�H[LVWLQJ�WUDQVODWLRQV��6HH�&KDSWHU����

ȏ� Anticipate that researchers devising study protocols may need to write new items focusing 
RQ�GHYHORSPHQWDO�EHKDYLRUDO�YDULDEOHV�DQG�RXWFRPHV�RI� LQWHUHVW��7KXV�\RX�ZLOO�QHHG� WR�
JXLGH� \RXU� JURXS� RQ� LVVXHV� RI� UHDGDELOLW\� �IRU�ZULWWHQ� SURWRFROV�� DQG� LQWHOOLJLELOLW\� �IRU�
LQWHUYLHZ� SURWRFROV��� ,W� LV� ZLVH� WR� DYRLG�PXOWL�V\OODEOH� ZRUGV�� SURIHVVLRQDO� MDUJRQ�� ORQJ�
VHQWHQFHV��HWF��%H�VXUH�WR�FKHFN�GUDIW�LWHPV�DQG�PXOWLSOH�FKRLFH�UHVSRQVH�RSWLRQV�WR�PDNH�
VXUH�WKDW�WKH\�DUH�ZULWWHQ�DW��RU�SUHIHUDEO\�EHORZ��WKDW�RI�D���\HDU�ROGȇV�UHDGLQJ�OHYHO��L�H���
LQ�WKH�86��DW�WKH��WK�JUDGH�RU�ORZHU��(QFRXUDJH�IROORZ�XS�GLVFXVVLRQ��SUHIHUDEO\�E\�H�PDLO��
RI�DOWHUQDWLYH�ZRUGLQJV�>�LW�LV�VXSUHPHO\�WHGLRXV�WR�FRQGXFW�OLYH�JURXS�HGLWLQJ��EXW�FRQVLGHU�
D�OLYH�GHPRQVWUDWLRQ�RI�UHDGDELOLW\��H�J���www.online-utility.oUJ�@�

ȏ� Consider having a statistician consult with you and your colleagues so that all understand the 
differing statistical techniques needed according to various types of measurement results 
(cutoff scores provided by screens versus the continuous metrics typical of assessment-
OHYHO�WRROV���6HH�DOVR�&KDSWHUV����DQG�����

JUDGING THE EFFECTIVENESS OF TRAINING
:KHQ�WUDLQLQJ�WKH�WUDLQHU��\RX�ZLOO�QHHG�LQGLFDWRUV�RI�KRZ�ZHOO�FRQWHQW�KDV�EHHQ�PDVWHUHG��<RXȇOO�DOVR�
QHHG�WR�NQRZ�ZKLFK�WUDLQHHV�QHHG�UHPHGLDWLRQ��L�H���DGGLWLRQDO�RSSRUWXQLWLHV�WR�DFTXLUH�QHHGHG�VNLOOV�
For training those learning to use a tool but who will not necessarily turn around and train others, you’ll 
ZDQW�WR�HQVXUH�\RXU�WUDLQHHV�DUH�DEOH�WR�DFFXUDWHO\�DGPLQLVWHU��VFRUH��LQWHUSUHW�DQG�H[SODLQ�WHVWV�UHVXOWV�

As a trainer, you’ll want feedback so you can improve future presentations, identify what else your 
audience needed to know, what they liked best and least about a workshop, and most especially how they 
ZLOO�XVH�WKH�LQIRUPDWLRQ�\RX�JDYH�WKHP��6R�EHORZ�DUH�VXJJHVWLRQV�IRU�PHDVXULQJ�OHDUQLQJ��SUHVHQWDWLRQ�
HIIHFWLYHQHVV��DQG�ZKDW�WR�GR�ZKHQ�UHPHGLDWLRQ�LV�QHHGHG�

meaSurIng SucceSS

���8VH�D�SRVW�WHVW�DW�WKH�HQG�RI�\RXU�SUHVHQWDWLRQ�VR�WKDW�\RX�FDQ�DVVHVV�WUDLQHHVȇ�FRPSHWHQFH��:H�
LQFOXGH�RQH� LQ�$SSHQGL[�%��GRZQORDGDEOH�DW�www.pedstest.com/TheBook/AppendixB so you can 
VHOHFW�TXHVWLRQV�RQ�WRSLFV�\RXȇYH�FRYHUHG��DGG�\RXU�RZQ�TXHVWLRQV��HWF��

���3URYLGH����RU�VR�PLQXWHV�DW�WKH�HQG�RI�\RXU�ZRUNVKRS�IRU�DWWHQGHHV�WR�FRPSOHWH�WKH�SRVW�WHVW�

���7KHUH�PD\�QRW�EH�WLPH�WR�VFRUH�SRVW�WHVWV�LPPHGLDWHO\��$QWLFLSDWH�WKDW�\RX�ZLOO�QHHG�WR�VFRUH�ODWHU��
and so make sure you have e-mail and surface mail addresses for all trainees so you can send 
IHHGEDFN��FHUWLȴFDWHV�RI�FRPSOHWLRQ��FRQWLQXLQJ�HGXFDWLRQ�FUHGLWV��HWF�

���:H�KDYH�QRW�LQGLFDWHG�FULWHULD�IRU�PDVWHU\�RQ�WKH�SRVW�WHVW�LQ�WKLV�ERRN��EXW�D�JHQHUDO�UXOH�LV�DW�
OHDVW�����FRUUHFW�DQVZHUV�IRU�WUDLQ�WKH�WUDLQHUV��DQG�DW�OHDVW�����IRU�WUDLQHHV��1HYHUWKHOHVV��VRPH�
TXHVWLRQV�DUH�PRUH�FULWLFDO�WKDQ�RWKHUV��H�J���TXHVWLRQV�RQ�WHVW�DGPLQLVWUDWLRQ�DQG�VFRULQJ���<RX�
PD\�ZDQW�WR�GRXEOH�WKH�QXPEHU�RI�SRLQWV�DVVLJQHG�IRU�FRUUHFW�DQVZHUV�WR�HVVHQWLDO�TXHVWLRQV��$IWHU�
WKDW��\RX�ZLOO�ZDQW�WR�GHWHUPLQH�WKH�WRWDO�QXPEHU�RI�SRLQWV�DYDLODEOH�DQG�GHȴQH�VXFFHVV�

���7UDLQHHV�� HYHQ� LI� VXFFHVVIXO� RQ� SRVW�WHVWV�� QHHG� RSSRUWXQLWLHV� IRU� OLIH�ORQJ� OHDUQLQJ�� &KLOG�
GHYHORSPHQW� �LQFOXGLQJ� EHKDYLRU� DQG� PHQWDO� KHDOWK�� DUH� WKH� PRVW� FRPSOH[� RI� KXPDQ� VNLOOV�
DQG� WKHUH� LV�DOZD\V� VRPHWKLQJ�QHZ�DQG�YDOXDEOH� WR� OHDUQ��5HVRXUFHV�FKDQJH�� WHVWV� FKDQJH�� WHVW�
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applications change, and so we really want those engaged in early detection to remain always 
LQWHUHVWHG�DQG�HQJDJHG�LQ�WKLV�IDVFLQDWLQJ�HYROYLQJ�ȴHOG��(QFRXUDJH�WUDLQHHV�WR�DYDLO�WKHPVHOYHV�
RI�RXU� OLVW�RI� UHVRXUFHV� IRU� OLIH�ORQJ� OHDUQLQJ�DQG� WR�FRQVLGHU�D�4XDOLW\� ,PSURYHPHQW� ,QLWLDWLYH�
0DLQWHQDQFH�RI�&HUWLȴFDWLRQ�DFWLYLW\�DV�GHVFULEHG�LQ�&KDSWHU�����

WHen remedIaTIon IS needed

:KHQ�WUDLQHHV�KDYH�QRW�PDVWHUHG�FULWLFDO�VNLOOV�WKHUH�DUH�VHYHUDO�SRVVLELOLWLHV�IRU�KHOSLQJ�WKHP�IXUWKHU��
Several suggestions include:

���&RQVLGHU�PDLOLQJ�RU�H�PDLOLQJ�D�IHZ�XQVFRUHG�EXW�FRPSOHWHG�FDVH�H[DPSOHV�RI�WRROV��SXEOLVKHUVȇ�
VLWHV�RIWHQ�KDYH�WKHVH���VR�WKDW�WUDLQHHV�FDQ�SUDFWLFH�VFRULQJ��ZULWH�XS�VKRUW�UHSRUWV�UHIHUUDO�OHWWHUV�
ZLWK�ORFDO�UHIHUUDO�UHVRXUFHV��DQG�WKHQ�VHQG�DOO�EDFN�WR�\RX�

���&KHFN�ZLWK�SXEOLVKHUV�ZLWK�RQOLQH�DSSOLFDWLRQV�RI�WRROV�DV�WR�ZKHWKHU�\RX�FDQ�HVWDEOLVK�D�WULDO��1H[W�
give trainees a case description to score by hand and ask them to write a case summary/referral 
OHWWHU��$IWHU� WUDLQHHV� WXUQ� LQ� WKHLU�ZRUN�� \RX� �DQG� WKH\�� FDQ� FRPSDUH� WKHLU� VFRULQJ�DQG� UHSRUW�
ZULWLQJ�WR�WKH�UHVXOWV�UHQGHUHG�E\�RQOLQH�VFUHHQLQJ�VHUYLFHV�

���$VN�WUDLQHHV�WR�UHWDNH�\RXU�FRXUVH�DIWHU�UHDGLQJ�DGGLWLRQDO�EDFNJURXQG�PDWHULDO�DQG�SUDFWLFLQJ�RQ�
WKHLU�RZQ�RU�ZLWK�RWKHUV�

RESOURCES FOR TRAINING

Pre-PreSenTaTIon QueSTIonnaIre 

%HORZ�DUH�EURDG�TXHVWLRQV� IRFXVHG� ODUJHO\�RQ�SULPDU\�FDUH��7KHVH�FDQ�EH�UHȴQHG�DFFRUGLQJ� WR�\RXU�
SUHVHQWDWLRQ�IRFXV�DQG�SDUWLFLSDQWVȇ� OLNHO\�QHHGV�IRU�FRQWHQW�� ,I�XVLQJ�WKHVH�RU�RWKHU�TXHVWLRQV��PDNH�
VXUH�WR�SURYLGH�ORWV�RI�ȊZKLWH�VSDFHȋ�IRU�DQVZHUV��

���:KDW�GR�\RX�KRSH�WUDLQLQJ�ZLOO�FRYHU"�

���:KDW�REVWDFOHV�DQG�VXFFHVVHV�KDYH�\RX�HQFRXQWHUHG�LI�\RXȇYH�DWWHPSWHG�WR�LPSOHPHQW�VFUHHQV"

���3OHDVH�OLVW�\RXU�SUHIHUHQFHV�IRU�PHDVXUHPHQW�ZLWKLQ�VFUHHQLQJ�WHVWV��3DUHQWVȇ�FRQFHUQV"�0LOHVWRQHV�
reported by parents? Measuring children directly? Some or all of these methods? 

���:KLFK�DUHDV�RI�GHYHORSPHQW�� LQFOXGLQJ�EHKDYLRU�VRFLDO�HPRWLRQDO�PHQWDO�KHDOWK�� GR�\RX� IHHO� LW�
most important to measure?

���,I�\RX�DOUHDG\�XVH�TXHVWLRQQDLUHV��HLWKHU�HOHFWURQLFDOO\�RU�LQ�SULQW���KRZ�GR�WKH\�ȊȵRZȋ�WKURXJK�
WKH�RɟFH��H�J���IURP�UHFHSWLRQLVW��WR�PHG�WHFK��WR�QXUVLQJ�VWDWLRQ��WR�H[DP�URRP�"�

���'R�\RX�KDYH�D�FOLQLF�ZHEVLWH"�,I�VR��GR�\RX�NQRZ��RU�FDQ�\RXU�ZHEPDVWHU�WHOO�\RX��ZKLFK�IDPLOLHV�
PDNH�XVH�RI�LW��H�J���E\�GHPRJUDSKLFV�VRFLR�HFRQRPLF�VWDWXV�"�

���'R�\RX�XVH�DQ�HOHFWURQLF�UHFRUG"�,I�VR��GRHV�LW�KDYH�D�SDUHQW�SRUWDO"�$UH�PRVW�SDUHQWV�DEOH�WR�XVH�
the parent portal pre-visit?

���+RZ�GRHV�\RXU�RɟFH�RUJDQL]H�DQG�GLVVHPLQDWH�ZULWWHQ�LQIRUPDWLRQ�WR�SDUHQWV"

���+RZ�GR�\RX�DQWLFLSDWH�XVLQJ�WKH�LQIRUPDWLRQ�IURP�\RXU�WUDLQLQJ�VHVVLRQV"�

����:KDW�NLQG�RI�JXLGDQFH�GR�\RX�WKLQN�\RX�QHHG�IRU�LPSOHPHQWLQJ�VFUHHQV"�
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Pre-/PoST-TeSTIng

$SSHQGL[�%�FRQWDLQV�D�SUH��SRVW�WHVW�WKDW�FDQ�DOVR�EH�GRZQORDGHG��DQG�WKXV�PRGLȴHG�WR�IRFXV�RQ�WUDLQLQJ�
VSHFLȴFV��DW�www.pedstest.com/TheBook/AppendixB��

PreSenTaTIon SuPPorT 
ȏ� &KDSWHU���LQFOXGHV�D�OLVW�RI�WRROV�ZLWK�OLQNV�WR�SXEOLVKHUVȇ�ZHEVLWHV��7KHVH�DUH�LQYDOXDEOH�UHVRXUFHV�
IRU�VOLGH�VKRZV��YLGHRV��FDVH�H[DPSOHV�� WULDOV�RI�RQOLQH�VHUYLFHV��HWF�� ,Q�DGGLWLRQ��SXEOLVKHUV�FDQ�
often help with announcements about training opportunities, and may be able to provide training 
PDWHULDOV��

ȏ� %DFNJURXQG� UHDGLQJ� LV� RIWHQ� QHHGHG�� HVSHFLDOO\� IRU� WUDLQ�WKH�WUDLQHU� VHVVLRQV�� 3OHDVH� VHH� SULRU�
FKDSWHUV�LQ�WKLV�ERRN�IRU�VXJJHVWLRQV��

ȏ� )RU�KHOS�FUHDWLQJ�UHVRXUFH�OLVWV�VHH�&KDSWHUV���DQG����7KH�ZHEVLWH�IRU�WKLV�ERRN�KRXVHV�OLYH�OLQNV�DQG�
XSGDWHV��6HH��www.pedstest.com/TheBook).

ȏ� Implementation is the greatest challenge and worksheets are helpful for getting providers and 
VWDII� WR� FRQVLGHU�RSWLPDO�ZRUNȵRZ�RSWLRQV��$�ZRUNVKHHW� LV� DYDLODEOH� LQ�&KDSWHU����DQG�RQ� WKH�
ZHEVLWH�IRU�WKLV�ERRN��

ȏ� For obtaining continuing education credits for medical and non-medical providers, speak to State or 
QDWLRQDO�FKDSWHUV�RI�VRFLHWLHV��H�J���1$31$3��$$3��RU�WR�ORFDO�XQLYHUVLWLHV�RU�WHDFKLQJ�KRVSLWDOV��)RU�
LQIRUPDWLRQ�RQ�0DLQWHQDQFH�RI�&HUWLȴFDWLRQ�DQG�4XDOLW\�,PSURYHPHQW�,QLWLDWLYHV�VHH�&KDSWHU�����

ȏ� Many journals and websites (such as Contemporary Pediatrics, Pediatrics in Review, Medscape 
Pediatrics��RIIHU�FRQWLQXLQJ�PHGLFDO�HGXFDWLRQ�FUHGLWV�IRU�UHDGLQJ�D�FROOHFWLRQ�RI�DUWLFOHV�RQ�HDUO\�
GHWHFWLRQ��DQG�DQVZHULQJ�TXHVWLRQV��7KHVH�PLJKW�EH�XVHG�IRU�EDFNJURXQG�UHDGLQJ�IROORZHG�E\�WLPH�
IRU�SDUWLFLSDQWV�WR�DQVZHU�TXHVWLRQV�DIWHU�\RXU�WUDLQLQJ�VHVVLRQV��

ȏ� $ORQJ�ZLWK�D�SRVW�WHVW��\RX�FDQ�DOVR�GRZQORDG�D�FXVWRPL]DEOH�FHUWLȴFDWH�RI�DWWHQGDQFH�RU�PDVWHU\��
See www.pedstest.com/TheBook/AppendixB.

Chapter Summary. Trainees come to us with varying levels of interest, attitudes, background skills, 
and leadership commitment. We will work with “provider champions” as well as those who are incredulous 
that informal methods don’t work and thus see no need to change. Because we as trainers must also serve 
as role models for creating change, our presentations must be interactive, compelling, i.e., aimed at social, 
legal, ethical, and economic issues in early detection. We want “the reluctant” to walk away with better 
convictions. We also want those who will train others or champion the cause of early detection to know 
how to engage other disciplines.

As trainers, we need to recognize there are “different strokes for different folks.” While we may have personal 
preferences for one measure over another, we must consider the various policies of State and Federal 
agencies and the policies of societies to which trainees belong. Related to this is an empathic understanding 
of time constraints and measurement needs, i.e., presenting options among tools is essential. 

We also know that many medical providers are unaware of community services—in large part because 
non-medical services may not provide feedback. Collaborative training that emphasizes a shared plan and 
resource lists is invaluable. Training clinicians and clinic staff simultaneously is needed. 

Implementation of screening/surveillance tools in primary care is a huge obstacle. Ideally, clinicians, with 
help from non-medical providers, leave training sessions with at least a general plan for how to make 
quality early detection methods work in busy clinics. We discuss in Chapter 16 the many issues and decisions 
required to ensure that tools are implemented. Following up on training (e.g., meeting again in one month) 
is often needed so that providers are impelled to work toward a fully viable implementation plan. There’s 
nothing like a deadline! 
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6RFLHWLHV��0D\�������
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UHIHUUDOV� DQG� SK\VLFLDQ� VDWLVIDFWLRQ� ZLWK� UHIHUUDO� FDUH�� Archives of Pediatrics and Adolescent 
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INTRODUCTION
Probably the most challenging aspect of adopting quality approaches to screening/surveillance is 
ȴJXULQJ�RXW�KRZ�WR�PDNH�LW�ZRUN�LQ�RXU�SUDFWLFHV��7KHUH�DUH�PDQ\�FRQVLGHUDWLRQV�EXW�WKHUH�DUH�DOVR�
PDQ\�HIIHFWLYH�PRGHOV��6R� LQ� WKLV�FKDSWHU��ZH�SURYLGH�QXPHURXV�VWUDWHJLHV�DQG�H[DPSOHV�IURP�RWKHU�
FOLQLFV�WKDW�KDYH�EHHQ�DEOH�WR�LPSOHPHQW�VFUHHQLQJ�DQG�VXUYHLOODQFHȃZKHWKHU�LQ�FOLQLFV�XVLQJ�HOHFWURQLF�
records versus paper charts or those using online versus paper-pencil measures. We use abbreviations 
ZKHQ�UHIHUULQJ�WR�YDULRXV�WRROV�VR�LI�D�UHIUHVKHU�LV�QHHGHG��SOHDVH�VHH�&KDSWHU����:LWKLQ�WKLV�FKDSWHU�DQG�
GRZQORDGDEOH�DW�www.pedstest.com/TheBook/Chapter16 DUH�ZRUNVKHHWV�DQG�RWKHU�UHVRXUFHV�WR�DVVLVW�LQ�
planning. 

CHAPTER HIGHLIGHTS
7R�DLG�LQ�LPSOHPHQWDWLRQ��WKLV�FKDSWHU�FRYHUV��

  I. &DVH�PRGHOV� LQFOXGLQJ� GHWDLOV� DERXW� KRZ� YDULRXV� FOLQLFV�PDGH� TXDOLW\� VFUHHQLQJ�VXUYHLOODQFH� 
� ZRUN�

 II.�� %LOOLQJ�DQG�FRGLQJ� LQIRUPDWLRQ��FRQVLGHUDWLRQV� IRU�SUDFWLFH� WLPH�DQG�H[SHQVH��DQG�KRZ�WR�JHW� 
� SDLG�IRU�WKH�JRRG�ZRUN�QHHGHG�

III.� :RUNȵRZ�LVVXHV�LQFOXGLQJ�D�PRGLȴDEOH�EOXHSULQW�IRU�PDSSLQJ���

IV.� ,PSOHPHQWDWLRQ� SODQQLQJȃLQFOXGLQJ� D� ZRUNVKHHW� IRU� JHWWLQJ� VWDUWHG�� GLYY\LQJ� XS� WKH� PDQ\� 
� LVVXHV�WR�FRQVLGHU�DQG�DGGUHVV��DV�ZHOO�DV�KRZ�WR�FROODERUDWH�ZLWK�UHIHUUDO�VRXUFHV�

 V. Resources for implementation.

I. IMPLEMENTATION: CASE MODELS 

Case Model #1: Detailed Example of Planning Considerations, Trialing,  
Adjusting Approaches and Tracking Progress Using PEDS Online Across  

Low- to High- Risk Populations

Goals and Challenges
Several clinicians (working within our large multi-clinic system spanning several counties and serving 
thousands of children annually) were interested in improving our developmental-behavioral services. After 
VXUYH\LQJ�PDQ\�SURYLGHUV�DQG�VWDII�DERXW�WKHLU�FRQFHUQV��ZH�ZHUH�DEOH�WR�GHȴQH�RXU�JRDOV�DQG�FKDOOHQJHV�
as these: 

1. We wanted to make sure our referral rates to IDEA programs were commensurate with prevalence. 
We could see we weren’t referring at expected rates despite a collaborative relationship with local 
IDEA services, including two-way consent forms between our clinic and Early Intervention. 

2. We suspected our low referral rates were probably due to informal methods of early detection (e.g., 
VHOHFWHG�LWHPV�IURP�WKH�'HQYHU�,,�SODFHG�RQ�DJH�VSHFLȴF�HQFRXQWHU�IRUPV��DQG�WKDW�ZH�QHHGHG�WR�XVH�
accurate screens. But we weren’t sure which tools would work for us, be acceptable to all clinicians 
or how long measures would take as compared to our current methods. 

3. We knew that when we made referrals, we were spending lots of staff and clinician time dictating 
DQG�SURRȴQJ�UHSRUWV��DQG�UDUHO\�GLG�ZH�KDYH�WLPH�WR�FUHDWH�D�WDNH�KRPH�VXPPDU\�IRU�SDUHQWV��

��� :H�ȴJXUHG�WKDW�RQOLQH�VFUHHQLQJ�WRROV�ZRXOG�KHOS�XV�VDYH�WLPH��HYHQ�WKRXJK�QRW�DOO�RXU�FOLQLFV�ZHUH�
using an electronic health record. But we weren’t sure how online screening would work across all 
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settings, i.e., those clinics with and without electronic records—and whether all providers would 
want to use this approach.

5. We wanted to make sure that all providers knew how to refer when confronted with children who 
didn’t qualify for IDEA programs (e.g., Head Start or quality daycare). But we didn’t know all the 
resources available across our various clinic locations or how to make sure our referrals resulted 
in our patients receiving services. 

6. We had links on our clinic websites and in our electronic health record (EHR) to parenting 
information sites and professional resources, but few providers used them and even when they did, 
parents weren’t always given printouts when they checked out (each clinic’s printer is in the busy 
receptionist areas and information handouts were often overlooked amid check-in and check-out). 
We wondered if there were better ways to ensure families received the information we wanted them 
to have. 

7. We also wanted to make sure that parents could capitalize on the parenting suggestions we gave 
them or whether they needed other kinds of help. We lacked a follow-up plan and needed to devise 
one. 

��� :H�ZDQWHG� RXU� FOLQLFV� WR� EH� HɚFLHQW� DQG� WR� NHHS� DSSRLQWPHQW� OHQJWK� DW� SUHGLFWDEOH� WLPHV� �ZH�
UHFRJQL]HG�WKDW�IUHTXHQW�ȊRK�E\�WKH�ZD\ȋ�FRQFHUQV�GLVUXSWHG�FOLQLF�ȵRZ��DJJUDYDWHG�SDUHQWV�ZKR�
had to wait too long, and made our clinic staff anxious, if not irritable). 

First Step: Dividing (and Ideally Conquering Issues) and Planning! 
Obviously we couldn’t work on all 8 goals at once so we created four small teams to address different 
aspects of our issues. The teams consisted of enthusiastic doctors and nurses along with at least one other 
FOLQLF�SHUVRQQHO��(DFK�WHDP�PHW�IRU�OXQFK�GLVFXVVLRQV���Ȃ���WLPHV�D�ZHHN�WR�IXUWKHU�GHȴQH�WKH�FKDOOHQJHV��
WDON�ZLWK�RWKHU�SURYLGHUV��DQG�FRPH�XS�ZLWK�SUHOLPLQDU\�VROXWLRQV��7KH�WHDPV�VWDUWHG�WKH�ȴUVW�VHVVLRQV�
with a “pep-talk” from an especially exuberant provider or staff about why early detection and intervention 
(including parent education) was worthwhile. Several teams had a member with a personal story to share 
and that gave impetus and compelling focus to our initiative. We agreed to have all teams meet together in 
4 – 6 weeks to share observations and recommendations. 

%HORZ�DUH�WKH�WHDPV�ZH�HVWDEOLVKHG��ZKDW�HDFK�WHDP�ZRUNHG�RQ��DQG�WKHLU�ȴQGLQJV�DQG�UHFRPPHQGDWLRQV�

The Parent Education Team was charged with making sure providers used our EHR’s website links to 
parenting information, ensuring that families received written handouts, and what parents themselves 
liked and disliked about our parenting education efforts. Here’s what they found: 

1. That providers were reluctant to click on EHR links (e.g., to www.kidshealth.org) because they didn’t 
always know how to get back to the EHR once a new browser window was spawned.

2. That receptionists needed a reminder when parents had printouts waiting for them. 

3. That the EHR needed a tickler system to remind clinic staff to check on whether parenting information 
had been effective or whether more intensive parent-training was needed. 

4. Parents routinely reported they loved Reach Out and Read and they and their children looked 
forward to their next book. But parents had two main points of dissatisfaction with other parent 
education efforts: 

ȏ� They’d heard too many times the same advice about issues previously addressed. One parent, 
whose four children all received care in our clinic commented, “If I hear that trampoline 
safety lecture again, I am going to scream. Now I just say we don’t have a trampoline so I can 
avoid hearing that talk for the gazillionth time.”; 

ȏ� One parent suggested a waiting room checklist so that parents could identify topics of interest; 
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ȏ� Another parent suggested having posters in the waiting room listing topics—to trigger 
interest and help parents know what providers were prepared to discuss. 

��� 6RPH� SDUHQWV� ZHUH� XVLQJ� WKH� SDUHQW� SRUWDO� WKURXJK� RXU� (+5�FOLQLF� ZHEVLWH� PRVWO\� WR� FRQȴUP�
appointments or get shot records for school. Few were making use of the parenting information 
links. 

The Parent Education Team came up with these recommendations:

��� $GGLQJ�WR�RXU�XVXDO�DJH�VSHFLȴF�LQIRUPDWLRQ�SDFNDJHV�IRU�IDPLOLHV��ZKHUHLQ�ZH�KDG�LQIRUPDWLRQ�
on vaccines, a book for Reach Out and Read, etc.), a pre-printed handout on child development 
per age at each well-visit.

2. Creating waiting room posters listing topics on which clinicians had information, as well as a 
FKHFNOLVW�RI�%ULJKW�)XWXUHV�WRSLFV�WKDW�SDUHQWV�FRXOG�ȴOO�RXW�SULRU�WR�WKH�YLVLW�WR�LQGLFDWH�ZKDW�
LQIRUPDWLRQ�WKH\�ZDQWHG��DQG�ZKLFK�WRSLFV�KDG�EHHQ�FRYHUHG�VXɚFLHQWO\�LQ�SULRU�YLVLWV���

3. Offering providers brief training in keyboarding skills and creating sticky notes for each 
clinicians’ computer (some walk into the exam room with laptops, some have computers in each 
exam room) explaining how to click on links and then how to get back to the EHR [i.e., (since 
all clinics use the Windows operating system) Alt+Tab to see all open windows, click mouse to 
select program].

��� 0DNLQJ�SUH�SULQWHG�VWLFN\�QRWHV�WR�SXW�RQ�WKH�ELOOLQJ�IRUP��WKDW�SDUHQWV�WDNH�WR�WKH�IURQW�RɚFH���
stating “Print-outs Waiting” as a reminder to receptionists to take them out of the printer and 
give to parents.

��� &UHDWLQJ�ȴHOGV�LQ�WKH�(+5�RU�SDSHU�FKDUW�OLVWLQJ�WKH�LQIRUPDWLRQDO�KDQGRXW�WRSLFV��DQRWKHU�IRU�
checking with the family in 6 weeks as to effectiveness (with an alarm system reminder for a 
FDOO�EDFN���,I�LQHIIHFWLYH��WR�FUHDWH�D�WKLUG�ȴHOG�LQGLFDWLQJ�WKDW�D�SDUHQW�WUDLQLQJ�UHIHUUDO�KDG�EHHQ�
made. 

��� 3HULRGLFDOO\�SURYLGLQJ�SDUHQWV�D�ȵLHU�DERXW�WKH�SDUHQW�SRUWDO�DQG�DOO�WKH�LQIRUPDWLRQ�LW�FRQWDLQV��

The Referral Resources Team was charged with identifying non-IDEA services (since our IDEA programs, 
while quite responsive to our clinics—swiftly sharing referral status, test reports and recommendations 
were not allowed to refer to non-IDEA programs or to monitor the progress of non-qualifying children). 
The Referral Resources Team was also asked how best to indicate in the charts that a referral to non-
IDEA services had been made (e.g., Head Start, daycare, social services, parent-training programs, etc.), 
whether appointments had been kept, whether children/families had enrolled, and whether follow-up from 
clinicians’ was needed. These were the recommendations:

1. Because our clinics span several counties, the Referral Team quickly realized they needed to include 
RɚFH�VWDII�DQG�SURYLGHUV�IURP�RWKHU�FOLQLFV��2QH�WHDP�PHPEHU�SRLQWHG�RXW�WKDW�WKH�8QLWHG�:D\�LQ�
our State had created a service directory county by county. So they obtained copies and culled a list 
of likely local referral sources (e.g., contact numbers of Head Start, Early Head Start, mental health, 
social services and its daycare referral team, parent-training, etc.).

2. Each local Referral Resources Team created a laminated list of community resources to post in each 
exam room in each clinic. 

3. A member of each local Referral Resources Team then contacted Head Start/Early Head Start (having 
LGHQWLȴHG�WKDW�WZR�ZD\�FRPPXQLFDWLRQ��XQOLNH�,'($�SURJUDPV��KDG�QRW�EHHQ�HVWDEOLVKHG���

4. Working with various Head Start/Early Head Start directors, as well as with the State-wide director, 
consent forms were established in which parents agreed that our clinics could share relevant 
information and that the various programs could share information with us.
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5. The various local teams realized that programs still needed reminders to keep our clinics informed. 
They also found that the many programs often had medical questions about patients. So the Team 
suggested sending a list of medical topics on which clinicians could advise (e.g., asthma management, 
obesity, working with parents, etc.). The thinking overall was that if we wanted programs to share 
information with clinics we should be helpful to non-medical services.

��� 7KH�5HIHUUDO�5HVRXUFHV�7HDP�DOVR�UHFRPPHQGHG�DGGLQJ�ȴHOGV�WR�WKH�FKDUWV�UHJDUGLQJ�W\SH�RI�UHIHUUDO�
made, whether appointments were kept, other referrals needed, along with a tickler system wherein 
clinics would be reminded to check on enrollment if, within 6 weeks or so, information had not been 
sent from programs.

The Observation Team was charged with conducting a small time/motion study—viewing how long 
SURYLGHUV�ZHUH�VSHQGLQJ�RQ�HDUO\�GHWHFWLRQ�DQG�H[DFWO\�ZKDW�WKH\�ZHUH�GRLQJ��7KH�UDWLRQDOH�ZDV�WR�ȴJXUH�
RXW�ZKHWKHU�RQOLQH�VFUHHQLQJ�FRXOG�ȴW�LQWR�WKH�WLPH�IUDPHV�IRU�HQFRXQWHUV�ZLWKRXW�FRPSURPLVLQJ�WKH�RWKHU�
WDVNV�RI�ZHOO�YLVLWV��7KH�2EVHUYDWLRQ�7HDP�ZDV�DOVR�DVNHG�WR�LQWHUYLHZ�DW�OHDVW�VRPH�SDUHQWV�WR�ȴQG�RXW�
their recommendations for improving services. These were the Observation Team’s suggestions:

1. Providers were eliciting milestones directly from children/parents and spending about 2 minutes on 
this activity (including marking the check-boxes for each milestone in the patient records).

2. There was enormous variability across providers in criteria applied to milestones items. For 
example, the “knows colors” item used at ages 4, 5, and 6 was administered in various ways and with 
varying content. Some providers asked children to point to colors, others asked children to name 
them. Some asked for all six primary/secondary colors. Others added “pink,” “brown,” “black” and 
“white.” All this variability meant there was a lack of standardized administration and scoring. 

3. Meanwhile, referral criteria varied as well. Of the six or so milestones at each age, some referred 
when a child was unsuccessful with 2 of the 6, some referred if 3 of 6 were missed, others if 4 out of 6 
were missed, etc. All this meant that providers were “all over the place” and surely failing to identify 
many children with problems. 

4. Parents, meanwhile, felt that most developmental tasks were too easy for their children and didn’t 
address pressing issues such as learning to read. 

5. Next up, “door knob” concerns were common and occurred at about 20% of visits or more. These 
events extended visit-time substantially and were frustrating to parents, providers, and clinic staff. 

6. The Observation Team then asked one of our family practice residents to review research on parent-
provider communication (covered in Chapter 8). Her review suggested that “unvoiced concerns” 
made for an awkward and aggravating encounter wherein providers alone determined the content 
of visits and did not elicit parents’ issues well or early enough in encounters. 

7. The Observation Team concluded that we needed to elicit parents’ concerns before the encounter, 
and also have parents complete milestones and other screens on their own, if possible.

The Screening/Surveillance Team was charged with testing various online/electronic screening services, 
WULDOLQJ� WKHP� LQ� VHYHUDO� FOLQLFV� LQ� RUGHU� WR� FRQVLGHU� ZRUNȵRZ� DQG� WLPH� UHTXLUHG�� DQG� GLVFXVVLQJ� ZLWK�
providers how they preferred to screen (e.g., interview, hands-on with children, parent self-report). The 
Screening Team was also asked to speak with our software consultant about the costs of integrating results 
into our EHR (all providers wanted results to “automagically” appear without having to leave the EHR, 
JR�WR�D�ZHEVLWH��DQG�WKHQ�UHWXUQ�WR�WKH�(+5���$IWHU�VHYHUDO�WULDOV�DFURVV�FOLQLFV��WKH�7HDPȇV�ȴQGLQJV�DQG�
recommendations were these: 

1. Online screening was feasible and that all online services (PEDS Online, ASQ Online and CHADIS) 
took 2 – 10 minutes to self-administer measures (at least after a bit of practice). 

2. Because those minutes had to come from somewhere, the Team suggested removing informal 

PDF Editor



348 Identifying and Addressing Developmental - Behavioral Problems

milestones from our EHR and paper charts (so that clinicians wouldn’t feel compelled to do both 
screening and informal assessment).

3. That all online screening services had a parent portal option available, meaning that parents could 
complete screens at home but would not see results. Rather these could be sent directly to the clinic 
thus virtually eliminating the 2 - 5 minutes of administration time.

4. Many clinicians (although not all) preferred to interview families or measure children directly—
most especially in clinics where parent literacy was not high or when parents spoke Spanish or 
other languages. 

��� 7KDW� D� YLDEOH�ZRUNȵRZ�PRGHO� H[LVWHG� LQ� KRZ� RXU� URXWLQH� KHDOWK� DQG� ȴWQHVV� TXHVWLRQQDLUH�ZDV�
deployed, i.e., completed by parents in the waiting room or administered by interview at the medical 
technician station, scored and interpreted at the nursing station, and then followed by a note in the 
record and thus visible to clinicians before they entered the exam room. 

6. Integration between online screening and our software would be expensive and time-consuming—
not because the online services charged for this but because our software consultant would bill us 
(in the neighborhood of $70,000 or more), i.e. we needed to save up!

��� 7KH� UHFRPPHQGHG� DOWHUQDWLYH�ZDV� WR� HVWDEOLVK� ȴHOGV� LQ� WKH� (+5� IRU� FDSWXULQJ� RQOLQH� VFUHHQLQJ�
results and teaching clinicians how to “copy and paste.” For those practices still in the midst of 
adopting our EHR we recommended printing out results for a paper record as do-able and time-
saving. 

��� 7KH�6FUHHQLQJ�6XUYHLOODQFH�7HDP�DOVR�DGYLVHG�XV�WR�ȵHVK�RXW�RXU�HQFRXQWHU�IRUPV�VR�WKH\�FDSWXUHG�
the essential tasks for each visit. The Team recommended we create a problem checklist form that 
captured results and recommendations, along with follow-up times.

The Billing/Coding Team�ZDV�FKDUJHG�ZLWK�ȴJXULQJ�RXW�KRZ�ZH�ZRXOG�JHW�SDLG�IRU�VFUHHQLQJ��7KLV�JURXS�
consisted of several clinic coordinators (all are responsible for entering information from the billing sheet 
into our administrative software) who checked with Medicaid and various private payers on billing and 
coding procedures that would assist with reimbursement. Here’s what they found and recommended: 

1. All private payers and Medicaid were willing to reimburse for developmental-behavioral screening 
although rates varied (between $8.00 and $20.00).

��� 'LIIHUHQW�SD\HUV�UHTXLUHG�GLIIHUHQW�PRGLȴHUV�WR�WKH�SUHYHQWLYH�VHUYLFHV�SURFHGXUH�FRGH�WR�LQGLFDWH�D�
separately billable service, i.e., 96110 (the developmental-behavioral screening code).

3. None required a diagnosis code, meaning that whether screening was positive or negative, we would 
still get reimbursed. 

4. None would reimburse separately for parent counseling/advice or screening test interpretation, but 
instead expected such services to be a routine aspect of the preventive service visit.

5. One private payer would not reimburse for informal milestones and instead only when accurate 
tools were used.

��� 3URYLGHUV�ZRXOG�EHQHȴW�IURP�D�ȊFKHDW�VKHHWȋ�FUHDWHG�E\�FOLQLF�FRRUGLQDWRUV��FRYHULQJ�ELOOLQJ�FRGLQJ�
procedures for Medicaid and private payers.� �6HH� LVVXHV� IRU� )HGHUDOO\� 4XDOLȴHG� +HDOWK� &HQWHU��
EHORZ���

Second Step: Reuniting and Sharing
1H[W�ZH�KDG�WKH�7HDPV�PHHW�WRJHWKHU�WR�GLVFXVV�WKHLU�ȴQGLQJV�DQG�UHFRPPHQGDWLRQV��(DFK�7HDP�WRRN����Ȃ�
20 minutes to present. We set aside an additional 1 ½ hours for guided discussion starting with comments 
about abiding themes across all Teams. There were many recommendations in common, including: 
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1. A need for all staff and clinicians to receive training in keyboarding skills so they could access 
parenting information and online screening sites. 

2. We needed to do a better job eliciting parents’ actual concerns so as to focus the visit, identify 
VSHFLȴF�SDUHQWLQJ�LQIRUPDWLRQ�QHHGV��DQG�UHGXFH�ȊRK�E\�WKH�ZD\ȋ�FRQFHUQV��

��� 8VLQJ�DFFXUDWH�VFUHHQV�IRFXVHG�RQ�SDUHQWVȇ�FRQFHUQV�DQG�PLOHVWRQHV�ZRXOG�KHOS�ZLWK�ERWK�SDUHQW�
patient education, early detection, and in complying with AAP policy. 

4. We needed to make better use of our waiting and exam rooms in terms of triggering parents’ 
interest in discussing their concerns, and to help providers offer focused developmental-behavioral 
promotion.

5. We needed to encourage parents to use our parent portal for ensuring screens were completed prior 
to the encounter, and for parent self-education. 

��� )OH[LEOH�ZRUNȵRZ�DSSURDFKHV�ZHUH�QHHGHG��JLYHQ�SURYLGHUVȇ�SUHIHUHQFHV� IRU� LQWHUYLHZLQJ�YHUVXV�
direct administration versus parent self-report, and given differences in literacy and languages 
spoken within our clinics. 

��� 3URYLGHUV��HYHQ�WKRXJK�SOHDVHG�DW�WKH�WKRXJKW�RI�VFUHHQLQJ�ZLWK�SDUHQWVȇ�FRQFHUQV�DQG�ZLWK�GHȴQLQJ�
those concerns in advance, still wanted to know about milestones, i.e., that a milestones-focused 
VFUHHQ�ZDV�DQ�LPSRUWDQW�FRQȴUPDWLRQ�RI�SDUHQWVȇ�FRQFHUQV��

��� 2XU�FKDUWV�QHHGHG�QHZ�ȴHOGV�WR�LQGLFDWH�VFUHHQLQJ�UHVXOWV�DQG�SDUHQW�HGXFDWLRQ�WRSLFV��DV�ZHOO�DV�
the status of referrals and follow-up.

9. We needed to collaborate better with non-IDEA services (and urge them to keep us apprised of what 
happened with our patients). We needed to have a tickler system in our records regarding the status 
of these referrals. 

Third Step: Preparing for Trials
1. Before we adjourned, we selected one online screening service to trial further: PEDS Online (www.

pedstest.com/online), which includes Parents’ Evaluation of Developmental Status (PEDS) for eliciting/
addressing and screening with parents’ concerns; PEDS:Developmental Milestones (PEDS:DM) for 
YLHZLQJ�FKLOGUHQȇV�VNLOOV��DQG�WKH�0RGLȴHG�&KHFNOLVW�RI�$XWLVP�LQ�7RGGOHUV��0�&+$7���QHHGHG�DW����
and 24-month visits. PEDS Online seemed to meet multiple needs: (a) brevity; (b) identifying parents’ 
concerns early, if not prior to the encounter, and thus their unique needs for advice; (c) screening 
ZLWK�SDUHQWVȇ� FRQFHUQV�EXW�DOVR�ZLWK�PLOHVWRQHV�� �G��SURYLGLQJ�DXWLVP�VSHFLȴF� VFUHHQLQJ�DW�DJHV�
targeted by the AAP; (e) a parent portal into electronic screening; and (f) a database we could use 
for our quality improvement efforts. 

2. We realized that at least several different implementation processes would be needed given variations 
in patient mix across clinics. So, we asked all Teams to sort themselves according to clinic types 
(high, medium, versus low SES, with an additional group focused on clinics with a preponderance of 
non-English speakers). The four clinic-focused teams then drafted a trial process for implementation 
DQG�ZRUNȵRZ��7KH�WHDPV�XVHG�WKH�ZRUNȵRZ�WHPSODWH�DQG�LPSOHPHQWDWLRQ�IRUP�DV�D�VWDUWLQJ�SRLQW��
�6HH�7DEOH������DQG�)LJXUH�������DQG�GRZQORDGDEOH�DW�ZZZ�SHGVWHVW�FRP�7KH%RRN�&KDSWHU���� 

3. After creating implementation drafts, we asked the staff at four clinics to trial the process on 20 
families, document needed adjustments, and reconvene in three weeks. 

4. Meanwhile, members of Teams most involved with our EHR issues met together and worked on 
LPSURYHPHQWV�WR�RXU�(+5ȇV�ZHOO�YLVLW�IRUPV��:H�UHȴQHG�UHFRPPHQGDWLRQV�IRU�RXU�VRIWZDUH�FRQVXOWDQW�
LQ�WHUPV�RI�ȴHOGV�ZH�ZDQWHG�KHU�WR�DGG��DQG�DOVR�IRXQG�WKDW�VLPSO\�DGGLQJ�QHZ�ȴHOGV�WR�RXU�(+5�FDPH�
DW�QR�FRVWȃDQG�WKDW�RXU�FRQVXOWDQW�FRXOG�WHDFK�XV�KRZ�WR�DGG�ȴHOGV�RXUVHOYHV���6HH�7DEOH������� 
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5. Separately, we decided to work on improving computer skills among providers in preparation for 
increasing access to parenting information sites as well as for use of online screening. 

6. The Referral Resources Team created a laminated list of local referral options and sent copies to 
each clinic to post in exam rooms. 

7. The Referral Resources Team decided to work face-to-face with Head Start and other programs on 
referral coordination, in the hopes of establishing a prompt feedback mechanism about the status of 
our referrals. 

Fourth Step: Trials in Several Clinics
��� 7KH�QHZO\�FUHDWHG�7ULDO�&OLQLF�7HDPV����LQ�DOO��ȴUVW�PHW�ZLWK�VWDII�DQG�SURYLGHUV�LQ�IRXU�GLIIHUHQW�

clinics to generate enthusiasm, describe the draft plan, and seek suggestions for improvement. In 
WZR�FOLQLFV��VWDII�VXJJHVWHG�PLQRU�DOWHUQDWLRQV�WR�ZRUNȵRZ�SDWWHUQV��7KH�RWKHU�WZR�FOLQLFV�WKRXJKW�
the plans were workable and agreed to try them as is. After a week of trials, all clinics tweaked 
WKHLU�SODQV�VOLJKWO\�DQG�DOVR�LGHQWLȴHG�VHYHUDO�QHHGHG�FRQWLQJHQFLHV��H�J���ZKDW�WR�GR�LI�SDUHQWV�KDG�
not accessed the parent portal before the visit or had literacy or language barriers, and thus what 
DOWHUQDWLYH�ZRUNȵRZ�SURFHVVHV�VHHPHG�QHHGHG���)RU�H[DPSOH��RQH�FOLQLF�KDG�D�UHFHQW�LQȵX[�RI�/DRWLDQ�
LPPLJUDQWV�ZKR�FRXOG�QRW�VSHDN�(QJOLVK�ZHOO��DQG�RQO\�VRPH�FRXOG�UHDG�HYHQ�LQ�/DRȃPHDQLQJ�WKDW�
clinics needed translations of screens to share with the telephone translation service (since none of 
WKH�FOLQLF�SURYLGHUV�FRXOG�VSHDN�/DR���6R��D�VOLJKWO\�GLIIHUHQW�ZRUNȵRZ�ZDV�QHHGHG�LQ�WKLV�FOLQLF�IRU�
the translation services used, and for making sure translators used validated translations of the 
tools we’d selected.

2. In another clinic, staff preferred to use a paper-pencil version of the screens and questionnaires 
in the waiting room, after which parents’ responses were entered into the EHR for scoring and 
interpretation. But because many parents had not graduated from high school, literacy levels were 
OLPLWHG��7KLV�FOLQLF�LQVHUWHG�LQWR�WKH�ZRUNȵRZ�D�JHQWOH�TXHVWLRQ�DVNLQJ�ZKHWKHU�SDUHQWV�SUHIHUUHG�
someone to go through the screens with them. They taped the question to the receptionists’ 
clipboards to remind them to ask. If help was needed, the nurse was alerted that screens and other 
questionnaires needed to be delivered by interview. 

��� :H�GLVFRYHUHG�WKDW�ȵH[LELOLW\�DQG�LQGLYLGXDOL]DWLRQ�ZDV�QHHGHG��$IWHU�DGGLWLRQDO�WULDOV��LW�ZDV�FOHDU�
the receptionists in some clinics were too busy to probe literacy, dispense questionnaires, and/or 
alert the nursing staff. Fortunately, clinicians preferred to conduct screens by interview anyway, 
and so nursing staff together with the medical technicians took over administering the other 
questionnaires. 

)LIWK�6WHS��7ZHDNLQJ�WKH�:RUNȵRZ��7ULDOV�LQ�6HYHUDO�2WKHU�&OLQLFV��DQG�2QJRLQJ�6XSSRUW
1. At our follow-up meeting, the Trial Clinic Teams presented their revised plans. Together we created 

roll-out plans with six other clinics. 

2. We assigned to each clinic, one Trial Cinic Team member to detail staff and providers on the process. 
Team members held a series of staff lunch meetings. 

3. The Teams began with a “pep talk” about the value of early detection and parent education, and 
then outlined what would be covered in the subsequent four meetings: (1) The screens we chose 
DQG�ZK\������ZKDW�UHVXOWV�PHDQW�DQG�ZKDW�VHUYLFHV�ZHUH�DYDLODEOH������WKH�ZRUNȵRZ�WKDW�VHHPHG�
best in similar clinics; and (4) the changes made to charts, i.e., where to put results, topics of parent 
education (along with a mini-refresher on keyboarding). 

4. The Trial Clinic Teams offered assistance throughout the implementation process. We established a 
small telephone support group to help clinics with questions, problems, suggestions, and provided 
clinics with phone numbers and e-mail addresses for the support group.
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5. The Referral Resources Team, meanwhile, had made headway with non-IDEA programs on 
establishing a two-way consent form so that information could be shared freely, given parents’ 
approval. 

6. The Trial Clinic Teams also explained that we wanted to conduct a Quality Improvement Initiative 
(QI) with the goals of offering parent education at every visit focused in large part on parents’ 
issues, screening at all well-visits, referrals when indicated, follow-up to ensure IDEA enrollment or 
alternative services, etc. 

7. As part of our QI, the Trial Clinic Teams described our feedback mechanism—that we would look at 
progress toward goals at a follow-up meeting in 3 months at which time we would share with each 
clinic how they were coming along compared to their original benchmarks. Over time the QI data 
would enable a comparison of similar clinics (given similar patient mix), and along the way, gather 
suggestions for improving our outcomes. 

8. As the next six clinics completed implementation, we expanded our initiative to include the remaining 
clinics.

9. It wasn’t always easy! We had some clinicians who felt strongly that they were identifying kids just 
ȴQH�ZLWKRXW�TXDOLW\�PHDVXUHV��:H�DVNHG�WKHP�MXVW�WR�WU\�LW�IRU�D�IHZ�PRQWKV��$OPRVW�DOO�ZHUH�ZLOOLQJ�
and said later, they were surprised at how many more children they were identifying. One provider 
MXVW�UHIXVHG�DOWRJHWKHU��VR�ZH�VFUHHQHG�IRU�KLP�DQG�WKHQ�FRPSDUHG�ȴQGLQJV�RQ�D�ZHHNO\�EDVLV��+H�FDPH�
around eventually when he could see that he was missing the majority of children with problems.

Case Model #1 Summary: 6XUHO\�QRW�HYHU\�VHWWLQJ�ZRXOG�QHHG�DQ�LPSOHPHQWDWLRQ�SURFHVV�DV�HODERUDWH�
as the above, given the many satellite clinics, enormous variations in patient populations including 
language and literacy barriers, differences in services across counties, multiplicity of private payers, 
HWF��%XW�WKH�PDQ\�GLIIHUHQW�FKDOOHQJHV�LGHQWLȴHG�DQG�DGGUHVVHG��LOOXVWUDWH�D�ZLGH�UDQJH�RI�VROXWLRQV�IRU�
RWKHU�FOLQLFVȃVROXWLRQV�WKDW�RIIHU�LPSURYHPHQWV�LQ�HDUO\�GHWHFWLRQ��UHIHUUDO��SDUHQW�HGXFDWLRQ��IROORZ�
XS��QHHGHG�PRGLȴFDWLRQV�WR�SDSHU�HQFRXQWHU�IRUPV�RU�HOHFWURQLF�KHDOWK�UHFRUGV��FRPSXWHU�VNLOOV�DQG�
VWDII�FOLQLFLDQ�WUDLQLQJ��%HORZ�DUH�DGGLWLRQDO�FDVH�PRGHOV�RI�KRZ�GLIIHUHQW�FOLQLFV�ZRUNLQJ�ZLWK�GLIIHUHQW�
tools and varying populations implemented developmental-behavioral services. 

Case Model #2: Screening and Surveillance with Print Versions of ASQ Tools and 
Other Measures Across a Low to Moderate Risk Population1,2

Setting and Findings
Practitioners (N=20) at a pediatric practice (PeaceHealth Medical Group) in Eugene, Oregon serve a 
population that is 38% Medicaid with more than 9% of parents speaking Spanish only. We universally 
implemented the Ages and Stages Questionnaire (ASQ) at the 12- and 24-month well-child visits to better 
detect developmental delays and improve referral and enrollment rates to IDEA services. Our detection 
rates soared, and at 12- and 24-months we detected 3 to 6 times as many children with suspected delays 
than we had with informal methods. Referral rates climbed too: The ASQ led to a 6-fold increase in IDEA 
referrals at 12-months and a 3-fold increase at 24-months,compared to informal milestones checklists (ours 
were pass/fail items extrapolated from the Denver II). Approximately half of the children screened with the 
$64�TXDOLȴHG�IRU�,'($�

After this success, we expanded the periodicity of ASQ screenings to include the 36-month visit. We then 
ORRNHG�DW�HQUROOPHQW�UDWHV�LQ�,'($�IRU�RXU����WR���\HDU�ROG�SDWLHQWV�DQG�IRXQG�WKDW�a����KDG�EHHQ�LGHQWLȴHG�
as IDEA eligible—in keeping with prevalance estimates from the Centers for Disease Control. 

In addition to using the ASQ at targeted visits, we also used: The AAP Pediatric Intake Form (which includes 
the Family Psychosocial Screen) to identify risk and protective factors; the Edinburgh Postnatal Depression 
6FDOH�DW����DQG���PRQWKV�WR�LGHQWLI\�PDWHUQDO�PRRG�GLVRUGHUV��WKH�0RGLȴHG�&KHFNOLVW�IRU�$XWLVP�LQ�7RGGOHUV�
(M-CHAT) at 18- and 24-months to identify possible autism; the ASQ:SE at 18-months and 4-years to identify 
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social-emotional/behavioral problems; and the Pediatric Symptom Checklist to identify mental health 
problems in children and teenagers, 5- to 18-years. 

)LQDOO\��ZH�FUDIWHG�ZHOO�YLVLW�HQFRXQWHU� IRUPV�WKDW�QRWHG�WKH�PHDVXUHV�WR�XVH�DW�VSHFLȴF�DJHV��3URYLGHUV�
found these helpful reminders of what to do and when to do it. That we staggered measures across visits 
KHOSHG�SURYLGHUV�ȴQG�WKH�HYLGHQFH�EDVHG�SURFHVV�IRU�VFUHHQLQJ�VXUYHLOODQFH�GRDEOH��:H�DOVR�XVH�5HDFK�DQG�
5HDG�DW�HYHU\�YLVLW��3URYLGHUV��DQG�IDPLOLHV��ZHUH�HQRUPRXVO\�VDWLVȴHG�ZLWK�WKH�SRVLWLYH�DQG�SURGXFWLYH�
nature of this effort to promote development. Below is a description of how we implemented measures in 
our practice. 

Implementation Procedures
1. Scheduler. The scheduler (aided by an automated phone appointment reminder system) instructs 

caregivers to come in 15 minutes early for the well-child visit so they can thoughtfully complete a 
paper-pencil screening test in a quiet corner of the reception area. The scheduler’s message is: “Your 
doctor and the AAP strongly recommend parents complete these questions prior to the well-visit.” 

2. Receptionist. For universal screening visits, the receptionist gives the caregivers the designated 
screening tools. With the ASQ and ASQ:SE, the correct age-interval questionnaire is offered as soon 
DV�FDUHJLYHUV�HQWHU�WKH�ZDLWLQJ�URRP��7KH�UHFHSWLRQLVW�KDV�ȴYH�VSHFLȴF�WDVNV�LQFOXGLQJ�DVNLQJ�SDUHQWV�
these questions: (a) “How many months old is your child?”; (b) "Was your child a preemie?” If yes, 
“How many weeks premature was he/she?” (These questions are necessary so the age-adjusted ASQ 
can be provided); (c) then the receptionist says, “This questionnaire is an important part of your 
FKLOGȇV�ZHOO�FKLOG�YLVLW��3OHDVH�ȴOO� LW�RXW� WKRXJKWIXOO\�ȋ�� �G�� WKH�FDUHJLYHU� LV�JLYHQ�D�SHQ��FOLSERDUG�
and the screening tool. With the ASQ, if the caregiver checks “not yet” for an item but is unclear 
as to whether their child can complete that developmental task, an ASQ toy kit is available so that 
caregivers can directly assess their children’s skills; and (e) whenever possible, a receptionist, nurse 
or other designated clinic staff scores the screening tool before clinicians walk into the exam room. 

3. Nurse. Double-checks to make certain caregivers have received the correct version of the screen 
for their child’s age, and that all questions have been answered. If needed, the nurse scores the 
screening tool prior to clinicians entering the exam room. Nurses are typically overloaded with 
tasks prior to any well-child visit. This is why the receptionist or another designated staff member 
is typically responsible for scoring screens.

4. Clinician. Clinicians elicit parents’ concerns. If the ASQ has not been completed, caregivers indicate 
concerns or clinicians’ surveillance suggests developmental or behavioral problems, providers 
administer the ASQ or ASQ:SE. Clinicians check to see that no questions were missed. For items 
marked “not yet,” clinicians ask the caregiver if the child has ever tried that paticular developmental 
task. Then, after thoughtfully interpreting the scored ASQ, clinicians provide developmental-
behavioral promotion (e.g., Reach Out and Read, positive parenting advice, etc.) and then indicate 
one of the following patient management options:

ȏ� Caregiver to schedule next routine well-child visit (observation only);

ȏ� Add problematic screening tool result to patient’s problem list; 

ȏ� Administer age-appropriate ASQ or ASQ:SE activity sheets (or mail them to home);

ȏ� Refer to IDEA or other early childhood programs;

ȏ� Refer to mental health provider;

ȏ� Refer to other community resource (e.g. parent education/ support group, domestic violence 
program, high-quality daycare, evidence-based preschool like Head Start); 

ȏ� (DUO\�UHWXUQ������PRQWK��RɚFH�YLVLW�IRU�D�UHSHDW�DVVHVVPHQW��ZKLFK�PLJKW�LQFOXGH�VXSSOHPHQWDO�
VRFLDO�HPRWLRQDO��$64�6(���DXWLVP�VSHFLȴF��0�&+$7�ZLWK�RU�ZLWKRXW�WKH�)ROORZ�XS�,QWHUYLHZ��
and other, medical screening tests;
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ȏ� Refer to developmental-behavioral, non-medical or medical sub-specialty services, in addition 
to IDEA, Head Start or other early childhood programs. 

5. Resource Staff. After clinicians acted on screening tool results and discussed next steps with 
caregivers, designated staff generate the necessary referrals to the medical, educational or social 
sectors. Staff then fax a referral form that the parents signed to give consent to share information 
between our clinics and IDEA or other referral sources. 

6. Response from Referral Sources. Once a referral is received, these programs contact caregivers to 
encourage follow-up. Programs also let us know periodically (usually by e-mail or fax) that they’ve 
received our referral and where families are in the process. Services also fax (or e-mail) evaluation 
reports and recommendations so that we can include them in our charts along with updates. 

Case Model #3: Screening and Surveillance using PEDS in Print with a Moderate- to 
High-Risk Population3,4

Setting and Findings
+DUYDUG�8QLYHUVLW\ȇV�SHGLDWULF�SUDFWLFH��&KLOGUHQȇV�+RVSLWDO�3ULPDU\�&DUH�&HQWHU�� LPSOHPHQWHG�3DUHQWVȇ�
Evaluation of Developmental Status (PEDS) at two clinical sites. Physicians (and the hospital administrator) 
were initially reluctant but agreed to give it a try. All were surprised at how many more children they 
were able to identify, and that PEDS saved substantial time if administered in advance of the visit. A video 
describing before/after impressions is housed on www.developmentalscreening.org along with a guide to 
implementation. Eventually, PEDS was employed at every well-child visit from 6-months to 8-years in a 
ODUJHO\�XUEDQ��KLJK�ULVN�SRSXODWLRQ� �H�J��� ����0HGLFDLG�� ����EODFN�� ����/DWLQR���$V�D�SUH�YLVLW� VFUHHQ��
3('6�VDYHG�DQ�DYHUDJH�RI���PLQXWHV�SHU�YLVLW�DQG�LQFUHDVHG�LGHQWLȴFDWLRQ�UDWHV�RI�GHYHORSPHQWDO�FRQFHUQV�
in 3-year-olds and behavioral concerns in 2-year-olds. There was no difference in referral rates to IDEA 
programs before and after implementation of PEDS in 2-year-olds, but referral rates for 3-year-olds 
LQFUHDVHG��(QUROOPHQW�UDWHV� IRU� WKRVH�UHIHUUHG�ZHUH�QRW�GHVFULEHG��EXW� WKH�ȴQGLQJV�VXJJHVW�D�ȊZDLW�DQG�
see” effect for 2-year-olds, and perhaps that providers were prompted to refer after parents repeated their 
concerns over time.3,4 

Implementation Procedures
 1. Administrative staff provide parents at check-in with the PEDS Response Form on a clipboard and 

ask if they prefer help answering the PEDS questions. If not, a statement on the clipboard reads, 
“Please complete this survey. Your provider would like to know how your child is doing.”

2. Caregivers complete PEDS in the reception area (or in the exam room while their child is getting 
vitals prior to the pediatrician entering). 

3. If PEDS was not completed prior to the encounter, providers can administer it by interview. (Providers 
DUH�DOVR�LQVWUXFWHG�WR�LGHQWLI\�ZKDW�EURNH�GRZQ�LQ�WKH�ZRUNȵRZ���

4. Clinicians are instructed to add their own concerns to the PEDS Response Form (but not remove 
any parental concerns, per PEDS’ scoring instructions. Afterward, providers score PEDS on the 
/RQJLWXGLQDO�6FRUH�,QWHUSUHWDWLRQ�)RUP�XVLQJ�WKH�3('6�%ULHI�*XLGH�WR�6FRULQJ�WR�UHPLQG�WKHP�RI�
essential directions and how to interpret results: 

ȏ� For children scoring on Path A (two predictive concerns and thus high-risk), a referral is 
generated to the local early intervention or early childhood special education agency; 

ȏ� For Path B (one predictive concern and thus moderate-risk), providers refer to IDEA or other 
community programs for the requisite second-stage screening;
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ȏ� )RU�3DWK�&��SDUHQWVȇ�FRQFHUQV�DUH�DGGUHVVHG�ZLWK� LQ�RɚFH�FRXQVHOLQJ��1HYHUWKHOHVV��FOLQLFDO�
judgment is incorporated so that additional evaluations are arranged if clinicians are 
concerned, regardless of a reassuring PEDS’ result; 

ȏ� Children scoring on Path A, B or C who have medical issues suggestive of conditions associated 
with developmental-behavioral problems are also referred to our division of child development 
for further assessment. 

Summary of Case Models #2 and #3:�,PSOHPHQWDWLRQ�UHVHDUFK�LV�UDUH�DQG�GLɟFXOW�WR�FRQGXFW��EXW�
ERWK�FDVH�PRGHOV�KDYH�HQMR\HG�SHHU�UHYLHZHG�VWXGLHV�����)LQGLQJV�LQFOXGH���D��HOLFLWLQJ�SDUHQWVȇ�FRQFHUQV�
LQ�DGYDQFH�RI�HQFRXQWHUV�VKDYHV�a���PLQXWHV�IURP�ZHOO�YLVLWV��GXH�WR�D�UHGXFWLRQ�LQ�ȊGRRU�NQREȋ�FRQFHUQV��
WKXV�DOORZLQJ�SURYLGHUV� WR� IRFXV�RQ� LVVXHV�SUHVVLQJ� WR� IDPLOLHV�� �E�� IDPLOLHV�DUH�PRUH� OLNHO\� WR� IROORZ�
WKURXJK�ZLWK�UHIHUUDOV�ZKHQ�DSSRLQWPHQWV�DUH�PDGH�IRU�WKHP���F��DQG�FROODERUDWLRQ�YLD�WZR�ZD\�FRQVHQW�
IRUPV�IDFLOLWDWHV�VHUYLFH�XSWDNH�DQG�RU�PRQLWRULQJ��,Q�DGGLWLRQ��ZKHQ�IDPLOLHV�DUH�DVNHG�FDUHIXOO\�DERXW�
WKHLU�FRQFHUQV��WKH\�DUH�PRUH�OLNHO\�WR�UHWXUQ�IRU�ZHOO�YLVLWV�5�7KXV�XVH�RI�DFFXUDWH�VFUHHQV�DORQJ�ZLWK�
LQIRUPDWLRQ�VKDULQJ�DFURVV�VHUYLFHV�VDYHV�WLPH�DQG�LPSURYHV�TXDOLW\�RI�FDUH�IRU�FKLOGUHQ�ZLWK�D�UDQJH�RI�
developmental-behavioral needs. 

Case Model #4: Screening/Surveillance with the Child Health and Development 
Interactive System in a Low- to Moderate-Risk Population.6

Settings and Findings
Two practice sites at a health maintenance organization (Kaiser-Permanente Colorado) in Denver, serving 
a low-risk metropolitan population implemented a pilot project using the Child Health and Development 
Interactive System (CHADIS). Periodic online screening was employed using pre-visit questionnaires two 
weeks prior to the patient’s well-child visit appointment. For children 0- to 3-years, parents universally 
completed the ASQ to identify developmental delays, and the M-CHAT to identify autism. For children > 
4-years, all parents completed the PSC-17 to identify mental health problems. When a comprehensive mental 
health assessment was deemed necessary by the parents or providers, the CHADIS-DSM was completed. To 
engage parents in family psychosocial screening, the Edinburgh Postnatal Depression Scale and Partner 
9LROHQFH�6FUHHQ�ZHUH�FRPSOHWHG��8VLQJ�WKLV�RQOLQH��PXOWL�WRRO��SUHYLVLW�VFUHHQLQJ�DQG�VXUYHLOODQFH�V\VWHP�
(that allowed parents to select the appropriate visit type such as an e-visit, e-visit with brief provider visit, 
or extended encounter), 75% of parents thought quality of care was “improved” or “very much improved;” 
QHYHUWKHOHVV������RI�SDUHQWV�IRXQG�&+$',6�VRPHZKDW�RU�YHU\�GLɚFXOW�WR�XVH��

Implementation Procedures
The CHADIS website has abundant instructions for implementation and guidance on interpretating tools. 
See www.chadis.com for information. 

Case Model #5: Screening and Surveillance with Print Versions of ASQ Tools in a 
High-Risk (Foster Care) Population7,8

Settings and Findings
In a specialized county-based pediatric practice (Starlight Pediatrics) serving all children in family-
based foster care in Monroe County, New York, systematic ASQ screening doubled the detection rates of 
developmental delays for children new to foster care, compared to a clinician’s unstructured surveillance 
(14% vs. 37% in infants; 42% vs. 89% in toddlers; 44% vs. 82% in preschoolers; 29% to 58% overall; p < .001 
for all age groups).8 Starlight Pediatrics consists of three part-time pediatricians, three part-time pediatric 
nurse practitioners and one social worker. 
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The ASQ:SE was implemented periodically between ages 6-months to 5½-years. The ASQ:SE promptly 
detected 6 times more children with suspected social-emotional delays and evolving disorders than 
clinicians’ informal judgment alone, even though all were apprised that each child was at high risk for 
developmental-behavioral/social-emotional/mental health problems.7�8VH�RI� WKH�$64�6(�GHWHFWHG�����RI�
children as having a suspected social-emotional problems, while clinicians’ surveillance alone detected 
only 4%.7�7KH�$64�6(�GHWHFWHG�VLJQLȴFDQWO\�PRUH�FKLOGUHQ�ZLWK�VRFLDO�HPRWLRQDO�SUREOHPV�WKDQ�WKH�$64����
in this high-risk sample. The agreement between the ASQ:SE and ASQ-2 ranged from 56% to 75% when data 
ZHUH�VWUDWLȴHG�E\�DJH�JURXS�7�7KLV�VWXG\�GHPRQVWUDWHG�WKH�EHQHȴWV�RI�DOWHUQDWLQJ�WKH�$64�ZLWK�WKH�$64�6(�
at every well-child visit between 4-months to 5½-years. 

Implementation Procedures
��� $OO�SHGLDWULF�SURYLGHUV�ZHUH�ȴUVW�JLYHQ�YHUEDO�LQVWUXFWLRQV��D�GHPRQVWUDWLRQ�DERXW�XVLQJ�DQG�

scoring the ASQ, guidelines for referring process, and a list of local referral resources. To facilitate 
LPSOHPHQWDWLRQ��WKH�FOLQLF�KHOG�PRQWKO\�PHHWLQJV�WR�GLVFXVV�WKH�SURFHVV�GXULQJ�WKH�ȴUVW�VL[�
months.

2. Caregivers were mailed and asked to complete either the ASQ or ASQ:SE one week before each 
well-child visit for children ages 4-months to 5½-years. The preferred English or Spanish language 
versions and age-adjusted (for prematurity) questionnaires were used in the mailing.

��� 0DLOLQJV�RU�GHOLYHU\�RI�WKH�$64�DW�WKH�ȴUVW�ZHOO�FKLOG�YLVLW�ZHUH�DOWHUQDWHG�ZLWK�WKH�$64�6(�DW�
the next well-child visit. For feasibility reasons, both standardized questionnaires were not 
administered simultaneously.

��� $Q�RɚFH�VHFUHWDU\�FDOOHG�FDUHJLYHUV�WKH�GD\�EHIRUH�WKH�VFKHGXOHG�ZHOO�FKLOG�YLVLW�WR�FRQȴUP�
appointments and remind parents to complete and bring in the ASQ or ASQ:SE.

5. When caregivers failed to bring questionnaires to the appointment, the correct language version 
and age-adjusted ASQ or ASQ:SE was again offered at the well-child visit. If there was limited time 
WR�FRPSOHWH�WKH�VFUHHQ�DW�WKH�ZHOO�FKLOG�YLVLW��WKH�RɚFH�VWDII�UHTXHVWHG�WKDW�FDUHJLYHUV�FRPSOHWH�DQG�
return the questionnaires by mail.

6. Pediatric providers scored and reviewed the ASQ or ASQ:SE during the well-child visit. 
Reviewing ASQ tools with families also provided an opportunity for clinicians to give appropriate 
anticipatory guidance and demonstrate age-appropriate developmental tasks.

7. The clinic assembled a toy box of materials necessary to complete all tasks on the ASQ, which 
was used during clinical visits and enabled providers to test developmental skills if parents were 
not sure if children could complete certain tasks. In addition, the toy box was used to emphasize 
during the visit the value of child-directed play with foster parents.

8. When the results of the ASQ or ASQ:SE were problematic, a team of nurses was responsible for 
generating IDEA referrals. To expedite referrals, the results of the ASQ or ASQ:SE were shared 
with IDEA programs, which was helpful to them because they also used the ASQ at intake. 

9. When clinicians’ surveillance (in combination with ASQ or ASQ:SE results) detected the need for 
a developmental-behavioral subspecialty referral (e.g., audiologist, developmental-behavioral 
pediatrician, etc.), providers wrote a short summary or referral letter to the subspecialist, and 
then nurses helped caregivers and foster parents with arranging subspecialty appointments.
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II. BIllINg aND CODINg fOR OpTImal ReImBURsemeNT

1HHGOHVV� WR� VD\�� JXLGDQFH� RQ�KRZ� WR� ELOO� DQG� FRGH� LV� YRODWLOH� DQG� FDQ� FKDQJH� DW� DQ\�PLQXWH�� %LOOLQJ�
DQG�FRGLQJ�SURFHGXUHV�YDU\�ZLGHO\�E\�6WDWH�0HGLFDLG�SODQV�DQG�E\�SULYDWH�SD\HUVȃPHDQLQJ�WKDW�FOLQLF�
VXSHUYLVRUV�EXVLQHVV�PDQDJHUV�QHHG�WR�FKHFN�RQ�SUHIHUUHG�FRGLQJ�DSSURDFKHV��0XFK�RI�WKLV�PD\�FKDQJH�
XQGHU�WKH�$IIRUGDEOH�+HDOWK�&DUH�$FW��6R�HYHQ�ZKLOH�ZH�SURYLGH�FXUUHQW�LQIRUPDWLRQ�IURP�WKH�$PHULFDQ�
$FDGHP\�RI�3HGLDWULFV��SOHDVH�FKHFN�WKH�ZHEVLWH�IRU�WKLV�FKDSWHU��www.pedstest.com/TheBook/Chapter16) 
DQG�WKH�$$3ȇV�ZHEVLWH�IRU�XSGDWHV�

1RWH�WKDW�LQ�VRPH�6WDWHV�DQG�IRU�VRPH�W\SHV�RI�SUDFWLFHV��H�J���)HGHUDOO\�4XDOLȴHG�+HDOWK�&HQWHUV���WKHUH�
LV�HQKDQFHG�UHLPEXUVHPHQW�IRU�DQ�(36'7�YLVLW�ZKHQ�VFUHHQLQJ�LV�XVHG��EXW�VHSDUDWH�ELOOLQJ�IRU�VFUHHQLQJ�
LV�QRW�DOORZHG��:H�H[SODLQ�EHORZ�KRZ�WR�UHGXFH�SUDFWLFH�WLPH�DQG�H[SHQVH�E\�XVLQJ�TXDOLW\�VFUHHQLQJ�
surveillance tools. 

)RU�WKRVH�SUDFWLFHV�DEOH�WR�ELOO�VHSDUDWHO\�IRU�VFUHHQLQJ��ZH�XUJH�\RX�WR�DYRLG�H[FHVVLYH�IHHV��:LWK�SDUHQWV�
GRLQJ�PRVW�RI�WKH�ZRUN��DVVXPLQJ�\RX�DUH�ZLVHO\�XVLQJ�SDUHQW�UHSRUW�WRROV���\RX�RQO\�VSHQG�WLPH�VFRULQJ�
DQG�GLFWDWLQJ�UHSRUWV��DQG�HYHQ�WKDW�WLPH�FRQVXPLQJ��SUDFWLFH�H[SHQVH�FDQ�EH�DYRLGHG�LI�XVLQJ�RQOLQH�
VFUHHQLQJ�DSSOLFDWLRQV���6R��WKH�0HGLFDLG�UHLPEXUVHPHQW�UDWHV�RI����������������DUH�TXLWH�UHDVRQDEOH��
:HȇYH�VHHQ�FDVHV�ZKHUH�SURYLGHUV�FKDUJH�WKH�KLJKHVW�SRVVLEOH�UHLPEXUVHPHQW�UDWH��H�J�������SHU�VFUHHQ��
ZKHWKHU� RU� QRW� SDWLHQWVȇ� LQVXUDQFH� FRYHUV� WKLV�� 7KH� FRQVHTXHQFHV� DUH� WKDW� VRPH� SDUHQWV� RSW� RXW� RI�
VFUHHQLQJ�VXUYHLOODQFH�DQG�WKLV�LV�XQZLVH�IRU�FKLOGUHQ�DQG�IDPLOLHV��7KXV�LW�LV�EHVW�WR�NHHS�\RXU�IHHV�DW�
UHDVRQDEOH�UDWHV��KHOS�HQVXUH�WKDW�DOO�IDPLOLHV�ȴQG�HDUO\�GHWHFWLRQ�DIIRUGDEOH��DUH�ZLOOLQJ�WR�SDUWLFLSDWH�
LQ�VFUHHQLQJ��DQG�WKDW�\RXU�FOLQLF�LVQȇW�H[FHVVLYHO\�KDVVOHG�E\�IDPLOLHV�FRPSODLQLQJ�DERXW�\RXU�IHHV�DQG�
denied claims. 

1. Select an Appropriate Code for the Preventive Service (e.g.,):
99402  3UHYHQWLYH�PHGLFLQH�FRXQVHOLQJ�DQG�RU�ULVN�IDFWRU�UHGXFWLRQ�LQWHUYHQWLRQ�V��SURYLGHG�WR� 

� DQ�LQGLYLGXDO��VHSDUDWH�SURFHGXUH���DSSUR[LPDWHO\����PLQXWHV��3UREOHP�&RXQVHOLQJ��

99429  Unlisted preventive medicine service (Initial Patient Education/Counseling) 

99205  1HZ�SDWLHQW�RI�KLJK�FRPSOH[LW\

99204  1HZ�SDWLHQW�ZLWK�PRGHUDWH�FRPSOH[LW\�RU�XVH�WKH�DSSURSULDWH�VLFN�RU�UHWXUQ�YLVLW�FRGHV�LI� 
 screening during such visits

���$GG�D�0RGLȴHU�WR�<RXU�9LVLW�&RGH�'HQRWLQJ�D�6WDQG�$ORQH�6HUYLFH�'HVHUYLQJ�6HSDUDWH�
Reimbursement:
)RU�0HGLFDLG��LQ�PRVW�6WDWHV��WKH�PRGLȴHU�LV�����EXW�LQ�VRPH�6WDWHV�LW�LV������ZKLFK�LV�RIWHQ�WKH�FDVH�IRU�
WKLUG�SDUW\�LQVXUDQFH���EXW�LW�LV�EHVW�WR�FKHFN�ZLWK�DOO�WR�ȴQG�RXW�ZKLFK�LV�SUHIHUUHG�E\�HDFK�RI�\RXU�
payers. 

3. List Separately the Screening Procedure Code: 
7KH�������FRGH�VHHPV� WR�ZRUN�EHVW�ZKHWKHU�VFUHHQLQJ� IRFXVHV�RQ�SV\FKRVRFLDO�RU�GHYHORSPHQWDO�
EHKDYLRUDO� LVVXHV��1HYHUWKHOHVV�� WKH�$$3�KDV�HQGRUVHG�������DV�D� UHLPEXUVDEOH� FRGH� IRU� FKLOGUHQ�
LQ�DW�ULVN�HQYLURQPHQWV��H�J���ZKHQ�SDUHQWV�DUH�GHSUHVVHG��WKHUH�DUH�RWKHU�SV\FKRVRFLDO�ULVN�IDFWRUV��
DEVHQFH�RI�UHVLOLHQFH�IDFWRUV���:H�GRQȇW�NQRZ�KRZ�ZHOO�WKLV�RQH�DFWXDOO\�ZRUNV��6R�IRU�WKH�VDNH�RI�\RXU�
SDWLHQWVȇ�ȴQDQFLDO�KHDOWK��LI�������GRHVQȇW�ZRUN��UHVXEPLW�ZLWK��������,Q�JHQHUDO��������JDUQHUV�DQ�
average of $8.00 per screen, although some States (e.g., North Carolina, and increasingly California) 
KDYH�RSWHG�IRU�DQ�RYHUDOO�KLJKHU�UHLPEXUVHPHQW�IRU�WKH�SUHYHQWLYH�YLVLW�FRGHV�LQVWHDG��VHH�����EHORZ��
%RWWRP�OLQH��NQRZ�\RXU�SD\HUV�DQG�WKHLU�SUHIHUUHG�ELOOLQJ�SURFHGXUHV��
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4. List the Number of Screens Administered:
)RU�H[DPSOH��LI�\RXȇYH�XVHG�WZR�VFUHHQV��H�J���PEDS and ASQ���ZULWH�������;���WR�LQGLFDWH�WKH�QXPEHU�
RI�VFUHHQV�DGPLQLVWHUHG�RU�;���LI�\RXȇYH�DOVR�JLYHQ�WKH�M-CHAT. 

5. A Diagnosis Code is Rarely Needed:  
,I�UHTXLUHG�E\�D�SD\HU��XVH�FRGHV�VXɟFLHQWO\�YDJXH�VR�DV�QRW�WR�LQWHUIHUH�ZLWK�IXWXUH��PRUH�VSHFLȴF�
GLDJQRVHV�PDGH�E\�WKRVH�WR�ZKRP�\RX�UHIHU�IRU�DGGLWLRQDO�HYDOXDWLRQV��([DPSOHV�DUH�

783.4 Developmental Delay

309.23 Academic Inhibition (school problems)

315.4 Developmental Coordination Disorder

314.9.1.1� +\SHUNLQHWLF�V\QGURPH��126��126� �1RW�2WKHUZLVH�6SHFLȴHG��

784.5 Other Speech Disturbance

309.3 Disturbance of Conduct

799.9� 8QNQRZQ�XQVSHFLȴHG�FDXVH�

799.89� 2WKHU�LOO�GHȴQHG�FRQGLWLRQV�

309 Adjustment Reaction

315.10 8QVSHFLȴHG�DGMXVWPHQW�UHDFWLRQ�

300.00 $Q[LHW\�VWDWH��XQVSHFLȴHG�

312.9 Disruptive behavior, NOS

315.9 8QVSHFLȴHG�GHOD\V�LQ�GHYHORSPHQW�

,I�UXOH�RXW�FRGHV�DUH�QHHGHG�WR�LGHQWLI\�D�SDWLHQW�DV�QRUPDO��WKH�IROORZLQJ�PD\�KHOS��DOWKRXJK�SD\HUV�
YDU\�RQ�WKHLU�WHQGHQF\�WR�ȴQDQFLDOO\�UHFRJQL]H�9�FRGHV���

V20.2� (QFRXQWHU�IRU�URXWLQH�FKLOG�KHDOWK�H[DPLQDWLRQ�ZLWKRXW�DEQRUPDO�ȴQGLQJV�

6. For Coding Parent Education and Follow-up: 
5RXWLQH�SDUHQW�SDWLHQW�HGXFDWLRQ�LV�FRQVLGHUHG�SDUW�RI�DQ\�ZHOO�YLVLW�DQG�VR�XQOLNHO\�WR�EH�UHLPEXUVDEOH��
1HYHUWKHOHVV��LI�\RXU�FOLQLF�KDV�D�FDUH�FRRUGLQDWRU��H�J���YLD�GHSOR\PHQW�RI�WKH�0HGLFDO�+RPH�PRGHO���
FDVH�PDQDJHPHQW�PD\�ZHOO�EH�UHLPEXUVHG��,I�VR��WKHVH�SURFHGXUH�FRGHV�PD\�KHOS��

99339  &DUH�3ODQ�2YHUVLJKW����������PLQXWHV�SHU�PRQWK��

99340  Care Plan Oversight (30 or more minutes per month) 

99401  3UHYHQWLYH�PHGLFLQH�FRXQVHOLQJ�DQG�RU�ULVN�IDFWRU�UHGXFWLRQ�LQWHUYHQWLRQ�V��SURYLGHG�WR� 
� DQ�LQGLYLGXDO��VHSDUDWH�SURFHGXUH���DSSUR[LPDWHO\����PLQXWHV��0HWKRG�6SHFLȴF�(GXFDWLRQ��

T1017  7DUJHWHG�&DVH�0DQDJHPHQW
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7. Review Denied Claims: 

$OWKRXJK� SDUHQWV�PXVW� SDUWLFLSDWH� LQ� DSSHDOLQJ� WKHVH�� LW� LV�ZLVH� WR� IROORZ�XS�ZLWK� SD\HUV� RQ� DQ\�
systematic errors in billing/coding that your clinic can and should correct. 

8. Report Systematic Denials of Valid Claims: 

,I�SD\HUV�UHIXVH�WR�SD\�IRU�VFUHHQLQJ��DQG�\RX�DUH�QRW�LQ�D�6WDWH�ZLWK�KLJKHU�FRYHUDJH�IRU�SUHYHQWLYH�
VHUYLFH�YLVLWV��� OHW�\RXU�6WDWH�$$3�&KDSWHU�NQRZ��UHJDUGOHVV�RI�ZKHWKHU�\RX�DUH�D�)$$3�RU�QRW��DQG�
VHHN�WKHLU�DGYLFH�DERXW�ZKDW�WR�GR��<RXU�6WDWH�$$3�&KDSWHU�ZRUNV�ZLWK�WKH�QDWLRQDO�$$3�DQG�\RX�FDQ�
FKHFN�IRU�XSGDWHV�RQ�http://practice.aap.org��,Q�DGGLWLRQ�WR�UHDGLQJ�WKH�$$3�ZHEVLWH�DQG�FRQWDFWLQJ�
\RXU�6WDWH�$$3�&KDSWHU��\RX�FDQ�DOVR�H�PDLO��aapcodinghotline@aap.org. Note that the AAP is actively 
ȴJKWLQJ�SD\HUV�ZKR�UHIXVH�WR�UHLPEXUVH�IRU�VFUHHQLQJ�DIWHU���������PRQWKV�

9. Be Prepared to Advise Parents on How to Appeal: 

,W�PD\�EH�ZLVH� WR�FUHDWH�D� IDFW�VKHHW� WR�VHQG�RU�UHDG�WR�SDUHQWV�RYHU� WKH�SKRQH��7KH\�ZLOO�QHHG�WR�
NQRZ�H[DFWO\�ZKDW�WR�VD\�WR�LQVXUHUV�DQG�H[DFWO\�ZKDW�QXPEHU�WR�FDOO��6HH�&KDSWHU���IRU�DGGLWLRQDO�
information for preparing parents and www.pedstest.com/TheBook/Chapter6� IRU� D� GRZQORDGDEOH�
copy. 

10. When Reimbursement for Screening is Not Available:

,Q�VRPH�6WDWHV�DQG�IRU�VRPH�W\SHV�RI�SUDFWLFHV��H�J���)HGHUDOO\�4XDOLȴHG�+HDOWK�&HQWHUV���FOLQLFV�DUH�
SDLG�D�UDWH�ȊSHU�PHGLFDO�HQFRXQWHU�ȋ�:KHQ�GHYHORSPHQWDO�VFUHHQLQJ�LV�SURYLGHG��D�VSHFLȴHG�ȊYLVLW�
FRGHȋ��W\SLFDOO\�D�SUH�GHȴQHG�SUHYHQWLYH�VHUYLFH�FRGH��LV�XVHG�WR�WULJJHU�HQKDQFHG�UHLPEXUVHPHQW��
7KH�������VFUHHQLQJ�FRGH�LV�QRW�UHLPEXUVHG�VHSDUDWHO\�HYHQ�ZKHQ�6WDWHV�KDYH�D�VSHFLȴHG�OLVW�RI�WRROV�
UHTXLUHG�IRU�(DUO\�3HULRGLF�6FUHHQLQJ��'LDJQRVLV�DQG�7UHDWPHQW��(36'7��YLVLWV�

In such clinics, adoption of quality screens is best evaluated in terms of time saved plus reductions 
LQ�SUDFWLFH�H[SHQVHV��&RQVLGHU�WKHVH�VHOI�HYDOXDWLRQ�TXHVWLRQV��HVSHFLDOO\�LQ�OLJKW�RI�WKH�DGYDQWDJHV��
DIIRUGHG�E\�RQOLQH�VFUHHQLQJ�VHUYLFHV�

ȏ� +RZ�PXFK� WLPH�GR�FOLQLFLDQV�VSHQG�HOLFLWLQJ� LQIRUPDO�PLOHVWRQHV�VXFK�DV� WKRVH�RQ�DJH�VSHFLȴF�
HQFRXQWHU�IRUPV"��3XEOLVKHG�UHVHDUFK�RQ�WKLV�WRSLF�GRHV�QRW�\HW�H[LVW�EXW�LQIRUPDO�WLPH�PRWLRQ�
VWXGLHV�VXJJHVW�WKDW�SURYLGHUV�VSHQG�a���Ȃ���PLQXWHV�RQ�WKHVH�DFWLYLWLHVȃWLPH�WKDW�FRXOG�EH�VDYHG�
LI�SDUHQWV�FRPSOHWH�TXDOLW\�VNLOOV�IRFXVHG�WRROV�RQ�WKHLU�RZQ��$FFXUDWH�SDUHQW�UHSRUW�WRROV�DUH�DOVR�
NQRZQ�WR�YDVWO\�LPSURYH�GHWHFWLRQ�UDWHV��

ȏ� +RZ�PXFK� WLPH� LV� VSHQW� HOLFLWLQJ�SDUHQWVȇ� FRQFHUQV�ZLWK� LQIRUPDO�TXHVWLRQV"�:KDW�SHUFHQW� RI�
YLVLWV�LQFXU�ȊRK�E\�WKH�ZD\ȋ�FRQFHUQV�DQG�KRZ�PXFK�WLPH�LV�UHTXLUHG�WR�DGGUHVV�WKHVH"��5HVHDUFK�
VKRZV�WKDW�LQIRUPDO�TXHVWLRQV�GR�QRW�ZRUN�ZHOO�DQG�UHVXOW�LQ�ȊGRRU�NQREȋ�FRQFHUQV�LQ�DERXW�����
RI�YLVLWV���,Q�FRQWUDVW��DFFXUDWH�PHDVXUHV�HOLFLWLQJ�SDUHQWVȇ�FRQFHUQV��SUHIHUDEO\�E\�VHOI�UHSRUW�LQ�
DGYDQFH�RI�WKH�YLVLW��VKDYH�DERXW���PLQXWHV�IURP�DYHUDJH�YLVLW� OHQJWK�DQG�PDNH�HQFRXQWHUV�IDU�
more relevant.3,4�$OVR�IDPLOLHV�DUH�PRUH�OLNHO\�WR�UHWXUQ�IRU�VXEVHTXHQW�YLVLWV�ZKHQ�WKHLU�VSHFLȴF�
concerns are elicited and addressed.5 

ȏ� ,I�XVLQJ�TXDOLW\�WRROV�LQ�SULQW��KRZ�PXFK�WLPH�LV�VSHQW�KDQGVFRULQJ�RU�DGPLQLVWHULQJ�VFUHHQV�E\�
LQWHUYLHZ"�&OHDUO\�EULHI�VFUHHQV�XVLQJ�RQOLQH�VFRULQJ�VDYH�D�JUHDW�GHDO�RI�WLPH���&KDSWHU���VKRZV�
WKH�VFRULQJ�WLPH�SHU�WRRO��FRVW�RI�YDULRXV�DGPLQLVWUDWLRQ�PHWKRGV�DQG�DVVRFLDWHG�SUDFWLFH�H[SHQVH��

ȏ� +RZ�PXFK�WLPH�LV�VSHQW�GLFWDWLQJ�SURRȴQJ�UHIHUUDO�OHWWHUV�DQG�SDUHQW�VXPPDU\�UHSRUWV"��3XEOLVKHG�
UHVHDUFK�RQ� WKLV� LVVXH�GRHV�QRW� \HW� H[LVW� EXW�ZH� FDQ�DQWLFLSDWH� WKDW� IRU� DERXW� ����RI�SDWLHQWV��
UHIHUUDOV�DQG�WKXV�UHSRUW�GLFWDWLRQ�SURRȴQJ�ZLOO�EH�QHHGHG��7KHVH�DFWLYLWLHV�UHTXLUH�DW�OHDVW���Ȃ����
PLQXWHV�RI�SURIHVVLRQDO�WLPH��7R�WKLV�H[SHQVH�PXVW�EH�DGGHG�UHTXLVLWH�VWDII�WLPH�IRU�WUDQVFULELQJ�

PDF Editor



Implementation In Primary CareChapter 16 359

GLFWDWLRQV��� 0XFK� RI� WKLV� WLPH�H[SHQVH� LV� HOLPLQDWHG� LI� XVLQJ� DQ� RQOLQH� VFUHHQLQJ� VHUYLFH� WKDW�
automatically generates reports.

,QIRUPDO�PHDVXUHV��ZKHWKHU� IRFXVHG�RQ�SDUHQWVȇ� FRQFHUQV�RU� FKLOGUHQȇV�PLOHVWRQHV�� LQFXU� FRVWV� WR�
SUDFWLFHV��EXW�WKHVH�DSSURDFKHV�DUH��XQIRUWXQDWHO\��ZLWKRXW�PXFK�EHQHȴW�WR�SDWLHQWV��4XDOLW\�VFUHHQLQJ�
WRROV� DUH�QRW�ZLWKRXW� FRVWV�� EXW� WKHVH� H[SHQVHV� DUH�PLQLPDO� DQG� WKH�EHQHȴWV� WR� FKLOGUHQ�� SDUHQWV�
DQG� VRFLHW\� DUH� HQRUPRXV�� 3UDFWLFH� WLPH�H[SHQVH� LV� UHGXFHG� LI� SDUHQWV� VHOI�DGPLQLVWHU�PHDVXUHV��
3UDFWLFH�WLPH�H[SHQVH�LV�UHGXFHG�HYHQ�IXUWKHU�ZKHQ�XVLQJ�RQOLQH�VFUHHQLQJ�VHUYLFHV�ZKHUHLQ�VFRULQJ�
is automated and referral letters and parent summary reports are automatically generated.

III. pRaCTICe WORkflOW

,W�LV�RIWHQ�KHOSIXO�WR�PDS�WKH�ZRUNȵRZ�LQ�\RXU�FOLQLF�ZKHQ�ȴJXULQJ�RXW�ZKR�VKRXOG�GR�ZKDW��6R�EHORZ��
LQ�)LJXUH�������LV�DQ�H[DPSOH�\RX�FDQ�FXVWRPL]H�IRU�\RXU�VHWWLQJ�DQG�LPSOHPHQWDWLRQ�SODQV��7R�GR�WKLV��
\RX�FDQ�GRZQORDG�WKLV�EOXHSULQW�DW�www.pedstest.com/TheBook/Chapter16 and rearrange it in Word or 
3RZHUSRLQW��W\SLQJ�LQ�WKH�VSHFLȴF�W\SH�RI�VWDII�RU�FOLQLFLDQ�ZKR�ZLOO�EH�UHVSRQVLEOH�IRU�WKH�YDULRXV�VWHSV��
<RX�FDQ�DOVR�GUDZ�DUURZV�WR�KHOS�YLVXDOL]H�WKH�ZRUN�ȵRZ��$QRWKHU�RSWLRQ�LV�WR�SKRWRFRS\�WKH�ȴJXUH�DQG�
XVH�VFLVVRUV�DQG�WDSH�WR�UHRUGHU�WKH�VHTXHQFH�DV�QHHGHGȃSULPLWLYH�EXW�LW�ZRUNV��

)LJXUH�������:RUNȵRZ�([DPSOH

©Marian Earls, Sherry Hay, ABCD Project. Adapted with permission and freely reproducible.
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ACTION ITEM TIME 
FRAME

PERSON(S) 
RESPONSIBLE

DATE TO BE 
COMPLETED COMMENTS

PREPARATION AND PLANNING

:KR� ZLOO� HQWKXVLDVWLFDOO\� FKDPSLRQ� WKH�
FDXVH�RI�HDUO\�GHWHFWLRQ�LQ�\RXU�RɟFH"�

:KR� ZLOO� H[SODLQ� WR� DOO� FOLQLF� VWDII� WKH�
compelling rationale for higher quality 
screening and surveillance and then elicit 
their ideas, concerns and suggestions? 

:KR�ZLOO� LQYHVWLJDWH�DQ\�6WDWH�PDQGDWHV�
regarding appropriate tools?

:KR� ZLOO� VHOHFW� DPRQJ� WKH� DYDLODEOH�
VFUHHQLQJ� WRROV� �WKRVH� WKDW� DUH� ZHOO�
VWDQGDUGL]HG�� UHOLDEOH� DQG� DFFXUDWH�"� 
Selected tools should target conditions needing 
HDUO\�LGHQWLȴFDWLRQ��L�H���GHYHORSPHQWDO�GHOD\V��
social-emotional problems, autism, etc.), and 
be well matched to the needs of the practice, the 
population being served, and the availability of 
community resources. 

:KLFK�FOLQLFLDQ��RU�FOLQLF�VLWH��ZLOO�WULDO�WKH�
VFUHHQLQJ�WRRO�V��ZKLOH�FROODERUDWLQJ�ZLWK�
all staff members involved in the process?  
Try incrementally working towards a screening 
tool periodicity schedule that embraces all 
well-visits.

:KR� ZLOO� FROODERUDWH� ZLWK� RɟFH� VWDII�
WR� GHVLJQ� D� ZRUNȵRZ� SURFHVV� WKDW� LV�
effective for everybody? 6XFK� D� ZRUNȵRZ�
process should allow for screening results 
to be discussed with caregivers in real time 
(preferably, face-to-face) during well-child visit.

,V�WKHUH�DQ�H[LVWLQJ�SURFHVV�IRU�GHOLYHULQJ�
questionnaires that could serve as a 
model? 

table continues...

IV. ImplemeNTaTION plaNNINg 
7DEOH������ LV� D�ZRUNVKHHW� WR� DVVLVW� \RX� LQ� FRQVLGHULQJ� WKH�PDQ\�GHWDLOV� IRU� LPSOHPHQWLQJ� VFUHHQLQJ�
VXUYHLOODQFH�LQ�\RXU�FOLQLF��6RPH�VWHSV�ZRQȇW�EH�UHOHYDQW��VR�IHHO�IUHH�WR�HOLPLQDWH�WKHVH�LWHPV��HDVLHVW�
LI� GRZQORDGLQJ� WKH�PRGLȴDEOH�:RUG� GRFXPHQW� IURP�www.pedstest.com/TheBook/Chapter16. Use the 
IDU�OHIW�FROXPQV�WR�VHTXHQFH�\RXU�REMHFWLYHV�DQG�ZRUNȵRZ�DQG�WKH�IDU�ULJKW�FROXPQV�WR�OLVW�VXFFHVVHV��
FKDOOHQJHV��QHZ�LVVXHV�WKDW�DULVH��HWF�

Table 16-1. Screening/Surveillance Implementation Worksheet (for EHRs and Print Charts)
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ACTION ITEM TIME 
FRAME

PERSON(S) 
RESPONSIBLE

DATE TO BE 
COMPLETED COMMENTS

$IWHU� WKH�ZRUNȵRZ� LV�PDSSHG��ZKR�ZLOO�
WUDLQ� WKH� DSSURSULDWH� RɟFH� VWDII� DQG�
SURYLGHUV�LQ�KRZ�WR�DGPLQLVWHU��VFRUH�DQG�
interpret the screening tools? 

:KR� ZLOO� GHDO� ZLWK� VWDII� DQG� SURYLGHU�
complaints (patiently) and consider 
PRGLȴFDWLRQV�WR� WKH�ZRUNȵRZ"�$QG�KRZ�
ZLOO� WKLV� SHUVRQ� KDQGOH� WKLQJV� LI� VWDII�
FOLQLFLDQV�DUH�XQZLOOLQJ"

DELIVERING SCREENS ONLINE OR IN PRINT

([DFWO\� KRZ� ZLOO� \RX� DGPLQLVWHU� WKH�
VFUHHQV��L�H���KRZ�ZLOO�\RX�QRWLI\�FDUHJLYHUV�
that they need to complete screens, and 
VXFFLQFWO\� H[SODLQ� WKH� SURFHVV"�:LOO� WKLV�
EH�GRQH�YLD���D��D�SUH�YLVLW�H�PDLO�ZLWK�DQ�
RQOLQH�OLQN"��E��E\�PDLOLQJ�D�SULQW�YHUVLRQ�
of the tool to the home? or (c) by giving 
caregivers a reminder phone call to come 
���WR����PLQXWHV�HDUO\�WR�WKH�DSSRLQWPHQW�
in order to complete the screens in print 
or online? Experts recommend that screens 
should be administered and scored prior to 
(not after) the well-child visit.

:KR� ZLOO� LGHQWLI\� WKH� OLWHUDF\� GHȴFLWV�
DQG� WKH� ODQJXDJHV� VSRNHQ� E\� SDUHQWV�
and ensure that needed translations of 
instruments are obtained? 

:KR� ZLOO� VFRUH� �LI� XVLQJ� SULQW�� DQG�
interpret the screens? 2ɚFH� VWDII� DQG�RU�
online applications are typically responsible 
for scoring with online applications often 
generating referral letters and parent summary 
reports, but clinicians are usually responsible 
for explaining results to caregivers. 

:KR�ZLOO�PDNH�VXUH�YLVLW�HQFRXQWHU�IRUPV�
�ZKHWKHU�SDSHU�RU�HOHFWURQLF��KDYH�VSDFH�
for capturing the screens used and their 
results?

PREPARATION FOR REFERRALS AND PARENT EDUCATION

:KR� ZLOO� SURYLGH� FDUHJLYHUV� ZLWK�
UHIHUUDO� LQIRUPDWLRQ"� $QG� KRZ� H[DFWO\�
ZLOO� UHIHUUDO� LQIRUPDWLRQ� EH� SURYLGHG� WR�
SDUHQWV��H�J���IDX[�SUHVFULSWLRQ�SDGV�ZLWK�
phone numbers)? 

Table 16-1. Cont’d

table continues...
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ACTION ITEM TIME 
FRAME

PERSON(S) 
RESPONSIBLE

DATE TO BE 
COMPLETED COMMENTS

+RZ� ZLOO� UHIHUUDO� UHVRXUFHV� EH� QRWLȴHG�
that a referral has been generated by your 
FOLQLF��H�J���ID[LQJ�VWDWHZLGH�,'($�UHIHUUDO�
forms)?

Because the referral process is more 
HɟFLHQW� DQG� HIIHFWLYH�ZKHQ� FOLQLFV� KDYH�
WZR�ZD\� FRQVHQW� ZLWK� UHIHUUDO� DJHQFLHV�
VKDULQJ� LQIRUPDWLRQ�� ZKR� ZLOO� QHJRWLDWH�
WKH�SURFHVV"�,V�WKHUH�DQ�LQLWLDWLYH�OLNH�+HOS�
0H�*URZ�RU�$%&'�WKDW�KDV�DOUHDG\�KHOSHG�
ZLWK�VXFK�DUUDQJHPHQWV"

Screening usually leads to greater need 
for parenting education.� :KR� ZLOO� ORFDWH�
educational materials for caregivers 
(including developmental-behavioral 
KDQGRXWV�"�+RZ�ZLOO�WKLV�SHUVRQ�MXGJH�WKH�
effectiveness of brief advice? Continuing 
complaints should serve as an indicator that 
a referral for more intensive services is likely 
needed.

:KR�ZLOO�PDNH�FHUWDLQ�WKDW�FKLOGUHQ�ZLWK�
suspected problems get connected to a 
V\VWHP�ZLGH�FDUH�FRRUGLQDWLRQ�SURJUDP�RU�
OLQNHG�WR�DSSURSULDWH�FRPPXQLW\�VHUYLFHV"�

:KR� ZLOO� ELOO�FRGH� IRU� FRPSOHWLRQ� RI�
screens and document positive/negative 
screening results for the medical record? 

:KR� ZLOO� FKHFN� ZLWK� YDULRXV� SD\HUV� IRU�
differences in procedure/diagnosis codes?

:KR� ZLOO� H[SODLQ� WR� XWLOL]DWLRQ� UHYLHZ�
personnel (i.e., coders) your decisions 
DERXW�&37�DQG�GLDJQRVLV�FRGHV"

If planning on a quality improvement 
LQLWLDWLYH�� ZKR� ZLOO� WUDFN� SURJUHVV"� An 
easily retrievable data base should be created 
so this person can monitor the percentage 
of children screened, the percentage of 
FKLOGUHQ�UHIHUUHG��DQG�PDNH�FHUWDLQ�WKDW�RɚFH�
procedures encourage caregivers to follow 
through with referrals. Note: this is much easier 
to accomplish with online pre-visit screening 
programs like CHADIS or PEDS Online. 

:KR� ZLOO� RYHUVHH� ORQJLWXGLQDO� SUREOHP�
SURFHVV� FKHFNOLVWV� LQ� SDWLHQWVȇ� FKDUWV�
(e.g., milestones progress, completion of 
surveillance activities, referrals made, 
etc.)?

Table 16-1. Cont’d

table continues...
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table continues...

ACTION ITEM TIME 
FRAME

PERSON(S) 
RESPONSIBLE

DATE TO BE 
COMPLETED COMMENTS

CONSIDERATIONS FOR USING SCREENS IN PRINT

:KR� ZLOO� HQVXUH� WKDW� SULQWHG� IRUPV� IRU�
measures are available each day for 
caregivers or providers to complete?

:KR� ZLOO� DVN� ZKHWKHU� FDUHJLYHUV� FDQ�
FRPSOHWH�IRUPV�RQ�WKHLU�RZQ�DQG�ZKHWKHU�
they need assistance? This person will also 
need to determine the correct language version 
and, with milestone-based screens, the correct 
age-interval. 

:KR�ZLOO�KHOS�FDUHJLYHUV�ZKHQ�WKH\�QHHG�
assistance due to language and/or literacy 
barriers? 

:KR�ZLOO�FROOHFW�WKH�VFUHHQV�IURP�IDPLOLHV"�

:KR�ZLOO�VFRUH�WKH�VFUHHQV"

:KR� ZLOO� JHQHUDWH� DQ� HDVLO\� UHWULHYDEOH�
note about the screening results in the 
FKLOGȇV� FKDUW� VR� SURJUHVV� FDQ� EH� WUDFNHG�
longitudinally over time?

:KR� ZLOO� DWWDFK� VFUHHQV� WR� WKH� FKDUW�
RU� RWKHUZLVH� PDNH� VXUH� UHVSRQVHV� DQG�
scored results are available to clinicians? 

:KR�ZLOO�JHQHUDWH�RU�GLFWDWH�D�FOLQLF�QRWH�
DQG�RU�UHIHUUDO�OHWWHUV�ZKHQ�LQGLFDWHG"

:KR� ZLOO� PDNH� FHUWDLQ� WKDW� WKH� VFRUHG�
and interpreted screening test results 
DUH� VKDUHG� ZLWK� WKH� V\VWHP�ZLGH� FDUH�
coordination program or referral services 
(e.g., EI/ECSE agency, developmental-
behavioral subspecialist, etc.)?

:KDW� ZLOO� \RX� GR� ZLWK� WKH� VFUHHQLQJ�
PDWHULDOV� RQFH� WKH\ȇYH� EHHQ� GLVFXVVHG�
ZLWK� IDPLOLHV� �H�J��� LI� DEVWUDFWRUV� DUH�
involved in billing/coding)? 

CONSIDERATIONS FOR USING SCREENS ONLINE (WITH SUPPORT FROM PRINT MATERIALS AS NEEDED)

:KR�ZLOO�WULDO�YDULRXV�RQOLQH�RSWLRQV�DQG�
decide on an optimal service?

:KR� ZLOO� H[SODLQ� KRZ� WR� XVH� RQOLQH�
DSSOLFDWLRQV�WR�RɟFH�VWDII�DQG�SURYLGHUV"

Table 16-1. Cont’d

table continues...
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ACTION ITEM TIME 
FRAME

PERSON(S) 
RESPONSIBLE

DATE TO BE 
COMPLETED COMMENTS

:KR�ZLOO�PDS�RXW� WKH�PRVW�HɟFLHQW�DQG�
effective implementation procedures 
using online services? For example, (a) 
E-mailing caregivers a link to the online 
screening service in combination with 
a reminder phone call, so that tools can 
thoughtfully be completed at home prior to the 
well-child visit; (b) Sending parents home with 
a link to online screens, preferably via your 
clinic website; (c) Arranging for caregivers to 
come 15 to 20 minutes early to their child’s 
appointment and then, have them complete 
the screen online while waiting in the clinic 
reception area (or exam room) using computers 
or via paper-pencil prior to the well-child visit; 
or (d) Having a para-professional, nurse or 
translator read aloud questions for caregivers 
while completing online measures.

If multiple approaches to screening 
are needed (e.g., for home visits, due to 
FOLQLFLDQ� SUHIHUHQFHV�� VWDɟQJ� SDWWHUQV��
ZDLWLQJ�H[DP� URRP� ZDLW� WLPHV�� SDUHQWDO�
OLWHUDF\� LVVXHV�� HWF���� KRZ� ZLOO� VWDII� DQG�
clinicians accommodate this?

,I�VFUHHQV�DUH�WR�EH�FRPSOHWHG�LQ�ZULWLQJ�
EHIRUH�XVLQJ�WKH�VLWH��ZKR�ZLOO�PDNH�VXUH�
print materials are available and enter the 
results into the online service?

:KR�ZLOO�WHDFK�VWDII�DQG�SURYLGHUV�KRZ�WR�
use the site? Computer skills are often needed 
including: (a) How to keep a browser open 
along with the electronic record software and 
switch back and forth between them as needed; 
and (b) How to select, copy and paste online 
results into the electronic record. :KR� ZLOO�
WHDFK�SURYLGHUV�KRZ�WR�XVH�FRPSXWHUV�DQG�
PDNH� UHPLQGHUV� LI� QHHGHG�� �H�J��� VWLFN\�
notes placed on the computer)?

:KHUH�ZLOO� WKH� UHVXOWV�UHFRPPHQGDWLRQV�
and billing/procedure codes be pasted 
into the electronic record or noted in a 
paper chart? 

:KR�ZLOO�PDNH�VXUH�SDUHQWV� UHFHLYH�DQ\�
summary reports generated from online 
VFUHHQLQJ�VHUYLFHV�DV�ZHOO�DV�LQIRUPDWLRQDO�
handouts that promote developmental-
EHKDYLRUDO�ZHOOQHVV"�

Table 16-1. Cont’d

table continues...
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table continues...

ACTION ITEM TIME 
FRAME

PERSON(S) 
RESPONSIBLE

DATE TO BE 
COMPLETED COMMENTS

:KR�ZLOO�PDNH� VXUH� WKDW� UHIHUUDO� OHWWHUV�
generated by an online screening service 
DUH�H�PDLOHG��ID[HG�RU�PDLOHG"�

:KR�ZLOO� HQVXUH� WKDW� FOLQLF� FRRUGLQDWRUV�
or abstractors have access to the unique 
database created by an online screening 
VHUYLFH�VR�WKH\�FDQ�UHYLHZ�SURFHGXUH�DQG�
diagnosis codes, and ensure information 
is included in electronic or paper charts?

,I� SURJUHVV� WUDFNLQJ� RU� TXDOLW\�
improvement initiatives are needed, 
ZKR� ZLOO� EH� UHVSRQVLEOH� IRU� PRQLWRULQJ�
the database created by online services/
H[SRUW�GDWD"

If in a multi-clinic setting, is a master 
account needed so that all clinic records 
FDQ�EH�YLHZHG"�,I�VR��ZKR�QHHGV�DFFHVV�WR�
the overall database? 

Most providers want integration between 
online screening services and their electronic 
record. This requires support from the EHR 
vendor or other Information Technology 
specialists.� :KR� ZLOO� YHW� WKH� H[SHQVHV��
FRQWDFW� VRIWZDUH� FRQVXOWDQWV� DQG� NHHS�
WKHP�RQ�WUDFN"�

$1<�27+(5�,03/(0(17$7,21�&216,'(5$7,216"

©Marian Earls, Sherry Hay, ABCD Project. Adapted with permission and freely reproducible. 

Table 16-1. Cont’d
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 V. ResOURCes fOR ImplemeNTaTION

%HORZ�DUH�VHYHUDO�VLWHV�ZLWK�JXLGDQFH�IRU�LQLWLDWLQJ�WKRXJKWIXO�GHYHORSPHQWDO�EHKDYLRUDO�FDUH��$GGLQJ�
HDUO\�GHWHFWLRQ�DQG� LQWHUYHQWLRQ� VHUYLFHV�RIWHQ� OHDGV� WR� WUDLQLQJ�GHPDQGV�DQG� VR�ZH�HQFRXUDJH�\RX�
WR�DOVR� UHDG�&KDSWHUV����DQG����ZKHUHLQ� WKHUH�DUH� H[WHQVLYH� OLVWV� RI� WUDLQLQJ�VHOI�WUDLQLQJ� UHVRXUFHV��
Improved early detection also leads to an increased need for developmental-behavioral promotion. Be 
VXUH� WR� FDSWXUH� OLQNV�DQG� LQIRUPDWLRQ� IURP�&KDSWHU���ZKHQ�HVWDEOLVKLQJ�\RXU�RZQ�PRGHO�RI� VHUYLFH�
GHOLYHU\��/LYH�OLQNV�DUH�KRVWHG�RQ�www.pedstest.com/TheBook/Chapter7. 

www.developmentalscreening.org
&UHDWHG�E\�'U��$OLVRQ�6FKRQZDOG�DW�+DUYDUG�8QLYHUVLW\��WKLV�VLWH�IRFXVHV�RQ�WKH�FKDOOHQJHV�RI�LPSOHPHQWLQJ�
HDUO\� GHWHFWLRQ� LQ� SULPDU\� FDUH�� 7KHUHȇV� D� FRPSHOOLQJ� YLGHR� DERXW� WKH� SURFHVVHV�� FKDOOHQJHV� DQG�
VROXWLRQV�� VWUDWHJLHV� IRU� HQFRXUDJLQJ� FROOHDJXHV�DQG� FOLQLF� VWDII�� VHOHFWLQJ� WRROV�� HWF�� 7KH� VLWH� DOVR�KDV�
KHOSIXO�LQIRUPDWLRQ�RQ�KRZ�WR�KHOS�UHOXFWDQW�FOLQLF�VWDII�DQG�SURYLGHUV��

www.pedstest.com
7KLV� VLWH� KRXVHV� URXVLQJ� VOLGH� VKRZV� DQG� YLGHRV� IRU� HQFRXUDJLQJ� LQWHUHVW� LQ� HDUO\� GHWHFWLRQ� DQG�
intervention. Also included is information about PEDS Tools� LQFOXGLQJ� FDVH� H[DPSOHV� DQG� OLQNV� IRU�
trialling PEDS Online.

www.agesandstages.com
7KLV�VLWH�KRXVHV�FDVH�H[DPSOHV��WXWRULDOV�DQG�D�ZHEFDVW�IRU�SULQW�DQG�RQOLQH�DSSOLFDWLRQV�RI�ASQ Tools. 

http://practice.aap.org 
7KLV�$$3�VLWH�LQFOXGHV�LQIRUPDWLRQ�RQ�SUDFWLFH�PDQDJHPHQW��ELOOLQJ�FRGLQJ��ZHELQDUV��VXJJHVWLRQV�IRU�
HɟFLHQW�DQG�HIIHFWLYH�FDUH��DQG�DOVR�GDWHV�IRU�OLYH�ZRUNVKRSV��

www.medicalhomeinfo.org 
7KH�$PHULFDQ�$FDGHP\�RI� 3HGLDWULFVȇ�0HGLFDO�+RPH� ,QLWLDWLYH� LV� GHVLJQHG� WR�KHOS� HVWDEOLVK� FDUH� IRU�
FKLOGUHQ�ZLWK�VSHFLDO�KHDOWKFDUH�QHHGV��WKDW�LV�ȊDFFHVVLEOH��IDPLO\�FHQWHUHG��FRQWLQXRXV��FRPSUHKHQVLYH��
FRRUGLQDWHG��FRPSDVVLRQDWH��DQG�FXOWXUDOO\�FRPSHWHQW�ȋ�7KH�VLWH�KDV�WUDLQLQJ�PDWHULDOV��SUDFWLFH�UDWLQJ�
VFDOHV��DQ�H�PDLO�DQQRXQFHPHQW� OLVW� IRU�SURYLGHUV��KRZ�WRȇV��HWF��0HGLFDO�+RPH�DOVR�VSRQVRUV�VHYHUDO�
conferences each year. 

Chapter Comments: Implementing early detection, parent education, referral and follow-up—in 
short, all aspects of the processes for providing a medical home—are challenging but workable. Different 
PHWKRGV� DUH� QHHGHG� IRU� GLIIHUHQW� FOLQLFV�� $SSURDFKHV� GHSHQG� RQ� WKH� W\SHV� RI� IDPLOLHV� VHUYHG�� VWDɚQJ�
patterns, equipment available, staff/provider preferences for delivery of services, and how well clinics and 
non-medical services collaborate to share information and follow-up plans. The examples in this chapter 
RIIHU�VWDUWLQJ�SRLQWV�IRU�SODQQLQJ�DQG�WULDOV��:H�KRSH�WKHVH�FDVHV�DQG�WKH�LPSOHPHQWDWLRQ�DQG�ZRUNȵRZ�
guidance provided enable you to establish effective developmental-behavioral care in your own clinics. 
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INTRODUCTION
In this chapter, we provide examples of the many different, innovative initiatives in the US and Canada 
that focus on early detection, collaboration across medical and non-medical services and measurement 
of outcomes. The many contributors are listed along with the projects they have described. The 
resources section of this chapter provides website addresses for the various initiatives with live links on  
www.pedstest.com/TheBook/Chapter17.

Medical HoMe Project: aMerican acadeMy of Pediatrics
Greg Prazar, MD, Exeter Pediatrics Associates, Exeter, New Hampshire

A Case Example
Children with special healthcare needs who live in rural areas face many challenges. Local expertise may 
be lacking. Care is usually fragmented. Getting there takes longer. Finding support and information is 
harder. Schools may have had little experience with unique and rare conditions. Ultimately, children with 
complex conditions and their families typically lack a medical home—leaving them with little continuity—if 
not a confusing welter of recommendations and treatment plans (or lack thereof). 

We are doing something about this! Since 1997, our practice of seven physicians and three pediatric nurse 
practitioners has been involved with the Rural Medical Home Improvement Project. The project is funded 
by the US Maternal Child Health Bureau (MCHB) and by the Center for Medical Improvement at Dartmouth 
Medical School. Led by Carl Cooley and Jeanne McAllister, the intent of the project is to make systematic 
improvements in care given to children with special healthcare needs and their families. Our practice 
was one of four rural practices initially enrolled (the other practices are in Plymouth, New Hampshire; 
Randolph, Vermont; and Bradford, Vermont). We have now expanded to include nine more practices in New 
Hampshire, Maine, and Vermont. 

How does the project work? First we were helped by project facilitators to identify areas in need of 
improvement (using the Chronic Conditions Management Practice Self-Assessment Tool, developed at the 
+RRG�&HQWHU�IRU�&KLOGUHQ�DQG�)DPLOLHV�DW�'DUWPRXWK�+LWFKFRFN�0HGLFDO�&HQWHU���7KH�WRRO�LGHQWLȴHV�DUHDV�IRU�
manageable steps for improvement followed by outcome measures to make sure the results were effective. 
7KLV�KHOSHG�XV�UHDOL]H�WKDW�RXU�ȴUVW�WDVN�ZDV�WR�ȴJXUH�RXW�ZKLFK�SDWLHQWV�DFWXDOO\�KDG�VSHFLDO�KHDOWKFDUH�
needs. 

2I�RXU��������DFWLYH�SDWLHQWV��ZH�KDYH�LGHQWLȴHG������ZLWK�FRPSOH[�QHHGV��DQG�ZH�DUH�VWLOO�FRXQWLQJ���7KH�
two most common complex conditions in our practice are asthma and ADHD—conditions with strong co-
morbidities.

To address the needs of these children and their families, we began using a simple pre- and post-visit 
questionnaire. The pre-visit questionnaire asks parents to identify the two biggest concerns. This gives 
clinicians a sense of the parents’ needs and issues so that providers can help solve or at least address them. 
The post-visit questionnaire focuses on parent satisfaction with the encounter.

:H�DOVR�LGHQWLȴHG�D�FDUH�FRRUGLQDWRU��,Q�RXU�SUDFWLFH��WKLV�LV�D�VRFLDO�ZRUNHU��EXW�WKH�3URMHFW�RIWHQ�XVHV�QXUVHV�
RU�DGPLQLVWUDWLYH�RɚFH�SHUVRQ��7KH�FDUH�FRRUGLQDWRU�KHOSV�ZLWK�LQVXUDQFH�HOLJLELOLW\��FULVLV�LQWHUYHQWLRQ��
locating mental health and other services, parent counseling, and also advocates for and with parents at 
Individual Educational Program planning meetings at the schools.

Integral to the success of this project is the involvement of parent-partners. In our practice, one is a parent 
whose child has had a liver transplant (s/p biliary atresia); the other parent has a child with Aicardi 
Syndrome (a congenital condition that includes partial or complete absence of the corpus callosum, retinal 
OHVLRQV��LQIDQWLOH�VSDVPV��DQG�VLJQLȴFDQW�GHYHORSPHQWDO�GHOD\V���7KH�SDUHQW�SDUWQHUV�PHHW�WZLFH�PRQWKO\�DW�
team meetings (90 minutes each). These also include the care-coordinator, the pediatrician and a facilitator 
�SURYLGHG�E\�WKH�&HQWHU�IRU�0HGLFDO�,PSURYHPHQW���DQG�DQ�RɚFH�SHUVRQ��LQ�RXU�FDVH��D�PHGLFDO�DVVLVWDQW���
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The meetings are very structured and focus on planning, implementing, and evaluating incremental 
improvements in care given to patients with complex conditions. One of the improvements is the use of a 
parent journal—essentially a hand-held health record with a clear action plan of treatment steps, which 
has space to record who is responsible for calling subspecialists. Another improvement is a practice bulletin 
board with information about services and other patient information. The efforts of the parent-partners 
facilitates family-centered care and enables true parent-professional partnerships. 

At least twice a year, we also meet with other care-coordination teams to share our successes and brainstorm 
about better methods. We recently described our efforts at the National Summit on Children With Special 
Health Care Needs. It addressed national progress in establishing medical homes for children with complex 
conditions. 

I hope you can feel my passion and excitement for our participation in this great program! As a result of 
involvement in this project, my attitude toward practice has changed. I enjoy going to work and believe that 
through the project we are making unique contributions to care of children with special healthcare needs. 

© 2002 originally published in the American Academy of Pediatrics’ Section on Developmental Behavioral Pediatrics Newsletter (www.dbpeds.org) 

and adapted with permission.

Comments on the Medical Home Project: Dr. Prazar highlighted the many delightful aspects of 
participating in the AAP’s Medical Home project. His non-medical colleagues in Exeter, New Hampshire’s 
,'($�SURJUDPV�FDQQRW�VD\�HQRXJK�JRRG�VWXII�DERXW�KLV�RɟFH�KDYLQJ�D�FDUH�FRRUGLQDWRU�ZLWK�ZKRP�WKH\�
can share information about children’s developmental-behavioral evaluations and receive information 
about children’s medical needs. Clearly Medical Home has been a win-win situation for all involved. 
The AAP’s Medical Home project has a rich website (www.medicalhomeinfo.org) with links to webinars, 
training, and continuing medical education opportunities, tool kits, activities in each US State, etc. Also 
included is very helpful advice for families entering IDEA services (e.g., how to create a notebook for 
ȴOLQJ�LPSRUWDQW�GRFXPHQWV���

tHe aMerican acadeMy of Pediatrics’ BrigHt futures initiative
Joe Hagan, MD, Clinical Professor of Pediatrics, University of Vermont College of Medicine

In the United States, almost one century ago, pediatrics was founded as a unique medical discipline. 
From inception, the specialized pediatric care of infants, children, adolescents and young adults focused 
on preventive care. Ever since, pediatricians have been champions for improved public health, better 
nutrition, public hygiene, and reductions in childhood morbidity and mortality. Our predecessors 
recognized the importance of nutrition to healthy growth and development, and appreciated the 
magnitude of infectious disease in children. As a consequence we have specialized not just in the 
treatment of common child infections, but also in disease prevention. 

The founders of pediatrics speculated wisely that the population of healthier children would in turn face 
“the new morbidities”—harms caused by problems in mental and behavioral health, including social 
stressors to families and communities that deter growth and development.1 Ability to address persistent 
threats to the health and well-being of children have also become core competencies in pediatrics. 

Pediatricians and other clinicians who care for children—family medicine physicians, nurses in 
SHGLDWULFV� VDQG� IDPLO\� PHGLFLQH�� DQG� SK\VLFLDQ� DVVLVWDQWVȃUHO\� RQ� JXLGHOLQHV� DQG� RWKHU� LGHQWLȴHG�
standards for preventive care. If preventive care is to be successful, it must be studied and make use of 
available evidence of effectiveness. Guidelines demonstrate standards of care for assuring that every 
child and adolescent and their families are provided quality guidance regarding nutrition, growth and 
development, oral health, behavioral health, injury prevention and other topics. The Bright Futures 
Guidelines for Health Supervision of Infants, Children, Adolescents and Young Adults is the contemporary 
VWDQGDUG�IRU�SUHYHQWLYH�FDUH�DQG�GHȴQHV�WKH�VWDQGDUG�RI�FDUH�IRU�\RXWK�LQ�WKH�8QLWHG�6WDWHV�XQGHU�WKH�
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Affordable Care Act of 2010.

Now in its third edition, The Bright Futures Guidelines2 describe preventive care visits from the prenatal 
visit to 21-years of age. Each well-child visit attends to disease detection, disease prevention, health 
promotion and anticipatory guidance. To achieve these outcomes, health care professionals employ 
techniques to screen for disease, screen for risk of disease, and provide advice about healthy behaviors. 
These activities lead to the formulation of appropriate anticipatory guidance and health advice.

Clinical detection of disease in the well-child encounter is accomplished by a complete physical 
examination which is augmented by surveillance and screening. In well-child care, surveillance occurs 
in every health encounter and is enhanced by the opportunity for repeated visits and observations with 
advancing developmental stages. It relies on the experience of a skilled clinician over time. Screening is 
a more formal process utilizing some form of tool, which has been validated and has known sensitivity 
DQG� VSHFLȴFLW\�� (YHQ� VR�� YDOLGDWHG� VFUHHQLQJ� WRROV� FDQ� VHUYH� LQ� WKH� FDSDFLW\� RI� ERWK� VFUHHQLQJ� DQG�
surveillance, i.e., evidence-based longitudinal measurement with clinical decision-support, engaging 
parents’ concerns and observations, under the watchful eyes of pediatric providers who are experienced 
in child development. 

The Bright Futures Guidelines includes screening for various conditions in every visit. Some screening 
is universal, for all children at that visit (e.g., anemia screening by hematocrit or hemoglobin testing is 
a universal screen at the one-year-old visit). Screening can also be selective, based on risk assessment 
(e.g., anemia screening is selective at other visits based on risk assessment questions found in the Bright 
Futures Visit or in the Pre-visit questionnaire). Developmental-behavioral screening and surveillance 
should be both routine and selective (e.g., at sick or return visits if a family has missed a prior well-visit).

The Bright Futures Toolkit
The second essential action of the well-child encounter, disease prevention, may include both primary 
prevention activities applied to a whole population and secondary prevention activities aimed at patients 
ZLWK�VSHFLȴF� IDFWRUV�RI� ULVN��)RU�H[DPSOH�� FRXQVHOLQJ�DERXW�UHGXFLQJ� IDW� LQWDNH� LV�DSSURSULDWH� IRU�DOO�
FKLOGUHQ�DQG�IDPLOLHV��&RXQVHOLQJ�LV�LQWHQVLȴHG�IRU�RYHUZHLJKW�DQG�REHVH�\RXWK�RU�LQ�WKH�SUHVHQFH�RI�D�
family history of hyperlipidemia and its sequellae. Disease prevention strategies are individualized to 
VSHFLȴF�IDPLOLHV��SDWLHQWV�DQG�WKHLU�FRPPXQLWLHV�

Health promotion and anticipatory guidance activities distinguish the well-child health supervision 
visit from all other encounters within the healthcare system. Disease detection and disease prevention 
activities are germane to all interactions of children with physicians and other healthcare providers, but 
health promotion and anticipatory guidance shift the focus to wellness and to the strengths of the family, 
for example, what is being done well and how this might be improved.

$OWKRXJK�QRW�DOO�ZHOO�FKLOG�FDUH�DFWLYLWLHV�KDYH�EHHQ�HYDOXDWHG�IRU�HɟFDF\��ODFN�RI�VWXG\�GRHV�QRW�LPSO\�
ODFN�RI�EHQHȴW��The Bright Futures Guidelines utilized available evidence. When evidence was absent, 
the rationale for well-child care activities was based on a balance of evidence from research, expert 
opinion, clinical practice guidelines, professional recommendations, experience, habit, intuition, and 
preferences or values. Effective preventive services require sound clinical and counseling decisions that 
are responsive to family needs and desires, and support “patient-centered decision-making.” It would 
be proper to describe The Bright Futures Guidelines as “evidence-informed.” Work on the Fourth Edition 
has begun with a careful analysis of the rationale and evidence that will support any new guideline 
components. 

Strategies to improve the preventive services delivered to children and youth follow AAP Recommendations 
for Preventive Pediatric Health Care (http://brightfutures.aap.org). Practice strategies to complete this 
ZRUN�LQFOXGH�VFUHHQLQJ�VFKHGXOHV�DQG�ȵRZ�VKHHWV��UHJLVWULHV��DQG�WKH�XVH�RI�SDUHQW�DQG�\RXWK�SUH�YLVLW�
questionnaires and handouts for parents and older youth.  Such tools are available in The Bright Futures 
Guidelines Toolkit.3 A coordinated team approach via use of continuous measurement to improve 
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techniques has been an effective method for helping clinics adopt new preventive care practices. Stay 
tuned at www.brightfutures.org.

national acadeMy for state HealtH Policy (nasHP) and assuring 
Better cHild HealtH and develoPMent (aBcd) 

Jill Rosenthal, MPH, Program Director, National Academy for State Health Policy

The Assuring Better Child Health and Development (ABCD) Program is a grant from The Commonwealth 
Fund and administered by the National Academy for State Health Policy (NASHP). Several multi-year 
projects under the ABCD umbrella have supported State efforts to develop or expand service delivery 
DQG�ȴQDQFLQJ�VWUDWHJLHV�DLPHG�DW�HQKDQFLQJ�KHDOWK\�FKLOG�GHYHORSPHQW�IRU�ORZ�LQFRPH�FKLOGUHQ�DQG�
their families. Early detection of developmental delays has been a central theme of these efforts.

Since 2000, four States (North Carolina, Utah, Vermont, and Washington) have participated in the ABCD-I 
Learning Collaborative focused on general development. Five States (California, Illinois, Iowa, Minnesota, 
and Utah) have participated in the ABCD-II Learning Collaborative focused on social and emotional 
development; and 20 States and Territories* participated in the ABCD Screening Academy to implement 
policies and practices that move the use of standardized screening tools as part of well-child care from 
a ‘best practice’ to a ‘standard of practice.’ 

More than half of all States have participated in an ABCD initiative. The ABCD experience demonstrated 
that Medicaid and other State agencies, in collaboration with primary care partners, can play an 
important role in promoting policy- and practice-level change. ABCD participation improves routine 
LGHQWLȴFDWLRQ�RI�\RXQJ�FKLOGUHQ�ZLWK�GHYHORSPHQWDO�GHOD\V��RU�DW�ULVN�RI�GHOD\V��E\�SURPXOJDWLQJ�XVH�RI�
validated screening by pediatric primary healthcare providers. 

The ABCD approach features three common elements: (1) public/private partnerships to enable state 
WHDPV�WR�XVH�WKHLU�UHVRXUFHV�PRVW�HIIHFWLYHO\������GHPRQVWUDWLRQV�WR�GHYHORS��WHVW��DQG�UHȴQH�SODQV�IRU�
statewide with improvements; and (3) measurement to plan, incentivize and monitor system-wide policy 
LPSURYHPHQWV��)RVWHULQJ�FKDQJH�DW�WKH�RɟFH�EDVHG�SULPDU\�FDUH�OHYHO��FRPPXQLW\�OHYHO��DQG�6WDWH�SROLF\�
level has been found to be critical to success. Private sector involvement and pilot testing allowed the 
ABCD projects to ground proposed policy and systemic changes in real-world experience. This approach 
KDV�EHHQ�FULWLFDO� WR� LGHQWLI\LQJ�DQG�PDNLQJ�WKH�FDVH�IRU�VSHFLȴF�FKDQJHV��DV�ZHOO�DV�JDLQLQJ�SURYLGHU�
acceptance of (and adherence to) the changes.

$%&'�OHDGHUV�DFURVV�YDULRXV�86�6WDWHV�UHSRUWHG�VLJQLȴFDQW�SURJUHVV�LQ�KHOSLQJ�SULPDU\�FDUH�SUDFWLFHV�
better identify children by incorporating validat ed screening tools into regular well-child care. In all 
States that reported baseline and follow-up data for their demonstration sites, the proportion of children 
screened using a standardized tool increased during the course of the initiative.

ABCD State teams used various combinations of methods to support changes in the demonstration sites 
and statewide spread of their prac tice improvements. A variety of training formats support providers’ 
HIIRUWV� WR� LQFRUSRUDWH� VFUHHQLQJ� LQWR� VWDQGDUG� RɟFH� SUDFWLFHV�� DORQJ� ZLWK� OHDGHUVKLS� E\� SK\VLFLDQ�
FKDPSLRQV�LQ�WKH�6WDWH��)RUPDWV�LQFOXGHG�LQ�RɟFH�WUDLQLQJV�� OHDUQLQJ�FROODERUDWLYHV��ZRUNVKRSV��DQG�
presentations at grand rounds and/or conferences focusing on child health and development. Training 
also included development of web-based curricula for providers and staff designed to integrate screening 
tools into primary care.

,Q�WHUPV�RI�6WDWH�SROLF\��$%&'�6WDWHV�FODULȴHG�H[LVWLQJ�SROLFLHV�DQG�HVWDEOLVKHG�QHZ�SROLFLHV��FKDQJHG�
claims processing systems, provider handbooks and contracts with managed care organizations, and 
conducted workshops and other activities to inform providers of the new policies. Policy improvements 
can be categorized into three groups:
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1. Program coverage: An example is improving Medicaid’s coverage of services by adding 
GHYHORSPHQWDO�VFUHHQLQJ�ZLWK�D�YDOLGDW�HG�VFUHHQLQJ�WRRO�WR�WKH�EHQHȴW�SDFNDJH�RU�FODULI\LQJ�WKDW�
the service was already covered. Some States added the 30-month visit to their EPSDT periodic ity 
schedules as recommended by the AAP.

2. Reimbursement: An example is establishing, modifying, expanding or clarifying the conditions 
under which Medicaid pays for CPT code 96110 (developmental testing: limited) or increasing the 
reimbursement rate for this code.

3. Program performance: An example is conducting Medicaid managed care quality improvement 
activities or facilitating exchange of information between primary care providers and IDEA Part C 
providers through standardized referral and feedback forms.

NASHP and The Commonwealth Fund are currently implementing the ABCD-III learning collaborative, 
WKURXJK�ZKLFK�ȴYH�6WDWHV��$UNDQVDV��,OOLQRLV��0LQQHVRWD��2NODKRPD��DQG�2UHJRQ��DUH�WDFNOLQJ�WKH�QH[W�
set of challenges that arise after appropriate early detection of developmental delays. These States 
are identifying, implementing, testing and then spreading the policy and system changes that create 
DQG� VXSSRUW� HɟFLHQW� OLQNDJHV� EHWZHHQ� SULPDU\� FDUH� FOLQLFLDQV� DQG� SURYLGHUV� RI� FKLOG� DQG� IDPLO\�
services; the collaboration needed to optimize child health and development (e.g., mental health, Early 
Intervention, early care and education programs such as Head Start, family support such as WIC, 
and specialty health services). Participating States are targeting policy improvements through these 
approaches: (a) maximizing the use of personnel to assure effective linkages; (b) undertaking quality 
initiatives that engage clinical practice settings and networks of providers, along with other mechanisms 
for assuring and monitoring quality related to referrals; (c) improving data, information and technology 
(e.g., common referral forms and data linkages); and (d) supporting individualized care plans and cross 
systems planning. 

The ABCD Electronic Resource Center (ERC) (www.nashp.org/abcd-welcome) provides State policymakers, 
primary care providers and other child and family service providers with easy access to research and 
resources they can use to promote early childhood health and development. The resources in the ERC 
include tools and materials developed by each of the States participating in the ABCD initiative. The 
ERC also features clinician toolboxes containing information for primary care providers interested 
LQ� SURPRWLQJ� WKH� XVH� RI� VWUXFWXUHG� GHYHORSPHQWDO� VFUHHQLQJ� LQ� WKHLU� RɟFH� SUDFWLFHV�� (DFK� WRROER[�
contains information about key activities related to developmental screening, such as a discussion of 
screening tools, coding and reimbursement, and practice guidelines. NASHP has synthesized lessons and 
recommendations from each ABCD project to maximize adoption in other States. These are included in 
a variety of reports also available on the ERC website.

Providers and State provider association chapter representatives who participated in ABCD State 
activities cite a number of reasons for involvement, including opportunities to shape State policy, 
LPSURYHG�RɟFH�HɟFLHQF\�DQG�SDWLHQW�IDPLO\� VDWLVIDFWLRQ��EHWWHU�FDUH�FRRUGLQDWLRQ�DQG�DZDUHQHVV�RI�
SDUWQHUV�LQ�WKH�FRPPXQLW\��SRWHQWLDO�ȴQDQFLDO�LQFHQWLYHV��WKURXJK�HQKDQFHG�UHLPEXUVHPHQW���DQG�SXEOLF�
acknowledgment of efforts to strengthen the quality of care for young children. Providers also cited 
increased involvement of parents in their children’s care, time saved by using standardized screening 
tools, and satisfaction in knowing that children are referred to appropriate services.

For primary care providers and other community service providers interested in becoming involved in 
6WDWH�$%&'�LQLWLDWLYHV��FRQWDFWV�LQFOXGH�WKH�6WDWH�0HGLFDLG�RɟFH��WKH�6WDWH�$$3�&KDSWHU��www.aap.org) 
or the National Academy for State Health Policy to identify local contacts (www.nashp.org).

[*] (AK, AL, AR, CA, CO, CT, DC, DE, KS, MD, MI, MN, MT, NJ, NM, OH, OR, PR, VA, WI)
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HelP Me grow (HMG) and tHe HMg national center
Joanna Bogin, MS, Project Coordinator, The Commonwealth Fund, Help Me Grow Replication Project; 

Paul Dworkin, MD, Help Me Grow Founder, Professor and Department Head, Department of Pediatrics 
University of Connecticut School of Medicine

The Help Me Grow initiative began in 1998 in Hartford, Connecticut, based on the following assumptions: 
(a) that children at risk for developmental and behavioral problems were escaping early detection; (b) 
that despite capacity issues and gaps in services, a variety of community-based programs existed to 
DGGUHVV�FKLOGUHQȇV�GHYHORSPHQWDO�QHHGV��DQG��F��WKDW�FKLOGUHQ�DQG�WKHLU�IDPLOLHV�ZRXOG�EHQHȴW�IURP�D�
comprehensive, systems approach to the early detection of at-risk children and the linkage of children 
and their families to community-based programs and services. Research demonstrates that health care, 
HDUO\�FDUH�HGXFDWLRQ��DQG�KXPDQ�VHUYLFH�SURYLGHUV�RIWHQ�KDYH�GLɟFXOW\�UHFRJQL]LQJ�WKH�HDUO\�VLJQV�RI�
developmental or behavioral challenges. Meanwhile, we also know that early detection and connection to 
services lead to the best outcomes for children with developmental delays or behavioral issues. Research 
DOVR�VXJJHVWV�WKH�XQLTXH�EHQHȴWV�RI�LGHQWLI\LQJ�DQG�OLQNLQJ�DW�ULVN�FKLOGUHQ��PHDQLQJ�WKRVH�OLNHO\�WR�KDYH�
delays in the future) to appropriate community-based supports whenever possible, thus reducing or even 
preventing the subsequent need for more intensive services. While the importance of early screening and 
detection is frequently cited in the literature, screening without a referral mechanism is unacceptable. 
Perrin emphasizes that detection without referral and intervention is certainly ineffective, and may 
even be judged unethical (although it may still be helpful for needs assessment, service development, 
etc.).4

7KH� +HOS� 0H� *URZ� V\VWHP� FUHDWHV� D� VWDWHZLGH� LQIUDVWUXFWXUH� WKDW� HɟFLHQWO\� DQG� HIIHFWLYHO\� OLQNV�
children at risk for developmental and behavioral problems to existing, community-based programs 
and resources. Core components of Help Me Grow include: (a) the training of health care and early 
education providers along with families, in the early detection of at-risk children through the process of 
developmental screening and surveillance; (b) the compilation of an accurate and informative inventory 
of community-based programs and services; (c) a centralized information and referral center serving 
as a point of access to such programs and services; and (d) data collection to ensure the effectiveness 
of the system and to document gaps and capacity issues to inform advocacy. Engagement of healthcare 
clinicians is a critical component of the Help Me Grow system. Outreach to medical providers promotes 
developmental screening and surveillance according to AAP policy, and encourages the use of a 
centralized call center. A key message is that healthcare professionals are ideally suited to promote cross-
sector collaboration with early care and education and family support providers, which is so important 
in promoting children’s healthy development. 

The Help Me Grow National Center, established in 2010 and based at Connecticut Children’s Medical 
Center in Hartford, supports the building of Help Me Grow statewide systems throughout the country. 
Orange County, California replicated HMG with guidance from the Connecticut team in 2007. In 2008, a 
two-year grant from The Commonwealth Fund enabled a team of Connecticut HMG leaders to provide 
WHFKQLFDO�DVVLVWDQFH�WR�ȴYH�6WDWHV�LQ�WKHLU�HIIRUWV�WR�GHYHORS�+HOS�0H�*URZ�V\VWHPV��,Q�������D�WKUHH�\HDU�
grant from the W.K. Kellogg Foundation supported the establishment of HMG National that enabled 
FRQWLQXHG�VXSSRUW�WR�WKH�ȴYH�LQLWLDO�+0*�6WDWHV�DQG�WKH�UHFUXLWPHQW�RI�WHQ�DGGLWLRQDO�6WDWHV�DV�+0*�
DɟOLDWHV� IRU� V\VWHP�GHYHORSPHQW��7KH�JRDOV�RI�+0*�1DWLRQDO�DUH� WR�XOWLPDWHO\� VXSSRUW�+0*�V\VWHP�
development in all States; to ensure that all families have knowledge of and easy access to statewide 
V\VWHPV�WKDW�VXSSRUW�WKHP�LQ�DGGUHVVLQJ�WKHLU�FKLOGUHQȇV�GHYHORSPHQWDO�QHHGV�DQG�ȴQGLQJ�DSSURSULDWH�
VHUYLFHV�� 6WDWHV� DɟOLDWHG�ZLWK�+0*�1DWLRQDO� XVH� WKH�+HOS�0H� *URZ� V\VWHP� WR� LPSOHPHQW� HIIHFWLYH��
universal, early screening and surveillance for all children and then link them to existing programs and 
VHUYLFHV��%\�������VL[WHHQ�6WDWHV�DQG�RUJDQL]DWLRQV�ZLOO�EH�+HOS�0H�*URZ�DɟOLDWHV��DFWLYHO\�HQJDJHG�LQ�
the planning and implementation of Help Me Grow systems throughout the country. The National Center 
is poised to support additional States and create even greater nationwide impact.

+HOS�0H�*URZ�DɟOLDWHV�FROOHFW�DQG�DQDO\]H�GDWD�RQ�FOLHQW�FDOOV�DQG�RXWUHDFK�WR�KHDOWKFDUH�SURYLGHUV��
communities, and families. Centralized call centers assist families with identifying their children’s needs 
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and connecting them to relevant services. Call centers collect a wide range of data including: How callers 
OHDUQ�DERXW�WKH�FDOO�FHQWHU��FDOOHU�GHPRJUDSKLFV��IDFWV�DERXW�WKH�FKLOG�DQG�RU�IDPLO\�LQ�QHHG��WKH�VSHFLȴF�
assistance being requested; referrals provided and other actions taken to assist callers; and the outcomes 
RI�WKH�FRQWDFWV�ZLWK�WKH�FDOO�FHQWHU��&DOO�FHQWHUV�DUH�LQ�D�XQLTXH�SRVLWLRQ�WR�FROOHFW�GDWD�WKDW�UHȵHFW�V\VWHP�
level issues and regularly identify gaps and barriers to services. 

An annual analysis and summary report of available data assess how well the HMG system is working 
and what is needed to improve or enhance the service. In addition, the data is shared with funders and 
policy makers to inform their views on service delivery and to demonstrate how to best use resources to 
promote optimal child development. For example:

ȏ� &RQQHFWLFXW�+HOS�0H�*URZ�ZDV�HVWDEOLVKHG�LQ������DV�D�VWDWHZLGH�HQWLW\��'DWD�������������VKRZV�
that 86% of families calling the centralized center (Child Development Infoline) are successfully 
connected to services.

ȏ� ,Q�������WKH�2UDQJH�&RXQW\��&$�DQQXDO�HYDOXDWLRQ�UHSRUW�VWDWHV�WKDW�WKH�WZR�WRS�FRQFHUQV�RI�IDPLOLHV�
focused on their child’s behavior and communication skills. 

Further information about Help Me Grow and the HMG National Center, including annual evaluation 
reports for Connecticut and Orange County, California can be accessed on the Help Me Grow National 
website at www.HelpMeGrowNational.org.

ProMoting resources in develoPMental education (PRIDE)
Desmond Kelly, MD, Medical Director of the Division of Developmental-Behavioral Pediatrics at the 

Children’s Hospital of the Greenville (South Carolina) Hospital System; Jane Witowski, PRIDE  
Program Coordinator.

Promoting Resources in Developmental Education (PRIDE) began in 2004 in Greenville, SC as a pilot 
program to involve the medical, education, and early intervention communities in ensuring that children 
ELUWK�WR���\HDUV�RI�DJH�ZLWK�GHYHORSPHQWDO�GHOD\V�DUH�LGHQWLȴHG�DV�HDUO\�DV�SRVVLEOH��DQG�WKDW�WKH\�DUH�
connected to appropriate services. The program targets the key players in a young child’s life: Parents, 
primary care physicians, and early childhood providers and educators. Over six years, the program has 
expanded its reach from a single county to eight counties, and expanded its focus on the developmental-
behavioral concerns of children birth to 5-years of age.

The program builds a greater awareness of developmental milestones among parents and child care 
providers through training and education activities. Physician outreach focuses on creation and 
maintenance of a system for routine standardized developmental screening.

The PRIDE program was developed as a community collaboration, and this is the key to the program’s 
success. The Gardner Center for Developing Minds at Children’s Hospital-Greenville Hospital System 
8QLYHUVLW\�0HGLFDO�&HQWHU�VHUYHV�DV�WKH�SURJUDPȇV�ȴVFDO�DJHQW��DQG�'U��'HVPRQG�.HOO\��'HYHORSPHQWDO�
Behavioral Pediatrics Division Director, serves as the program’s medical director. The program is funded 
E\�JUDQWV�DORQJ�ZLWK�VLJQLȴFDQW�LQ�NLQG�VXSSRUW�IURP�*UHHQYLOOH�+RVSLWDO�6\VWHP�

Medical Outreach
Physician outreach began in a single county with 19 pediatric practices. In 2011, more than 65 practices 
LQ�HLJKW�FRXQWLHV�EHQHȴWHG�IURP�LQLWLDO�WUDLQLQJ�ZLWK�RQJRLQJ�WHFKQLFDO�VXSSRUW�DQG�DFDGHPLF�GHWDLOLQJ�
on best methods of incorporating standardized developmental screening into their practices. While 
physician practice has been slow to change due to perceived and real barriers such as electronic medical 
records, coding and reimbursement, and lack of time, 52% of area pediatricians responding to a recent 
survey indicated an interest in making changes to their current screening practices.

It is evident that the successful implementation of a sustainable model of developmental screening 
LQ� D� SULPDU\� FDUH� RɟFH� LV� GHSHQGHQW� RQ� HGXFDWLRQ� DQG� LQYROYHPHQW� RI� DOO� VWDII�PHPEHUV�� VWDUWLQJ�
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ZLWK�WKH�SK\VLFLDQV��2XU�ȴQGLQJV�FRQȴUP�SUHYLRXVO\�SXEOLVKHG�UHFRPPHQGDWLRQV��%HFDXVH�FKDQJLQJ�
FLUFXPVWDQFHV� ZLWKLQ� RɟFHV�� LQFOXGLQJ� FKDQJHV� LQ� VWDII� RU� WKH� ȴQDQFLDO� VWUXFWXUH� RI� WKH� RɟFH� FDQ�
contribute to attrition, there is a clear need for “booster” visits by a representative of the program to 
uncover and to help address emerging problems. Another implementation challenge is the reluctance of 
physicians to identify problems for which there are no easy solutions, but providing information about 
community resources has been very well received.

Parent Outreach
PRIDE’s parent outreach builds a greater awareness of developmental milestones through an educational 
series called “Mind Your Milestones.” Informative cards are mailed periodically to parents from their 
baby’s birth through 5-years of age. Parents learn about typical development, activities to promote 
achievement of milestones, and warning signs of possible delays. Families are enrolled in a variety of ways; 
through their child’s health provider, through community agencies serving at-risk families, and through 
WKH�KRVSLWDOȇV�ZRPHQȇV�HGXFDWLRQ�SURJUDP��ODERU�DQG�GHOLYHU\���0RUH�WKDQ��������IDPLOLHV�EHQHȴW�IURP�
this free service. Not only do parents report an increased knowledge of child development, but say this 
knowledge has improved communication with their child’s health provider by opening up dialogues on 
VSHFLȴF�GHYHORSPHQWDO�WRSLFV�RU�FRQFHUQV��2QH�H[DPSOH�VKDUHG�RQ�D�UHFHQW�VXUYH\�GHVFULEHV�D�SDUHQW�
with limited formal education who took a milestone card to her child’s doctor to use as a conversation 
starter about concerns she had about her child. The integration of information provided to parents with 
the education and support of physicians is a unique aspect of the PRIDE program. Parents facilitate the 
process of developmental screening by being educated consumers and raising their own concerns with 
physicians regarding their child’s development. 

Early Care and Education Outreach
35,'(ȇV�RXWUHDFK�WR�FKLOG�FDUH�SURYLGHUV�LQFOXGHV�D�ȴYH�KRXU�WUDLQLQJ�WKDW�IRFXVHV�RQ�HDUO\�FKLOGKRRG�
GHYHORSPHQW�� LGHQWLȴFDWLRQ� DQG� DVVHVVPHQW� RI� GHYHORSPHQWDO� GHOD\V�� SDUHQW�WHDFKHU� FRQIHUHQFH�
strategies, and positive disciplinary techniques to use in the classroom. Participants receive a customized 
toolkit with developmental guides, curriculum support, and community resource information. More 
than 900 child care providers have completed our training, and referral rates from developmental 
screening increased an average of 25% annually. Early care providers report that the program’s training 
and materials provide legitimacy to their observations and support their conferences with parents. 
Changes in teacher behaviors and classroom activities are also reported as a result of PRIDE’s training.

Lessons Learned
ȏ� PRIDE demonstrates that an integrated approach to early detection and intervention for 

developmental problems is more likely to be an effective model than reliance on a single group of 
professionals.

ȏ� The chance that children with problems will be missed is greatly reduced by involving  parents, 
early care/education and healthcare providers in developmental screening and surveillance.

ȏ� A truly family-centered healthcare model provides parents with tools for taking a more active role 
in evaluating their child’s development and collaborating with professionals. Through education, 
parents are more informed consumers and better advocates for their child’s optimal development.

ȏ� Educators have largely been neglected as key observers of children. Our experience indicates that 
FKLOG�DQG�HDUO\�FDUH�SURYLGHUV�DUH�HDJHU�WR�HPEUDFH�D�UROH�LQ�WKH�HIIRUW�WR�LPSURYH�HDUO\�LGHQWLȴFDWLRQ�
of children at risk for developmental or behavioral delays.

Planned Outcomes Study
A two-year program evaluation study is underway by the University of South Carolina Health Sciences 
Research Core located within the School of Public Health.
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Head start/early Head start
Jennifer K. Poon, MD, Assistant Professor of Pediatrics, Division of Developmental-Behavioral Pediatrics, 

Medical University of South Carolina

Head Start (www.nhsa.org) is a Federally funded program under the United States Department of Health 
and Human Services. Created in 1965 and focused on low income children ages 3- to 5-years-old, Head 
Start promotes education, nutrition, health, and social-emotional well-being. Head Start emphasizes 
parents as primary interventionists in helping children.

Early Head Start was created by a Congressional Act passed in 1994. Early Head Start provides services 
for expectant mothers and children birth to 3-years of age. Each of the 50 States is responsible for 
determining eligibility criteria, including services for children of American Indians and Alaska Natives 
as well as migrant and seasonal workers. Family income is one of the eligibility factors, but each program 
determines who their target population is, depending on the needs of their community. Early Head 
Start also includes children with disabilities, eligible for Part C services under IDEA. Because Head Start 
and Early Head Start Programs are tailored to each community, program settings are diverse, and may 
include schools, child-care programs, or home-based services. 

Research on Head Start and Early Head Start is voluminous. Head Start research spans almost 50 years 
and is summarized at www.acf.hhs.gov��+LJKOLJKWV�RI�ȴQGLQJV�DUH� WKDW�D� VWUXFWXUHG�FXUULFXOXP�ZLWK�
an emphasis on language development (e.g., High Scope) is particularly effective. Although many Head 
Start graduates remain behind their more advantaged age-mates and may still struggle in school, they 
are nevertheless far more likely than equally low SES but unenrolled peers to graduate from high school, 
become employed, avoid teen pregnancy and criminal behavior. In short, Head Start confers a huge 
EHQHȴW�WR�WD[�SD\HUV��0RUH�LQIRUPDWLRQ�DERXW�SDUHQW�WUDLQLQJ��SURJUHVV�PRQLWRULQJ�DQG�RWKHU�HIIRUWV�E\�
Head Start/Early Head Start can be found on the website. Of note: IDEA services collaborate well with 
Head Start/Early Head Start, meaning that enrolled children can also receive physical, speech or other 
therapies through IDEA. 

HealtHy stePs for young cHildren: suPPorting young cHildren and 
tHeir faMilies using PriMary care as a veHicle for service delivery
0DUJRW�.DSODQ�6DQRII��(G'��$VVRFLDWH�3URIHVVRU�RI�3HGLDWULFV��'LUHFWRU��+HDOWK\�6WHSV�1DWLRQDO�2ɚFH��

Boston University School of Medicine

Parents often come to well-visits with one passionate question: “How is my child doing?” Parents are 
often unsure how their child’s learning and behavior measure up. In answering this question, well-child 
care becomes a critical impetus for determining a child’s developmental status and families’ need for 
DVVLVWDQFH��%XW�WKLV�VDPH�TXHVWLRQ�DOVR�UHȵHFWV�WKLV�XQGHUO\LQJ�LVVXH��“How am I doing as a parent raising 
this child?” As practices attempt to answer this second question, they expand the scope of developmental 
well-child care to include both the social-emotional development and behavioral health of young children 
DQG�WKH�ZHOO�EHLQJ�RI�WKH�IDPLO\��'R�WKH\�KDYH�HQRXJK�IRRG"��+RZ�GR�SDUHQWV�KDQGOH�FRQȵLFW�ZLWKLQ�WKH�
family?; Do families feel safe in their home/community? Parents often feel more comfortable having 
these issues addressed in the context of well-child care (as opposed to a neighborhood early childhood 
SURJUDP��EHFDXVH�KHDOWKFDUH�RIIHUV�SURWHFWLRQ��LQGLYLGXDO�DWWHQWLRQ��DQG�FRQȴGHQWLDOLW\�VR�WKDW�IDPLOLHV�
can more easily explore their worries about their children or themselves.

Rationale: Healthy Steps for Young Children
Healthy Steps for Young Children (www.healthysteps.org) is a national initiative emphasizing a 
close relationship between pediatric clinicians and parents that focuses on physical, emotional, and 
intellectual growth and development of children from birth to 3-years of age.5-7 In a traditional pediatric 
practice, there may be only one clinician who tries to address all of the child’s health and developmental 
needs, often without much success. Healthy Steps expands the model of a solo pediatric clinician to add 
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a new member to the healthcare team—the Healthy Steps Specialist who enhances the information and 
services available to parents. The Healthy Steps Specialist can be a new team member or a nurse, child 
development specialist or social worker already working in the practice. Healthy Steps Specialists have 
training in child development, early intervention, child care, social work, counseling or nursing and 
can address major behavioral and developmental issues, focusing on the child within the context of the 
family.8 Healthy Steps Specialists co-manage families with pediatric clinicians, ensuring that the practice 
has the time and expertise to address each family’s need for information and support.

Healthy Steps provides relationship-based practice by using a team approach, allowing both the 
pediatric clinician and the Healthy Steps Specialist to interact together in the same exam room with the 
family when they come in for well-child visits.7 As a team, they build on each other’s knowledge and 
resources, responding to parents’ questions and concerns with both a medical focus and a developmental 
perspective. For example, when a family expresses concerns about their toddler’s limited language, the 
pediatrician will check for recurring ear infections, hearing problems and parents’ use of language to 
the child—ending the visit with a discussion of how to use books to support language and then giving 
a developmentally and culturally appropriate book from Reach Out and Read. Then the Healthy Steps 
Specialist might ask about the family’s routines for talking and sharing books with their toddler, their 
expectations about the child’s use of language at this age, and whether this concern is based on feedback 
from other family members, child care providers or friends. 

Components of Healthy Steps
A team approach to primary care offers families enhanced well-child visits that emphasize the promotion 
RI� FKLOGUHQȇV�GHYHORSPHQW�� LQFOXGLQJ� VWUDWHJLHV� WR� LPSURYH� ȊWKH�JRRGQHVV�RI�ȴWȋ�EHWZHHQ�SDUHQW�DQG�
child, closer attention to parental questions and concerns, and the use of “Teachable Moments” to 
support better parental understanding of their child’s behavior. An enhanced Healthy Steps visit may 
be conducted jointly or sequentially by the pediatric clinician and Healthy Steps Specialist (HSS). Other 
critical components of Healthy Steps include:

ȏ� +RPH�YLVLWV�E\�WKH�+66��WLPHG�WR�VSHFLȴF�GHYHORSPHQWDO�QHHGV�LQ�\RXQJ�FKLOGUHQ�

ȏ� $�GHGLFDWHG�FKLOG�GHYHORSPHQW�WHOHSKRQH�LQIRUPDWLRQ�OLQH�

ȏ� &KLOG�GHYHORSPHQW�DQG�ȊIDPLO\�KHDOWK�FKHFNXSV�ȋ�LQFOXGLQJ�GHYHORSPHQWDO�VFUHHQLQJ�RI�WKH�FKLOG�
and a review of adult strengths and risk factors which impact the child’s development.

ȏ� :ULWWHQ�PDWHULDOV�IRU�SDUHQWV�WKDW�HPSKDVL]H�SUHYHQWLRQ�DQG�KHDOWK�SURPRWLRQ�ZLWKLQ�WKH�FRQWH[W�
of their relationships with family, pediatric and community resources.

ȏ� )DFLOLWDWHG�OLQNDJHV�DQG�UHIHUUDOV�WR�FRPPXQLW\�UHVRXUFHV�

Well over 500 pediatric clinicians, family physicians and pediatric and family medicine residents 
participate in Healthy Steps. The Johns Hopkins University’s Bloomberg School of Public Health 
rigorously evaluated Healthy Steps using medical record review, parent and provider satisfaction and 
knowledge questionnaires, telephone interviews and contact logs. Three year follow-up data reported 
in the Journal of the American Medical Association indicates that for all children, not just those at high-
ULVN��WKH�TXDOLW\�RI�SHGLDWULF�FDUH�LQ�WKH�ȴUVW�WKUHH�\HDUV�RI�OLIH�GUDPDWLFDOO\�LPSURYHG�EHFDXVH�RI�+HDOWK\�
6WHSV��%\�FKDQJLQJ�WKH�VWUXFWXUH�DQG�SURFHVV�RI�SHGLDWULF�FDUH��+HDOWK\�6WHSV�VLJQLȴFDQWO\�LPSURYHG�WKH�
delivery of pediatric developmental services.9 The evaluation found that families involved in the Healthy 
Steps program were more likely than non-participating families to:

ȏ� 'LVFXVV� FRQFHUQV� ZLWK� VRPHRQH� LQ� WKH� SUDFWLFH� DERXW� WKH� LPSRUWDQFH� RI� URXWLQHV�� GLVFLSOLQH��
language development, child’s temperament, and sleeping patterns, etc.

ȏ� %H�KLJKO\�VDWLVȴHG�ZLWK�FDUH�EHFDXVH�VRPHRQH�LQ�WKH�SUDFWLFH�ZHQW�RXW�RI�WKHLU�ZD\�IRU�WKHP��

ȏ� 'LVFXVV�IHHOLQJV�RI�VDGQHVV�IROORZLQJ�VFUHHQLQJ�IRU�PDWHUQDO�GHSUHVVLRQ�

ȏ� $UH�����OHVV�OLNHO\�WR�UHSRUW�XVLQJ�VHYHUH�SK\VLFDO�GLVFLSOLQH��VODSSHG�D�FKLOG�LQ�WKH�IDFH�RU�VSDQNHG�
him with a belt or other object) at 3-years of age.
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ȏ� $UH�OHVV�OLNHO\�WR�UHO\�RQ�RWKHU�KDUVK�VWUDWHJLHV�VXFK�DV�\HOOLQJ��WKUHDWHQLQJ��VODSSLQJ�D�FKLOGȇV�KDQG�
or spanking with their hand at 3-years of age.

ȏ� (QVXUH�WKDW�LQIDQWV�VOHSW�RQ�WKHLU�EDFN�WR�KHOS�UHGXFH�WKH�ULVN�RI�6XGGHQ�,QIDQW�'HDWK�6\QGURPH�

ȏ� 5HFHLYH�WLPHO\�ZHOO�FKLOG�YLVLWV�DQG�YDFFLQDWLRQV�

ȏ� 5HPDLQ�ZLWK�WKH�SUDFWLFH�XQWLO�WKH�FKLOG�ZDV�DW�OHDVW����PRQWKV�ROG

Healthy Steps helped parents better understand children’s behavior and development, thereby 
SURGXFLQJ�PRUH� IDYRUDEOH� GLVFLSOLQDU\� SUDFWLFHV�� 3HGLDWULF� FOLQLFLDQV� ZHUH� KLJKO\� VDWLVȴHG� ZLWK� WKH�
program and viewed Healthy Steps as a valuable service that helped to keep families in their practices. 
7KH�UHVHDUFK�WHDP�DW�-RKQV�+RSNLQV�DQDO\]HG�GDWD�IURP�D�ȴYH�\HDU�IROORZ�XS�VWXG\�RI�+HDOWK\�6WHSV�
children and families focused on school readiness: Researchers followed Healthy Steps children from 
birth to 5½-years and found that families continued to use more appropriate disciplinary methods and 
remain more sensitive to the child’s behavioral cues. Parents tended to remain with the Healthy Steps 
practice, ensuring continuity of care.

Based on the strength of these program evaluations, Healthy Steps was selected as an approved 
evidence-based practice for both the Substance Abuse and Mental Health Services Administration and 
the Maternal Infant and Early Childhood Home Visiting Programs funded under the Affordable Care Act 
Federal initiatives.

Healthy Steps Strategies that Support the Development of Both Young Children and 
Their Families: Teachable Moments
To help pediatric clinicians provide effective information and support for parents within the time 
FRQVWUDLQWV� RI� D� W\SLFDO� RɟFH� YLVLW�� WKH� XVH� RI� Ȋ7HDFKDEOH� 0RPHQWVȋ� UHSUHVHQWV� D� KLJKO\� HIIHFWLYH�
strategy. By using the basic assessments of the pediatric visit—history taking, physical examinations, 
and developmental screening/surveillance—as potent Teachable Moments, providers can exploit the 
educational opportunities they present for intervention. The strategy of Teachable Moments is to use the 
EHKDYLRU�RI�WKH�FKLOG�GXULQJ�WKH�YLVLW�DQG�WKH�FOLQLFLDQȂSDUHQW�LQWHUDFWLRQV�LQ�WKH�RɟFH�DV�FRPSHOOLQJ��
shared experiences that further parents’ insights into their child and enhance their sense of competence 
DV�SDUHQWV��8VLQJ�HYHU\GD\�TXHVWLRQV�DQG�H[SHULHQFHV�LQ�WKH�RɟFH�DV�D�VKDUHG�FRQWH[W�IRU�GLVFXVVLRQ�
ZKLOH�WKH�YLVLW�SURJUHVVHV�DUH�HɟFLHQW�ZD\V�WR�DGGUHVV�LVVXHV�ZLWKRXW�DSSUHFLDEO\�OHQJWKHQLQJ�WKH�YLVLW��
The goals of Teachable Moments are to:

ȏ� Enhance parents’ understanding of the child’s needs.

ȏ� 3URPRWH�ȊJRRGQHVV�RI�ȴWȋ�EHWZHHQ�SDUHQW�DQG�FKLOG�

ȏ� Conduct developmental screening/surveillance using both observed behavior and evidence-based 
tools.

8VLQJ�%HKDYLRU�LQ�WKH�2ɚFH�DV�D�7HDFKDEOH�0RPHQW��Discussions of the infant’s or child’s 
EHKDYLRU�LQ�WKH�RɟFH�SURYLGH�D�IUXLWIXO�FRQWH[W�IRU�7HDFKDEOH�0RPHQWV��1HZO\�HPHUJLQJ�DQG�GHYHORSHG�
VNLOOV� DQG� EHKDYLRUV� FDQ� FKDOOHQJH� WKH� HTXLOLEULXP� EHWZHHQ� SDUHQW� DQG� FKLOG�� )UHTXHQWO\� D� VSHFLȴF�
EHKDYLRU�WKDW�SDUHQWV�ȴQG�GLVWXUELQJ��H�J���PRXWKLQJ�WR\V�DW���PRQWKV�RI�DJH��WKURZLQJ�EORFNV�RU�IRRG�DW�
8-months, refusing to lie down to be diapered at 10-months, irrepressible exploration at 18-months) is 
developmentally normal and predictable yet can activate a parent’s anger, confusion or anxiety.

Parents’ concerns about these issues create a special opportunity to promote parental understanding of 
W\SLFDO�KHDOWK�DQG�GHYHORSPHQW��&RQFHUQV�WKDW�QHZ�SDUHQWV�EULQJ�WR�SHGLDWULF�YLVLWV�LQ�WKH�ȴUVW�PRQWKV�RI�
a child’s life provide a wealth of Teachable Moments. The infant’s behavior creates a special opportunity 
to promote parental understanding and support. For example, if the infant cries inconsolably during the 
YLVLW�RU�KHU�FXHV�DUH�GLɟFXOW�WR�UHDG��WKH�FOLQLFLDQ�FDQ�H[SORUH�KRZ�SDUHQWV�IHHO�DQG�HPSDWKL]H�ZLWK�WKHLU�
frustration at not being able to calm or read their baby. The goal of this Teachable Moment is to blend 
LQIRUPDWLRQ�DERXW�GHYHORSPHQW�ZLWK�NQRZOHGJH�DERXW�SRVVLEOH�ȊUHG�ȵDJV�ȋ�ZKLFK�WKH�SHGLDWULFLDQ�ZLOO�
note for future observation, further assessment or for making a referral to early intervention.
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:KHQ�D�FKLOGȇV�EHKDYLRU�LQ�WKH�RɟFH�SURYLGHV�D�7HDFKDEOH�0RPHQW��LW�LV�XS�WR�WKH�SHGLDWULF�FOLQLFLDQ�RU�
HSS to capitalize on it. During these Teachable Moments, one might infer or “read” the child’s behavior 
RU�WHPSHUDPHQW�WRJHWKHU�ZLWK�WKH�SDUHQWV��DQG�RIIHU�FRQVWUXFWLYH�LQWHUSUHWDWLRQV�RI�LWV�VLJQLȴFDQFH��7KH�
clinician should then ask parents how they feel about the behavior or use their own reactions to explore 
parental concerns.

&UHDWLQJ� 7HDFKDEOH� 0RPHQWV�� If a child’s behaviors do not produce Teachable Moments 
VSRQWDQHRXVO\��WKH�FOLQLFLDQ�PD\�HPSOR\�VSHFLȴF�VWUDWHJLHV�WR�HQJDJH�WKH�FKLOG�DQG�GLVFXVV�WKH�LPSOLFDWLRQV�
for behavior and development. Parents tend to watch carefully as a pediatric clinician engages the 
child in activities (e.g., handing the child a toy or a book, rolling a ball back and forth, listening to the 
heart or looking into the ears) that demonstrate a particular behavioral or temperamental quality or 
developmental skill. In some cases a pediatric clinician can remark on a child’s unsteady gait or inability 
to follow a point as an introduction to the screening process using an evidence-based tool. By observing 
and commenting on the child’s behavior, the pediatric clinician encourages the parents to step back and 
speculate about its meaning. Unrealistic expectations, which can contribute to parental frustration and 
lead to child abuse or neglect, can be gently corrected. The clinician can create a Teachable Moment by 
narrating the child’s actions, reframing them as acts of exploration rather than as deliberate attempts to 
PDNH�OLIH�GLɟFXOW�IRU�WKH�SDUHQW��7KH�FOLQLFLDQ�FDQ�H[SODLQ�KRZ�VHHPLQJO\�XQLPSRUWDQW�WDVNV��OLNH�XVLQJ�
a pincer grasp to pick up a Cheerio, are important windows into a baby’s development and learning.

Asking Questions and Shared Dialogue
Questions about children’s behavior and development give parents a chance to discuss concerns in these 
areas. Especially useful in the early years are questions about children’s temperamental characteristics, 
developmental milestones, behavioral and family issues, and how parents feel about these issues. 
Evidence-based methods are superior to informal lines of questioning for determining which concerns 
are predictive of developmental-behavioral problems (and thus need further screening or referral). 
Clinical judgment should be used to decide when it is appropriate to expand, and when to narrow, the 
content of the discussion, but should not be used to over-ride the evidence behind screening measures. 
In any case, the well-child visit can also serve as a natural springboard to elicit more information or 
concerns from the observing parent. Neutral, nonjudgmental comments about children’s behavior (e.g., 
“He certainly is a busy guy, isn’t he?”) may trigger a host of parental concerns, elicited all the more easily 
by the stimulus provided when providers share their own observations. 

Recommendations and Conclusions from Healthy Steps
The challenge for all pediatric practices is the mandate to “do more in limited time.” In recent years, as 
parent expectations and expert recommendations for pediatric primary care have increased, so have 
the demands on pediatric clinicians. Currently, during brief 10- to 15-minute encounters, clinicians are 
expected to provide a complex set of health, developmental and behavioral assessments, therapies, and 
counseling services. Yet it has been reported that in 60% of all routine well-child visits, providers ignored 
parental concerns or provided no developmental or behavioral information or guidance.10

By adding a new professional to the healthcare team, Healthy Steps provides a vehicle for enhancing 
well-child visits and moves practices toward becoming patient-centered Medical Homes. Healthy Steps 
Specialists have the opportunity to observe parents and children during physical exams and to comment 
on the affect of babies and/or parents. By describing how children and families might be feeling or 
thinking during visits, Healthy Steps Specialists become a very tangible symbol for the potentially 
charged issues of development and parenting that can surface within the context of pediatric care.
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reacH out and read: ensuring cHildren enter scHool PrePared to 
succeed

Monica H. Ultmann, MD, Director, Center for Children with Special Needs and Division of Developmental-
Behavioral Pediatrics, Floating Children’s Hospital/Tufts Medical Center; Jean Ciborowski-Fahey, PhD, 

(DUO\�/LWHUDF\�DQG�5HVHDUFK�6SHFLDOLVW��5HDFK�2XW�DQG�5HDG�1DWLRQDO�2ɚFH

The Need for Reach Out and Read
Studies demonstrate that young brains are highly malleable and are shaped by an infant’s day-to-day 
interactions with the important people in their lives. Given that 96% of all children younger than 5-years of 
age see a pediatric healthcare provider, Reach Out and Read clinicians are in a strategic position to coach 
parents about the impact that reading aloud can have on the development of the young brain. Reading 
aloud, even to the tiniest of babies, helps build crucial central nervous system connections for language 
and literacy learning. Infants are soothed by the rhythm and tone of the spoken language around them 
and may even try to ‘mimic’ the melodic contour of the mother’s voice to attract her attention.11

At the same time, too many children begin school ill-prepared to learn. Children raised in poverty, 
children whose second language is English, children whose parents struggled with learning to read, and 
toddlers who experience language delays are highly represented in groups of children who experience 
HDUO\�GLɟFXOWLHV�LQ�OHDUQLQJ�WR�UHDG�12,13

The learning gap begins in infancy, especially for low-income children. A nationally representative 
sample of 1100 infants born in 2001 were studied using data from the Early Childhood Longitudinal 
Study-Birth Cohort, gathered by the National Center for Educational Statistics along with the US 
Department of Education. Children from low-income families scored lower on cognitive assessments, 
were in poorer health and had more behavior problems at 9- and 24-months than their counterparts 
from higher-income families.14 Mendelsohn and colleagues studied babies after coaching low-income 
parents (with video and modeling) to read to and otherwise stimulate their newborns once they brought 
them home. Differences were already present at 6-months between babies whose parents were coached 
and those who were not.15

Vocabulary development at 3-years of age predicted future reading achievement. By age 3-years, 
children from more educated families have typically heard 30 million more words than children from 
low-income and undereducated families.16 Furthermore, while a record number of young children are 
being cared for outside their homes, studies also show many children are in daycare settings of poor 
quality.17,18 Half of all kindergarten teachers across the US report that at least half their students have 
SUREOHPV�VXFK�DV�GLɟFXOW\�IROORZLQJ�GLUHFWLRQV��ZRUNLQJ�LQGHSHQGHQWO\��DQG�EHJLQQLQJ�NQRZOHGJH�RI�
books, letters and numbers. When children begin kindergarten with fewer language and cognitive skills 
they often fall further behind, while the children with higher skills make gains in reading and math with 
increasing velocity.19,20�$V�WKH\�UHDFK�ȴUVW�JUDGH��WKH�FRQVHTXHQFHV�RI�UHDGLQJ�IDLOXUH�DUH�VR�SURIRXQG�
that without intervention children are not on course to make the necessary transition from “learning-
to-read, to reading-to-learn.” The 2010 Annie E. Casey Kids Count data show that 83% of low-income 4th 
JUDGHUV�VFRUH�Ȋ%HORZ�3URȴFLHQWȋ�UHDGLQJ�OHYHOV�YV������RI�PLGGOH�LQFRPH�FRKRUWV�21

The Evidence for Reach Out and Read
Since 1991, this model has been researched by academic investigators in a variety of settings, culminating 
in several independent, peer-reviewed studies showing positive effects on children and families whose 
primary care practices provided books and literacy anticipatory guidance. As a result of Reach Out and 
Read, preschool children make gains in vocabulary and comprehension. They also have parents more 
likely to read aloud to them on a regular basis. As a result of increased parental investment in nurturing 
early literacy, children gain a 6-month developmental edge over children who do not participate in 
Reach Out and Read before they start school.
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Among Reach Out and Read programs across the US, a number of peer-reviewed studies point to the 
effectiveness of the program. The Reach Out and Read model has been shown to be effective in:

ȏ� ,QFUHDVLQJ�WKH�QXPEHU�RI�GD\V�SHU�ZHHN�SDUHQWV�UHDG�DORXG�WR�WKHLU�FKLOGUHQ�

ȏ� (QULFKLQJ�WKH�KRPH�OLWHUDF\�HQYLURQPHQW�E\�LQFUHDVLQJ�WKH�QXPEHU�RI�ERRNV�LQ�WKH�KRPH��

ȏ� ,PSURYLQJ�WKH�ODQJXDJH�VNLOOV�RI�ROGHU�WRGGOHUV�DW�ULVN�IRU�UHDGLQJ�GLɟFXOWLHV�22-26

Going Beyond the Reach Out and Read Model: Using Books as Tools for Developmental 
Surveillance
Giving a book to a child during a routine health maintenance visit allows healthcare providers a unique 
opportunity to relate to children and families. When a child picks up a book, opens it, and begins to 
interact with its content, the healthcare provider can view the child through a different lens. Though not 
considered a screening tool because of its inherent lack of standardization, books can serve as a unique 
way to observe children’s developmental skills and interactions with caretakers.

During a well-child visit, depending on each child’s age and developmental level, a provider who offers 
a book may be able to:

ȏ� Assess eye contact: normal, brief, sustained.

ȏ� Assess attention to tasks as well as joint attention and focus.

ȏ� Observe a child bringing items for shared enjoyment.

ȏ� Consider language development.

Note skills in various domains such as: 

ȏ� Verbal (babbling, words, phrases, rhyming, spontaneous conversation).

ȏ� Nonverbal communication (gestures, pointing).

ȏ� Observe receptive language skills (understanding directions, pointing to pictures, etc.).

ȏ� Discern pragmatic skills, i.e., the social context of language such as responding to speaker’s facial 
expressions, affect, and gestures (e.g., “head shaking”).

ȏ� Identify atypical language such as excessive repetition, dysfunctional language or echolalia 
(immediate and delayed).

ȏ� 2EVHUYH�ȴQH�PRWRU�VNLOOV�VXFK�DV�KROGLQJ�WKH�ERRN��WXUQLQJ�SDJHV��SRLQWLQJ��DQG�WDFWLOH�DELOLWLHV��

ȏ� Note the presence of positive parent-child interactions such as turn-taking between the adult and 
child.27

Giving a book to a child during the healthcare visit elicits spontaneous language from many children. 
*URVV�DQG�ȴQH�PRWRU�VNLOOV�FDQ�EH�REVHUYHG��D���PRQWK�ROG�VLWWLQJ�DORQH��UHDFKLQJ�IRU�WKH�ERRN��JUDVSLQJ�
it in his/her whole hand, and transferring it to his/her mouth; a 12-month-old pointing to pictures; an 
18-month-old holding the book, turning it right-side up, and walking around holding it; and a 3-year 
�ROG�WXUQLQJ�SDSHU�SDJHV�ZLWKRXW�GLɟFXOW\��7KH�SURYLGHU�DQG�SDUHQW�HQMR\�OLVWHQLQJ�WR�D���\HDU�ROG�ZKR�
is beginning to name animals. Practitioners hear pronoun use or complex sentences as an older child 
comments on illustrations.

The Reach Out and Read model relies on the trusting relationship formed between the pediatric primary 
care providers, children, and families. This relationship is facilitated by the gift of a developmentally and 
culturally appropriate book and literacy anticipatory guidance provided at each well-child checkup. The 
observations in the examination room of how a child relates to a book and the parent-child interactions 
are extremely helpful in encouraging families to incorporate books and reading into their everyday 
lives.
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Kids count and tHe annie e. casey foundation
Pamela High, MD, Clinical Associate Professor of Pediatrics, Brown University School of Medicine, 

Medical Director, Infant Development Center, Women and Infants’ Hospital Co-Director,  
Hasbro Partial Hospital Program

Effective child advocacy requires strong and reliable data, both to inform direction and to effectively 
make a compelling case for policy makers and for the community at large. One organization that has 
dedicated itself to collecting high quality data on the status of American children on a national, State 
and local basis is the Annie E. Casey Foundation. This private charitable trust was created in 1948 by Jim 
Casey, who built the United Postal Service. He named the Foundation after his mother and it continues 
to be directed by the Casey family and UPS executives. The primary mission of the Foundation is to 
foster public policies, human service reforms, and community supports that meet the needs of today’s 
vulnerable children and families. The foundation also makes grants that fund initiative with potential 
to demonstrate innovative policy, service delivery, and community supports for disadvantaged children 
and families within the United States. 

One major initiative of the Casey Foundation is Kids Count. The Foundation provides funding and 
technical assistance for a national network of Kids Count projects. There is one in every State, the District 
of Columbia, the US Virgin Islands, and the Commonwealth of Puerto Rico. Each site is charged with 
measuring and reporting on the status of children at both the State and local level, so that this data can 
inform public debate and encourage public action that improves the lives of children. Each State Kids 
Count site publishes a State data book, special reports, and issues briefs and fact sheets. More information 
about the Kids Count grantee network, as well as local level data can be found at www.kidscount.org. 

(DFK�\HDU��RIWHQ�LQ�HDUO\�DXWXPQ��.LGV�&RXQW�SXEOLVKHV�WKH�'DWD�%RRN�FRQWDLQLQJ�XSGDWHG�6WDWH�SURȴOHV�RI�
child well-being. Ten key indicators have been tracked in the Data Book over the past two decades. These 
indicators demonstrate a decline over time in infant mortality, death rates for children and teens, some 
decreases in high school dropout rates and teen births, but they also point to increases in proportions of 
children born with low birth-weights, living in single-parent families, and living in low-income families. 
&RPSHOOLQJ�DQDO\VLV�LQ�WKH������'DWD�%RRN�RQ�HIIHFWV�RI�WKH�UHFHQW�UHFHVVLRQ�VKRZV�D�VLJQLȴFDQW�MXPS�LQ�
numbers of children living in families with at least one unemployed parent and reveals that millions of 
children have been affected by housing foreclosures.

Online resources sponsored by Kids Count are even more extensive and accessible. The Kids Count Data 
Center provides access to hundreds of child well-being indicators in areas of education, employment and 
income, health, poverty and youth risk factors. Data are not only available for the US as well as for States, 
but also on a city, county, congressional district and school district level. The Data Center also offers 
many tools to customize and share indicators, including national and local rankings as well as mapping 
and graphing tools. The center can be found at datacenter.kidscount.org. Mobile browsers can access 
Kids Count via Mobile.kidscount.org.

An example of a successful advocacy effort informed by the Casey Network is Rhode Island Kids Count’s 
involvement with lead poisoning. Thirty-three of 100 children entering kindergarten in the core cities 
in Rhode Island had a history of elevated blood lead levels in 1998, compared with 4 out of 100 core 
city children entering kindergarten in 2012. This 88% decrease in the percentage of children entering 
kindergarten with a history of elevated lead levels in 14 years was monitored closely by Kids Count, 
and the frequent use of Kids Count data provided momentum to maintain continued change over time. 
Currently Rhode Island Kids Count is using the goal of reading at grade level by the end of third grade to 
advance the birth- to third-grade policy agenda in the State. A high level leadership group of public and 
SULYDWH�VHFWRU�SDUWQHUV�DUH�UHJXODUO\�WUDFLQJ�WKLUG�JUDGH�UHDGLQJ�SURȴFLHQF\�DV�D�ȊSUR[\�LQGLFDWRUȋ�RI�
VXFFHVV��$�.LGV�&RXQW�,VVXH�%ULHI�KDV�VSHFLȴF�UHFRPPHQGDWLRQV�IRU�ELUWK�WR���\HDUV��DQG�IRU�NLQGHUJDUWHQ�
through third grade; policy changes that are evidence-based and achievable. 
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tHe Hanen centre
Frances Page Glascoe, PhD, Professor of Pediatrics, Vanderbilt University

Started in Canada in 1975, The Hanen Centre (www.hanen.org) focuses on early language intervention, 
parental guidance, and aiding speech-language pathologists and educators to develop language and 
literacy skills in preschool children. Based on abundant research, Hanen’s guiding principles are 
that parents’ involvement in their child’s early intervention is critical and that the earlier parents are 
involved, the better the outcome for the child. Investigators found that children learn best in their 
natural environments, where they are motivated to communicate with the important people in their 
lives. Professionals at the Hanen Centre have now focused on changing the way speech-language therapy 
is offered to young children.

The Hanen Centre provides research-based parent programs and resources as well as professional 
development within four areas of expertise: general language and literacy development; language 
delays; autism spectrum disorder (ASD) including Asperger syndrome.

The Hanen Centre is not only a North American initiative but also an international one. It offers training 
workshops (in English) to parents and professionals in Canada, the United States, the United Kingdom 
and Ireland, Australia, New Zealand, Singapore, and The Netherlands.

Research support is both abundant, current and peer-reviewed for the various target groups: children 
with delays and ASD. The Hanen website (www.hanen.org) offers e-seminars to professionals, DVDs, as 
well as classes for parents.

211 los angeles (211LA)
Patricia Herrera, MA, Project Director Developmental Screening, 211 LA County

In July of 2000, the Federal Communications Commissions assigned an expedited telephone number 
enabling citizens of the United States and Canada to access community information and referral services. 
Thus was born the 211 “warm-line.” Developed by the Alliance of Information and Referral Systems 
in partnership with the United Way Worldwide, 211 addresses a wide range of non-emergent crises 
LQFOXGLQJ�ORVV�RI�KRXVLQJ��LQDELOLW\�WR�SD\�XWLOLW\�ELOOV��IRRG�LQVXɟFLHQF\��DQG�GRPHVWLF�YLROHQFH��$V�RI�
January 2011, 211 had served more than 246 million Americans (more than 82% of the entire population) 
and covered all or part of 47 States plus Washington, DC and Puerto Rico. In Canada, more than 56% of 
the population has access to 211.

Los Angeles County is home to 10 million people, with 16% living below the Federal poverty level and 
more than 50% who do not speak English at home. Ten years ago in California, IDEA early intervention 
enrollment rates were far lower than the national average. These dismal statistics led to the 2003 creation 
RI� WKH�(DUO\� ,GHQWLȴFDWLRQ�DQG� ,QWHUYHQWLRQ�&ROODERUDWLYH� IRU�/RV�$QJHOHV�&RXQW\� �(,,�&ROODERUDWLYH���
whose members quickly began to advocate for accurate developmental screening through the 211 
helpline. The EII Collaborative is discussed further in Chapter 21, along with the personal narrative of 
its director who engaged in grass-roots as well as State and Federal legislative advocacy. 

As the 211LA Developmental Screening Project began in 2009, bilingual parenting support specialists 
were hired to receive call transfers from families willing to participate in screening, enter the parents’ 
responses into PEDS Online and help parents, especially those whose children scored at-risk, get additional 
VHUYLFHV�� ,Q� WKH�ȴUVW� WZR�\HDUV�PRUH� WKDQ������FKLOGUHQ�UHFHLYHG�HDUO\�GHYHORSPHQWDO� VFUHHQLQJ�YLD�
211LA and were then connected with needed services. 

Families calling 211LA are disproportionately low-income and have limited education. More than 80% 
are enrolled in California’s Medicaid program (MediCal) but use of healthcare services is extremely low. 
This means that many 211LA children do not otherwise come under professional scrutiny for health and 
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developmental-behavioral issues.

Not surprisingly, 211LA children are four times more likely to score at high-risk on PEDS Tools as compared 
WR�QDWLRQDO�QRUPV������ �1� ������ZHUH� LGHQWLȴHG�DV�KLJK�ULVN�DQG� LQ�QHHG�RI� IXUWKHU�GHYHORSPHQWDO�
evaluation; an additional 28% were at moderate-risk (for which additional screening is recommended); 
while 16% (N = 463) were at risk for mental health problems. Only 28% had limited risk (as compared to 
60% in PEDS standardization studies). Not all of the 2800 families had time for the additional measures 
offered by PEDS Online (or were within the targeted age-range) but 1605 (57%) agreed to complete the 
0RGLȴHG�&KHFNOLVW� IRU�$XWLVP� LQ�7RGGOHUV� �0�&+$7�. Of those completing the M-CHAT, 21% (N = 341) 
failed—more than twice the expected rate compared to national norms.

To deal with the extensive follow-up needed to ensure families receive services, a thorough case 
management component was developed including referral/consent partnership agreements between 
211LA, the families served, and referral resources. Capitalizing on the database created by PEDS Online 
screening, every family is tracked to determine whether recommended services were received or other 
services were needed. Referrals were made to a range of health care, parenting, Head Start and other early 
childhood programs for the 67% of children failing screens, and 16% were referred to IDEA services. To 
ensure families connected with services, case-coordinators often had numerous follow-up contacts: 37% 
RI�IDPLOLHV�UHTXLUHG�WKUHH�RU�PRUH�FRQWDFWV��,Q�WKH�ȴUVW�WZR�\HDUV�RI�WKH����/$�'HYHORSPHQWDO�6FUHHQLQJ�
Project, 53% of children were enrolled in services or had services in progress, with 38% scheduled for 
additional screening, and only 8% lost to follow-up.

The 211LA Developmental Screening Project serves as a national model for 211 services in other States 
in terms of early detection, care-coordination, and database support. 211LA is also evidence that:

ȏ� Ȋ,W�WDNHV�D�YLOODJH�ȋ�L�H���FRRUGLQDWLRQ�DPRQJ�DJHQFLHV�LV�FUXFLDO�

ȏ� 6RPH�RI�RXU�QDWLRQȇV�PRVW�YXOQHUDEOH�IDPLOLHV�GR�QRW�DFFHVV�VHUYLFHV�VXFK�DV�SULPDU\�FDUH�

ȏ� 1RYHO�DSSURDFKHV�WR�HDUO\�GHWHFWLRQ�DUH�QHHGHG�

ȏ� 9XOQHUDEOH�IDPLOLHV�UHTXLUH�H[WHQVLYH�VXSSRUW�WR�HQVXUH�DFFHVV�WR�DQG�HQUROOPHQW�LQ�QHHGHG�VHUYLFHV�

otHer initiatives Briefly noted or in Progress

Text4Baby (T4B)
In recognition that more than 85% of Americans own a cell phone and 72% of cell users send or receive 
text messages, T4B is an initiative launched by the National Healthy Mothers, Healthy Babies Coalition 
(www.text4baby.org�� LQ� SDUWQHUVKLS� ZLWK� WKH� WHFKQRORJ\� EXVLQHVV�� 9R[LYD�� 7�%� LV� WKH� ȴUVW� IUHH� WH[W�
messaging service in the US in which parents are provided age-paced information about health, safety 
and developmental promotion. T4B works in collaboration with many professional societies such as the 
$$3��JRYHUQPHQW�DJHQFLHV��LQFOXGLQJ�WKH�:KLWH�+RXVH�2ɟFH�RI�6FLHQFH�DQG�7HFKQRORJ\�3ROLF\��WKH�86�
Departments of Defense, Agriculture, Health and Human Services, and the US Consumer Product Safety 
Commission), and with charitable foundations established by cell phone carriers. Expansion plans, 
via advocacy and grant-writing, include adding to T4B a quality age-paced developmental-behavioral 
screening tool (described in Chapter 21). 

Safe Environment For Every Kid (SEEK)
Safe Environment for Every Kid (SEEK) created by Dr. Howard Dubowitz and colleagues at the 
University of Maryland, provides training and in-clinic, hands-on support for detecting and addressing 
risk factors for child maltreatment. Training consists of a one-time, small-group session lasting four 
RU� HLJKW� KRXUV�� IROORZHG� E\� SHULRGLF� ȊERRVWHUȋ� VHVVLRQV�� ,Q�RɟFH� VXSSRUW� LQFOXGHV� XVH� RI� WKH�Parent 
Screening Questionnaire (PSQ) to identify risk factors (completed while families are waiting to be seen), 
customized educational handouts for parents, and “cheat sheets” for health professionals, including a 
social worker to support health professionals and parents. The project’s website provides references on 
SEEK’s effectiveness (www.umm.edu/pediatrics/seek_project.htm). 
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The State Of Delaware
With advocacy and support from Delaware’s Lt. Governor Matt Denn, almost every State agency involved 
with children [e.g., private payers such as United Health Care, Nemours Foundation (the state’s largest 
child health system), the Delaware Chapter of the AAP, the public library system, school nurses, Autism 
Delaware, the Delaware Speech-Language Association, etc.] banded together, asked for, and received 
a funded mandate to provide free developmental screening and referral services for all children in 
the State. Directed by the Delaware Division of Public Health, providers in Delaware have access to 
PEDS Online without cost to clinics. Help Me Grow (HMG) is directing the State’s 211 call center to 
assist professionals in referring children to needed services. The initial goal is to engage healthcare 
professionals in using PEDS Online and 211HMG, to detect problems and facilitate needed referrals. The 
next step is to make PEDS Online available directly to families so they can elect to complete screening on 
their own (with results sent to their healthcare provider). 

American Academy of Pediatrics’ State and District Chapters
Many of the AAP chapters have effective and unique hands-on initiatives to assist providers in detecting 
and addressing developmental-behavioral problems (e.g., Illinois, Delaware, Oklahoma, Arizona, 
Georgia, Pennsylvania, etc.). The national AAP website has links to all chapter and district websites 
(www.aap.org) .

resources and linKs for nortH aMerican Models

Below are descriptions of programs discussed in this chapter along with their websites. Links are live at 
www.pedstest.com/TheBook/Chapter17. 

Medical Home   www.medicalhomeinfo.org
From the American Academy of Pediatrics, the Medical Home website provides webinars, training, 
continuing medical education opportunities, practice improvement tool kits, etc.  

Bright Futures   http://brightfutures.aap.org 
From the American Academy of Pediatrics, the Bright Futures Initiative website provides practice 
UHFRPPHQGDWLRQV�DQG�VWUDWHJLHV�DORQJ�ZLWK�SUH�YLVLW�TXHVWLRQQDLUHV��ZRUNȵRZ�VKHHWV��UHJLVWULHV��DQG�
parenting information. 

National Association for State Health Policy (NASHP)   www.nashp.org
NASHP houses information on the Assuring Better Child Development (ABCD) project. The site includes 
“how-to’s” for practitioners and guidance for State policy advocates. 

Help Me Grow (HMG)   www.HelpMeGrowNational.org
HMG’s national center provides information on establishing programs, use of call centers to coordinate 
services, etc. 

Promoting Resources in Developmental Education (PRIDE)    www.unitedwaygc.org
Offers details about PRIDE; additional information can be found on the HMG website. 

Head Start/Early Head Start   www.nhsa.org
'HVFULEHV�ERWK�+HDG�6WDUW�SURJUDPV�DQG�SURYLGHV�JXLGDQFH�RQ�ȴQGLQJ�ORFDO�VHUYLFHV��2XWFRPHV�UHVHDUFK�
on both programs can be found at www.acf.hhs.gov. 

Healthy Steps   www.healthysteps.org
3URYLGHV�WHFKQLFDO�DVVLVWDQFH�RQ�WUDLQLQJ��VWDɟQJ�QHHGV��DQG�DGPLQLVWUDWLRQ�

Reach Out and Read (ROR)   www.reachoutandread.org
Offers guidance on establishing ROR in pediatric clinics, guidance for parents, and research on program 
effectiveness. 
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Kids Count   www.aecf.org
From the Annie E. Casey Foundation, Kids Count provides advocacy for families’ issues by providing 
national and State-by-State data on the well-being of children in the United States. 

Hanen Centre   www.hanen.org
The Hanen Centre provides research and advice for speech-language pathologists, educators and parents 
on building literacy and language skills. 

211LA   www.211LA.org
Describes the value of crisis call centers to provide online developmental-behavioral screening and care-
coordination for families at high psychosocial risk. 

Text4Baby   www.text4baby.org
Covers use of a cellphone text-messaging service funded by the Maternal Child Health Bureau to promote 
development, prevent injuries, and provide screening for developmental-behavioral problems. 

Safe Environment for Every Kid (SEEK)   www.umm.edu/pediatrics/seek_project.htm 
Devoted to reducing child maltreatment, SEEK provides hands-on training, measures focused on parents’ 
well-being, educational handouts for parents, and research updates.

Delaware Division of Public Health (DDPH)   http://dhss.delaware.gov
7KH�ȴUVW�6WDWH�LQLWLDWLYH�WR�UHFHLYH�PDQGDWHG�OHJLVODWLYH�IXQGLQJ��''3+�VHUYHV�DV�D�PRGHO�RI�DGYRFDF\�
supported by diverse professional groups. Delaware provides high quality online screening tools—
without cost to providers. 

State and District Chapters of the American Academy of Pediatrics   www.aap.org
$$3� &KDSWHUV� KDYH� D� YDULHW\� RI� LQLWLDWLYHV� DQG� SURYHQ� VXFFHVVHV�� 7KH� VLWH� SURYLGHV� OLQNV� IRU� ȴQGLQJ�
information about each State. 

Chapter Comments: The above is hardly an exhaustive list of initiatives including those of many 
professional societies [e.g., the Ambulatory Pediatric Association’s efforts to establish curricula for medical 
students and residents; the National Association of Pediatric Nurse Practitioners (NAPNAP)’s focus on 
childhood literacy and developmental-behavioral pediatric care.] We’ve neither covered foundations nor 
government agencies that fund proposals in early detection and intervention (e.g., Robert Wood Johnson, 
Lucille and David Packard Foundation, Commonwealth Fund, etc.). So just know there is lots out there to 
help. 

We should also view the screening and surveillance measures we use, as initiatives in their own right. 
$FFXUDWH�WRROV�VKDSH�RXU�GHFLVLRQ�PDNLQJ��FOLQLFDO�DFXPHQ��DQG�ZLOOLQJQHVV�WR�ȴQG�UHVRXUFHV��2IWHQ�WKH�XVH�
of quality tests are and should be at the heart of each initiative designed to detect and address children’s 
DQG�IDPLOLHVȇ�GLɚFXOWLHV��

The diverse projects described in this chapter provide evidence-based examples of how to care for the 
developmental-behavioral needs of families and children. Professionals designing new initiatives are 
encouraged to capitalize on existing ones by viewing them carefully, and by contacting those involved to 
gather details on what worked.

National, State and local initiatives are inextricably engaged, not only in creating and testing models 
for early detection and intervention, but also with training and implementation. As a consequence, such 
initiatives also serve as fundamental sources for advocacy on various ways to do the best for children and 
families. 
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INTRODUCTION
Needless to say, the United States of America is not the only nation with an interest in promoting early 
detection and intervention. In this chapter we describe work conducted in other countries along with 
several cross-nation initiatives. There is much to be learned from the various ways other countries 
offer services, the types of programs provided, the training methods deployed, and how outcomes are 
assessed. The descriptions below are hardly exhaustive but provide a sample of diverse efforts and 
inventive solutions. 

Healthcare service arrangements in other nations differ substantially from those in the US and suggest 
alternative approaches to helping children and families. For example, in England and Australia physicians 
care for families and children who are unwell, while nurses (e.g., health visitors or maternal child health 
workers) see families in their homes, screen children, advise parents about developmental-behavioral 
issues, and make recommendations to physicians about needed resources. Home-visiting approaches 
afford nurses an opportunity to view developmental-behavioral issues without the distractions of a 
concomitant healthcare agenda (such as primary care well-visits in the US). Such an approach is known 
to improve the accuracy of clinical decision-making. But in many ways, service delivery systems in 
England and Australia are similar to those US initiatives involving home visiting, although home-visiting 
programs in the US are not wide-spread because they usually involve targeted populations (e.g., single, 
low-income parents).1

Most international initiatives begin with a thorough review of research, rather than starting with clinical 
opinion. Empirical evidence is then used to devise policy and implementation approaches. Almost all 
international initiatives involve an ongoing research agenda including outcomes monitoring. Data is 
then used to adjust policy. Researchers outside the US seem to have less consternation about industry-
academic partnerships, and so avail themselves of test authors’ expertise in psychometry (and the often 
needed changes to test standardization). Nevertheless, in all nations, members of professional societies 
and researchers increasingly consider the effectiveness of policy recommendations as applied in real 
life settings.2 The many US initiatives have much of value to share with international researchers and 
policy makers and the US has much to learn from the efforts of other countries. Figure 18-1 is a map 
showing the locations of the international initiatives described.

Figure 18-1. Locations of International Initiatives

(C) 2002 Free Software Foundation, Inc. Boston, Massachusetts and  used with permission.

1. Bhutan
2. Phillipines
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The RepUblIC Of The phIlIppINes
Jacqueline O. Navarro, MD, DPPS, FPSDBP, MClinEpid, Philippine Society for Developmental and Behavioral 

Pediatrics

The Philippines is an archipelago of more than 7,000 islands housing the twelfth most populous nation 
in the world (with approximately 91 million citizens, plus another 10 million living abroad). Claimed by 
Spain in 1521 by Ferdinand Magellan (who introduced to Europe such Filipino crops as corn, tomatoes, 
chili peppers, potatoes and pineapples), the Philippines was subsequently occupied by Japan and the 
United States. As a consequence, numerous languages are spoken including Visayan, Spanish, Arabic and 
PDQ\�PRUH��DOWKRXJK�WKH�RɟFLDO�ODQJXDJHV�DUH�)LOLSLQR��DOVR�NQRZQ�DV�7DJDORJ��DQG�(QJOLVK��/LWHUDF\�
rates are high: Approximately 92% of the population reads well, and life expectancy averages 71 years 
(www.indexmundi.com, accessed October, 2012). 

The Philippines achieved independence in 1946 and created a constitution similar to that of the United 
States: A bicameral congress, an executive branch, and a supreme court. Although subverted by the 
Marcos regime in the 1980s, The Republic of the Philippines now enjoys many laws supporting the rights 
of individuals with disabilities and establishing early intervention services including quality child care, 
parent training, developmental promotion and outcomes monitoring. Below are highlights of important 
legislation.

Magna Carta for Disabled Persons
In 1992, Republic Act Number 7277 or Magna Carta for Disabled Persons was approved.3 It granted the 
rights and privileges of persons with disabilities that included access to employment, education, health 
and auxiliary services, among others. The law has in its policy the provision of special education in the 
public schools for the vision- and hearing-impaired, those with intellectual and other disabilities. The 
ODZ�DOVR�SURYLGHG�ȴQDQFLDO�DVVLVWDQFH�WR�HFRQRPLFDOO\�PDUJLQDOL]HG�SHUVRQV�ZLWK�GLVDELOLWLHV��YRFDWLRQDO��
technical or other training programs and non-formal education. The Magna Carta for Disabled Persons 
was subsequently amended in 2007 and expanded the privileges of persons with disabilities including 
discounts on various services such as medical, dental, entertainment, transportation and food.4 

The Early Childhood Development Project
The Early Childhood Development Project was approved in 1998 through funding from the National 
Government, the World Bank, the Asian Development Bank and the Asian Development Fund. The lead 
agency was the Department of Social Welfare and Development working in close coordination with the 
Department of Health, Department of Education and the Council for the Welfare of Children. The main 
purpose of the Project was to give support to the government’s efforts to “improve child survival and 
increase readiness for productive life.”5 The project eventually paved the way for The Early Childhood 
Care and Development Act.6

The project was designed to implement the government’s ten-year National Early Childhood Development 
Program to strengthen child health, nutrition and early education programs.6 Improving child survival, 
nutrition and health service packages involved the integrated management of childhood illnesses, 
expanded immunization programs, supplemental feeding, micronutrient supplementation, and 
GHZRUPLQJ��7R�SUHSDUH�FKLOGUHQ�IRU�HQWUDQFH�WR�ȴUVW�JUDGH��WKH�3URMHFW�DOVR�SURYLGHG�DQ�LPSURYHG�HLJKW�
week early childhood education curriculum. 

A Parent Effectiveness Service was then established to improve the skills of daycare and child 
development workers. Two monitoring tools were developed: (1) the Mother and Child Book used to 
monitor the services received during pregnancy, postpartum and from birth to 6-years-old; and (2) the 
Early Childhood Care and Development Checklist which was used to monitor children’s progress in terms 
of health, nutrition and psychosocial development from birth to 6-years-old.

The Asian Development Bank progress report from June 2005 reported an increase in daycare 
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attendance from 17% in 2001 to 34% in 2003, although attendance remained below the 75% benchmark. 
Improvements in some aspects of psychosocial skills were found, particularly in gross motor development 
in the 0 to 4-year age-range. 

The Early Childhood Care and Development Act
The Early Childhood Care and Development (ECCD) Act was signed into law in 2000.6 The ECCD Act requires 
the State to promote: (a) the rights of the children to survival, development and special protection; (b) 
SDUHQWV�LQ�WKHLU�UROHV�DV�SULPDU\�FDUHJLYHUV�DQG�DV�WKH�FKLOGUHQȇV�ȴUVW�WHDFKHUV��DQG��F��D�1DWLRQDO�6\VWHP�
for Early Childhood Care and Development. The National System involved the collaboration of sectors 
and agencies at the national and local government levels, service providers, families, communities, 
public and private sector, non-governmental organizations, professional associations and academic 
institutions. It includes children birth to six-years-old and children with special needs. 

Among the objectives of the ECCD Act that are pertinent to child development, include enhancement of 
the physical, social, emotional, cognitive, psychological, spiritual and language development of young 
children, enhancement of the roles of parents and caregivers as the primary caregivers and educators 
of their children from birth onward, facilitation of a smooth transition from home care and education to 
community or school-based setting and to primary school. 

The ECCD System framework includes center- and home-based programs. The center-based programs 
include daycare and preschool services among others. The home-based programs include parent 
education, playgroups and home visitation.

The gains and challenges of the ECCD Act were described by the ECCD Council.7 The policy framework 
and implementation mechanisms as iterated in the law, enable inter-agency coordination. Enforcement 
UHPDLQV�D�FKDOOHQJH�GXH�LQ�SDUW�WR�ODFN�RI�SROLWLFDO�FRPPLWPHQW�DQG�ȴQDQFLQJ�FKDOOHQJHV��

The Newborn Screening Act of 2004
The Newborn Screening Act of 2004 institutionalized the National Newborn Screening System to ensure 
that every baby born in the Philippines is offered newborn screening. The Act provided for the integration 
of newborn screening into the public health delivery system and promoted awaremenss among health 
SUDFWLWLRQHUV� DQG� SDUHQWV� RI� WKH� EHQHȴWV�8� 1HZERUQ� VFUHHQLQJ� LQ� WKH� 3KLOLSSLQHV� LV� IRFXVHG� RQ� ȴYH�
diseases: congenital hypothyroidism, congenital adrenal hyperplasia, galactosemia, phenylketonuria 
DQG�JOXFRVH���SKRVSKDWH�GHK\GURJHQDVH�GHȴFLHQF\��

The Newborn Screening System is composed of six program components: (1) education; (2) screening; 
(3) early follow up; (4) diagnosis; (5) management; and (6) evaluation. The management component 
includes counseling, treatment monitoring and long-term follow up. The evaluation component is under 
construction with plans to periodically assess developmental outcomes for all children who test positive 
IRU�DQ\�RI�WKH�ȴYH�GLVHDVHV��

Philippine Professional Societies
The many professional societies in the Philippines have convergent policy statements. The Philippine 
Pediatric Society (PPS) recommends developmental surveillance at each well-child visit: Monthly in 
WKH� ȴUVW� VL[�PRQWKV� RI� OLIH�� DW� ���� ����� ����� ����� ���PRQWKV�� DQG� DQQXDOO\� WKHUHDIWHU�9,10 Developmental 
surveillance activities are similar to those in the American Academy of Pediatrics policy statement but 
ZLWK�DGGLWLRQDO�HPSKDVLV�RQ�UHG�ȵDJV�LQ�HDFK�GHYHORSPHQWDO�GRPDLQ��7KH�336�SROLF\�VWDWHPHQW�LV�DOVR�
supported by the Philippine Ambulatory Pediatric Association.11,12
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The Philippine Society for Developmental and Behavioral Pediatrics (PSDBP)
In response to laws, mandates and statements from other professional societies, the PSDBP  
(www.devpedphil.org) embarked on an initiative to increase use of screening tools among primary care 
providers. In preparation, the PSDBP conducted numerous studies beginning with translations into 
Filipino and Visayan of Parents’ Evaluation of Developmental Status and the 0RGLȴHG�&KHFNOLVW�RI�$XWLVP�
in Toddlers, followed by careful vetting with clinicians, clinic staff and families. Next up, the PSDBP 
studied parent and provider satisfaction, feasibility, compared US incidence to that of the Philippines, 
and viewed validity by having children assessed by subspecialists whether or not screening results 
were problematic (see www.pedstest.com�IRU�DEVWUDFWV�RI�WKH�YDULRXV�VWXGLHV���*LYHQ�IDYRUDEOH�ȴQGLQJV��
the PSDBP negotiated a co-publishing contract to ensure the local availability of screening tools in the 
languages needed. 

Next, the PSDBP initiated a training program for general pediatricians focused on developmental 
screening and surveillance. Inaugurated at the PSDBP’s 4th Biennial Convention in 2007 and entitled, 
“Developmental Surveillance: Empowering the Frontlines of Child Care,” training began in 2008 with 
general pediatricians from the southern part of the Philippines. In 2009, the program was made available 
to other general pediatricians in the Metropolitan Manila area.

PSDBP Training Initiative. The training program on developmental screening and surveillance 
consists of a workshop that includes:

1. A lecture discussing the value of developmental screening and surveillance;

2. Case examples along with practice administering, scoring and interpreting two screening tools;

3. Group discussion on two sample cases;

4. A post-test in which pediatricians independently score and interpret screens. If competency is not 
demonstrated, additional practice with guidance is provided;

5. A group feedback session (within which participants have stated routinely that developmental 
surveillance and use of screening tools were practical and useful in their general pediatric practice).

7KH�0HGLFDO�&LW\��D�WHUWLDU\�KRVSLWDO�LQ�0HWURSROLWDQ�0DQLOD�ZDV�WKH�ȴUVW�WR�LQVWLWXWLRQDOL]H�GHYHORSPHQWDO�
screening and surveillance through its Center for Developmental Pediatrics.13 The Center offers a full 
range of services beginning with developmental screening using standardized tools. All families referred 
for screening are counseled about developmental promotion and subsequently referred for language 
promotion or basic behavior management classes. Children who pass developmental screening tools are 
scheduled for follow-up screening in accordance with the well-visit schedule. Children with problematic 
screening results are referred for further evaluation with developmental pediatricians. A follow-up 
study on how well pediatricians are using screening tools is in progress.

GalICIa, spaIN
Dr. Jaime Ponte, MSc, Disability Unit, Unidad de Valoración de Discapacidades,

 Xunta de Galicia, Spain

Galicia is one of several autonomous self-governing regions within Spain’s Iberian Peninsula. Galicia is 
bordered to the north and west by the Atlantic Ocean and Bay of Biscay, to the south by Portugal, and 
to the east by other autonomous communities such as Castile and León. Home to about three million 
people, two languages are commonly spoken, Castilian Spanish and Galician (which shares roots with 
Portuguese and other Romance Languages). Galicia embraces numerous archipelagos and islands, 
mountains, rivers, mineral resources, hydroelectric dams and deep-water ports that are an essential part 
of the economy. But Galicia’s terrain also creates challenges in the delivery of health care and education 
services. Nevertheless, 76% of Galician’s have at least a high school education: School is compulsory at 
ages 6- through 16-years, and optional, but also publicly funded, from birth to 6-years of age. Priority 
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enrollment in the 0 to 6-year age-range is given to children who are socially disadvantaged or whose 
parents are employed and in need of daycare. In Galicia, and throughout Spain, there is a constitutionally-
guaranteed single-payer health system (ranked in the top 10 by the World Health Organization) in which 
there are no out-of-pocket expenses except for medications. Only 10% of the population use and pay for 
private care. 

7R�GHVLJQ�DQG�H[SORUH�DQ�HIIHFWLYH�XQLYHUVDO�VFUHHQLQJ�DQG�VXUYHLOODQFH�SURFHGXUH�IRU�HDUO\�LGHQWLȴFDWLRQ�
and attention of developmental disorders in young children, the A_Tempo project was created. A_Tempo 
project directors reviewed voluminous studies on models of care (most particularly projects in Norway 
and the US). Their working premise was that early detection would improve greatly by gathering and 
objectifying the concerns of parents, educators and early intervention specialists (usually referred to as 
tutors). To initiate the project, researchers developed translations of various standardized tools. Next, 
an early intervention specialist was assigned to every school to explain and implement the screening 
program with school staff and parents and to observe children’s development and behaviour in 
classrooms across three months (completing 12 hours of observation in every classroom). 

A_Tempo includes a three-stage approach in which parents’ concerns were gathered with Parents’ 
Evaluation of Developmental Status and teachers, blinded to parents’ concerns, self-administer a rating 
form through which they are required to select those children whom they consider developmentally at 
risk. Follow-up was conducted with the $JHV�	�6WDJHV�4XHVWLRQQDLUH and the sample included children 
deemed at risk by either parents or teachers, as well as those without risk.14,15 Next, early intervention 
specialists (guided by previous data and classroom observations) rated each child in the sample as “high 
risk,” “at-risk” and “no concern.” Throughout the four-month process involving 1,089 children ages 6- to 
42-months, the opinions of teachers and parents were culled. Finally, overall results were compared to 
86�DQG�1RUZHJLDQ�VWXGLHV�WKDW�XVHG�D�VLPLODU�HDUO\�LGHQWLȴFDWLRQ�SDUDGLJP��VHH�7DEOH��������

Table 18-1. A_Tempo Screening Model 

Universal screening 
All children

Risk Group + Control 
Groups

High Risk -Risk -No concern 
Groups

Stage 1 Stage 2 Stage 3

Families-PEDS

Teachers-EDS

ASQ at school El tutors

A_TEMPO MODEL

4 months

AGAT 2009

ᇑ
ᇑ

ᇑ

ᇑ
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3UHOLPLQDU\�DQG�ȴQDO�UHVXOWV�RI�WKH�LQLWLDO�LPSOHPHQWDWLRQ�RI�D�WKUHH�VWDJH�XQLYHUVDO�VFUHHQLQJ�V\VWHP�
in Galician pre-primary schools apparently have been successful.16,17 Parents, educators, and early 
intervention specialists welcomed the opportunity to provide their observations and points of view 
on children’s development and to access specialized services or follow-up for children as indicated. 
Gathering parents’ and educators’ input easily ruled out children with developmental delays. Children 
selected as “at risk” by parents and teachers, when formally screened in the second stage using the 
Spanish translation of the $64��KDG�VLJQLȴFDQWO\�ORZHU�$64 scores in all developmental domains than 
the random sample of children categorized as “no concerns.” Mean $64 scores in this latter group 
ZHUH�VLPLODU�DQG�IROORZHG�D�YHU\�FORVH�SURȴOH�WR�WKRVH�RI�86�DQG�1RUZHJLDQ�VDPSOHV��7KH�$64 results 
DQG�HDUO\�LQWHUYHQWLRQLVWVȇ�UDWLQJV�VLJQLȴFDQWO\�FRUUHFWV�IRU�RYHU�UHIHUUDOV�IURP�SDUHQWVȇ�DQG�WHDFKHUVȇ�
UDWLQJV��UHȴQHV�W\SHV�RI�ULVN��DQG�WKH�FRXUVH�RI�DFWLRQ�QHHGHG��

In comparing the performance of Galician children to those in Norway and the United States, Galician 
children performed less well (lower means and larger standard deviations) on the $64. Differences 
are likely attributable to the predominance of socially disadvantaged children in the Galician sample. 
,Q�DGGLWLRQ�� WKHUH�ZHUH�GLIIHUHQFHV� LQ�ȴQH�PRWRU�DQG�SUREOHP�VROYLQJ�VNLOOV� WKDW�PD\�UHȵHFW�FXOWXUDO�
differences in the Galician preschool curricula. As a consequence, additional research is underway to 
establish unique cut-off scores for Galicia (a process also required in Norway, Taiwan, and Korea). 

A_Tempo research provided interesting information about how parents, teachers, and early intervention 
VSHFLDOLVWV�DWWHQG�WR�FKLOGUHQȇV�GHYHORSPHQW��3DUHQWV�IRFXVHG�RQ�FRPPXQLFDWLRQ�DQG�ȴQH�PRWRU�VNLOOV��
teachers attended more to gross motor and problem-solving tasks; while early intervention specialists 
focused on communication, personal-social and problem-solving areas. Diachronic analysis (meaning 
research over time) of correlations across all three raters/tools, points to moderate but meaningful 
changes in the predictive accuracy of families, educators and tutors. In other words, despite using different 
measures, results tended to converge over time. This suggests that use of screening tools improved 
observation skills, and facilitated communication and cooperation among the three groups—supporting 
WKH�ZRUNLQJ�SUHPLVH�RI�$B7HPSRȇV�SDUDGLJP��,Q�DGGLWLRQ��WKH�SURMHFW�LQFUHDVHG�HDUO\�LGHQWLȴFDWLRQ�UDWHV�
via a process that was simple and satisfactory to all stakeholders. 

pReveNTIve ChIlD healTh seRvICes IN ICelaND
Jóhanna Ella Jónsdóttir, Educational Testing Institute;

�*HLU�*XQQODXJVVRQ��6XUJHRQ�*HQHUDO�DQG�'LUHFWRUDWH�RI�+HDOWK��5H\NMDY¯N��,FHODQG

The Republic of Iceland is an island in the North-Atlantic Ocean with a population of about 315,000 who 
are primarily of Norse and Gaelic descent. Only 8% of its population is foreign-born. Iceland is one of 
the most geologically active places on earth (the term “geyser” is Icelandic) and has regular volcanic 
eruptions, earthquakes, and geothermal hot springs due to its placement on the rift between the rapidly 
separating Eurasian and North American tectonic plates. Despite its latitude just below the Arctic Circle, 
the Gulf Stream tempers Iceland’s climate creating mild winters and cool summers. About two-thirds of 
the population live in the Reykjavík capital area in the southwestern part of the country. Education is 
compulsory for children 6- to 16-years and all have the right to upper secondary education in Icelandic 
XQLYHUVLWLHV��,FHODQGLF�LV�WKH�RɟFLDO�ODQJXDJH�EXW�FKLOGUHQ�DUH�UHTXLUHG�WR�OHDUQ�(QJOLVK�DQG�'DQLVK�LQ�
school. The government is the world’s oldest parliamentary democracy, established in the 10th century. 
7KH� ,FHODQGLF�QDPLQJ� WUDGLWLRQ�ZKHUHLQ� HDFK� FKLOGȇV� ODVW�QDPH� LV� D� FRPELQDWLRQ�RI� WKH� IDWKHUȇV�ȴUVW�
name plus “-dottir” or “-sson” means that last names are rarely used. Births to unwed mothers are not 
stigmatized and same-sex marriage is legal.

Iceland has a mixed market economy and a Nordic welfare system that provides universal health care 
and education to its citizens. The Nordic countries rank globally as those with the lowest infant mortality 
rates (IMR) that partly illustrate their good socio-economic development; the IMR in Iceland is now 
just less than 3 per 1000 live births. In recent years, Iceland has been one of the wealthiest and most 
developed nations in the world. In the Human Development Index (HDI) for 2007/08, it ranked highest 
out of 177 countries. The economic downturn of 2009 - 2011 dropped Iceland’s ranking, although it still 
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remains in the top 93% of nations in terms of life-span, health and wealth.18

The Icelandic Healthcare System
The Health Care Service Act of 2007 states that all Icelanders should have the most perfect healthcare 
service available to them at all times, with the goal of protecting the mental, physical, social health, and 
general well-being of all Icelandic people. The Act also states that primary healthcare centres, mainly 
staffed by medical practitioners, nurses and midwives, should provide curative and preventive health 
services, accessible to all.19 One of the cornerstones of the preventive work in the health centres is directed 
to mothers and young children with the aim of early detection and intervention as found appropriate.20

Preventive Health Services for Young Children
Preventive child health services in Iceland have, since the 1920s, been an integral part of normal care 
DQG�XS�EULQJLQJ�RI�SUHVFKRRO�FKLOGUHQ��7KH�ȴUVW�JHQHUDO�JXLGHOLQHV�IRU�SUHYHQWLYH�FKLOG�KHDOWK�VHUYLFHV�
were published by the Directorate of Health in 1984, revised in 1996, and again in 2009.20 The services 
are run by the state, free of charge, and clearly appreciated as evidenced by the high participation rate: 
Services are attended by about 90% - 95% of all children for each planned visit. The main objective of 
visits is to monitor the growth and general development and well-being of children and to give targeted 
age-adapted health education.

In line with national guidelines, families of newborns are offered home visitation by a nurse as needed, 
most often two to four times postpartum.20 Additional services by nurses and medical practitioners are 
delivered within a framework of organized visits to the health centre at the ages of 6-weeks and 3-, 5-, 
6-, 8-, 10-, 12-, and 18-months and at 2½- and 4-years of age, with further visits in case of need. During 
visits, health professionals discuss with parents their children’s overall appearance and well-being, 
and offer consultation and advice as necessary. Information about nutrition, sleep, crying, fussiness, 
comforting, teething, hearing, family bonding, stimulation, accident prevention, other environmental 
IDFWRUV�OLNH�VPRNLQJ�DUH�SURYLGHG�YLD�OHDȵHWV�RU�RWKHU�PHDQV�RI�FRPPXQLFDWLRQ�DQG�HGXFDWLRQ��3DUHQWV�
are also informed about safe practices concerning swimming, cycling, the use of strollers and car seats. 
All through the program, information regarding best parenting practices is given to parents.

One of the most important innovations introduced in the 2009 edition of the guidelines aimed to improve 
and standardize surveillance of child development in all health centres in the country. This includes the 
introduction of two new screening tools in the services, i.e., the Parents’ Evaluation of Developmental Status 
(PEDS) and the Brigance Screens for all 2-, 4- and 5- year-old children with PEDS used alone at 18-month 
visits. This change of practice is the result of extensive consultation among health professionals as well 
as a positive outcome of a pilot-test among 5-year-old children.21 The tools were translated and slightly 
adapted to the Icelandic setting (e.g., on the Brigance Screens, images of people, stoves, refrigerators and 
milk cartons all needed to be adapted to ensure familiarity to Icelandic children). And, because there 
are no snakes in Iceland, we included “worms” as an acceptable response for the vocabulary questions 
IRU�ZKLFK�D�SLFWXUH�RI�D�VQDNH�LV�WKH�VWLPXOL��0HDVXUHV�ZHUH�SLORW�WHVWHG�LQ�ȴYH�KHDOWK�FHQWUHV��EHIRUH�
a nationwide introduction in late 2009. The screening tools were also incorporated in the electronic 
child health record called Saga which is the Icelandic patient journal system used by all governmental 
health services. The data are electronically retrieved and analysed in collaboration with the Educational 
Testing Institute in Iceland. 

One of the options under scrutiny is the effectiveness of gated screening, i.e., using PEDS for all well-
visits followed by the Brigance Screens in case of parental worries. Implementation in daycare services 
is under consideration due to high participation rates in Icelandic preschools. In all cases, if screens 
indicate probable problems, children are referred for further assessment, either to specialists or 
interdisciplinary teams within the primary healthcare services. The most important of such teams is 
within the Centre for Child Development and Behavior (CCDB) in Reykjavík capital area.22 The CCDB 
SURYLGHV�VHUYLFHV�WR�FKLOGUHQ�ZKR�GHYLDWH�IURP�WKH�QRUP�RU�KDYH�VLJQLȴFDQW�SUREOHPV�LQ�GHYHORSPHQW�
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or behavior. An interdisciplinary team provides an individual approach with analysis, consultation, 
treatment and education for parents until the child reaches the age of 12 years. The CCDB is in an 
organized and professional collaboration with the educational, social and health services in Iceland. 
The services are free of charge except for a small fee for courses or workshops for parents. Out of the 
capital area, there are other smaller inter-disciplinary teams, supported by CCDB or other specialists 
from Reykjavík.

It is estimated that the prevalence of mental health disorders among children and adolescents who need 
help is about 12% - 15% and 2% - 5% have severe mental health problems.23�7KH�SUHYDOHQFH�ȴJXUHV�DUH�LQ�
line with those found in neighbouring countries, (e.g. Finland).24 Those with severe mental disorders are 
referred to the Child Psychiatric Clinic (BUGL) within the National Hospital of Iceland. In addition to in-
patient services, ambulatory services are available, including a home visiting team. BUGL also supports 
services within health centres for children with mental disorders.25 In case of suspected autism spectrum 
disorder, motor disorders and/or mental retardation, children are referred to the State Diagnostic and 
Counseling Centre in Iceland. It serves children and adolescents with a disability wherever they live in 
the country, according to national law (Act nr. 83/2003).26

If assessment of children raises concern about speech development or hearing problems children are 
referred to The National Hearing and Speech Institute of Iceland for further assessment and treatment.27 
Children diagnosed with disabilities have the right to special assistance throughout their youth, pursuant 
WR�ODZV�DERXW�WKH�DIIDLUV�RI�WKH�GLVDEOHG��7KH\�HQMR\�WKH�VHUYLFHV�RI�WKH�5HJLRQDO�2ɟFHV�IRU�WKH�1HHGV�
RI�'LVDELOLW\�RU�VXSSRUW�IRU�WKH�GLVDEOHG�XQGHU�WKH�DXVSLFHV�RI�WKH�PXQLFLSDOLW\��5HJLRQDO�2ɟFHV�DOVR�
provide counseling and assistance for parents (e.g., in applying to the State Social Security Institute for 
caregivers’ support due to increased expenditure related to children’s disabilities).26

Conclusions: Icelandic Services for Young Children 
Preventive child health services in some high income countries, (e.g. Sweden and the UK) have in recent 
years been criticized for lack of evidence for the services offered. Rather than disentangle current services, 
in Iceland we have sought ways to improve our child-focused preventive services with universalism that 
enjoys high parental compliance and appreciation. The regular visits are an excellent entry point with 
age-adapted health promotion and support to parents and children. The visits are also one of the means 
the state has to support children to be successful learners, both in the preschool and compulsory school 
settings, and later, to become healthy and productive individuals.

fIjI: pRelImINaRy expeRIeNCes IN DevelOpmeNTal sURveIllaNCe  
Of NICU GRaDUaTes

.DWH�0LOQHU��0'��)LML�1HZERUQ�,QWHJUDWHG�&DUH�,QLWLDWLYH��&HQWUH�IRU�,QWHUQDWLRQDO�&KLOG�+HDOWK��5R\DO�
&KLOGUHQȇV�+RVSLWDO��8QLYHUVLW\�RI�0HOERXUQH��3DUNYLOOH��9LFWRULD��$XVWUDOLD

Based on the prevalence of stunting and extreme poverty, the 2007 Lancet Child Development Series 
LQGLFDWHG�WKDW������PLOOLRQ�FKLOGUHQ�XQGHU�WKH�DJH�RI���\HDUV�LQ�(DVW�$VLD�DQG�WKH�3DFLȴF�DUH�IDLOLQJ�WR�
reach their developmental potential.28�,Q�3DFLȴF�,VODQG�FRXQWULHV��WKH�FKDOOHQJHV�IDFHG�E\�FKLOGUHQ�ZLWK�
developmental disabilities and their families are increasingly recognized.29

)LML� LV�D�PLGGOH�LQFRPH�FRXQWU\�DQG�WKH� ODUJHVW� LQ� WKH�6RXWK�3DFLȴF��ZLWK�DQ�HVWLPDWHG�SRSXODWLRQ�RI�
854,000 people.30 Fiji consists of 332 islands spread out over 1.3 million square kilometres in the South 
3DFLȴF��DOWKRXJK�WKH�SRSXODWLRQ�LV�FRQFHQWUDWHG�RQ�WKH�WZR�ODUJHVW�LVODQGV��9LWL�/HYX�DQG�9DQXD�/HYX�30 
Approximately 51% of the population live in urban areas, especially in and around Suva, the national 
capital.30,31 The population consists of ethnic Fijians (57%) and Indo-Fijians (38%), with a minority of 
other ethnic groups.30� 7KH� WKUHH� SUHGRPLQDQW� ODQJXDJHV� DUH� (QJOLVK� �WKH� RɟFLDO� QDWLRQDO� ODQJXDJH��
along with Fijian and Fiji-Hindi.
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Primary school enrolment in Fiji is almost universal and 40% of 18-year-olds are enrolled in secondary 
VFKRRO��$OWKRXJK�����LV�D�ORZ�ȴJXUH��LW�UHSUHVHQWV�D�VLJQLȴFDQW�LPSURYHPHQW�DFURVV�VHYHUDO�GHFDGHV��
There are no gender differences in enrolment rates; adult literacy is 94%, as estimated from recent 
census data.30,32

2YHU�D�QXPEHU�RI�GHFDGHV�WKHUH�KDYH�EHHQ�VLJQLȴFDQW�LPSURYHPHQWV�LQ�FKLOG�KHDOWK��DOWKRXJK�UHFHQWO\�
progress has slowed due to political instability, economic downturn, and other factors.32 Estimated 
PRUWDOLW\�UDWHV�IRU�LQIDQWV�DQG�FKLOGUHQ�XQGHU�ȴYH�\HDUV�DUH�������DQG������SHU������OLYH�ELUWKV�UHVSHFWLYHO\��
and have halved since the 1960’s.32,33 Due to improved child survival in Fiji, there is increasing focus on 
causes of childhood morbidity including developmental disabilities and the long-term sequelae of major 
childhood illness.

The Fiji Newborn Integrative Care Initiative is a collaborative project of the Fiji Ministry of Health and the 
University of Melbourne. Its aims are to establish strengthened systems of developmental surveillance 
DQG�HDUO\�LQWHUYHQWLRQ�IRU�JUDGXDWHV�RI�1HRQDWDO�,QWHQVLYH�&DUH�8QLW��1,&8���$V�D�ȴUVW�VWHS�LQ�WKLV�SURFHVV��
we are currently undertaking research to assess the long-term health and developmental outcomes for 
a cohort of NICU graduates and “control” newborns in Fiji.

Currently, developmental screening using a non-validated milestone checklist occurs as part of routine 
maternal and child-health checks during infancy. Nevertheless, once the checklist is completed, there 
is no standardised process of referral to (the very limited) locally-available early intervention services. 
This system has not been formally assessed and there are anecdotal concerns amongst health workers 
about its effectiveness.

Epidemiological data that accurately describe the needs of high-risk newborns in Fiji is lacking. In order 
WR�DGGUHVV�WKLV�UHVHDUFK�JDS�LQ�D�V\VWHPDWLF�DQG�VWDQGDUGLVHG�PDQQHU��DQ�LPSRUWDQW�ȴUVW�VWHS�IRU�RXU�
research project has been the selection, translation and piloting of appropriate developmental screening 
tools. The following is a brief description of challenges experienced in this work to date.

Tool Selection
For the purposes of our research, we required a general developmental screening tool that was 
appropriate for a medically “high risk” population that could be used from birth to primary school-
age. An initial question in selecting an appropriate tool was whether to use an instrument that had 
EHHQ�GHYHORSHG�DQG�VWDQGDUGLVHG�LQ�D�KLJK�LQFRPH�VHWWLQJ�RU�WR�IXUWKHU�GHYHORS�D�QRYHO�WRRO�VSHFLȴFDOO\�
developed for resource-limited settings.

After reviewing available published literature, we considered several tools that had been developed 
VSHFLȴFDOO\�IRU�UHVRXUFH�OLPLWHG�VHWWLQJV�34-37 Perceived advantages of these tools included the feasibility 
of instruments which are low-cost, readily available, and easy to administer in settings where resources 
are few, as well as greater emphasis on prevalent health conditions relevant to child development in 
resource-limited settings (e.g. undiagnosed sensory impairments, seizures, malnutrition).

Nevertheless, in many cases such tools were still in a development phase or were incompletely 
VWDQGDUGLVHG�DQG�YDOLGDWHG��,Q�RWKHU�FDVHV��WRROV�WKDW�KDG�EHHQ�YDOLGDWHG�DQG�QRUPHG�ZHUH�VSHFLȴF�WR�D�
particular context and could not be easily adapted to another ‘resource-limited’ but otherwise completely 
different setting.34-37 Since any tool used would clearly need to be adapted to the local context, we decided 
to consider tools which are psychometrically robust, even if they had previously been normed and 
standardised in ‘high-income’ settings.

We then reviewed measures with adequate psychometric properties, as detailed in the American 
Academy of Pediatrics algorithm for developmental surveillance, and attended particularly to those 
used internationally as well as in follow-up of NICU populations. In discussion with local paediatric 
staff, several potentially relevant screening tools were selected for informal piloting with patients on the 
general paediatric wards. 
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Piloting
A small team of junior medical and nursing staff were then trained in the use of the $JHV�DQG�6WDJHV�
4XHVWLRQQDLUH�� %ULJDQFH� 6FUHHQV�� 3DUHQWVȇ� (YDOXDWLRQ� RI� 'HYHORSPHQWDO� 6WDWXV� �3('6� and PEDS 
Developmental Milestones (PEDS:DM). It was clear during this informal piloting that several aspects of the 
health systems context were especially important in tool selection. In particular, we wanted a measure 
that could be easily implemented by nurses and junior medical staff in a busy paediatric outpatient 
department. Key pragmatic considerations also included limited time requirements for training, 
administration and scoring, low cost and need for minimal, easily replaceable materials.

Of the tools piloted, PEDS and the PEDS:DM were selected for further use and exploration within our 
research project. Local health staff who piloted developmental screening tools perceived as advantageous 
the simple structure of these tools, their ease and speed of administration. Other tools were excluded 
primarily due to the need for multiple questionnaires, need for expensive photocopying, and a perceived 
emphasis on formal pre-academic skills that were less applicable in the local context.

Translation
$OWKRXJK�(QJOLVK�LV�WKH�RɟFLDO�ODQJXDJH�LQ�)LML��)LMLDQ�DQG�)LML�+LQGL�DUH�ZLGHO\�VSRNHQ�DQG�WKH�SUHIHUUHG�
languages of many families.38 Therefore, we decided to translate PEDS and the PEDS:DM into each of 
these languages. This was a challenging task given limited resources, lack of linguistics background, 
together with awareness of the many different dialects of Fijian and Fiji-Hindi. Pragmatic guidelines 
produced by the PEDS Tools publishers in multiple prior translations of the tools provided a useful guide 
for this process.39

Translations were undertaken by several experienced paediatric nurses as well as a research nurse with 
extensive prior experience interviewing families. Discrepancies and variations between translators were 
settled by discussion and mutual agreement, and from this, a working translation was developed, which 
is now being further assessed. A similar process is being undertaken to develop a Fiji-Hindi translation. 
Nevertheless, there were initial problems with this translation due to an inappropriately high language 
DQG�UHDGLQJ�OHYHO��7KLV�DOHUWHG�XV�WR�WKH�QHHG�WR�ȴQG�SHUVRQQHO�ZLWK�SUDFWLFDO�H[SHULHQFH�ZLWK�IDPLOLHV��
i.e., someone who could translate accurately and appropriately for the target parent audience.

2WKHU�VSHFLȴF�LVVXHV�DULVLQJ�IURP�WKH�WUDQVODWLRQ�RI�PEDS included questions about the cultural responses 
to the use of the word “concerns” when asking parents about their children’s development. Cappiello et 
al highlighted the importance of empowering disadvantaged parents in low-income settings to express 
concerns about their children’s development.40 Although a working Fijian translation of PEDS has been 
developed, we await the results of our ongoing research to compare the effectiveness of general questions 
UHJDUGLQJ�SDUHQWDO�FRQFHUQV�ZLWK�PRUH�VSHFLȴF�PLOHVWRQHV�EDVHG�TXHVWLRQV��

Other items in both PEDS and the PEDS:DM�ZHUH�LGHQWLȴHG�DV�SRWHQWLDOO\�QHHGLQJ�DGDSWDWLRQ��DQG�ZH�
are exploring this further through our current research project. Examples include items focused on 
pre-academic skills, use of store-bought toys, dressing, particular linguistic concepts or types of play. 
Some of these translation challenges have been managed by substituting similar tasks (e.g. replacing 
the requirement to draw with a ‘crayon’ for drawing with a ‘pen’ or ‘stick’ or mentioning ‘blocks’ as 
well as ‘small objects’). Others items require further cultural and linguistic exploration (e.g., concepts 
of independent play in a traditional culture, appropriate linguistic substitutes for use of plurals and 
pronouns). The PEDS Tools research team advised us along the way. For example when a bright 4-year-
old stated, when we asked him to point to something purple, “That’s the color of sea-urchin blood.” He 
was correct, in a way, but we had to debate whether his was the term Fijians use to identify purple. It 
wasn’t! So this child’s answer demonstrated good receptive understanding of color words, but not the 
higher-level expressive skill of naming colors (at least not in conventional terms). So, we will continue 
to compare performance of PEDS/PEDS:DM tasks with comprehensive developmental assessments as a 
baseline for further adaptation of culturally-divergent items.
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Testing Procedures
Many cultural and procedural issues which are likely to impact assessment of children’s development 
are emerging during the piloting process. For example, many children travel long distances by boat and 
bus to reach hospital-based clinics, and are hungry and exhausted by the time they arrive. Children are 
often apprehensive about the hospital, strange toys and ‘games,’ and foreign doctors whose speech and 
appearance are different. These issues may well impact adversely the children’s performance. In this 
context, community screening undertaken by local nurses known to the family and who travel to the 
children’s homes or villages clearly has many potential advantages, although the human resource costs 
of sustaining outreach programs are a major challenge.

Validation, Standardisation and Adaptation
A key part of establishing our research involved consideration of what processes and tools for 
developmental screening and surveillance will be reliable, feasible and culturally appropriate in the 
local setting. Our work to date has focused on selection and translation of developmental screening tools. 
We are now in the process of validating these screening tools against comprehensive developmental 
assessments in our study population.

We realise that establishment of a system of developmental surveillance for high-risk newborns in 
Fiji will require further adaptation and local standardisation of established tools and procedures. We 
hope our preliminary research will serve as a platform for such work. Nevertheless, given resource 
limitations, there is a strong need for international collaboration and support to apply lessons learned 
to other vulnerable subgroups of children in our region and internationally.
*(See Chapter 19 for translation guidance)

pReveNTION aND eaRly IDeNTIfICaTION IN NORway
.DUL�6OLQQLQJ��3K'��1DWLRQDO�1HWZRUN�IRU�,QIDQW�0HQWDO�+HDOWK��2VOR��1RUZD\

Norway is a Scandinavian country with about 5 million inhabitants. Due to enormous oil and gas resources 
Norway has become one of the richest nations in the world. Health is given high priority in the national 
budget each year. According to Organisation for Economic Co-operation and Development, Norway is 
second in the world when it comes to per capita spending on health. Norway is repeatedly ranked among 
the top 10 of 164 countries on the Save the Children Annual Mothers’ Index (www.savethechildren.org). 
The top 10 countries attain very high scores for maternal and child health, education and economic 
status.

Prevalence of Mental Health Problems and Disorders Among Children

Studies using both checklists and diagnostic interviews found noticeably lower prevalence of symptoms 
and disorders among preschool and school-age children in Norway and other Scandinavian countries, 
than in many other western countries, including the US. Two recent studies conducted in Norway suggest 
that the prevalence of disorders among pre-schoolers and young school-age children is 7% (excluding 
encopresis).41,42  There are no prevalence rates available on psychiatric disorders among adolescents in 
Norway as yet. By combining results from several large scale studies in Norway, it is estimated that 15% 
to 20% of children and adolescents between 0 to 18-years have reduced functioning due to mental health 
problems.43 The lower prevalence of disorders among preschool and school-age children in Norway is 
not fully understood. However, there are obvious reasons to believe that low prevalence is related to 
VRFLRHFRQRPLF�IDFWRUV�VXFK�DV�WKH�PLQPDO�SRYHUW\�UDWHV��D�FRPSDUDWLYHO\�JHQHURXV�JRYHUQPHQW�ȴQDQFHG�
social security scheme, low rate of unemployment, one year paid maternity/paternity leave, and the 
existence of high quality center-based daycare for all children above the one-year of age. Although the 
average Norwegian enjoys good health, there are increasing social inequalities. Two Norwegian studies 
found emotional and behavioral disorders were more common among children whose parents did not 
live together or who had low socioeconomic status.
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The Norwegian Health Care System
The Ministry of Health and Care Services (HOD) has the overall responsibility for government policy on 
healthcare services. HOD is responsible for providing equitable quality healthcare services. The ministry 
directs these services by means of comprehensive legislation and annual budgetary allocations through 
various governmental institutions. The Norwegian Directorate of Health sets national guidelines in 
accordance with areas of high priority. These professional guidelines communicate what is considered 
WR�EH�JRRG�SUDFWLFH�ZLWK�DGYLFH�EDVHG�RQ�FXUUHQW�VFLHQWLȴF�NQRZOHGJH��7KH�JXLGHOLQHV�DUH�QRW� OHJDOO\�
binding to healthcare providers, but play a substantial role in shaping their decisions.

The public health system in Norway provides free antenatal care for pregnant women and free medical 
and dental services for children 0 to 18-years of age. Primary medical care for children and families is 
mainly provided by general practitioners (GPs). Pediatricians provide specialist medical care for children 
through referrals from GPs. Local government health authorities provide the municipalities with child 
health clinics and school health services. These are important low-threshold programs available for all 
children and youth, and are free of charge and mandated by law.

National Strategies
From 1999 to 2008 HOD had a national strategy focused on mental health.44 The overall aim was to improve 
services in municipalities and hospitals for all individuals with mental illness. According to an evaluation 
report from the Norwegian Research Council,43 the majority of main goals were reached, although areas 
IRU�LPSURYHPHQW�ZHUH�LGHQWLȴHG���D��WKH�QHHG�WR�H[SDQG�DQG�IXUWKHU�GHYHORS�ORZ�WKUHVKROG�VHUYLFHV�LQ�
municipalities by increasing the availability of psychological help, including having more psychologists 
DW�KHDOWK�FHQWHUV�DQG�*3�RɟFHV��DQG��E��WKH�QHHG�IRU�EHWWHU�FRRUGLQDWLRQ�FHQWHUHG�RQ�SDWLHQWVȇ�FRQFHUQV��
including better follow-up for patients who require long-term services via the establishment of Assertive 
Community Treatment Teams. A new health services reform was presented in the ongoing evaluation 
report from the Minister of Health and Social Affairs.

The current national strategy focuses on prevention and early intervention. The national healthcare 
plan is built on a vision that states, “Healthcare services should be located as close as possible to where 
people actually live.” Municipalities will be given greater responsibility for citizens’ health, and will play 
a new and more central role through the new Public Health Act. One of the aims is to strengthen local 
health promotion so that municipalities will be better able to carry out health monitoring, cross-sectoral 
cooperation, prevention and early intervention. Today many different organizational models are being 
tried out to co-locate family-related health services under the same roof. With one main entrance 
families with children can more easily get access to services such as the children’s health center, child 
physiotherapists, psychologists, child welfare and open daycare. Some municipalities have also included 
the Norwegian Labour and Welfare Service under the same roof. The hope is that co-localization will 
OHDG�WR�PRUH�FRRUGLQDWHG�VHUYLFHV�IRU�WKH�EHQHȴW�RI�FOLHQWV�

Child Health Clinics and the School Health Service
Although child health clinics and the school health service are important low-threshold schemes, the 
expanded mandate on health prevention and intervention raises concerns about whether there are 
DGHTXDWH�SHUVRQQHO�ZKR�DUH�VXɟFLHQWO\�WUDLQHG��7KH�FKLOG�KHDOWK�FOLQLFV�DUH�XVHG�E\�DOPRVW������RI�
SDUHQWV�ZLWK�LQIDQWV�DQG�WRGGOHUV��7KH�DYHUDJH�QXPEHU�RI�FRQVXOWDWLRQV�LV�HLJKW�GXULQJ�WKH�ȴUVW�\HDU�
of the child’s life. Each visit lasts 20 - 30 minutes. Regular checkups are offered when children are 1½-, 
2- and 4-years of age. Clinicians are mostly public health nurses and GPs. The GPs examine children at 
6-weeks, 6- and 12-months. In most clinics, physiotherapists are available for consultation if needed. 
There are still very few psychologists located at children’s health centers or in municipalities. Despite 
frequent health checkups, experience from research and clinical practice shows that too few at-risk 
FKLOGUHQ�DUH�LGHQWLȴHG�HDUO\��7KH�PDMRULW\�RI�FKLOGUHQ�ZLWK�V\PSWRPV�RI�GHYHORSPHQWDO�SUREOHPV�DQG�
PHQWDO�KHDOWK�GLVRUGHUV�DUH�ȴUVW�LGHQWLȴHG�DW�VFKRRO�DJH�ZKHQ�SUREOHPV�KDYH�EHFRPH�PRUH�FRPSOH[�
and serious.
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The School Health Service is mainly staffed by public health nurses. Some have supplementary training 
in child and adolescent mental health. In addition to vaccination and contraceptive counseling for 
youth, an increasing number of nurses offer support groups for children with divorced parents, and 
individual counseling for those with mild to moderate mental health problems. Further, nurses help 
with referrals to child and adolescent outpatient clinics (CAOC) in severe cases or to drug treatment 
FOLQLFV��6RPH�FRPPXQLWLHV�KDYH�WHVWHG�D�PRGHO�ZKHUH�SV\FKRORJLVWV�IURP�WKH�&$2&�KDYH�RɟFH�KRXUV�
at the school health service once or twice per week. The result of this alternative organization was that 
the psychologists received a large increase in the referrals of young patients. It was also found that the 
VHYHULW\�RI�WKH�SUREOHPV�LGHQWLȴHG�LQ�VFKRRO�VHVVLRQV�ZHUH�VLPLODU�WR�WKRVH�RI�WKH�\RXQJ�SDWLHQWV�WUHDWHG�
in treatment in outpatient clinics.45 

The Municipal Health Services Act §1-4 states that the municipal health service should maintain an 
RYHUYLHZ�RI�FRPPXQLW\�KHDOWK�VWDWXV�DQG�WKH�IDFWRUV�WKDW�LQȵXHQFH�LW��6WDII�DW�FKLOGUHQȇV�KHDOWK�FHQWHUV�
in Norway currently work in accordance with the National Guidelines for Antenatal Care46 and the 
Guidelines for Children's Health Centers.47 There is clear guidance about the themes requiring attention,  
but advisors have said little about which methods should be used in surveying and evaluating children's 
development, health and well-being. This causes the content and frequency of consultations to vary 
greatly from health center to health center and from provider to provider. Without national guidelines 
LW� LV� GLɟFXOW� WR� IXOȴOO� WKLV� QHZ� DFW�� ,W� LV� DOVR� FKDOOHQJLQJ� WR�PDNH� KLJK� TXDOLW\� FRPSDULVRQV� DPRQJ�
municipalities.

The Norwegian Knowledge Centre for the Health Services published a report compiled by a multi-
disciplinary clinical team focused on developmental, behavioral and emotional screening tools for 
children birth to six-years of age. Regional differences and seemingly random selection among tools 
ZHUH�QRWHG��DV�ZHUH�LQVXɟFLHQW�HYLGHQFH�IRU���D��GHWHUPLQLQJ�RSWLPDO�FKRLFHV�DFURVV�PHDVXUHV���E��XVH�
of screening tools to prevent or reduce the progression of mental health or developmental disorders; and 
(c) service availability if use of screens increases detection rates. Although a governmental appointed 
committee recommends use of evidence-based screens for detecting social, emotional and behavioral 
problems in children attending kindergarten or preschool, Norwegian health authorities remain 
reluctant to recommend use of any particular screening tool in child health clinics or school health 
services.48 Debates are ongoing. 

Four Regional Centres for Child and Adolescent Mental Health (RBUPs) and the 
Department of Infant Mental Health
In the late 1980s and 1990s, the Ministry of Health and Health Care Services established four regional 
centers (RBUPs) focused on research and postgraduate training in child and adolescent mental 
healthcare. The initiative was propelled by several white papers illustrating the need to strengthen 
services and ensure professional competence. Subsequent research lead to the establishment, in 2006, 
of the Department of Infant Mental Health via a national mandate from the Directorate of Health in 
collaboration with the Ministry of Children, Equality and Social Inclusion. One of the main objectives of 
WKH�'HSDUWPHQW�RI�,QIDQW�0HQWDO�+HDOWK�LV�WR�GHYHORS�DQG�YDOLGDWH�VFLHQWLȴF�ȴQGLQJV�ZLWK�UHOHYDQFH�WR�
mental health practitioners. The research aims of the RBUP are: 

���&RQWULEXWH� WR� WKH�GHYHORSPHQW� RI� VFLHQWLȴF�� SUDFWLFH�UHOHYDQW��PXOWL�SURIHVVLRQDO� DQG� HYLGHQFH�
based knowledge related to child and adolescent mental health;

2. Emphasize development of knowledge and competence that promotes prevention, treatment and 
consumer participation in the work with child and adolescent mental health;

3. Cooperate with other institutions about the tasks;

4. Disseminate knowledge and conduct educational activities.

The clinical aims of the Department of Infant Mental Health are to conduct research and education 
promoting the mental health of infants and preschoolers. The focus is translating research into practice, 
including validation of clinical measures, treatment methods, and training professionals. Training in 
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XVH�RI�VFUHHQLQJ�DQG�DVVHVVPHQW�WRROV�LQYROYHV�FRPPXQLW\�SUHSDUDWLRQ�WR�PDNH�VXUH�WKHUH�DUH�VXɟFLHQW�
hospital and outpatient services staffed with professionals prepared to prioritize children and families 
with special needs. By the end of 2011 we collaborated with one-third of all municipalities in Norway 
and arranged frequent follow-up seminars to learn from and help further providers in practice.

7KH�'HSDUWPHQW�RI�,QIDQW�0HQWDO�+HDOWK�VHOHFWHG�ȴYH�VFUHHQLQJ�WRROV�IRU�XVH�LQ�WKH�FKLOG�KHDOWK�FOLQLF�
beginning with the $JHV�	�6WDJHV�4XHVWLRQQDLUHV� �$64� and 7KH�$JHV�	�6WDJHV�4XHVWLRQQDLUHV��6RFLR�
(PRWLRQDO� �$64�6(�. The $64 is translated into Norwegian and Norwegian norms were established 
in 2003.49 To identify vulnerable parents we recommended the Edinburgh Postnatal Depression Scale 
(EPDS), 7:($.��7ROHUDQFH��:RUULHG��(\H�RSHQHU��$PQHVLD��&XW�GRZQ�RI�DOFRKRO�XVH� and the PSS (Parental 
Stress Scale). The majority of the municipalities decided to take one step at a time by starting with the 
Edinburgh. Public health nurses are trained in the use of the EPDS and taught counseling skills based on 
empathic listening. As a rule, mothers with moderate symptoms of depression are offered a maximum of 
four counseling visits. Mothers with more severe or long-lasting symptoms are referred to the specialist 
level or a psychologist if available in the municipality. Via local training groups, public health nurses are 
UHJXODUO\�VXSHUYLVHG�E\�D�SV\FKRORJLVW�GXULQJ�WKH�ȴUVW�\HDU�DIWHU�WUDLQLQJ��

Testing of a Three-Step Screening and Assessment Model in the Child Health Clinics in 
Five Municipalities
7KH�DLP�RI�WKH�SURMHFW�LV�WR�LPSURYH�HDUO\��DQG�DFFXUDWH��LGHQWLȴFDWLRQ�UDWHV�DQG�WUHDWPHQW�HQUROOPHQW�RI�
infants and families at risk by implementing screening tools in the well-baby clinics that focus on infants’ 
GHYHORSPHQW�DQG�ZHOO�EHLQJ��DV�ZHOO�DV�SDUHQWVȇ�ZHOO�EHLQJ��7R�EH�XVHIXO��ȴUVW�OHYHO�VFUHHQLQJ�DVVHVVHV�
the total population with a goal of identifying the relatively few infants and families who require more 
extensive evaluation, and completing all screens within 10 – 14 days of the initial visit. The second step is 
a collaborative meeting at the healthcare clinic that includes other relevant staff (e.g., child psychologists, 
medical doctors, physiotherapists) depending on the problem. If the conclusion is that the infant or 
parents need more specialized evaluation or treatment, the third step is to invite specialist professionals 
WR�GLVFXVV�DQG�SUHSDUH�D�GHWDLOHG�UHSRUW�DQG�VSHFLȴF�UHIHUUDOV��

Study Methods. $ERXW������LQIDQWV�DQG�IDPLOLHV�IURP�ȴYH�PXQLFLSDOLWLHV�ZLOO�SDUWLFLSDWH��7KH�LQIDQWV�
will be followed from birth to 2-years of age. To strengthen parents’ empowerment, all the selected 
screening tools are designed to be completed by primary caregivers. All infants will be systematically 
screened over time by the use of the $64 and the $64�6(��3DUHQWV�ZLOO�EH�DVNHG�WR�ȴOO�LQ�WKH�EPDS, the 
7:($., and the PSS at several occasions, and the information gathered from these screening tools will 
be included in a dialogue with the parents. Data collection commenced in Spring 2011. Home visitors’ 
and parents’ satisfaction with the screening tools will be part of the evaluation of this project. This study 
will also validate $64 and $64�6( using the %D\OH\� 6FDOHV� RI� ,QIDQW� GHYHORSPHQW� �%D\OH\�,,,� and the 
,QIDQW�7RGGOHU�6RFLDO�(PRWLRQDO�$VVHVVPHQW��,76($�.

Future Directions
All nations must strive to improve developmental-behavioral care for children and families.  Norway, 
despite its wealth and careful service delivery systems, is no exception. We view our initiatives 
as “works in progress” because ongoing efforts to improve health and well-being are needed and 
invaluable.

eaRly ChIlD DevelOpmeNT aND DeTeCTION IN sOUTh afRICa
Dr. Kirsty Donald, Division Developmental Medicine/Paediatrics, Red Cross Children’s Hospital and School of 

&KLOG�DQG�$GROHVFHQW�+HDOWK��6LU�'DYLG�+DOO��(PHULWXV�3URIHVVRU��&RPPXQLW\�3DHGLDWULFV��8QLYHUVLW\�RI�6KHɚHOG�
DQG�+RQRUDU\�3URIHVVRU�LQ�3DHGLDWULFV��5HG�&URVV�&KLOGUHQȇV�+RVSLWDO�DQG�6FKRRO�RI�&KLOG�DQG�$GROHVFHQW�
+HDOWK��$QGUHZ�'DZHV��$VVRFLDWH�3URIHVVRU�(PHULWXV��3V\FKRORJ\�'HSDUWPHQW��8QLYHUVLW\�RI�&DSH�7RZQ

Worldwide, approximately a third of 200 million children less than 5-years of age fail to develop up to 

PDF Editor



406 Identifying and Addressing Developmental - Behavioral Problems

their potential because of multiple risk factors (including poverty, malnutrition/stunting, poor health 
and psychosocial deprivation). Sixty-one percent of these children are resident in sub-Saharan Africa.28,50 
6RXWK�$IULFD� LV�D�FRXQWU\�ZLWK�KXJH�GLVSDULW\�EHWZHHQ�LWV�ULFKHVW�DQG�SRRUHVW�FLWL]HQV�DV�UHȵHFWHG�LQ�
KRXVHKROG�DQG�FKLOG�VWDWLVWLFV�DQG�LQ�WKH�*LQL�FRHɟFLHQW�ZKLFK�HVWLPDWHV�LQFRPH�GLVWULEXWLRQ�51,52 For 
South Africa this is estimated at between 0.66 and 0.68, placing it among the most unequal countries 
in the world.52 The apartheid system (wherein health, education, and social welfare systems and their 
bureaucracies were racially segregated at all levels) has left a legacy of inequality which remains a 
GDLO\�UHDOLW\�IRU�PDQ\�OLYLQJ�LQ�6RXWK�$IULFD��HYHQ����\HDUV�DIWHU�WKH�ȴUVW�GHPRFUDWLF�HOHFWLRQV��:ULWLQJ�
an overview of early child development (ECD) in a country where there is such extreme variation 
between the services accessible to different sectors of the population, remains a task which is unlikely 
to adequately achieve a representative picture. This summary attempts to describe the situation in the 
broadest strokes.

As a result of South Africa’s complex social and political history, the most economically disadvantaged 
communities often have access to only the poorest quality services, both in healthcare provision and in 
ECD programs. Predictably, this has deleterious effects on the general health, nutritional status, and the 
developmental trajectories of the majority of children. In South Africa, 64% of children live in families 
with a per capita income of less than $3 a day and are likely to experience food insecurity. In 2005, 4.5% 
to 18% of children aged 1- to 9-years were stunted, underweight or wasted.53 Children suffering from 
chronic malnutrition fail to reach their developmental and growth potential. 

South African children attending the best schools receive an excellent education, but considering the 
country as a whole, basic education achievement is extremely poor. Literacy and numeracy testing of 
grade 3 learners revealed pass rates of 36% and 35%, respectively.54,55�7KHVH�ȴJXUHV�LQGLFDWH�WKUHH�WKLQJV��
Many South African children are inadequately prepared for school; many schools are not providing 
quality teaching and learning environments; and existing strategies for support of learners experiencing 
GLɟFXOWLHV�GR�QRW�HIIHFWLYHO\�DGGUHVV�WKH�SUREOHPV�LQ�WKH�5HFHSWLRQ�<HDU�DQG�WKH�)RXQGDWLRQ�3KDVH��WKH�
ȴUVW�IRXU�\HDUV�RI�IRUPDO�VFKRROLQJ��

Beyond the disadvantage of poor nutritional status and socioeconomic background, South African 
children also feel the impact of the HIV/AIDS epidemic. South Africa has the largest absolute number 
of children living with HIV. In 2009, there were 280,000 children with HIV under 15-years of age, and 
59,000 newly infected children with HIV. In a 2008 national household survey conducted by the Human 
Sciences Research Council, the prevalence of HIV in children aged 2- to 14-years was 2.5%—although this 
was slightly lower than the 3.5% found in 2005 (http://childrencount.ci.org.za).

Nevertheless, children may be affected by the epidemic in a number of ways other than that of direct 
infection, though often more than one of these categories applies: Chil dren may be infected themselves; 
they may be living in households within which carers and/or other members have HIV or are already ill 
with AIDS-related dis eases; they may have lost caregivers to AIDS (and as a result may have been fostered 
by relatives or others, been placed in residential care or may be living in child-headed households). 
Many children infected with HIV-1 are born into poor socioeconomic circumstances and suffer multiple 
health risks that lead to greater impact on neurobehavioural function.56

The South African Policy Framework
,Q�6RXWK�$IULFD�WKH�WHUP�(DUO\�&KLOG�'HYHORSPHQW��(&'��LV�GHȴQHG�DV�WKH�SHULRG�FRPSULVLQJ�D�FKLOGȇV�
development from birth to 9-years. Services are broken down into 3 phases/strata:

1. Birth to 5-years (Health and Social Services lead with the ECD curriculum designed by Education);

2. Reception Year (grade R): 5- to 6-years (Education is the lead Department);

3. Compulsory Grade 1: 6- to 7- years (Education is the lead Department).

7KH�IROORZLQJ�GLVFXVVLRQ�ZLOO�FRQFHQWUDWH�RQ�WKH�ȴUVW�SKDVH��DV� WKLV� LV� WKH�DUHD�IRU�ZKLFK�WKHUH� LV��DW�
present, less formal provision and where insults to health and development can also potentially have 
long lasting impacts.28,57�1HYHUWKHOHVV��WKH�IXOO�EHQHȴWV�RI�(&'�DUH�RQO\�OLNHO\�WR�EH�UHDOLVHG�LI�FKLOGUHQ�
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also experience high quality education throughout the school years.58

It is widely recognised that access to quality ECD services form the backbone of subsequent performance 
in the formal schooling system, with knock-on effects on success in social and economic spheres in 
adult life.59 The elements of “quality” in this context are well-established and determine the likely extent 
RI� WKH� EHQHȴW� UHVXOWLQJ� IURP� (&'� SURJUDPPHV�60 Establishing a strategy for supporting Early Child 
Development across South Africa has been recognised as a policy priority.61,62

The Children’s Act is a critical piece of legislation that seeks to promote children’s welfare and 
development in South Africa. Nevertheless, the clearest acknowledgement of the importance of ECD in 
practical policy came in the form of the National Inte grated Plan for Early Childhood Development (NIP) 
in 2005.62 The NIP recognizes key threats to early health and psychological development, and outlines a 
UDQJH�RI�FRPPLWPHQWV�WR�LPSURYLQJ�VHUYLFHV�WR�FKLOGUHQ�XQGHU�ȴYH�\HDUV�RI�DJH�63�7KH�1,3�VSHFLȴFDOO\�
targets the poor est and most vulnerable children for intervention, recognizing that it is this sector of the 
child population that requires the most support. The NIP emphasizes a holistic approach to improving 
child well-being, strengthening human capital outcomes, and reducing threats to healthy development. 
At the provincial level the Western Cape Integrated Provincial ECD Strategy has been updated for the 
period 2011-2016, and includes as three of its 24-key indicators for outcome measures of its strategy: 
Universal developmental screening under 1-year; increased access to screening and referral services; 
and access for learners with special educational needs.64

To date, strong policies have not yet resulted in improved learner performance as measured by numeracy 
DQG�OLWHUDF\�LQ�WKH�VFKRROLQJ�V\VWHP��7KHUH�UHPDLQV�D�VLJQLȴFDQW�ODJ�LQ�HIIHFWLYH�LPSOHPHQWDWLRQ�RI�WKHVH�
ECD policies. It is evident that in some places, services are being measured (and found wanting) against 
high policy standards, well before the strategies to improve the services have had an opportunity to 
provide requisite support.64,65�,Q�DGGLWLRQ��VSHFLȴF�VWUDWHJLHV�WR�LGHQWLI\�FKLOGUHQ�ZLWK�GLVDELOLWLHV�UHPDLQ�
vague.66

Detection of Developmental Disabilities
$FFXUDWH� ȴJXUHV� LQ� 6RXWK�$IULFD� RQ� WKH� SURSRUWLRQ� RI� FKLOGUHQ�ZLWK� GLVDELOLWLHV� DUH� QRW� DYDLODEOH� DW�
present. The estimated prevalence of moderate to severe disability (including physical and intellectual 
disabilities) in South African children is between 3.3% and 8.4%.67 

There is a lack of structured and consistent screening policy for developmental disabilities amongst 
infants and preschool children in South Africa. Families who can afford privately funded healthcare have 
access to paediatricians, and many practices have screening programmes. Even within these relatively 
well-resourced communities, programmes are not standardised and no consistent strategy exists for 
UHIHUUDO�OLQHV�RU�LQWHUYHQWLRQV�ZKHQ�SUREOHPV�DUH�LGHQWLȴHG��$GGLWLRQDO�FRQFHUQV�LQ�RXU�FRQWH[W�LQFOXGH�
the ethics of identifying developmental problems without the capacity to intervene appropriately. With 
the exception of families in the larger urban centres in the country, many children are not accessing 
even basic ECD facilities, and facilities for additional support are rarely available.55

A comprehensive hand-held health record was rolled out in South Africa early in 2011. Every child 
born in a public or private facility receives one of these documents at birth. Included in this record is 
a brief screening tool aimed at infants attending their scheduled immunisation visits. No clear strategy 
IRU�UHIHUUDO�KDV�EHHQ�GHYHORSHG�WR�DFFRPSDQ\�WKLV�VFUHHQLQJ�WRRO��DQG�LWV�LPSDFW�RQ�WKH�LGHQWLȴFDWLRQ�RI�
developmental disabilities is yet to be seen.

Therefore, for the vast majority of the population, recognition of a child with a disability relies on the 
parents or caregivers identifying a problem and presenting to medical facilities. In a country where 
levels of parental education are low, access to even the most basic health services is poor, and the burden 
of acute diseases high. This situation leaves many children with special needs unrecognised and hence 
without appropriate intervention.

In a national audit of ECD facilities in 2000, it was recorded that 11,585 (1% of children) enrolled at 
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ECD facilities had disabilities. Of these (where detailed information was available), 31% were 7-years or 
older. According to the national education policy, children of this age should be in the formal schooling 
sector or specialised educational facilities.62�7KLV�ȴJXUH�UHȵHFWV�D�IDLOXUH�LQ�VHUYLFH�LQWHJUDWLRQ�DQG�LQWHU�
departmental collaboration on provision of integrated ECD services. Viewed another way, the reported 
proportion of disabled children attending these centres suggests that most children with disabilities, 
whether mild or severe, are not accessing ECD. 

Screening for sensory disabilities such as congenital hearing and visual impairment is inconsistently 
FDUULHG�RXW�HYHQ�DFURVV�KLJK�ULVN�JURXSV��6RXQG�HYLGHQFH�LV�DYDLODEOH�IRU�WKH�YDOXH�RI�HDUO\�LGHQWLȴFDWLRQ�
DQG� LQWHUYHQWLRQ� IRU� WKHVH� VSHFLȴF� GLVDELOLWLHV�68-70 Furthermore, specialized assessment for more 
complex developmental disabilities such as autism is a protracted process, and the lack of formal 
screening programmes inevitably results in long delays in achieving a diagnosis and hence appropriate 
interventions.

Future Directions
Developing a sustainable model for broad screening and surveillance should be considered a critical 
aspect of developing a sustainable and far-reaching ECD strategy. Initiatives which have emerged in 
the last ten years have included a combination of Non-Governmental Organizations (NGO)-driven 
and government subsidised community and centre-based programmes. For example, the Department 
of Social De velopment created a training package of 11 sessions focused on capacity-building and on 
helping parents/primary caregivers support young child develop ment. A number of trainers located in 
NGOs and ECD representative structures were trained with the intention that they would in turn cascade 
WKLV�SURJUDP�DQG�XVH� LW�ȵH[�LEO\� IRU� WKHLU�GLIIHUHQW�FRQVWLWXHQFLHV�DV�ZHHNO\�VHVVLRQV�RU�DV�D�EORFN�RI�
training. 

Exciting new initiatives that show promise include targeted programmes aimed at particularly vulnerable 
groups of children with ongoing medical needs (such as HIV-positive children). Harnessing a model 
of linking developmental follow-up and stimulation to medical care visits integrated with nutritional 
and social support seems to be achieving anecdotal success in some communities. As a global strategy, 
targeting families and/or communities solely on the basis of psychosocial or biomedical risk is not 
MXVWLȴHG�IURP�D�VFLHQWLȴF�RU�HWKLFDO�VWDQGSRLQW��$�XQLYHUVDO�RU�ZKROH�SRSXODWLRQ�SURJUDPPH�PXVW�EH�WKH�
core of any reliable and effective early intervention strategy. The targeting of risk is most effective when 
it is done from a strong base of universal services that are not only accessible but actually accessed by 
all children and families. Models such as the one described above can provide a exampe for multi-sector 
collaboration which must be the future strategy.

,Q� D� FRXQWU\� VXFK� DV� 6RXWK� $IULFD�� ZKHUH� VLJQLȴFDQW� SURSRUWLRQV� RI� \RXQJ� FKLOGUHQ� DUH� FKDOOHQJHG�
by impoverished environments, risks to health, under-nutrition, compromised care and stimulation, 
programmes should attend to children’s physical, social and emotional needs, as well as providing 
developmental support. Successful management of children’s physical health and developmental 
WUDMHFWRULHV�ZLOO�FRQWLQXH�WR�UHTXLUH�ȴUP�SROLWLFDO�DQG�ȴQDQFLDO�FRPPLWPHQW�DFURVV�PDQ\�VHFWRUV�

TRaINING pROGRams ON psyChOsOCIal NeeDs Of ChIlDReN IN DIsasTeRs: 
haITI, ThaIlaND, pakIsTaN aND INDIa

.DUHQ�2OQHVV��0'��'LUHFWRU��*OREDO�&KLOG�+HDOWK�3URJUDP��)HOLFLWH�0��&KDWHO�.DW]��0$ 
$VVLVWDQW�'LUHFWRU��*OREDO�&KLOG�+HDOWK�3URJUDP��0DULVD�+HUUDQ��$VVLVWDQW�3URIHVVRU�RI�3HGLDWULFV��&DVH�

:HVWHUQ�5HVHUYH�8QLYHUVLW\��&OHYHODQG��2KLR��86$

%RWK�QDWXUDO�DQG�PDQ�PDGH�GLVDVWHUV�LQFUHDVHG�VLJQLȴFDQWO\�LQ�WKH�SDVW�WZHQW\�\HDUV��,Q�HYHU\�GLVDVWHU�
more than half of displaced persons are women and children. On any given day, there are approximately 
8 million children who are displaced because of disasters, and many displacements last for years. 
Children suffer both physically and emotionally. They are at risk for poor short-term and long-term 
health outcomes because of their limited judgment, inability to advocate for themselves, lack of physical 
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strength, and limited biologic reserves. Children are also likely to suffer from the stress and trauma 
generated by disasters; the effects may be long-lasting and irreversible. Although many studies have 
documented the acute and long-term psychosocial consequences of disasters for children, there remains 
a great need for training relief workers to recognize and address the special needs of children.71,72

Beginning in 1996 a group of faculty volunteers at Case Western Reserve University developed problem-
based training courses on the special needs of children in disasters. Five-day annual courses in Cleveland 
KDYH�DGGUHVVHG�D�UDQJH�RI�SUREOHPV�� LQFOXGLQJ�LQIHFWLRXV�GLVHDVHV��QXWULWLRQ��FKLOG�WUDɟFNLQJ��VFKRRO�
issues, unaccompanied minors, and psychological problems.73 These courses have been presented in 
ȴIWHHQ�FRXQWULHV�� 6HYHUDO�RI� WKH�RYHUVHDV�ZRUNVKRSV� IRFXVHG�RQ�SV\FKRVRFLDO� LVVXHV�RQO\��0RUH� WKDQ�
3,000 professionals have been trained to date.

Workshops on Psychosocial Needs of Children in Disasters
The topics addressed in any given workshop vary somewhat depending on the location, culture, and 
available time. The workshops include short lectures and case histories based on real events discussed in 
small groups, using a problem-based format. Three or four topics and case histories are discussed each 
day. Child developmental differences and changes are emphasized in the training. Decision-making 
DERXW�LQWHUYHQWLRQV�GHSHQG�VLJQLȴFDQWO\�RQ�D�FKLOGȇV�GHYHORSPHQWDO�VWDWH�

Thailand After the 2005 Tsunami
In collaboration with Thai pediatricians and psychologists, we organized a two-day workshop on 
psychosocial needs of children after the tsunami. Participants were Thai teachers who taught school in 
the devastated areas,  psychologists and psychiatrists. Training focused primarily on school-age children 
and also addressed stress issues of teachers. Thai colleagues who had already trained with us several 
years prior to the tsunami joined the teaching faculty and led efforts to facilitate long-term psychosocial 
recovery for children in Thailand’s affected areas.

Pakistan After the 2006 Earthquake
In collaboration with Pakistani pediatricians, child psychiatrists and child psychologists, we organized 
two 5-day workshops and two psychosocial workshops in Peshawar and Islamabad in 2006. The topics 
for these workshops included review of developmental changes in children from birth to adolescence, 
long-term psychological effects of disasters on children, diagnostic signs and symptoms of emotional 
trauma in children, the Return to Happiness program for children post-disaster, child abuse during 
GLVDVWHUV��DQG�SODQQLQJ�DQG�LPSOHPHQWLQJ�VSHFLȴF�SURJUDPV�IRU�FKLOGUHQ�LQ�3DNLVWDQ��'LVFXVVLRQ�RI�FDVH�
histories used problem-based learning strategies with emphasis on the need to consider developmental 
differences in evaluating and helping children after a disaster. Evaluations were excellent and we have 
maintained connections with the Pakistani faculty over the past seven years.

Mumbai, India After the November 2008 Attack: A Five-Day Psychosocial Workshop
After the Mumbai attack, Indian mental health professionals, including developmental-behavioral 
pediatricians, general pediatricians, child psychologists and psychiatrists, noticed that children under 
their care prior to the attack were traumatized by accounts of the event. Aware of articles written on pre-
event personality and temperament of children as predictors of their reaction to disasters, professionals 
saw the need for special training on the psychosocial recovery of children after a disaster.74,75 In 
collaboration with an Indian developmental-behavioral pediatrician and her colleagues, we organized 
D�ȴYH�GD\�ZRUNVKRS�LQ�0XPEDL��7KH�WRSLFV�LQFOXGHG�SHUVRQDO�SUHSDUHGQHVV�IRU�ZRUNLQJ�LQ�D�GLVDVWHU��
rapid epidemiological assessment, special needs of children in various stages of development, 
psychosocial triage, death and bereavement, school issues, stress relief for caretakers and mental health 
workers, media issues, legal and ethical issues, gender-based violence, unaccompanied children with 
developmental disabilities, and child protection. The workshop received excellent evaluations, and 
participants used information to develop interventions in their workplaces.
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Haiti After the 2011 Earthquake
The Haitian Pediatric Society requested that we offer a psychosocial workshop in Port-au-Prince 
to educate child professionals on how to alleviate suffering and foster resilience in children who 
H[SHULHQFHG� WKH�HDUWKTXDNH��:H� LPSOHPHQWHG�D�ȴYH�GD\�ZRUNVKRS� LQ�0DUFK�������)DFXOW\� LQFOXGHG�
Haitian child health professionals who had previously completed our workshop in Cleveland. This was 
WKH�ȴUVW�PXOWLGLVFLSOLQDU\�WUDLQLQJ�SURJUDP�LQ�+DLWL�WKDW�IRFXVHG�RQ�SRVW�GLVDVWHU�SV\FKRVRFLDO�LVVXHV��
The lectures and case histories related to the needs and resources of Haiti’s children. Participants were 
provided information on PEDS, a developmental-behavioral screening tool, translated by the publisher 
in accordance with International Test Commission guidelines, and shared without costs for this project. 
Child health professionals were encouraged to share and learn from one another’s experiences in the 
aftermath of the earthquake. The problem-based methodology was enthusiastically adopted by Haitian 
faculty.

Summary of Psychosocial Needs of Children in Disasters
There is a continuing need for emphasis on the psychological issues, both acute and long-term for children 
who experience either natural or manmade disasters. Improved logistics can rapidly address issues of 
shelter, food, safe water, and medications in most parts of the world. Neverthelss, the psychosocial needs 
of children, including those with disabilities or chronic diseases, require much more attention. Our 
experience indicates that problem-based learning workshops are an effective means of training, which 
can be adapted to a wide range of culturally diverse areas in the world.

DevelOpmeNTal-behavIORal healThCaRe seRvICes IN bhUTaN
Brad D. Berman, MD, Progressions: Developmental and Behavioral Pediatrics, 

Clinical Professor of Pediatrics, University of California, San Francisco

Bhutan, the Land of the Thunder Dragon (Druk Yul), is a Buddhist country nestled in the Eastern 
Himalayas. It shares borders with India and Tibet. Bhutan is a small country geographically, of little 
more than 38,000 square kilometers, but widely varied in its landscape and climate zones. Altitude 
ranges from 590 feet in the southern region to greater than 24,000 feet above sea level in the North and 
Northwest border.

According to 2009 census statistics, the population is greater than 691,000. It is estimated that 32% live 
below the poverty line and 53% of the population is literate. Literacy rates are improving as attendance 
in government and private schools expands. English and Dzongkha, the national language of Bhutan, are 
taught as compulsory languages. 

Bhutan is governed through a constitutional monarchy with elected Ministers and representatives. His 
Majesty, Jigme Khesar Namgyel Wangchuk, continues to be highly revered and has much decision-making 
authority in governmental and societal affairs. The third main authoritative body is the Dratshang 
/KHQWVKRJ��WKH�&RPPLVVLRQ�IRU�WKH�0RQDVWLF�$IIDLUV�RI�%KXWDQ��7KH�KLJKHVW�RɟFLDO�IRU�WKLV�RUJDQL]DWLRQ�
is the Je Khenpo or Chief Abbot of Bhutan.

The capital of Bhutan is Thimphu that houses the densest population in the country, approximately 
100,000. This is also the location of the National Parliament, the Royal Palace of His Majesty the King, all 
government ministries including the Ministries of Education, Health, and the Royal Institute of Health 
Sciences that is responsible for medical and nursing education and training. Thimphu is also the location 
of the Jigme Dorje Wangchuck (JDW) National Referral Hospital, named after the fourth king of Bhutan 
and funded with the support of India.

Bhutan’s Buddhism is a blend of Tibetan Buddhist (the Kagyu or Whispered Transmission school) 
and ancient local spiritual beliefs. There is a small population of Hindus and Christians. Because of 
Bhutan’s unique geography, religions are dispersed regionally as are languages, beliefs and culture. 
There is a deeply spiritual blend of the secular and religious in daily life. From the presence of over 2,000 
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monasteries, to chortens and prayer wheels at almost every street corner, Buddhist beliefs dominate. 
(YHQ�WKH�QDWLRQDO�ȵDJ�V\PEROL]HV�WKH�VKDULQJ�RI�WKH�UHOLJLRXV�DQG�VHFXODU�DXWKRULW\�

2QH�QHHGV� WR� DSSUHFLDWH� DQG� WDNH� WKLV� GXDOLW\� RI� EHOLHIV� LQWR� DFFRXQW� WR�XQGHUVWDQG� LWV� LQȵXHQFH� RQ�
healthcare for the Bhutanese. The current healthcare system is based upon a centralized referral 
hospital system in different geographic regions of the country. There are smaller regional hospitals, 
treatment centers, and Basic Health Units, which provide primary- and secondary- level care. The notion 
of a modern healthcare system did not emerge until 1961.

The current health system provides primary healthcare, acute care with limited triage, and even more 
limited specialty care. Currently there is one National Referral Hospital for tertiary diagnostic evaluations 
and care, 29 smaller hospitals throughout Bhutan, over 170 Basic Health Units (small community health 
dispensaries manned by non-physician healthcare workers), and over 500 outreach clinics (providing 
immunizations, de-worming). There are also 25 Traditional Medicine units and a National Traditional 
Medicine College and treatment center in Thimphu.

The healthcare system in Bhutan is directed through both the Ministry of Health and the Royal Institute of 
Health Sciences. There are “eight essential elements” of the entire Bhutan healthcare system summarized 
as follows:

1. Health education;

2. Nutrition programs (e.g., salt iodization, Vitamin A dispensary clinics, nutrition counseling for 
protein-calorie malnutrition);

3. Maternal and Child Health (e.g., antenatal care clinics, reproductive health and prevention of STD/
HIV education programs);

4. Water and sanitization for the populace;

5. Immunization programs targeting prevention of TB, diphtheria, pertussis, tetanus, polio, measles;

6. Infection control programs for STD/HIV prevention and treatment, leprosy control, decreasing 
diarrheal diseases and treating acute respiratory infections;

7. Treatment of common illnesses and injuries. In 2006, the “top 10 diseases” treated at the hospitals 
and Basic Health Units included common upper respiratory tract infections, skin infections, 
diarrhea, peptic ulcer disease, pharyngitis/tonsillitis, conjunctivitis;

8. Essential drug programming. This includes adequate procurement and dispensing of medications 
for inpatient and outpatient use.

Annual Health Bulletin, 2011: Ministry of Health, Royal Government of Bhutan
There are additional core features of healthcare planning for Bhutan that included mental health services 
begun in 1997. It is now recognized that mental health morbidity is increasing, both for adults and 
pediatric populations. For adults these include alcohol-related disorders such as liver disease, epilepsy, 
depression, and anxiety. For children and adolescents these include ADHD, autism, anxiety, neurologic 
disabilities (e.g., cerebral palsy, epilepsy, and neurodevelopmental disorders including language delays, 
learning disabilities and cognitive impairments).

A recently completed study analysed elementary school children using the ���4XHVWLRQV�6FUHHQ.76 This 
ZDV� WKH�ȴUVW�DWWHPSW�DW�D�QDWLRQDO�QHHGV�DVVHVVPHQW� WR�GHWHUPLQH�UDWHV�RI�FKLOGUHQ�ZLWK�GLVDELOLWLHV��
The results indicate that the prevalence of any disability among children in the age group 2- to 9-years-
ROG�EDVHG�RQ�LGHQWLI\LQJ�GLɟFXOW\�LQ�DW�OHDVW�RQH�IXQFWLRQDO�GRPDLQ�LV��������7KH�SUHYDOHQFH�RI�PLOG�
disability is 18.6%; moderate disability is 2.1%; severe disability is 0.7%. Cognitive disorders were the 
most prevalent at 15.1%, followed by behavioral disorders at 5.6% and motor disorders at 5.5%. The 
prevalence of children living with a single disability is 13.8%; multiple disabilities is 7.6%. The ratio of 
male:female was close to 1:1 (no interpretation offered given most international data sets reporting a 3:1 
male:female ratio). The prevalence for any disability among younger children aged 2- to 5-years is 26.8% 
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compared to 15.3% for children aged 5- to 9-years. Disability rates also vary by region, though with large 
RYHUODSSLQJ�FRQȴGHQFH�LQWHUYDOV��7KH�GLVDELOLW\�SUHYDOHQFH�LV�KLJKHU�DPRQJ�SRRU�FKLOGUHQ�ZLWK�����IRU�
the lowest quintile and 14% for the highest. The disability prevalence rates also vary for those children 
living in rural areas (23.1%) compared to those living in urban areas (14.1%). The mother’s education 
also has an impact on children’s disability rates: mothers with no education have children with a 22.8% 
prevalence rate, versus 13.5% when mothers have a secondary education or more.

Ministry of Health Services Programs to Detect and Address Disabilities
In 1997, the Ministry of Health approved a community-based rehabilitation mission. The stated vision 
is “all persons with disabilities are able to attain their fullest potential, become self-reliant within their 
limitations and be active contributors in nation-building to the extent possible.” This was implemented 
on a community-based model integrated with educational programming and directives. Currently these 
include a few pediatric physiotherapy units, the main one at the JDW National Referral Hospital with 
others scattered throughout the country. 

While there are stated screening and assessment programs sponsored through the Ministries of 
Health and Education, in actuality these have not yet been successfully developed or implemented. 
There is only one adult-focused speech-language specialist at the National Referral Hospital to provide 
receptive-expressive language screening on a referral basis only. Neither full pediatric speech-language 
assessments nor ongoing speech therapy exists yet in Bhutan. Child audiology assessments are on a 
referral basis only. As is common in developing countries, there does not yet exist an infant hearing 
screening program nor routine audiology screening for neonates discharged from the NICU, despite the 
successful management of a large population of premature infants, and high elevations of bilirubin seen 
in infants at the regional hospitals and BHUs throughout the country.

There are as yet no pediatric neurodevelopmental clinics, although there are current plans underway 
IRU�WKH�ȴUVW�QHRQDWDO�IROORZ�XS�FOLQLF�LQ�%KXWDQ�DW�WKH�-':�1DWLRQDO�5HIHUUDO�+RVSLWDO�LQ�7KLPSKX��:H�
hope this will soon be followed by the creation of a child development referral clinic. These clinics will 
be jointly managed by the Department of Pediatrics and the Department of Pediatric Physiotherapy.

Currently there is an active Pediatric Physiotherapy clinic at the JDW National Referral Hospital, directed 
by two dedicated pediatric physiotherapists. They currently assess and treat a wide range of children 
referred for intervention including cerebral palsy, autism and cognitive impairment, congenital brain 
malformations, brain damage secondary to hypoxic-ischemic changes, post-meningitis/encephalitis, or 
HOHYDWHG�QHRQDWDO�ELOLUXELQ�OHYHOV��7KHUH�DUH�DOVR�FKLOGUHQ�VHHQ�ZLWK�D�SDQRSO\�RI�JHQHWLF��QRQ�FRQȴUPHG��
disorders.

Ministry of Education: Responsibilities and Initiatives
The Ministry of Education is responsible for the planning and administration of all public education in 
Bhutan. It has grown exponentially over the past four decades and now educates greater than 160,000 
children each year. It is structured around a primary cycle (beginning at age 6 for seven years) and four 
years of secondary education. Two additional years of higher secondary education are offered after 
which some students may then enter tertiary education such as college and professional studies.

The Ministry of Education houses both the Department of Special Education and the Department of 
6FKRRO�(GXFDWLRQ��*OREDO�SXEOLF�HGXFDWLRQ�ZLWKLQ�%KXWDQ�LV�FRQWLQXDOO\�EHLQJ�GHYHORSHG�DQG�PRGLȴHG��
There are as yet no national standards or curricula for primary and secondary education. It is an 
inclusive design with a government commitment to achieve the Education for All Act by 2015. The intent 
is to provide an “inclusive education for children with physical, intellectual and sensory impairment.”

Nationally, there is one school for the deaf in Paro, and a separate school for the blind in Khaling. There 
is a special education classroom integrated into a general education setting at the Changankha Lower 
School. The teachers (two) are credentialed in general elementary education and have received some 
form of additional training in special educatio. This special education classroom has a mixed population 
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RI�VWXGHQWV�RI�DOO�DJHV��OHDUQLQJ�SURȴOHV�DQG�FRJQLWLYH�DELOLWLHV��6RPH�FKLOGUHQ�DUH�QRQ�FRPPXQLFDWLYH��
There are as yet no additional supportive services such as speech-language therapy or occupational 
WKHUDS\�� 7HDFKHUV� DWWHPSW� WR�GHYHORS� Ȋ,(3Vȋ� WR� WDNH� LQGLYLGXDO� OHDUQLQJ� DQG�EHKDYLRUDO� SURȴOHV� LQWR�
account; a differentiated national curriculum for children with special needs does not yet exist. The 
education staff in the classroom are indeed quite hard-working and also supportive to parents.

There is an established vocational training program for older children and young adults with more severe 
disabilities. This is the Drak-Tsho Training Centre for Special Children and Youth, located in Thimphu 
and more recently, in the Trashigang district. Their stated objectives are to train youth with special 
needs in art and other vocational skills (e.g. weaving). The program also plans to assist in vocational 
placement, provide parent support groups, and outreach to the greater Bhutan community about the 
integration of children and adults with special needs (ZZZ�GUDNWVKR�EKXWDQ�RUJ).

The Ability Bhutan Society, began in November, 2012, and was initiated by Ms. Beda Giri, the Director 
of Pediatric Physiotherapy at the JDW National Referral Hospital. The goal of this new society is to 
“create an environment that supports and promotes early intervention and integration of individuals 
with disabilities and enhances their quality of life.” The focus through fund-raising and foundation-
grant support is to create services for direct intervention for children with special needs, program 
development, and advocacy.

Charitable Efforts
There are currently two foundations with a focus on children with special needs: The Bhutan Foundation 
(www.bhutanfound.org) and the Bhutan Youth Development Fund (www.bhutanyouth.org). The Bhutan 
)RXQGDWLRQ� LV� D� SULYDWH� $PHULFDQ� QRQ�SURȴW� RUJDQL]DWLRQ� WKDW� SDUWQHUV� ZLWK� JRYHUQPHQW� DQG� QRQ�
governmental organizations within Bhutan to support various initiatives including “educational and 
training opportunities for children with special needs.” They are currently funding a program for 
designing special education programs within the public schools in partnership with the Ministry of 
Education and the Bhutan Youth Development Fund.

In a short period of time Bhutan has emerged from a third-world status to a developing nation. This rapid 
growth has led to both tensions and opportunities for future development. There are now mandates and 
SURSRVDOV�IRU�LGHQWLȴFDWLRQ��HGXFDWLRQ�DQG�LQWHUYHQWLRQ�IRU�DOO�FKLOGUHQ�ZLWK�VSHFLDO�QHHGV�

 eaRly DeTeCTION IN aUsTRalIa 
'U��6KDURQ�*ROGIHOG�DQG�3URIHVVRU�)UDQN�2EHUNODLG��&HQWUH�IRU�&RPPXQLW\�&KLOG�+HDOWK��5R\DO�&KLOGUHQȇV�

+RVSLWDO��0XUGRFK�&KLOGUHQȇV�5HVHDUFK�LQVWLWXWH��0HOERXUQH��$XVWUDOLD

Geographically, Australia is the world's sixth largest country. It is ranked number two on the Human 
Development Index.77�:LWK� DQ� DUHD� RI� ����PLOOLRQ� VT�� NP�� D� ODUJH� DPRXQW� RI� WKH� FRXQWU\� LV� ȵDW� DQG�
sparsely populated. Most of the population resides on the eastern coastal plain and on the south-eastern 
coast.78 The estimated population of Australia in 2011 was 22,620,600: 27% of the population was born 
overseas (6.0 million people). Indigenous people represent approximately 2.5% of the total Australian 
population. English is considered the national language of Australia. Apart from English and Indigenous 
languages, more than 160 other languages are also spoken in the home.79

In general, children are very healthy. Infant mortality rates are low (4.2/1000 live births), but substantially 
higher in the indigenous population (10.3/1000 live births).80 In the 2007 UNICEF Report Card on children 
in wealthy countries, Australia ranked 13th on Material Wellbeing, 14th on Health and Safety, and 7th 
on Educational wellbeing, out of approximately 21 countries.81 In 2009, the $XVWUDOLDQ�(DUO\�'HYHORSPHQW�
Index (an adaptation of the Canadian Early Development Instrument) was completed for all children 
starting school (N = 261,147). This population measure showed that 23.4% of Australian children were 
developmentally vulnerable (scoring in the lowest 10th percentile) for one or more developmental 
domains, and 11.8% for two or more.82
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The Australian Healthcare System
Australia has a healthcare system that is both pluralistic and complex. It involves many providers whose 
source of funding stretches across public and private sectors, as well as the divided responsibilities 
across levels of government, including Federal, State and Local. Most medical, dental and a number of 
other professional services, such as optometrists, are provided by private practitioners who charge a fee 
for service and receive their payments through a mixture of universal insurance via Federal funding 
(Medicare) and consumer co-payments. Primary medical care for children and families is provided by 
general practitioners (GPs). Paediatricians provide specialist medical care for children through referral 
from GPs. 

State and Territory governments have responsibility for the provision of public health services including 
the public and psychiatric hospital systems, and community and public health services. Government 
responsibilities include: Mental health programs; dental health services (mainly community dental 
services, not private dentists); child, adolescent and family health services; health promotion; 
rehabilitation services; and regulation, inspection, licensing and monitoring of premises, institutions 
and personnel.

Local government generally has the responsibility for environmental control and a range of community-
EDVHG�DQG�KRPH�FDUH� VHUYLFH��7KH�)HGHUDO� JRYHUQPHQW� LV� DOVR� UHVSRQVLEOH� IRU� WKH�XQLYHUVDO�EHQHȴWV�
VFKHPH� IRU� SULYDWH� PHGLFDO� VHUYLFHV� �0HGLFDUH�� DQG� IRU� 3KDUPDFHXWLFDOV� �3KDUPDFHXWLFDO� %HQHȴWV�
Scheme). In addition, State and Local government health authorities are active in early intervention and 
prevention, and provide services such as the maternal and child health centres, antenatal clinics, and 
community health centres.

Table 18-2. Examples of Relevant Australian National and State Policies

ȏ� ,QYHVWLQJ�LQ�WKH�(DUO\�<HDUV��$�1DWLRQDO�(DUO\�&KLOGKRRG�'HYHORSPHQW�6WUDWHJ\, July, 2009. This strategy 
focuses on how Australia’s early childhood development system will engage with and respond to the 
needs of young children and their families to provide the best possible start in life. The strategy aims to 
link the role of communities, non-government organisations and government in shaping children’s early 
childhood development (www.coag.gov.au). 

ȏ� $XVWUDOLD��7KH�+HDOWKLHVW�&RXQWU\�E\�������1DWLRQDO�3UHYHQWDWLYH�+HDOWK�6WUDWHJ\ȃ7KH�5RDGPDS�IRU�$FWLRQ� 
prepared by the Preventative Health Taskforce, September, 2009 (www.preventativehealth.org.au).

ȏ� $�+HDOWKLHU�)XWXUH� IRU�$OO�$XVWUDOLDQV, Final Report of the National Preventative Health and Hospitals 
Reform Commission, June, 2009 (www.health.gov.au).

ȏ� %XLOGLQJ� D� ��VW� &HQWXU\� 3ULPDU\� +HDOWK� &DUH� 6\VWHPȃ$XVWUDOLDȇV� )LUVW� 1DWLRQDO� 3ULPDU\� +HDOWK� &DUH�
Strategy, Department of Health and Aging, 2010 (www.yourhealth.gov.au).

ȏ� The Report of the Maternity Services Review, Commonwealth of Australia, including the reparation of 
collaborative antenatal care guidelines, February, 2009 (www.health.gov.au).

ȏ� 1DWLRQDO�QXWULWLRQ�DQG�SK\VLFDO�DFWLYLW\�LQLWLDWLYHV�VXFK�DV�WKH�$XVWUDOLDQ�1DWLRQDO�%UHDVWIHHGLQJ�6WUDWHJ\ 
2010-2015, released in November 2009, and +HDOWK\� (DWLQJ� DQG� 3K\VLFDO� $FWLYLW\�*XLGHOLQHV� IRU� (DUO\�
Childhood Settings, October, 2009 (www.health.gov.au).

ȏ� 3URWHFWLQJ� &KLOGUHQ� LV� (YHU\RQHȇV� %XVLQHVVȃ$�1DWLRQDO� )UDPHZRUN� IRU� 3URWHFWLQJ� $XVWUDOLDȇV� &KLOGUHQ 
2009-2020, an initiative of the Council of Australian Governments, April, 2009 (www.coag.gov.au). 

Early Detection Systems in Australia
There are a number of universal service platforms including healthcare delivery (antenatal care, child 
and family health services), school education and early childhood education and care. Children receive 
curative primary healthcare through general or family practitioners who then refer to specialists (e.g. 
paediatricians) as required. Preventive services and well-child care are generally provided by community-
EDVHG�QXUVHV�DOWKRXJK�WKH�GLVWULEXWLRQ��TXDOLȴFDWLRQV�DQG�VHUYLFH�GHOLYHU\�PRGHOV�YDU\�EHWZHHQ�VWDWHV�
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The mechanisms for early detection (e.g., screening) from these services have come under scrutiny. In 
2002, the Centre for Community Child Health undertook a critical review of screening for the National 
Health and Medical Research Council. As a result there were only a limited number of conditions that 
IXOȴOOHG�WKH�:RUOG�+HDOWK�2UJDQL]DWLRQ��:+2��FULWHULD�IRU�D�VFUHHQLQJ�WHVW�DQG�D�VFUHHQLQJ�SURJUDP�83 It 
was apparent that while developmental and behavioural problems were prevalent, it was not possible 
WR�ȴQG�VFUHHQLQJ�WRROV�WKDW�ZHUH�VXɟFLHQWO\�UREXVW�DJDLQVW�WKHVH�:+2�FULWHULD�WR�IRUP�WKH�EDVLV�RI�D�
screening program independent of clinical practice.

The review noted that children’s developmental problems are unlikely to be picked up with a single test 
delivered at a single point in time; rather reviewers recommended that developmental monitoring should 
occur over time, requiring professionals to build relationships with parents (family-centred practice) in 
order to address many of the other psychosocial problems that compound children’s developmental 
issues. This systems approach to early detection placed greater emphasis on the availability of referral 
SDWKZD\V�LQWR�DVVHVVPHQW�IDFLOLWLHV�RU�WR�DSSURSULDWHO\�TXDOLȴHG�SURIHVVLRQDOV�� ,W�ZDV�UHFRJQLVHG�WKDW�
this is a challenging issue, especially where resources are scarce.

In building a quality early detection system, a number of core principles were suggested. These support 
a universal service platform that has the capacity to engage with parents over time and link them 
to other local services. Rather than “seek and refer,” the ideal system has the capacity to “seek and 
respond” with resources and training available to address a number of problems. Such a system might 
include addressing issues such as mild behavior and developmental problems (e.g., tantrums, toileting, 
HDWLQJ�DQG�VOHHSLQJ�GLɟFXOWLHV���,Q�WKLV�ZD\��WKH�V\VWHP�VXSSRUWV�IDPLOLHV��UHVSRQGV�WR�QHHGV��DQG�UHIHUV�
children most likely to require additional assessment or therapies. The principles include:

ȏ� Universal access and participation for all children;

ȏ� Development of partnerships with families, communities and other service providers;

ȏ� Providing referral pathways into services for children and families, recognising a continuum of 
need;

ȏ� Focusing on evidence-based prevention, promotion, early detection and early intervention to 
address the health and well-being of children (a seek and respond system);

ȏ� The need to monitor performance through a population-health approach that focuses on 
outcomes.

These principles have informed the review of the Victorian Maternal and Child Health Service as outlined 
below. It should be noted that while there is a desire for a national early detection system in Australia, 
in reality each State and Territory has a somewhat different approach.

The Victorian Maternal and Child Health Nursing Service: An Example of Building a 
State-Wide Early Detection Approach to Developmental Surveillance
The Victorian Maternal and Child Health Nursing Service has provided free public health universal 
nursing to Victorian infants and children since 1926, based on the principles of well-child care. Although 
the Service initially focused on infant weight and nutrition, over time it has broadened its practice to 
align with the “new morbidities.”84 This effort includes engaging parents (particularly mothers) about 
their own health as well as the health and development of their children. In Victoria, the Service is 
IXQGHG�MRLQWO\�E\�VWDWH�DQG�ORFDO�JRYHUQPHQWV�WR�SURYLGH�WHQ�YLVLWV�WR�DOO�FKLOGUHQ�LQ�WKH�ȴUVW���\HDUV�RI�
life. Not dissimilar to many other well-child care services around the world, these are designed to align 
with developmental opportunities and “teachable moments.” The Service is highly regarded by families 
and well utilised. In 2009 - 2010, 99.8% of Victorian infants had a home visit soon after birth, with 80.6% 
of children still participating at 12-months and 63.1% at 3½-years.85

In 2004, the State Government released Future Directions for the Maternal and Child Health Service, 
as an opportunity to consider how best to position the service in the future.86 This process paralleled 
increasing policy interest in providing an evidence-based service, and instigated an entire review of 
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the content and approach of the key age and stage visits—the core of the service. Although evidence 
to support the number of visits is scarce, evidence to support the principles of early detection and 
intervention, healthcare promotion and prevention was considered strong. It was on this basis that the 
Victorian Service began the process of reorienting each visit from a prescribed set of “topics” to a visit 
that was centred around a series of core activities designed to be family centred, evidence-based and 
focused on early detection, prevention and promotion. Each visit then became an opportunity for parent 
engagement and developmental surveillance, and included:

ȏ� Elicit and respond (through counselling or referral) to parental concerns about the health 
and development of their children, with parents and families using a systematic approach. In 
Victoria, New South Wales, Tasmania and Western Australia, PEDS87� LV� XVHG� DV� WKH� ȴUVW�OLQH�
parent engagement tool with the Brigance Screens88 or $JHV� DQG� 6WDJHV� 4XHVWLRQQDLUH89 as a 
secondary screen. Children’s needs are then addressed by a nurse or a referral is made to the 
local general practitioner and/or the local early childhood intervention service, which may be a 
publicly or privately run program. There are few fully coordinated assessment centres in Victoria. 
Brief intervention training has been provided to nurses (e.g., smoking cessation, infant sleep 
problems, domestic violence, postnatal depression). It is expected that even if children enter into 
the secondary or tertiary service healthcare system that ongoing well-child care continues to be 
provided;

ȏ� Deliver a limited number of evidence-based promotion and prevention activities that are 
developmentally appropriate (e.g., brushing teeth at 12- to 18-months);

ȏ� Provide responsive and consistent written information for parents [using the Raising Children 
Network (www.raisingchildren.net.au), a national peer-reviewed website for parents on child 
health and development];

ȏ� Enter data for population health monitoring (e.g., rates of smoking, breastfeeding) and service 
delivery indicators (e.g., numbers and demography of children seen).

7KH�ȴQDO�IUDPHZRUN�DOVR�LQFOXGHG�D�VHW�RI�RXWFRPHV�WKDW�ZHUH�HLWKHU�GLUHFWO\�RU�LQGLUHFWO\�UHODWHG�WR�
the Service. These outcomes and associated indicators were also directly linked to the Victorian Child 
and Adolescent Monitoring System, as an attempt to create a more integrated approach to determining 
outcomes (www.eduweb.vic.gov.au).90

The review and reform process engaged stakeholders, particularly lead nurses, followed by a pilot study 
to address any substantive issues regarding implementation. The 2009 State-wide implementation was 
supported by: (a) the development of practice guidelines and standards; (b) a central help-line for nurse 
queries; and (c) a tailored training program, delivered State-wide, focused on the core functions i.e., 
developmental screening and surveillance. A concurrent process and impact evaluation is underway 
along with an ongoing quality improvement program to review training and consider how to best 
connect across service.

Conclusion: Early Detection and Intervention in Australia
Healthcare systems contribute most to improving health and health equity when the institutions and 
services are organised around the principle of universal coverage, and when the system is organised 
around primary healthcare.91 Improving child health and development should be based on universal 
DQG� HTXLWDEOH� V\VWHPV� RI� FDUH� WKDW� HQDEOH� HɟFLHQW� DQG� HIIHFWLYH� WDUJHWLQJ� RI� VHUYLFHV� DQG� VXSSRUWV�
IRU� FKLOGUHQ� LGHQWLȴHG� DV� DW� ULVN� IRU� GHYHORSPHQWDO� GLɟFXOWLHV�� 6XFK� HIIRUWV� GHFUHDVH� LQHTXDOLWLHV� LQ�
RXWFRPHV��,PSOHPHQWLQJ�XQLYHUVDO�HDUO\�GHWHFWLRQ�V\VWHPV�LV�WKH�ȴUVW�VWHS�LQ�HQVXULQJ�HDUO\�LQWHUYHQWLRQ�
and prevention for improved outcomes for Australia’s children.
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wORlD wIDe INITIaTIves: a few vIbRaNT examples

The World Health Organization (WHO) and the United Nations Children’s Fund (UNICEF) promulgate 
early childhood development and intervention for those with disabilities. Most international agencies 
focus on the challenges faced by developing nations and the elimination of disease burdens that contribute 
WR�GHOD\V��H�J���PDOQXWULWLRQ��LURQ�DQG�LRGLQH�GHȴFLHQF\��PDODULD��HQYLURQPHQWDO�WR[LQV��DQG�H[SRVXUH�
to violence), but also on such psychosocial issues as inadequate stimulation or learning opportunities, 
parental depression, exposure to violence, neglect, lack of attachment (e.g., children in orphanages), etc. 
For example, WHO and UNICEF encourage nations to develop family-friendly social policies that support 
family health and teach parenting skills. The Commission on Social Determinants of Health outlines the 
tenets of the WHO and UNICEF initiatives in multiple languages (www.who.int). The report also includes 
helpful tools for identifying problems and tracking progress. UNICEF’s website (www.unicef.org) has 
helpful benchmark data along with a downloadable Early Childhood Resource Pack. 

The Gates Foundation (www.gatesfoundation.org) promotes health and literacy (both within the United 
States and in other developing nations) and focuses on improving agricultural, sanitation, and economic 
development, libraries, and advocacy for public policy surrounding families and children. 

Partners in Health (www.pih.org) is devoted to “breaking the cycle of disease and poverty” by 
collaborating with governments (in twelve countries) on disease prevention, education, access to health 
care, and training local healthcare workers.

Chapter Comments: 7KH�PDQ\�LQWHUQDWLRQDO�LQLWLDWLYHV�SUHVHQWHG�LQ�WKLV�FKDSWHU�DUH�UHPDUNDEOH�LQ�
GLYHUVH�ZD\V��0DQ\�QDWLRQV�XVH�SXEOLF�KHDOWK�PRGHOV�WR�IRFXV�LQLWLDWLYHV��H�J���SODFH�EDVHG�VHUYLFHV���ZKLOH�
RWKHUV�ZRUN�IURP�WKH�JURXQG�XS��0RVW�LQYROYH�D�OHDUQLQJ�FROODERUDWLYH�IRU�DOO�LQYROYHG�DQG�WKXV�FRQWLQXDOO\�
EXLOG�DQG�UHȴQH�DSSURDFKHV�WR�KHOSLQJ�FKLOGUHQ�DQG�WKHLU�IDPLOLHV��$OO�LQWHUQDWLRQDO�LQLWLDWLYHV�FOHDUO\�UHDFK�
RXW�WR�RWKHU�QDWLRQV�WR�ȴQG�RXW�ZKDW�ZRUNV��,Q�VR�GRLQJ��WKH\�FDSLWDOL]H�DQG�LPSURYH�RQ�H[LVWLQJ�PRGHOV��
6RPH�KDYH�FUHDWHG�HQWLUHO\�QHZ�DSSURDFKHV� WKDW�KDYH�JDLQHG�HQRUPRXV� WUDFWLRQ� LQ� WKH�8QLWHG�6WDWHVȃ
where our own diversity and population size have many researchers and interventionists searching for 
optimal approaches. Sometimes great models are beyond our borders. 

$PHULFDQV�VRPHWLPHV�WKLQN�WKDW�IDPLOLHV�IDFLQJ�HFRQRPLF�FULVHV��ZDUV�RU�HQYLURQPHQWDO�FDWDVWURSKHV�DUH�
VR�EXV\�ZLWK�WKHLU�ZRHV�WKDW�WKHLU�FKLOGUHQȇV�GHYHORSPHQW�DQG�ZHOO�EHLQJ�DUH�IDU�IURP�WKHLU�PLQGV��7KLV�LV�
clearly not the case: Even in nations with far fewer resources than the US, there is abundant interest in 
LPSURYLQJ� FKLOG� GHYHORSPHQW�� HGXFDWLRQDO� RSSRUWXQLWLHV�� KHDOWK� FDUH�� DQG�SDUHQWLQJ� VNLOOV�� -XVW� DV�ZLWK�
PDQ\�RWKHU�FRXQWULHV��WKH�86�LV�D�QDWLRQ�ZLWK�HQRUPRXV�GLIIHUHQFHV�LQ�ZHDOWK��$V�LQ�RWKHU�FRXQWULHV�ZLWK�
KXJH�ODQG�PDVVHV��IDPLOLHV�PXVW�RIWHQ�WUDYHUVH�ORQJ�GLVWDQFHV�ZKHQ�VHHNLQJ�KHDOWK�DQG�GHYHORSPHQWDO�FDUH��
(YHQ�ZLWKLQ�ODUJH�FLWLHV�ZLWK�YDVW�SRSXODWLRQV��H�J���/RV�$QJHOHV��1HZ�<RUN�&LW\���WUDQVSRUWDWLRQ�WR�FOLQLFV�
can involve multiple subway stops and bus transfers, i.e., hours of family time. Increasingly all countries 
embrace diverse cultures and languages. So all across our planet, we do best by children and parents if we 
share our ideas and learn from each other. 
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CHAPTER HIGHLIGHTS
Within we cover a wide array of issues helpful for researchers and those planning clinical care 
protocols. Topics include: 

  I. Creating new items for clinical care and research projects; 

 II. How to translate items into other languages;

III. Test construction and the proof required for psychometric support;

 IV. Guidance for researchers on variable selection, research metrics, study designs, adapting  
 existing measures for use in other nations and issues in needs-assessment and survey research; 

  V.� 4XDOLW\�,PSURYHPHQW�DQG�0DLQWHQDQFH�RI�&HUWLȴFDWLRQ�SURMHFWV�

VI. Resources for bench-marking, literature reviews, use of established datasets for analysis, etc. 

I. CREATING NEW ITEMS
Researchers, trainers, program evaluators and clinicians often need to create questionnaires with items 
focused on results of interest. Of all the various types of writing (e.g., expository, narrative, persuasive), 
item-and direction-writing are the most challenging. Over-explaining generates confusion. Vocabulary 
and sentence length have an enormous impact on intelligibility. Simplicity of wording is essential 
especially when eliciting information from parents. Response options for multiple-choice questions 
also need careful attention. Suggestions for those who need to generate questionnaires, post-tests, or 
research protocols are shown in Table 19-1 with the special consideration of item-writing for parents 
(shown in Table 19-2). 

Table 19-1. Item-Writing Guidance
(a) Start with a thorough review of existing literature with a careful eye to the questions asked;

(b) If the exact wording of questions is not included in published research, write the authors to see if they 
will share a successful protocol [and also ask for comments on the questions used (e.g., which ones were 
discarded and why)]; 

�F�� 9DU\�TXHVWLRQ�W\SHV��H�J���PXOWLSOH�FKRLFH��WUXH�IDOVH��ȴOO�LQ�WKH�EODQN��RSHQ�HQGHG���7KLV�LPSURYHV�DWWHQWLRQ�
to the question asked and the quality of answers provided;

(d) Vary the placement of correct or desirable answers within multiple-choice response options, i.e., place only 
some correct answers at the beginning or end of the list; 

(e) Avoid response patterns [meaning a long series of questions for which the probable answer is the same (e.g., 
“No”)]. In such cases, parents or other test-takers may fail to pay careful attention to questions;

(f) For training and program evaluation items, begin with open-ended questions such as, “What did you hope to 
learn today?” End with open-ended questions such as, “What did you like best about….,?”, “What did you like 
least?”;

(g) For training questionnaires, use “The Harvard Question” at the very end (e.g., “How will you use the 
information you’ve acquired today?”). This question is known to encourage attendees to actually implement 
new learning;

(h) When rating the success of a program, average responses to all rating scale items, and consider removing the 
two extreme scores, i.e., overall results that are extremely positive and extremely negative. In each audience, 
there is almost always one ‘curmudgeon’ and one excessive ‘enthusiast.’ Removing the two extreme scores 
provides a better measure of central opinion. Nevertheless, make use of all suggestions; 

(i) Provided in Appendix B (and downloadable at www.pedstest.com/TheBook/AppendixB) is a sample of 
questions to trainees about child development, early detection and intervention that demonstrates principles 
of item-writing, i.e., varied types of questions and response requirements, including a combination of 
multiple-choice, matching, open-ended, etc. 
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Table 19-2. Special Considerations When Writing Questions for Parents

�D�� &RQVLGHU�ZKDW�LV�NQRZQ�DERXW�SDUHQWVȇ�XQGHUVWDQGLQJ�RI�VSHFLȴF�YRFDEXODU\��)RU�H[DPSOH��“development” 
is only understood by 50% of parents.1 Terms such as “expressive language” and “gross motor” are not 
meaningful to most parents.2 So either use family-friendly terms or pair unfamiliar words with commonly 
understood synonyms; 

(b) When writing items use short sentences to enhance intelligibility; 

(c) Make sure items are readable at the 4th grade level or lower (see the Resources Section for websites offering 
readability checks); 

(d) Avoid binary response options (e.g., yes/no). These may force parents into socially desirable answers and 
may not capture what parents actually observe or do with their children. A better approach is to add a 
“sometimes” type answer or a 3 – 5 point Likert rating scale. Analytic techniques can be used to determine 
whether, for example, “sometimes” actually means “rarely” or “often;”3,4

(e) After drafting items, conduct a small pilot study in which colleagues and staff comment on newly written 
items and provide suggestions to improve clarity of questions and response options; 

(f) Be sure to include a social worker on your professional team. Social workers can often advise on how to 
simplify wording and vocabulary, given their skills at interviewing parents of diverse backgrounds;

(g) Next, pilot questions with families but have a researcher present to conduct “cognitive testing,” i.e., asking 
families what they thought about when answering. This process helps determine whether parents understood 
the questions and how they interpreted it. Capturing verbatim comments is useful for qualitative studies 
and helps enormously in clarifying quantitative results;3

�K�� &RQGXFW�DGGLWLRQDO�SLORW�VWXGLHV�DV�QHHGHG�XQWLO�FRQȴGHQW�WKDW�SDUHQWV�DUH�DQVZHULQJ�TXHVWLRQV�LQ�D�ZD\�
WKDW�UHȵHFWV�WKH�FRQWHQW�DQG�LQWHQW�RI�WKH�LWHPV�

II. CREATING AND WORKING WITH TRANSLATIONS
Translations are often needed (e.g., for clinic intake forms, for working with a clinic translation service, 
for effective encounters with parents, for research protocols and studies of whether published measures 
work with non-English speaking families or when working with test publishers on creating new 
translations). Imbedded within the recommendations below are case examples (shown in italics) that 
illustrate lessons learned the hard way and how to avoid such mistakes in your own work. The focus in 
this section is the creation of translations, and research on their use within the US. Adapting measures 
for other nations and establishing psychometric support is described further along in this chapter. 

ȏ� ,I�\RX�DUH�GHDOLQJ�ZLWK�FRS\ULJKWHG�PDWHULDO�VXFK�DV�D�VWDQGDUGL]HG�WHVW��ȴUVW�FKHFN�ZLWK�SXEOLVKHUV�
on what translations are available. You will need to seek permission to translate and to use your 
translation. In many cases publishers will help you along the way, put you in touch with others 
interested in a particular translation, may pay for translations, and are willing to distribute them. 
See Chapter 4 for links to publishers’ websites. 

ȏ� It is not enough to translate and back-translate. Translations need to be vetted with several 
bilingual providers as well as families to make sure they work well. Word choices may have very 
different meanings in other languages. For example, in translating PEDS into Chinese, the word 
“concerns” also means “care” (as in “do you care about your child?”). Of course Chinese and all 
other parents care about their children and so we found inordinately high rates of Chinese parents 
expressing concerns. Researchers had to substitute a far stronger word, “worries,” in order to obtain 
appropriate response rates. Meanwhile, in English, the word “worries” does not work well.5 All this 
PHDQV�WKDW�ZRUGV�KDYH�GLIIHUHQW�FRQQRWDWLRQV�DFURVV�ODQJXDJHV��7HVWLQJ�DQG�UHȴQLQJ�WUDQVODWLRQV�
are needed.

ȏ� If working on a new translation, the initial translator should have a background in child 
development, social work or nursing, and thus skills in communicating effectively with parents. 
Translators need to be fully bilingual in order to understand the meaning of questions and discuss 
wording options. 
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ȏ� Translators need to use the simplest and briefest possible language (see Table 19-1 on item-writing). 

ȏ� Slang should be avoided because it may not be understood by all speakers of a language, and varies 
by dialect and nation of origin. For example, Spanish, the most commonly understood language 
in the world (there are far more Chinese speakers but they cannot always understand each other 
except in writing), has many vocabulary differences across Spanish-speaking backgrounds. For 
example, American-Spanish uses words like “carro” for car, and “chicos” for children, but these 
words are not understood by all Spanish-speakers within or outside the United States. A question 
VXFK�DV�Ȋ&DQ�\RXU�FKLOG�H[WHQG�KLV�LQGH[�ȴQJHU�WR�SRNH�DW�D�FXEH"ȋ�PD\�GHSOR\�ZRUGV�WKDW�KDYH�ȊGLUW\ȋ�
connotations in some countries (e.g., “empujar” and “caja”). So collaboration among translators 
speaking a single language but who have different national backgrounds is needed. 

ȏ� Recognize that some languages, Arabic, for example, can be read by all literate Arabic speakers. 
But spoken Arabic differs substantially from written Arabic (as does Chinese). When anticipating 
limited literacy, interview versions may need to be developed. 

ȏ� When creating a translation for recent refugees, study the political climate in the nation of origin. 
,Q�RXU�ȴUVW�DWWHPSW�DW�D�6RPDOL�WUDQVODWLRQ�RI�3('6�LQ�$PHULFD��WKH�WUDQVODWRU��ZKR�ZDV�D�ORQJ�WLPH�
ex-patriot, did not realize the word “concern” was used in political slogans by warlords, i.e., “we are 
FRQFHUQHG�DERXW�\RXȋ�DSSHDUHG�RQ�PDQ\�ELOOERDUGV�LQ�6RPDOLD��)DPLOLHV�ZKR�KDG�UHFHQWO\�ȵHG�WKH�
country did not respond much, as you might imagine (e.g., only about 2% of Somali families raised 
concerns as compared to about 40% of English-speaking Americans). So, questions in Somali had to 
be reworded. The phrase, “Do you have concerns about…..?” is now rendered as “Do you have feelings 
about your child’s …..?” Such wording would not work in English but it worked very well with Somali 
families.

ȏ� Per recommendations from the International Test Commission (www.intestcom.org/guidelines), 
check and recheck your translation by sending it to other professionals, not only to vet wording, 
EXW�DOVR�WR�FRUUHFW�W\SRV��7KLV�LV�PRVW�LPSRUWDQW�LI�\RX�DUHQȇW�ȵXHQW�LQ�WKH�ODQJXDJH�EHLQJ�WUDQVODWHG�
on your behalf. )RU�H[DPSOH��LQ�RXU�ȴUVW�6SDQLVK�WUDQVODWLRQ�RI�3('6��ZKHQ�DVNLQJ�Ȋ+RZ�ROG�LV�\RXU�
child?”, we failed to notice that “años” (meaning years) was typed as “anos”—meaning that we were 
actually asking parents how many anuses their child had. Giggling in the waiting room was not 
exactly the desired response!

ȏ� If translation support is needed for clinical care, make sure translators (whether working in 
person within clinics or via a telephone translation service), have fully vetted translations of tools. 
Although professional translators are bilingual, questions about child development and behavior 
are delicate (as you can tell by the messes described above) and need to be very carefully written, 
vetted, and tested to make sure they work. Ad hoc translations are often problematic, ineffective 
and may be marred, even within the same language, by dialectical differences between translators 
and families. 

ȏ� When studying the effectiveness of translations with standardized measures, compare incidence 
rates from existing research (meaning the percent with probable or actual problems) to the 
incidence found in your sample. For example, Dr. Marie Leiner, noticed that the Pediatric Symptom 
Checklist detected far fewer mental health problems in children of Spanish-speakers than in English-
speakers, and also that even English-speakers of limited socioeconomic status had lower than 
expected detection rates (even in the face of increased psychosocial risk). Dr. Leiner and colleagues6 
improved the Spanish translation but also added pictograms to both the English and Spanish versions 
to facilitate comprehension (very helpful for groups where literacy may be limited). Thus they created 
the Pictorial Pediatric Symptom Checklist (Pictorial-PSC) and found that the Pictorial-PSC improved 
detection rates in lower SES families whether they spoke English or Spanish. 

PDF Editor



Test Construction and Other ResearchChapter 19 427

III. HOW TESTS ARE CONSTRUCTED: A BASIC GUIDE TO 
PSYCHOMETRY

An understanding of test construction is helpful for: (a) Clinicians using existing tools (who perhaps 
wonder why results should be trusted); (b) committees selecting tests for early detection initiatives or 
deciding among diagnostic options; and (c) researchers constructing new tests, measuring outcomes 
or adapting tools for use in other nations. Although tests vary by complexity, depth, and measurement 
method, all quality tools are constructed via an arduous psychometric process involving multiple studies 
of standardization, reliability, validity/accuracy, and, ideally, feasibility:

Standardization

Test standardization (also known as “norming”) is a fundamental part of the psychometrics required for 
quality test construction. Standardization involves administering the test in exactly the same way to a 
ODUJH�VDPSOH�RI�FKLOGUHQ�VR�WKDW�HDFK�FKLOGȇV�SHUIRUPDQFH�FDQ�EH�FRPSDUHG�FRQȴGHQWO\�WR�WKDW�RI�RWKHU�
FKLOGUHQ��6WDQGDUGL]DWLRQ�LGHQWLȴHV�WKH�GLVWULEXWLRQ�RI�SHUIRUPDQFH�DQG�VKRZV�WKDW�D�WHVW�FDQ�EH�XVHG�
effectively with children from diverse socioeconomic and language backgrounds. Standardization also 
offers performance parameters for those working with low-, moderate- or high-risk children, i.e., the 
probability of greater or fewer problems in light of differences in psychosocial risk factors. The process 
of standardization involves these steps: 

1. Identify national demographics. When standardizing a test, we create a nationally representative 
VDPSOH� WKDW� UHȵHFWV� WKH� FKDUDFWHULVWLFV� RI� DQ� HQWLUH� FRXQWU\�� ,Q� WKH� 86�� &HQVXV� %XUHDX� GDWD� 
(www.census.gov) is used to determine population percentages for variables essential in test 
norming. These include ethnicities, levels of education, primary languages spoken at home, 
poverty rates, and locations (meaning rural versus urban, and also geographic regions such as 
North, South, East, Mid-west, etc.). Including children with disabilities and giftedness is also needed 
and depends on projections from the Centers for Disease Control (www.cdc.gov) aided by IDEA 
statistics (www.ideadata.org). While it may be surprising to include children with exceptionalities 
when standardizing a test, all are part of the overall population and their presence in a sample 
ensures that norms capture the complete spectrum of performance and thus contribute fully 
to the meaning of average. The percentages assigned to the above critical variables establish 
proportions to be emulated in creating the standardization sample for each test. 

2. Select settings that mirror where a test will be administered (e.g., if a primary care screen, 
then settings should be mostly primary care clinics). Such settings also serve children with 
exceptionalities—in likely proportion to their presence in the general population of children. 

3. Ensure naturalist sampling and eliminate selection/spectrum bias.7 Avoid norming on clinic-
referred children, i.e., those with probable problems, because this skews the meaning of average 
(downward) and may, when it comes to accuracy studies (described below) result in improbable 
sensitivity and under-referrals. Similarly, simply adding in a group with known disabilities is 
not wise, because the “shades of gray” representing the spectrum of delays will not be captured. 
Nevertheless, exceptions are needed when tests focus only on unique populations (e.g., to answer 
research questions such as, “How does this extremely low birth-weight child compare to others 
with this condition?”). 

4. Administer the test to the nationally representative sample. You may end up over-sampling 
some groups (e.g., a disproportionate percentage of white children). Options for honing your sample 
are: (a) Using a sampling program that can randomly select and eliminate over-represented cases; 
or (b) bootstrapping to boost the numbers of under-sampled groups by replicating/weighting their 
presence in a data set. Nevertheless, bootstrapping should be used judiciously and preferably not 
at all because replicating a minimal sub-sample can compound distortions in the performance of 
subgroups. A better plan is to oversample groups of interest (e.g., Hispanics, African-Americans, 
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American Indians) and save some of these cases for further analysis, i.e., for determining how a 
test performs with unique groups as compared to the normative sample. 

��� (QVXUH�D�VXɚFLHQW�VDPSOH�VL]H� With a milestones-type measure, scoring usually changes in 
RQH�PRQWK�LQFUHPHQWV�LQ�WKH�ȴUVW�\HDU�RI� OLIH�� LQ�WZR�PRQWK�LQFUHPHQWV�LQ�WKH�VHFRQG�\HDU�RI�
life, etc. A minimum of 75 – 200 children for each age group/scoring change is recommended. 
With the advent of web-based data collection, it is not uncommon to see tests with thousands of  
children per age-range/scoring change. ‘More is better’ with standardization because it ensures 
you have captured representative performance for each group. 

6. View collective performance for your sample in order to determine what is probably average and 
what is not. Typically this is done by computing standard scores (e.g., quotients or percentiles for 
each age) and then plotting these on a histogram/bar graph. When these scores are “smoothed,” 
they will take ideally the predictable shape of a bell curve—with most children scoring in the 
standard deviations on either side of the mean, and fewer children scoring at the extremes. 
Note that standardization is not validation—the meaning of average, below average, or above 
average requires careful comparison with other measures. But, standardization is essential for 
viewing performance ranges. Figure 19-1 shows a typical graph of performance distribution on 
standardized results, and Table 19-3 explains the meaning of various kinds of scores. 

��� 'HWHUPLQH� WKH�SHUIRUPDQFH�RI� VSHFLȴF� JURXSV (e.g., those who are Spanish-speakers, have 
SV\FKRVRFLDO� ULVN�� HWF���� 3HUIRUPDQFH� VWXGLHV� RQ� XQLTXH� SRSXODWLRQV� VKRXOG� UHȵHFW� WKDW�� �D��
Measures work equally well in each language tested; and (b) children at risk score less well overall 
than do children without risk factors. Note: It is unwise to create separate norms for children at 
ULVN��H�J���HQUROOHG�LQ�+HDG�6WDUW��RQ�0HGLFDLG��HWF����6XFK�QRUPV�ORZHU�WKH�GHȴQLWLRQ�RI�DYHUDJH�
and lead to under-detection. The purpose of testing is to decide who needs help well before 
kindergarten enrollment. It is only by comparing children at risk to the performance attained 
by the majority of age-mates, that we can see who needs intervention. Nevertheless, subgroup 
standardization analyses provides valuable information on what providers can expect when 
working with discrete populations [e.g., families who receive Medicaid; families in crisis who 
are unable to pay utility bills, facing eviction, lacking the income needed to feed their children; 
children of parents who are highly educated and have few, if any, psychosocial risk factors; 
families with diverse ethnic backgrounds; those residing in (or recently immigrated from) other 
nations; those who speak languages other than English, etc.]. 

��� 8SGDWH�VWDQGDUGL]DWLRQ�RQ�D�UHJXODU�EDVLV��The American Educational Research Association 
together with the American Psychological Association, and the National Council on Measurement 
in Education recommend re-norming tests at least every ten years.8 Demographics change (e.g., 
the Latino population is growing rapidly, languages other than English are increasingly common, 
etc.). In addition, test stimuli become dated. For example, many tests had to be recalled because 
children, when shown a rotary dial telephone, could not name it correctly! 

Table 19-3. A Guide to Test Scores

Raw Scores are a simple count of the numbers of correct answers. When broken out by age, differences in 
raw scores are used in standardization research to generate other scores such as quotients or percentiles. 
)RU�PDQ\�WHVWV��UDZ�VFRUHV�UHȵHFW�WKH�QXPEHU�RI�VNLOOV�PDVWHUHG��H�J���ZLWKLQ�D�FXUULFXOXP��DQG�DUH�WKXV�
helpful for charting progress. Raw scores will have a range from all items passed to all items failed. Although 
we can view the mean number of items passed or failed (or better still, the median—meaning the middle of 
the range), raw scores do not tell us much about how scores are dispersed, i.e., where do most children score 
and what are the frequencies of extreme scores. 

Standard Deviations offer a better way to look at how frequently scores vary from average (with average 
GHȴQHG�E\�WKH�DJH�RU�JUDGH�RI�WKH�FKLOG���6WDQGDUG�GHYLDWLRQV�UHȵHFW�GLVSHUVLRQ��DOVR�FDOOHG�YDULDQFH��DQG�
provide a consistently recognized way to view frequencies of scores as they depart from the mean. As shown 
in Figure 19-1, more than 68% of children score within 1 standard deviation above or below the mean (i.e., 
+���Ɛ��ZLWK�IDU�IHZHU�VFRULQJ���VWDQGDUG�GHYLDWLRQV�DERYH�RU�EHORZ�WKH�PHDQ��6FRUHV���VWDQGDUG�GHYLDWLRQV�
above or below the mean are even more rare and thus asymptotic. 
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Standard Scores�DUH�DWWDFKHG�WR�VWDQGDUG�GHYLDWLRQV�EXW�ȵHVK�RXW�WKH�VFRUH�UDQJHV�LQ�EHWZHHQ��6WDQGDUG�
scores are used with all diagnostic measures, but tests results may be expressed with different scales. 
Nevertheless, all standard scores, despite differences in metrics, express the same variance in test 
performance:

 Quotients are the most familiar standard score and assign a mean of 100 and a standard deviation of 15. 
So in viewing the Weschler Scales of Intelligence in Figure 19-1, we can see that most children receive 
scores of 100 + 15 points. Quotients generally have the following meanings but must be considered in 
terms of relative performance (e.g., quotients in the average-range may be below average in a rigorous 
private school): 

      < 74  Very poor 
     77 - 84  Poor 
     85 - 90  Below Average 
     91 - 114 Average 
   115 - 120 Above Average 
   121 - 130 Superior 
         > 130 Very Superior 

 Quotients usually remain roughly the same over time. If so, this means a child is continuing to learn skills 
at the same rate (but also see comments on Flynn effect* below). Dropping or rising quotients mean a 
child is learning more slowly or more quickly than prior testing predicted. For quotient changes to be 
FRQVLGHUHG�VLJQLȴFDQW��D�GLIIHUHQFH�RI���RU�PRUH�SRLQWV� LV�QHHGHG��$V�D�FRQVHTXHQFH�RI�WKH�VRPHZKDW�
invariant nature of quotients, age-equivalents or raw scores offer a more responsive metric for outcome 
studies and often enable a wider range of statistical techniques. 

 Scaled Scores are often used to 
describe performance on subtests of 
diagnostic measures. For example, 
on the Weschler Scales, there are ten 
to twelve subtests each producing 
a scaled score of 10 with a standard 
deviation of 3. 

 T-Scores are yet another way of 
expressing standard scores but have a 
mean of 50 and a standard deviation 
of 10. 

 Percentiles also known as percentile 
ranks, are another type of standard 
score into which age (or grade 
placement) is factored. Percentiles 
have a range between 0.1 and 99.9. A 
percentile of 20 means that a student 
performed in the lowest 20%. In 
contrast, a percentile of 86 means that 
a student performed in the top 86% 
of all children. Percentiles should not 
be confused with percentage which 
is just a way of expressing a number 
(e.g., correctly answered items) as a 

fraction of 100. So for example, a child can get 80% of items correct but if all other children do better, 
then the percentile rank could be < 1st percentile. 

� 3HUFHQWLOHV�DUH�KHOSIXO�IRU�H[SUHVVLQJ�UHODWLYHO\�ȴQH�GLIIHUHQFHV�LQ�SHUIRUPDQFH�ZLWKLQ�WKH�EURDG�UDQJH�
of average. Percentiles cluster heavily in the standard deviations just above and below the mean, but they 
GR�OHVV�ZHOO�DW�GHȴQLQJ�KRZ�KLJK��DQG�ORZ�IXQFWLRQLQJ�VWXGHQWV�DUH�SHUIRUPLQJ��,Q�FRQWUDVW��TXRWLHQWV�RQ�
the very low end of the spectrum can be expressed as 65, 55, 45, 35, etc. while the comparable percentile 
ranks for these quotients only renders < 1. Unlike quotients or age-equivalent scores, percentile ranks, 
because they are a uniquely uneven metric, should not be averaged. 

 The interpretation of percentiles changes according to variables measured (e.g., the 16th to 25%th 
SHUFHQWLOHV�DUH�ȴQH�IRU�KHLJKW��ZHLJKW��DQG�KHDG�FLUFXPIHUHQFH�EXW�DUH�DOZD\V�FRQFHUQLQJ�ZKHQ�LW�FRPHV�

©Anastasi A. Psychological Testing (3rd edition). Toronto, Ontario: 
The MacMillan Company, 1968. Used with permission.

Figure 19-1. Graph of Typical Performance Ranges on  
         Standardized Tests

Table 19-3. Cont’d

table continues...
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to development: the handwriting is on the wall for school failure). Percentiles, as with all standard scores, 
need to be evaluated in light of the performance of students’ actual peers and immediate performance 
demands.  

Age-Equivalent Scores/Grade-Equivalent Scores, like raw scores, are non-standardized and usually 
created by viewing the average raw score for each age-group or grade. Even if tied to standard scores, age/
grade-equivalent scores remain an uneven metric due to swift changes in skills (see Figure 19-2). There is an 
enormous difference in skill sets between a child who is 1-year, 1-month of age versus a child who is 1-year, 
��PRQWKV�RI�DJH��7KH� ODWWHU� LV��ZH�KRSH�� WDONLQJ�DQG�ZDONLQJ�� WKH� IRUPHU� LV�XVXDOO\�QRW�� 6LPLODUO\��D�ȴUVW�
grader who, at the end of the school year where we’d hope most children are performing at the 1st grade, 
9-month level, but who instead performs at the 1st grade, 1-month level is a child who is failing miserably 
at the tasks at hand. 

Age/grade-equivalents offer some practicality as an ever-changing continuous variable that is enormously 
responsive to developmental changes and interventions. Similarly age/grade-equivalents are also helpful 
for selecting instructional materials or age-appropriate toys. Nevertheless, the metric is often confusing 
to both parents and professionals. For example, a 10-year-old working at a 5-year level is not the same as 
a 5-year-old working at a 5-year-old level. The former child will have trouble with abstract thinking and 
problem-solving while the latter child will not. 

Age-equivalent scores are expressed as “year–month” (e.g., 2-year plus 3-month = 2–3). Grade equivalents 
are expressed as “grade.month” (e.g., 2nd grade, 3rd-month = 2.3). As with percentiles, when tests produce 
a range of age/grade-equivalent scores, averaging this into a single result may be less than meaningful, 
especially if there are substantial strengths and weaknesses in skills. 

Cutoffs (also a non-standardized score) are used almost exclusively with screening and sometimes 
assessment-level measures (not diagnostic tools). Cutoffs are usually created by comparing raw scores to 
WKH�GLDJQRVWLF�ȴQGLQJV�IURP�YDOLGDWLRQ�VWXGLHV��H[SUHVVHG�DV�WKH�SUHVHQFH�RU�DEVHQFH�RI�D�GLVDELOLW\���&XWRIIV�
are designed to be the optimal balance between detecting problems and detecting typical development with 
minimal over- or under-detection. Some screens are designed to detect not only children at risk but also 
those with disabilities. With the former, cutoff scores will hover around 1 standard deviation below the 
mean, i.e., quotients of 85 or less/at or below the 16th percentile. For screens identifying only disabilities, 
cutoffs will be closer to 2 standard deviations below the mean, i.e., quotient of 70 or less/at or below the 2nd 
percentile. Some screens offer a choice of cutoffs, i.e., 1 standard deviation below the mean; 1½ standard 
deviation below the mean; 2 standard deviations below the mean (which is helpful because States have 
differing criteria for IDEA eligibility). Note that screening test cutoff scores have different names according 
to the test used (e.g., suboptimal/optimal, milestones met/unmet, high-risk/low-risk, pass/fail) but in any case 
we are talking about various binary results in relation to the reference standard battery. How to establish 
cutoff scores and understand their meaning is discussed further in the section on Accuracy.

*Flynn effect refers to the fact that quotients, most particularly intelligence scores, tend to rise over time (e.g., 3 - 5 points 
per decade). Despite efforts of test authors and publishers to adjust for this when re-standardizing measures, differences 
in performance across test editions remain. Some studies of the Bayley-III’s scores found them to be almost one standard 
deviation higher than those rendered by the Bayley-II.9,10 This creates headaches for longitudinal studies using different 
versions of measures over time (e.g., NICU follow-up and for re-evaluation of IDEA eligibility). 

To date, there are no clear methods to adjust for Flynn effect. It is tempting to simply subtract 1 standard deviation 
from existing results, but until large scale samples are evaluated, we don’t know whether Flynn effect is operational at 
all levels of performance. For example, Flynn may not be as strong at 2 – 3 standard deviations above and below the 
mean. Drs. Aylward and Aylward provide a technical review of Flynn effect including a report from the publisher of 
the Bayley-III (www.pearsonassessments.com) suggesting that Bayley-II scores might have been depressed compared 
to the Bayley-I or Bayley-III.9 This review also covers Flynn effect with the latest edition of the Weschler Scales and the 
Preschool Language Scale-4. So while this debate continues, diagnosticians and researchers are urged to keep up with 
this issue and consider using additional measures when diagnosing cognitive and language delays, and for determining 
IDEA eligibility.

Figure 19-2. Unevenness of Equivalence Scores (Showing Age-Equivalents in Years and  
           Months)

Table 19-3. Cont’d
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reliability

Test construction involves at least three broad types of reliability tests. For example, an informal 
PLOHVWRQH� LWHP� RIWHQ� XVHG� LQ� SULPDU\� FDUH� DJH�VSHFLȴF� HQFRXQWHU� IRUPV� PD\� LQFOXGH� Ȋ5HFRJQL]HV�
colors.” What exactly does that mean? Points to colors when named? Names colors when asked? How 
many colors and which colors at which age? Consider the fact that without standardized instructions, 
different providers might use very different stimuli and very different scoring criteria. Standardized 
tests eliminate such vagaries via consistent presentation of test stimuli (e.g., identical cubes of varying 
colors), clear directions such as “Tell me what color this is?”�DORQJ�ZLWK�GHȴQLWLYH�VFRULQJ�FULWHULD��H�J���
��RI���FRORUV�DW�ȴYH�\HDUV�RI�DJH���,Q�VR�GRLQJ��VWDQGDUGL]HG�WHVWV�HQDEOH�PHDVXUHV�WR�EH�DGPLQLVWHUHG�
WKH�VDPH�ZD\�HYHU\�WLPH��HYHQ�E\�GLIIHUHQW�H[DPLQHUVȃHQDEOLQJ�XV�WR�FRQȴGHQWO\�FRPSDUH�D�FKLOGȇV�
SHUIRUPDQFH�WR�RWKHUV�RI�WKH�VDPH�DJH��%XW�ȴUVW�ZH�KDYH�WR�SURYH�WKDW�D�VWDQGDUGL]HG�DGPLQLVWUDWLRQ�
elicits virtually identical performance from children if they are retested by the same person, and also 
that different examiners can retest and obtain close to the same results. Researchers usually conduct 
studies of reliability before taking a measure into standardization. Reliability indices involve: 

(a) Test-Retest Reliability determines that a child performs the same way when tested again by 
the same examiner (usually one to two weeks later). To express agreement, some authors use 
correlations and some use the Kappa statistic (although standards for correlations and Kappa are 
fuzzy because it accounts for chance agreement and lacks a consensus among statisticians for 
UDWLQJ�LWV�VLJQLȴFDQFH��11 Hence most psychometricians prefer to express test-retest reliability as a 
percentage of agreement (e.g., a range of 90% to 100% with a mean of 95%). 

(b) Inter-Rater Reliability demonstrates that two different examiners when testing the same child 
can render the same results. Inter-rater reliability studies should also scrutinize multiple methods 
of test administration if available. For example, if a test can be administered by interview versus 
parent-self-report versus hands-on, inter-rater studies should be conducted to test agreement 
across measurement approaches. 

(c) Internal Consistency demonstrates that related items “hang together” and measure cohesively, 
the same domain. For example, if motor items are highly correlated with language items, that 
probably means directions for motor tasks place too many demands on receptive language skills, 
and thus penalize a child with good motor ability but poor language comprehension. Internal 
consistency also shows which items are so highly inter-correlated as to be duplicative and thus 
safely removed to shorten the test. Analysis of differential item functioning is a typical method for 
identifying an optimal set of questions and eliminating redundant ones. 

(d) Stability indicates that scores are consistent over long intervals of time (e.g., across three months 
to six years). For example, if children perform in the above-average range at Time 1, we expect (and 
KRSH��WR�VHH�DERYH�DYHUDJH�SHUIRUPDQFH�DW�7LPH����6WDQGDUGV�IRU�VWDELOLW\�FRHɟFLHQWV�DUH�QRW�ZHOO�
established, which is understandable given the rapid changes in young children’s skills (especially 
JLYHQ�WKH�EUHYLW\�RI�VFUHHQLQJ�WHVWV���EXW�VLJQLȴFDQW�FRUUHODWLRQV�LQ�SHUIRUPDQFH�DGPLQLVWHUHG�RYHU�
time suggest that measures tap meaningful predictors of outcomes. Another way to view stability 
is by viewing agreement for the standard deviation in which a child performs at Time 1 and then 
at Time 2 (e.g., if performing 2 standard deviations below the mean at Time 1, to what extent is 
performance within the same standard deviation at Time 2). Identifying likely de-stabilizers such 
as the presence of psychosocial risk factors and absence of resilience or intervention is much 
needed to interpret stability indices. 

Validity

There are many types of validity studies required for quality test construction:

(a) Content/Face Validity does not involve statistical analysis but instead professional opinion that 
items are likely to tap the domains of interest (hence why lots of item vetting is wise). 
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(b) Concurrent (sometimes called Convergent) Validity is a comparison between the test under 
study to “gold standard” or reference tests (meaning tests that are well-established, proven, 
effective, and diagnostic). Concurrent validation should involve a test battery that samples the 
same range of developmental tasks measured by the test under study (e.g., if motor, language and 
academic skills are measured in the research test, then the criterion measures should include 
tests of motor, language and academics). Concurrent validity studies are usually expressed as 
correlations and ideally the correlations show close relationships between “like subtests,” i.e., 
language items correlate with language items on the reference tests. 

(c) Construct Validity is much like internal consistency but focuses on whether a test has 
PHDQLQJIXO�IDFWRUV��H�J���D�FOXVWHU�RI�VXEWHVWV�RU�LWHPV�WKDW�FOHDUO\�UHȵHFW�YHUEDO�YHUVXV�QRQ�YHUEDO�
performance). Established factors are often used to generate separate scoring (e.g., a different set 
of cutoffs or quotients for verbal versus non-verbal factors). Such scores are useful to test users 
who, when interpreting a child’s performance, are best assisted by indicators of broad strengths 
and weaknesses. Unlike internal consistency, construct validity compares a test’s factors to 
performance on reference measures. 

(d) Discriminant Validity determines the strengths and weaknesses of measures in detecting 
various conditions. Ideally, there will be unique performance patterns associated with unique 
disabilities. To conduct these studies, disability according to type versus the absence of disabilities 
(as diagnosed by reference tests) are grouped as dependent variables. Next, items or subtests from 
the experimental measure are used as predictor variables. Statistical techniques typically involve 
logistic regression, discriminant function analysis or factor analysis. An example of desirable 
results is that language items on the measure under study are highly associated with the presence 
or absence of a language disorder, motor items predict motor coordination disorders, and overall, 
that children with common conditions such as learning disabilities or autism spectrum disorder 
have distinct patterns of results. Discriminant validity studies are most helpful when they report 
accuracy in detecting various conditions, i.e., the percent of children with cerebral palsy correctly 
LGHQWLȴHG�� 6XFK� LQIRUPDWLRQ� LV� XVHIXO� IRU� GHWHUPLQLQJ� ZKHWKHU� D� PHDVXUH� KDV� OLPLWDWLRQV� LQ�
detecting certain conditions (and thus whether alternative tests should be used). 

(e) Predictive Validity views how well a test measures enduring and meaningful dimensions of child 
development. Such research involves measuring children (Time 1) and then repeating testing, along 
with diagnostic measures later in life (Time 2). Time-frames vary in studies and can be as little as 
three months or more than two decades. Because child development is complex and ever-changing, 
WKHUH� DUH� QR� GHȴQHG� VWDQGDUGV� IRU� SUHGLFWLYH� YDOLGLW\� EXW� LQ� JHQHUDO�� D� VWDWLVWLFDOO\� VLJQLȴFDQW�
FRUUHODWLRQ�ZLWK�RXWFRPH�PHDVXUHV�VLJQLȴHV�D�SUHGLFWLYH�UHODWLRQVKLS��$FFXUDF\�LQGLFDWRUV�VXFK�
DV� VHQVLWLYLW\� DQG� VSHFLȴFLW\� �GHVFULEHG� EHORZ�� DUH� VRPHWLPHV� XVHG� EXW� DFKLHYLQJ� WKH� OHYHOV�
demanded for concurrent tests should not be expected. It is worth noting that in predictive validity 
VWXGLHV��LW�LV�QRW�XQFRPPRQ�WR�ȴQG�FHUWDLQ�LWHPV�RU�VXEWHVWV�WKDW�ZHUH�QRW�FRQFXUUHQW�LQGLFDWRUV��
but have instead a long-term association with outcomes. Essential for longitudinal studies are 
creative exploration of results, careful tracking of families over time, obtaining information about 
any interventions and changes in psychosocial risk between Time 1 and Time 2 because these 
might alter predictions/outcomes. Finally, copious funding is necessary to minimize subject (and 
researcher) attrition.12

(f) Criterion-Related Validity, also known as accuracy, is required for screening tests, and is described 
below.

Criterion-related Validity: SCreening teSt aCCuraCy

Studies of accuracy are considered the “acid test” for how well screens work in detecting probable 
problems versus the probable absence of problems. Accuracy research determines optimal cutoff scores 
for screens in relation to the reference standard measure(s), i.e., the criterion battery, which is often 
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referred to, informally, as the “gold standard.” The steps in establishing accuracy are:

Identify the Performance Criteria to be applied to the reference standard measures. For starters, 
we are placing children into two categories, i.e., those with actual problems and those who do 
not have problems. Presence or absence of eligibility for special services is a practical way to 
categorize results, but it is important to note that developmental status is not a binary phenomena. 
We also have children with delayed development but who are not so far behind as to qualify for 
special services and instead need other kinds of help (e.g., parent education, Head Start, etc.). All 
this means that we should look at developmental status in different ways and often “lump” and 
“re-lump” the two categories in order to identify a range of cutoff scores on a screen. 

Determine Optimal Cutoff Scores on Screens. Having established one (and preferably more 
than one) way to categorize reference tests into a binary result, the next step is to determine 
optimal cutoff scores for the screen. The goal for setting cutoffs is to detect the greatest number 
of children with problems with also correctly identify the greatest number of children without 
problems. The Receiver Operating Characteristic (ROC) is often used to plot scores on screens (e.g., 
number of items passed) against the binary categories for capturing performance on the “gold 
standard.”13 Again, more than one categorization approach for the reference standard should be 
tested if appropriate for the goal of the screening test. ROC analyses help identify the optimal cut-
point for maximizing test accuracy, and some researchers spend vast amounts of journal space 
reporting “the area under the curve.” But a simple comparison of continuous scores on screens 
against each binary categorization of reference measures more readily answers “in the trenches 
questions” such as, “My patient passed a screen but what is the chance that the screen missed a 
problem?” And conversely, when faced with a problematic result, a clinician may well wonder, 
Ȋ:KDW�LV�WKH�FKDQFH�P\�SDWLHQW�WUXO\�KDV�D�SUREOHP"ȋ�)LJXUH������LV�DQ�H[DPSOH�WKDW�GHȴQHV�WKH�
various parameters for determining test accuracy followed by clinical questions and a description 
of the analyses required to provide relevant answers.

Legend 

Note: That the term “positive” means a problematic result.

True/co-positives: Out of the total number of children with problematic results (N = 20), true/co-positives are the number of children who 
had both problematic screening scores and problematic results on diagnostic testing (N = 16). 

True/co-negatives: 2XW�RI�WKH�WRWDO�QXPEHU�RI�FKLOGUHQ�LGHQWLȴHG�DV�W\SLFDO�RQ�GLDJQRVWLF�WHVWLQJ��1� ������WUXH�FR�QHJDWLYHV�DUH�WKH�QXPEHU�
who also passed screening (N = 70). 

False-positives: The number of children found to be typically developing on diagnostic testing who nevertheless failed the screening test (N 
= 10).

False-negatives: The number of children with problematic results on diagnostic testing who nevertheless passed the screening test (N = 4).

Figure 19-3. Terms for the Intersection of Diagnostic and Screening Test Results
Diagnosis

Screening Test                NO         YES

   Pass

   Fail

           70            4          74
(co-negatives/        (false-
true-negatives)        negatives)

           10          16
(false positives)      (co-positives/         26
       true positives)

            80           20         ___
          /100
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Computation of Screening Test Accuracy
Given diagnostic and screening test results on the same children, there are a number of computations 
required and each has its own terminology: 

Sensitivity (co-positivity). This analysis answers the question, what percentage of children 
found to have problems on the diagnostic battery were detected by a screen? The computation 
involves dividing the numbers of true/co-positives by the sum of true positives/co-positives+false-
negatives. In this case, 16 of 20 children diagnosed also performed poorly on screens, but 4 of the 
20 diagnosable children passed the screen. So sensitivity is 16/20 = 75%.

,GHDOO\��DOO�FKLOGUHQ�ZLWK�GLVDELOLWLHV�ZRXOG�VFRUH�EHORZ�FXWRIIV�RQ�D�VFUHHQ�DQG�WKXV�EH�LGHQWLȴHG�
as needing referrals for further evaluation/special services. In reality, detection of disabilities is 
imperfect due to behavioral noncompliance, psychosocial malleability, age-related skill changes 
in development, imperfections in reference tests (hence the reason for the term co-positivity), and 
ultimately the necessary brevity of screens. So basic standards for sensitivity are 70% to 80%. 
:KLOH�WKLV�ȴJXUH�PD\�VHHP�ORZ��PDQ\�WHVWV�IDLO�WR�DWWDLQ�WKLV�OHYHO�RI�DFFXUDF\��+LJKHU�VHQVLWLYLW\�
may be found if using stringent performance criteria on the reference battery (e.g., 2nd percentile 
or lower), but such criteria are not appropriate if a screen is designed to identify not only children 
who probably need IDEA services, but also those with milder delays who need services such as 
Head Start or quality day care (e.g., < 16th percentile). Nevertheless, because screening tests should 
be re-administered over time wherein information gleaned from surveillance activities can also 
be brought to bear especially on negative (meaning passed) screens, detection rates will improve 
given repeated measurement.

6SHFLȴFLW\��FR�QHJDWLYLW\�� This analysis answers the question, what percentage of children found 
to have typical development on diagnostic measures also passed the screen? The computation 
involves dividing the number of true/co—negatives divided by the sum of true/co-negatives+false-
positives. In this example, 80 children had typical development on diagnostic testing, 70 passed the 
VFUHHQ��EXW����GLG�QRW��6R�VSHFLȴFLW\�LV������� �����

As with our wish to identify all children with problems (100% sensitivity), we would also prefer 
WKDW�DOO�W\SLFDOO\�GHYHORSLQJ�FKLOGUHQ�SDVV�D�VFUHHQLQJ�WHVW�������VSHFLȴFLW\���%XW�WKH�PHVV\�UHDOLWLHV�
RI�FKLOG�GHYHORSPHQW�DQG�LWV�PHDVXUHPHQW�GR�QRW�DFFRUG�VXFK�DFFXUDF\��6R�����������VSHFLȴFLW\�
is a basic standard, but within that range, closer to 80% or higher is desirable because there are 
PDQ\�PRUH�W\SLFDOO\�GHYHORSLQJ�FKLOGUHQ�WKDQ�QRW��)RU�HDFK�GHFUHPHQW�LQ�VSHFLȴFLW\��WKHUH�LV�D�
JHRPHWULF� LQFUHDVH� LQ�RYHU�UHIHUUDOV��7KXV� WKH�EDODQFH�RI�VHQVLWLYLW\�DQG�VSHFLȴFLW\�QHHGV� WR�EH�
WLSSHG�WRZDUG�VSHFLȴFLW\��LI�DW�DOO�SRVVLEOH��ZKLOH�VWLOO�NHHSLQJ�VHQVLWLYLW\�LQ�WKH�����������EDOOSDUN�
IRU�VFUHHQLQJ�WHVW�VWDQGDUGV��$JDLQ�� W\SLFDO�GHYHORSPHQW�QHHGV�WR�EH�FDUHIXOO\�GHȴQHG��RIWHQ� LQ�
PXOWLSOH�ZD\V��H�J���LV�ȊQRUPDOȋ�GHȴQHG�DV�FKLOGUHQ�QRW�HOLJLEOH�IRU�VSHFLDO�VHUYLFHV�RU�GRHV�LW�DOVR�
include the non-eligible but delayed, such as those scoring below the 16th percentile?). 

Negative Predictive Value. This term answers the question, if a child passes a screen, what is the 
chance that he or she does not have an actual problem? The computation involves dividing the 
number of true/co-negatives by the sum of true/co-negatives+false-negatives. In this case, 70 out 
of 74 children with a passed screen were not found to have problems on diagnostic testing. So the 
negative predictive value is 70/74 = 95%.

Under-Referral Rate. This term answers the question, what percentage of children did a screening 
test fail to detect correctly? The computation divides the number of children without problems 
on screens by the total number without problems on diagnostic testing. In this case, 4 children 
who passed screening were found to have a problem on diagnostic evaluations, so 4/74 = 5%. This 
computation is the same as subtracting negative predictive value from 100% and so in this example, 
100% minus the 95% = 5% under-referral rate.

Positive Predictive Value: This term answers the question, if a child fails a screen, what is the 
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chance that he or she truly has a problem, i.e., what percentage of problematic screening results 
are actually associated with problems on diagnostic measures? The computation involves dividing 
the number of true/co-positives by the sum of true/co-positives+false-positives. In this example, 
16 of 26 children who failed the screen also had problems on diagnostic testing, but 10 of the 26 
children who failed the screen did not have a problem on diagnostic testing. So positive predictive 
value is 16/26 = 62% but see the over-referral rate discussion below.

Over-Referral Rate. This term answers the question, what percentage of children were over-
referred for seemingly unnecessary evaluations? The computation involves dividing the false-
positives (those who did poorly on screens but did not have a problem on diagnostic tests) by 
the total number of positive screening results. In this case, 26 children had positive results but 
10 children were false-positives. So the over-referral rate is 10/26 = 38%. This computation is the 
same as subtracting positive predictive value from 100%. In this example, 100% minus the positive 
predictive value of 62% = 38% over-referral rates.

,W�LV�LPSRUWDQW�WR�QRWH�WKDW�WKH�����RYHU�UHIHUUDO�UDWH�LQ�WKH�DERYH�H[DPSOH�GRHVQȇW�UHȵHFW�����RI�DOO�
patients, but rather only 10% (10 out of 100 patients). Even so, clinicians are often alarmed at over-
referral rates and may be reluctant to refer as a consequence. Should they be? No! In one study 
(of four different screening tests compared to a reference standard battery), approximately 70% 
of over-referred children had numerous psychosocial risk factors and scores well below the 25th 
percentile on diagnostic measures of intelligence, language, and academic achievement (the point 
below which regular classroom instruction is less than optimally effective).14 So over-referrals 
often identify children who don’t qualify for IDEA but still need other interventions (e.g., Head 
Start, Title I public school services, parent-training, quality daycare, social services, mental health 
programs, etc.). Although we should report the positive predictive value on screens, it is important 
to parse the “broad range of normal” into those eligible for IDEA versus those not eligible but in 
need of other services. 

7KH� ORQJ�WHUP� FRVWV�EHQHȴWV� DUH� DOVR� DQ� LPSRUWDQW� FRQVLGHUDWLRQ�ZLWK� UHJDUG� WR� IDOVH�SRVLWLYH�
rates. Assuming that all children with positive screens are referred for diagnostic testing at a cost 
of approximately $1000 - $1500, these costs are substantially less than the cost of under-treatment, 
[a life-time loss to the child and society of more than $100,000 (in 1997 dollars) when needed early 
intervention is not offered.15 The costs of subsequent evaluations can be reduced considerably 
if less expensive measures such as assessment-level tools are deployed between screening and 
diagnosis (see Chapter 13 for additional information]. 

Hit-Rates—An Accuracy Indicator to Avoid. Hit-rates are simply the total number of children 
for whom a screening test gave accurate information when compared to diagnostic measures. 
Co-positives and co-negatives are added together and then divided by the entire sample (co-
positives+co-negatives+false-positives+false negatives). But hit rates are an extremely misleading 
VWDWLVWLF�EHFDXVH�WKH�SUHSRQGHUDQFH�RI�UHVXOWV�DUH�FR�QHJDWLYHVȃPHDQLQJ�WKDW�VSHFLȴFLW\�FDUULHV�
excessive weight. For example, a high hit-rate (e.g., 91%) could mean that 99% of typically developing 
children were correctly detected (e.g., 89 out of 90) but only 20% of children with problems were 
FRUUHFWO\�GHWHFWHG� �H�J�����RXW�RI������6R�KLW�UDWHV�FDQ�PDVN�VHULRXV�ȵDZV� LQ�DFFXUDF\� �DQG�PRVW�
HVSHFLDOO\�VHULRXV�ȵDZV�LQ�VHQVLWLYLW\���

utility 
Utility (also called feasibility)� FRYHUV� WKH�SUDFWLFDOLW\�RI� WRROV��PHDQLQJ�KRZ�ZHOO� VSHFLȴF�PHDVXUHV�
ZRUN�LQ�UHDO�OLIH��+RZ�GR�SDUHQWV�UHVSRQG�WR�WRROV"�'R�SURYLGHUV�ȴQG�PHDVXUHV�HɟFLHQW�DQG�DUH�WKH\�
willing to use them? So ideally, when constructing or studying a measure, authors/researchers should 
address such questions as: 

(a) What are the material costs of a screening (e.g., the price of protocols or, if an option, the cost of 
photocopying)?
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(b) How long does it take to score a measure (and what is the clinic expense for time spent scoring)? 

(c) If a percentage of parents can’t complete a measure on their own, how long does it take to administer 
a measure by interview or hands-on, and what are the associated costs?

(d) Is training information freely available or does training incur a cost? Training support, requisite 
time-frames, and self-training resources should be evident within test manuals or publishers’ 
websites (e.g., links to videos, slide shows, and training exercises). 

�H��$UH�FOLQLFLDQV�DQG�UHVHDUFKHUV�VDWLVȴHG�ZLWK�WKH�PHDVXUHPHQW�PHWKRGV�DQG�VFRUHV�RIIHUHG"

(f) Are the directions easy to understand and readily visible? To give a test in a standardized and 
HɟFLHQW�PDQQHU�LV�FULWLFDO��+DYLQJ�GLUHFWLRQV�VWDQG�RXW�LV�LPSRUWDQW��HVSHFLDOO\�ZKHQ�WHVWLQJ�YHU\�
young and active children. 

(g) Is scoring clear? Are scoring supports such as CD-ROMs needed and workable in each setting 
where the tool will be used? 

�K��,I�PHDVXUHV� UHTXLUH� VWLPXOL� �H�J��� WR\V�� VSRRQV�� HWF��� LV� WKH� NLW� HDV\� WR� XVH"� &DQ� H[DPLQHUV� ȴQG�
materials within? Are lost materials easily replaceable? 

(i) What is the readability for parent- or youth self-report measures? Readability should be lower 
WKDQ�WKH�ȴIWK�JUDGH�OHYHO�IRU�VHOI�UHSRUW�PHDVXUHV��DFURVV�DOO�LWHPV�DQG�UHVSRQVH�RSWLRQV��,V�WKHUH�
guidance for working with families who have limited literacy, i.e., how to administer a measure by 
interview? 

(j) Are needed translations available? If not, is the publisher willing to help develop new ones? 

(k) Can tools be administered by paraprofessionals when parents cannot complete screens on their 
own or when hands-on measures are needed? 

(l) Is there guidance on interpreting results and selecting among referral options? Is there clinician/
researcher buy-in about taking action when results are problematic? 

(m) Is there a longitudinal tracking form so that results can be concatenated over time? 

(n) Are electronic applications needed, available, and helpful? Tests have various electronic offerings 
from parent portals (where parents take measures before an encounter but don’t see results) to 
live interviews with scoring and interpretation support, and in some cases generating parent 
summary reports and referral letters. Some electronic applications also offer Spanish language 
support. 

(o) Is there guidance on how to bill and code for optimal reimbursement, depending on the type of test 
used? 

(p) Is there published research on implementation of tools? What do colleagues who have used tools 
have to say? Are they able to consistently use tools or are administration rates (e.g., at well-visits) 
lower than established goals? If so, should a different measure be deployed? 

Comment on Utility: There is an increasing body of research, including studies by Alison Schonwald 
and colleagues at Harvard University, offering objective information on the feasibility of detecting and 
DGGUHVVLQJ� GHYHORSPHQWDO�EHKDYLRUDO� LVVXHV� LQ� SULPDU\� FDUH� �H�J��� WLPH�� SUDFWLFH� H[SHQVHV�EHQHȴWV��
provider and parent satisfaction, referral uptake, etc.).16,17 Conducting practice-based research aimed at 
improving care is now a requirement for members of most medical specialty boards (and discussed in 
Section V of this chapter). Such studies will surely add to what is known about making early detection 
and intervention work well in primary care. A few resources and pertinent questions include: 

ȏ� The table of tools in Chapter 4 provides an analysis of time and materials, i.e., practice expenses 
according to administration methods, training options, etc. 

ȏ� Time and motion studies show that screening tools focused on parents’ concerns shave several 
minutes off well-visit encounters by reducing “oh by the way” disruptions (thus leaving time for 
the more important tasks of counseling parents and making any needed referrals). 
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ȏ� &OLQLF�FRVW�EHQHȴW�VWXGLHV�RQ�VFUHHQV�KDYH�\HW�WR�EH�FRQGXFWHG�EXW�PLJKW�IRFXV�RQ�WKH�DPRXQW�RI�
WLPH�DQG�PRQH\� VSHQW�RQ� LQHɟFLHQW�RU� LQHIIHFWLYH�PHWKRGV� �H�J��� HOLFLWLQJ� LQIRUPDO�PLOHVWRQHV��
GLFWDWLQJ��W\SLQJ��SURRȴQJ�UHSRUWV��VHDUFKLQJ�IRU�UHVRXUFHV�RU�ORFDWLQJ�ELOOLQJ�SURFHGXUH�FRGHV��HWF����
Establishing a practice-expense benchmark offset by reimbursement or the price of provider time, 
can then be compared to the costs of deploying quality screens (e.g., online with automated scoring 
and report-writing via a parent portal) and then changes to clinic expense or reimbursement. 

IV. GUIDANCE FOR RESEARCHERS
Whether designing new projects or evaluating existing measures, keep these key recommendations in 
mind for a successful project: 

1. Identify your research hypothesis, and preferably keep it in front of you (e.g., on a post-it note 
stuck to your computer) to reduce the inevitable “cognitive drift” that occurs when exploring data 
and reviewing related literature. 

2. Be sure to also state a null hypothesis, i.e., that any point you think provable, may turn out to be 
insupportable. Empiricists must strive to both prove and disprove their hypothesis. 

3. Conduct a thorough literature search, keeping an eye on the research methods and authors working 
on your topic of interest. Authors, not professional librarians, tend to be the source for key words 
and may not list all relevant terms. So for an initial review, use a variety of search terms, author 
names, and embrace more than simply the last few years.

4. When searching for studies, use a wide range of databases. MEDLINE does not cover thoroughly 
instrumentation research or studies in other nations. See the Resources section below for 
suggestions. 

��� 5HFRJQL]H�WKDW�QRW�DOO�LQIRUPDWLRQ�DERXW�VSHFLȴF�WHVWV�LV�SXEOLVKHG�LQ�MRXUQDOV�DQG�WKDW�PRVW�H[LVWV�
within test manuals. So if using a test in research or studying test performance, be sure to acquire 
and read manuals carefully. 

6. Read the prior sections of this chapter on how tests are constructed, and become familiar with 
psychometric constructs and the statistical methods deployed. If needing to create new items or 
translate existing items for your study, refer to our guidance on how to write (and translate) these. 

7. Conduct a pilot study to ensure items are working well.

��� $GG� RSHQ�HQGHG� TXHVWLRQV� WR� ERWK� \RXU� SLORW� VWXG\� DQG� ȴQDO� UHVHDUFK� SURWRFRO�� $QVZHUV� ZLOO�
HQKDQFH� WKH� LQWHUSUHWDELOLW\� DQG�PHDQLQJIXOQHVV� RI� \RXU� ȴQGLQJVȃHYHQ� LI� VXFK� LWHPV� DUH� QRW�
H[SHFWHG�WR�EHFRPH�SDUW�RI�\RXU�ȴQDO�VHW�RI�TXHVWLRQV��

��� ,I�FRQGXFWLQJ�RXWFRPHV�VWXGLHV� IRFXVHG�RQ�WKH�HIIHFWLYHQHVV�RI�D�VSHFLȴF� LQWHUYHQWLRQ��FRQVLGHU�
whether measures under consideration have been researched and are known to show changes 
over time. Some tests have enjoyed research demonstrating ‘response to intervention’ (RTI) but 
some measures have not. This does not mean that a measure you’ve selected would not work well 
but caution is advised, especially if considering use of screens as an outcome measure because the 
item sets are slender.

10. Consider test metrics carefully. If conducting outcomes studies, screens [with their often binary 
results (e.g., pass/fail)] are unlikely to be helpful since scores may not change. Consider using 
measures that produce a range of scores such as age-equivalents or better still, raw scores, 
because a more continuous metric enables a wider range of statistical methods. See Chapter 13 for 
information on assessment-level tools that may be helpful in outcomes studies.

11. If studying existing screens that do not produce binary results, research still needs to answer the 
clinical question, i.e., on this very day, do we refer or do we not refer? [For example, the Denver-II 
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produces several categories of results, and so in one study researchers tested various combinations 
RI� UHVXOWV� LQ� RUGHU� WR� YLHZ� RSWLPDO� VHQVLWLYLW\� DQG� VSHFLȴFLW\�� �D�� FRPELQLQJ� ȊQRUPDOVȋ� ZLWK�
“questionables” versus the combination of “abnormals” and “untestables;” (b) comparing “normal” 
alone versus the combination of “questionables+abnormals+untestables;” and (c) sensitivity and 
VSHFLȴFLW\�ZLWK� WKH� DERYH� FRPELQDWLRQV� E\� DJH�JURXS� DQG� GRPDLQ�18 Although a parsimonious 
solution was not found, it was not due to lack of research effort but rather to problems in the 
test itself. Similarly, another researcher compared children receiving an “untestable” score to 
diagnostic testing and provided the helpful conclusion that these children were more likely than 
not to be “abnormal” and thus in need of referral.]19  

12. Recognize that psychosocial risk can often eclipse the impact of health or other conditions under 
study. Be sure to capture variables such as parents’ level of education, ethnicity, marital status, 
number of children in the home, social support, poverty (easiest if just presence or absence of 
Medicaid or free/reduced school lunch because Americans are usually reluctant to disclose 
income), etc. Include psychosocial risk variables in regression equations as independent variables 
along with results from criterion measures. 

13. Read about statistical methods and how to select techniques appropriate for the questions asked.20,21 
When advice from a statistician is needed, seek someone with a background in child development 
research. 

14. Establish a project advisory board and seek mentors (e.g., from the Society for Developmental-
Behavioral Pediatrics, the Ambulatory Pediatric Association). 

15. If cross-validating a measure, be sure to compare it appropriately, i.e., select a concurrent battery 
that fully measures the content of the test under study. For example, most screens and assessment 
level measures sample a wide range of skills. Comparing such tools only to an IQ test is not 
reasonable because an IQ test does not measure self-help, academic skills, etc. Avoid “comparing 
apples and oranges.”

16. Match the cutoffs used for the criterion battery to those of the measure you are studying (e.g., if 
D�VFUHHQ�LGHQWLȴHV�FKLOGUHQ�DW�ULVN��VXFK�DV� WKRVH�ZKR�SHUIRUP�DW�RU�EHORZ�WKH���WK�SHUFHQWLOH��
compare the criterion battery to the 16th percentile or below). 

17. Avoid a study design in which one screen is compared directly to another. Screens often measure 
different dimensions of child development and all contain error. Over- or under-referrals may 
compound rather than overlap, and so it is wise, when studying multiple screens, to compare each 
screen to reference measures. 

18. Apply practical, real-life criteria to the reference battery for determining disability status. For 
example, when sorting children into disability categories on the basis of criterion measures, use 
standards such as eligibility for IDEA programs. Given that IDEA eligibility varies across States, it 
is best to test several different eligibility criteria in order to ensure generalizability of research 
ȴQGLQJV��

reSearCh iSSueS with needS SurVeyS, Quality of Care, and uSe of 
exiSting data SetS

The American Academy of Pediatrics, the National Survey of Childhood Health (NSCH), First Five 
California (CHIS), the Medical Expenditure Panel Survey (MEPS) and other initiatives have constructed 
(usually telephone) surveys of child development focused on how well providers address developmental-
behavioral issues including screening and referring, disparities in care, parents’ perceptions of quality 
of care, etc.22,23 In many cases, these and other data sets are available to researchers for post-hoc 
analyses. Often test publishers with online applications can make available anonymized data sets (see 
the Resources section below and www.pedstest.com/TheBook/Chapter19). Below we include highlights of 
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studies on child development based on population surveys:

National Telephone Surveys on Child Development
National surveys provide an opportunity to gather critical information on health and developmental 
issues on large population samples. Although surveys do not indentify individuals or assist clinicians 
in day-to-day work and decision-making with patients, survey data not only describes a nationally 
UHSUHVHQWDWLYH�JURXS��EXW�DOVR�HQDEOHV�D�IRFXV�RQ�WKH�LVVXHV�RI�VSHFLȴF�JURXSV��H�J���+LVSDQLFV��$VLDQV���
The invaluable information gathered often functions as a needs-assessment and is thus useful for 
formulating national, State or local policies focused on allocating resources to improve overall public 
KHDOWK��6XUYH\�VWXGLHV�DOVR�SURYLGH�SUHYDOHQFH�HVWLPDWHV�IRU�VSHFLȴF�FRQGLWLRQV�RU�HYHQWV��VXFK�DV�DFFHVV�
to care) and thus function as something of a census for developmental and other problems. 

The California Health Interview Survey (CHIS) and Cultural Issues. CHIS provides a model for 
DGGUHVVLQJ�SDWWHUQV�RI�GHYHORSPHQWDO�GHOD\V�LQ�D�GLYHUVH�SRSXODWLRQ��LQFOXGLQJ�VSHFLȴF�$VLDQ�VXEJURXSV��
&+,6�LV�WKH�ODUJHVW�DPRQJ�6WDWH�KHDOWK�VXUYH\V�DV�EHȴWV�WKH�SRSXODWLRQ�RI�&DOLIRUQLD��7KH�VXUYH\�XVHV�D�
random-digit-dialing telephone survey method of data collection and collects information on a wide 
range of health and health-related behaviors, and is designed to track health status and disparities 
among the State’s heterogeneous populations. It provides both Korean and Vietnamese oversamples, 
producing representative estimates for these and most other Asian subgroups.  

In order to capture the linguistic diversity of the population, the survey conducts interviews in multiple 
non-English languages including Korean, Vietnamese, Mandarin and Cantonese. A multicultural 
technical advisory committee consults on the selection of survey languages, suggests multicultural health 
topics, and recommends measures designed to provide insight into multicultural health issues, including 
acculturation and discrimination in healthcare settings. In addition to translations, CHIS develops 
TXHVWLRQV�WKDW�DUH�OLQJXLVWLFDOO\�VLPSOLȴHG�DQG�VWULYHV�WR�DWWDLQ�WKH�(QJOLVK�HTXLYDOHQFH�LI�WUDQVODWHG�LQWR�D�
non-English language. Cultural adaptation reviews and cross-cultural cognitive testing identify whether 
survey questions are appropriate and culturally unbiased so that offensive or problematic language 
DQG�FRQFHSWV�DUH�H[FOXGHG��)LQDOO\��EHKDYLRUDO�FRGLQJ�RI�WKH�ȴHOG�LQWHUYLHZHUVȇ�YHUEDO�LQWHUDFWLRQV�ZLWK�
UHVSRQGHQWV�LGHQWLȴHV�SRWHQWLDO�FXOWXUDO�DQG�OLQJXLVWLF�EDUULHUV�WR�WKH�DGPLQLVWUDWLRQ�RI�VXUYH\�TXHVWLRQV��

In the 2003, 2005, and 2007 CHIS surveys, parents of children ages 4-months to 5-years were asked 
DJH�VSHFLȴF�TXHVWLRQV� �LQ�(QJOLVK�RU� WKH�UHVSRQGHQWȇV�QDWLYH� ODQJXDJH��DERXW�SHUFHSWLRQV�FRQFHUQLQJ�
their child’s emotional or behavioral development using an close-ended, twelve-question version of 
Parents’ Evaluation of Development Status called Survey PEDS which was adapted without additional 
validation but standardized separately (see updates at www.pedstest.com/research).24 Studies on Survey 
PEDS showed that risk levels were comparable to those of the open-ended clinical version of PEDS. 
In CHIS, depending upon the age of the child, parents were asked how “concerned” they were about 
WKHLU� FKLOGȇV� GHYHORSPHQWDO� SURJUHVV� LQ� HLJKW� GRPDLQV� LQFOXGLQJ�ȴQH�PRWRU�� JURVV�PRWRU�� H[SUHVVLYH�
language, receptive language, self-help, social-emotional, preschool and school skills. Parents were also 
asked questions about specialist referrals for any development, speech and language problems for their 
FKLOGUHQ��$QDO\VLV�RI�WKH�GDWD�UHYHDOHG�VRPH�XQH[SHFWHG�ȴQGLQJV�IRU�WKH�$VLDQ�VXEJURXSV�FDSWXUHG�LQ�
CHIS.

According to parents’ responses, Asian children had the highest proportion of risk for developmental 
delays compared to Latino, African-American and white children. Yet among all children at high risk, 
Asian children had the lowest rates of professional referrals for any type of developmental delay. We 
found these survey results counter-intuitive for several reasons. Because developmental delays are 
often associated with lower socioeconomic status, single-parent households, and lower educational 
attainment, we did not expect Asian families to be the group at highest risk for developmental delays. 
Additionally, we expected higher referral rates for children whose parents express the greatest concern 
IRU� WKHLU� FKLOGUHQȇV� GHYHORSPHQWDO� DQG�EHKDYLRUDO� VWDWXV��$VLDQ� FKLOGUHQ�� LQ� FRQWUDVW�� GLG�QRW� UHȵHFW�
such patterns in this survey. Even after accounting for income and language differences, Asian parents 
FRQWLQXHG�WR�H[SUHVV�IDU�PRUH�FRQFHUQV�WKDQ�RWKHU�JURXSV��7DNHQ�WRJHWKHU��WKHVH�XQH[SHFWHG�ȴQGLQJV�
provide insight into the cultural, translational and linguistic challenges in working with Asian parents 
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in the survey setting.

The nuanced complexity of Asian languages and/or cultural interpretation of the questions suggest 
that the word “concern” may have been interpreted by parents as other than the intended meaning. 
6SHFLȴFDOO\�� LQVWHDG� RI� FDSWXULQJ� SHUFHSWLRQV� RI� ZRUU\� RU� VSHFLDO� QHHGV� UHJDUGLQJ� WKHLU� FKLOGUHQȇV�
behavioral or developmental skills, we suspect that Asian parents were inclined to report concern based 
on the concepts of “care for” or “interest in” the child’s particular health or developmental milestones. 
This in turn elevated risk scores among Asian children regardless of clinical need or true risk of 
developmental delay. Asian cultural values regarding parental accountability may lead to interpretation 
of these questions of “concern” as obligatory involvement in the child’s development. Challenges with 
FXOWXUDO� WUDQVODWLRQV� DQG� LQWHUSUHWDWLRQ� RI� WKH� TXHVWLRQV� PD\� EH� DPSOLȴHG� DPRQJ� GLIIHUHQW� $VLDQ�
populations including those those interviewed in English versus Asian languages, as well as immigrant 
and non-immigrant groups. 

Similar challenges were found with Spanish translations of National Survey of Child Health in which 
Spanish speakers reported far fewer concerns than predicted given elevated psychosocial risk.23-

25 Translation problems were a likely contributor, although actual access to health care is surely a 
major issue. We then worked with the author of PEDS who provided us better, i.e., thoroughly vetted 
translations to use in future administrations of CHIS. We offer several suggestions for future population-
based surveillance of child development and behavior risk in a population:

ȏ� Testing of survey screening tools is needed, either through cognitive interviews or focus groups, 
to ensure that both the translated questions and their concepts are accurately administered and 
understood across cultures. Self-reports often lead to interpretation biases; therefore parental 
questions regarding their children’s health or development must also take into account the cultural 
YDOXHV�WKDW�DUH�OLQNHG�WR�VSHFLȴF�VXUYH\�LWHP�UHVSRQVHV�

ȏ� Recognize that integration into mainstream society may affect the ways in which parents who 
are ethnic minorities view concerns, professional referrals or their child’s overall development. 
Language and/or cultural assimilation can affect the interpretation of questions. Recent immigrants 
may retain linguistic or cultural norms not shared by their non-foreign born counterparts. 

ȏ� Telephone surveys should consider the immigrant status of the targeted population when designing 
and implementing screening tools for the detection of developmental and behavioral problems 
among children in a community.

ȏ� Open-ended questions are invaluable tools to gauge additional thoughts or concerns that may not 
have been captured using close-ended response options—and to ensure that parents are actually 
answering the question asked. Research using open-ended questions about parents’ concerns 
reveal these take an average of 2 minutes and so can be used readily in population surveys.25,26 

ȏ� Consider using online screening services for those sections of surveys devoted to early detection. 
These services offer a degree of accuracy in scoring that is not possible otherwise, and in many 
cases provide interview-style questions, as well as quality and thoroughly vetted translations. 

There are many other examples of national surveys yielding invaluable information on families’ 
developmental-behavioral needs, quality of care, etc. We’ve listed these in the Resources section of this 
chapter with information about national data sets that can be used for further studies. 

Adapting Tests for Other Nations
Researchers all over the world, whether working in developed or developing nations, are engaged 
in projects requiring measures of children’s development, parenting, and psychosocial risk. Chapter 
17 and 18 describe American as well as international initiatives in early detection and intervention. 
Meanwhile, a preponderance of tests are developed in the United States. Many other nations, because 
they lack their own standardized tools, need to adapt measures developed in Western, English-speaking 
FRXQWULHV��:KLOH�WUDQVODWLRQ�JXLGDQFH�LV�HVVHQWLDO��WKLV�LV�QRW�VXɟFLHQW�IRU�HQVXULQJ�FXOWXUDO�UHOHYDQFH�
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and applicability. Stimuli may need to be changed, psychosocial risk factors differ, parents’ tolerance 
for children’s behavior and understanding of child development vary across cultures, and ultimately, 
entrance standards for kindergarten (and the age of kindergarten entrance) are often diverse. Below are 
some issues to consider when adapting Western measures for use in other nations:

1. Within Western, English-speaking nations, complete revalidation of measures may be unnecessary 
because performance differences are usually miniscule. Nevertheless, because there are curricular 
differences, it is still helpful to at least conduct a standardization study to determine whether 
performance patterns are similar (e.g., frequency of risk levels, similarity of age-equivalent or raw 
scores, etc.). In developing or non-English-speaking nations, restandardization is always needed.

2. If adapting tools focused on milestones, recognize that some items will need to be changed, replaced, 
deleted or added. For example, self-help skills may differ substantially (e.g., mastery of chopsticks 
doesn’t occur until 4-years of age, while use of a spoon is mastered by much younger children). The 
various self-help skills children need to know vary by culture, particularly in rural versus urban 
areas (e.g., preschoolers living on farms may be expected to feed the chickens or mash palm hearts 
into oil, while urban preschoolers need to master crossing a street safely and respond correctly to 
national safety signs). Images of people, their skin color and clothing may need to be changed, and 
different responses may need to be accepted (e.g., there are no snakes in Iceland and so “worms” 
becomes a correct response).

3. Explore normative behavior qualitatively and with many types of professionals, including teachers. 
For example, what prerequisite skills does a 6-year-old need to know in order to be successful in 
school? This information helps guide standardization, adds meaning to results, and, as with needed 
changes to stimuli and children’s expected skill sets, provides direction for adding or altering test 
items. 

4. Explore parents’ understanding of child development and culturally-driven for tolerance (or 
impatience with) children’s behavior. For example, ADHD is less of an issue in cultures where the 
typical energetic behavior of young children is better tolerated than in many Western nations. 

5. Recognize that psychosocial risk factors vary. Consider current events that may have a dramatic 
impact on well-being (e.g., witness to violence and post-traumatic stress, in both children 
and parents). Health and environmental issues differ and will have an impact on measuring 
development. For example, a study in Tanzania conducted during a malarial outbreak found that 
parents were so worried about their children’s development (as well they should be) that most 
scored in a very high-risk category on screening.27 All this means that unique and current national 
circumstances as well as different psychosocial risk factors need to be taken into consideration 
when evaluating the performance of measures. 

6. Despite differences in types of psychosocial risk, anticipate that multiple risk factors will have 
an adverse impact on child development. For example, children who are poor, rural and whose 
families have limited education, will usually do less well than children who have wealthy and 
educated parents. A discussion of risk factors is presented in Chapter 10. 

7. Recognize that citizens in different nations may be more or less sensitive to questions about 
psychosocial risk factors. Even across Western nations, questions about ethnicity, nation of origin, 
and income, may be considered invasive in some countries but less so than others. Thus, somewhat 
oblique methods of determining income may be helpful (e.g., in the US, eligibility for Medicaid, 
free/reduced school lunch). In other nations, different approaches to questions are needed (as is 
a thorough understanding of social services). Parents’ level of education can also serve as a proxy 
for income and is easier data to gather. 

8. In any case, researchers need to identify common ethnicities, languages spoken, levels of education 
and other socioeconomic and demographic variables essential for standardization research. 
Most nations have something comparable to the US Census Bureau for determining population 
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demographics. See the Resources section in this chapter for links. With population parameters 
in hand, refer to the guidance presented earlier in this chapter regarding sample sizes and other 
considerations for standardization. 

9. A viable translation, thoroughly vetted, is essential (see translation guidelines presented earlier in 
this chapter). Dialectical differences within nations need to be carefully considered and multiple 
variants of translations may be needed. In some nations and across nations with a common written 
language (e.g., China and much of the Middle East), separate interview translations may need to be 
created for families who do not read well. 

10. One of the biggest challenges ever is working with languages that are not written down. [In studies 
of Aboriginal people in Australia where only three of their 100 languages exist in print (and where 
many people speak combinations of several different languages), use of tape recorded versions 
of screens were needed (after the sort of vetting required for any translation).] Telephony and 
WDONLQJ� WRXFK�VFUHHQV�PD\�EH�RSWLRQV� IRU�SDUHQWV�ZLWK� OLPLWHG� OLWHUDF\� �DOWKRXJK�RɠLQH�DFFHVV�
may be needed). Note also that pictograms used in Western nations (e.g., to convey concepts like 
“Wait,” or “Go”) do not always translate into other countries. So take note of conventional signage 
and make use of these, especially if using measures that tap common safety words, street and 
store signs. Similarly, hand gestures (sometimes required for test directions) require scrutiny—
these are not universal and in some cases Western gestures and body language may be downright 
offensive! 

11. When standardizing a test in other nations, administer more items than needed, i.e., ones originally 
designed for older or younger children including those outside the age-range of the original test. 
Anticipate that new norms might change or expand the age-range appropriate for the test. 

12. If there are diagnostic or assessment-level instruments already normed in a nation, administer 
these during the standardization process, at least to a random sample of children. If there are no 
previously normed measures, administer an assessment-level measure alongside screens. That 
way it is easier to determine cutoffs after adjusting norms for the validation measure used.

13. After you’ve gathered data, view the typical performance of children at each age level. Then 
consider whether items from the original norming studies need to be shifted to older or younger 
ages (e.g., motor skills items may be mastered by younger children, alphabet naming may be 
mastered by older children).

14. Explore different performance patterns as well as probable predictors of problems. For example, 
parents’ concerns about self-help skills, while not a predictor of disabilities in Western populations, 
were associated with problems in India and elsewhere.28

15. Consider standardizing tests with simultaneous administration methods (hands-on, in writing by 
parents, and by interview). That way, you’ve ensured that a range of approaches are grounded 
in evidence, and workable across families with varying degrees of literacy and professionals 
RI�YDU\LQJ�TXDOLȴFDWLRQV��%H�VXUH�WR�FRPSDUH�WKH�UHVXOWV�RI�DGPLQLVWUDWLRQ�PHWKRGV�VR�WKDW�\RX�
determine the reliability (e.g., between parents versus providers) of your revised measure.

16. Seek support from test authors and publishers because they have experience with test norming, 
translations, item changes, etc. Publishers may be able to put you in touch with other clinicians 
and researchers with ongoing projects in the same language or nation. 
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 V. PLANNING AND CONDUCTING A QUALITY IMPROVEMENT 
PROJECT 

The American Board of Medical Specialties (ABMS) (www.abms.org) assists the twenty-four approved 
PHGLFDO�VSHFLDOW\�ERDUGV�LQ�HVWDEOLVKLQJ�VWDQGDUGV�IRU�HYDOXDWLRQ�DQG�FHUWLȴFDWLRQ�RI�SK\VLFLDQV��0HPEHU�
societies include the American Boards of: Pediatrics; Family Medicine; Preventive Medicine; Emergency 
Medicine; Psychiatry and Neurology; Medical Genetics; and Physical Medicine and Rehabilitation. We 
single out these groups because all (including Emergency Medicine with its focus on disaster preparedness 
and the well-being of children and parents, along with everyday work with the health and developmental 
consequences of psychosocial risk) tend to focus on various aspects of developmental-behavioral issues 
DV�SDUW�RI�FHUWLȴFDWLRQ�UH�FHUWLȴFDWLRQ�UHTXLUHPHQWV��

7KH�$%06�DQG�LWV�FRQVWLWXHQW�ERDUGV�UHTXLUH�0DLQWHQDQFH�RI�&HUWLȴFDWLRQ��02&���02&�HPEUDFHV�IRXU�
goals: (1) Professional standing and licensure; (2) Life-long learning and self-assessment; (3) Building 
cognitive expertise; and (4) Identifying/rectifying gaps in quality of care. Goals 2 and 3 embrace ongoing 
continuing medical education (e.g., attending conferences offering CME, reading journal articles and 
answering post-test questions, etc.—see the Resources section for CME opportunities).  

Goal number 4 is generally referred to as a Quality Improvement Initiative (QI). In pediatrics, residents 
and fellows are required to conduct a QI project during their training. Pediatric nursing societies require 
CME and the National Association of Pediatric Nurse Practitioners (NAPNAP) encourages participation 
in MOC including offerings from the American Academy of Pediatrics. QI initiatives can be one of two 
types:

1. Participating in existing approved projects involving physician teams collaborating across practice 
sites and/or institutions to implement strategies carefully designed to improve care. Experienced 
coaches guide these multi-practice clinical improvement projects.

2. For individual providers/clinics, there are web-based, self-paced, expert-developed quality 
improvement activities that physicians complete within their own practice settings. 

For provider teams wanting to develop their own QI initiatives, accreditation involves: 

ȏ� $Q�LPSURYHPHQW�LQ�SUDFWLFH�WKDW�IXOȴOO�DLPV�RI�WKH�,QVWLWXWH�RI�0HGLFLQH��L�H���VDIH��HIIHFWLYH��HɟFLHQW��
equitable, timely, and patient-centered;29 

ȏ� Provider participation in planning, and progress evaluation with appropriate changes to 
implementation as suggested by results; 

ȏ� Evidence of direct physician action with their own patients via chart reviews; and 

ȏ� A project duration of at least 3 months and taking at least 10 hours. 

Qi baSiCS

Quality Improvement initiatives are research projects but go beyond a literature search and a testable 
hypothesis. Instead, QI also deploys Plan-Do-Study-Act (also known as the Compass Model), which begins 
E\�GHȴQLQJ�D�FOLQLFDO�SUREOHP��VXFK�DV�OLPLWHG�XVH�RI�TXDOLW\�WRROV��OLPLWHG�UHIHUUDOV�RU�UHIHUUDO�XSWDNH�
by parents).29-31 Next up is collecting baseline information, i.e., benchmark rates, by collecting data for 
review, usually over a month-long time frame. During or following this process, planning meetings 
IRFXV�RQ�IXUWKHU�UHȴQHPHQW�WR�WKH�FHQWUDO�TXHVWLRQ��H�J���ZKDW�DUH�WKH�REVWDFOHV�WR�LPSOHPHQWDWLRQ�RI�
screens, to referring, to referral uptake, etc.). From these meetings, goals are established (e.g., 90% of 
well-visit patients receive quality screening; 100% of those with probable problems are referred; 90% 
RI�WKRVH�UHIHUUHG�UHFHLYH�HYDOXDWLRQV���,Q�DGGLWLRQ��DQ�LQLWLDO�LPSOHPHQWDWLRQ�SODQ�LV�GHȴQHG�DQG�WKHQ�
trialed (usually another month or two of data collection). Both baseline, initial trials and subsequent 
trials are concatenated for comparison (and usually referred to as “run-charts”). Along the way, 
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providers are asked to keep a list of comments on their ‘daily hassles’ and ideas for improvements. 
Further meetings identify successes, challenges and revisions to the plan, i.e., “a rinse-repeat (in new 
ZD\V��F\FOHȋ�LV�QHHGHG�WR�ȴJXUH�RXW�QH[W�DSSURDFKHV�IRU�VROYLQJ�WKH�LGHQWLȴHG�SUREOHP��$W�WKH�HQG��D�
GHEULHȴQJ�PHHWLQJ�LV�QHHGHG�WR�ȴQDOL]H�WKH�RSWLPDO�SODQ��4,�LV�ȊD�ZRUN�LQ�SURJUHVVȋ�EXW�RQH�WKDW�OHDGV�
to viable answers on how to improve care.30,31 The implementation form in Chapter 16 (downloadable at  
www.pedstest.com/TheBook/Chapter16) provides a helpful list of considerations for assisting QI projects 
in planning, reaching, and sustaining targeted goals in early detection challenges. 

QI Example #1: The AAP’s Bright Futures Training Intervention Project (BFTIP)32

Methods and Benchmarks: %)7,3�IDFXOW\�WUDLQHG�SURYLGHUV�LQ�ȴIWHHQ�GLIIHUHQW�SUDFWLFHV�RQ�WKH�DELGLQJ�
philosophy of Bright Futures. Each clinic was required to review twenty consecutive charts with an eye 
toward which goals had been addressed and which goals needed attention. 

Progress Tracking/Outcomes: Practices were provided monthly feedback via charting of progress and 
monthly conference calls on progress toward all Bright Futures goals. Most practices (87%) decided to 
establish a recall/reminder system (focused on early detection methods, referral tracking and follow-up 
with families who missed appointments), and 80% established a community linkage system (e.g., a regularly 
updated referral resource list, referral information, and referral coordination methods including regular 
two-way communication with services). 

Conclusions, Issues, Next Steps: Providers recommended that subsequent QI research start with 
selection of quality screening/surveillance tools including measures of family risk and resilience. Next 
step recommendations were to introduce a preventive service prompting-system (e.g., well-visit forms and 
problem/process checklists that reminded clinicians of what to do and when). The BFTIP project participants 
also noted the arduous task of implementing new processes while clinicians were also in the ever-busy 
midst of providing care (implying that different times of the year might be better for starting up a QI). 
While providers’ sense of ‘do-ability’ was critical to uptake, the usual barriers were found: the challenges 
RI�LQWURGXFLQJ�QHZ�IRUPV��FRPSHWLQJ�GHPDQGV�RQ�VWDII�WLPH��ODFN�RI�IDPLOLDULW\�ZLWK�VSHFLȴF�PHWKRGV�RI�
screening, lack of agreement with Bright Futures recommendations, and disbelief that outcomes would be 
LQȵXHQFHG�E\�D�VWUXFWXUHG�DSSURDFK�WR�VFUHHQLQJ��6R�DOO�LVVXHV�DUH�IDVFLQDWLQJ�WRSLFV�IRU�IXUWKHU�4,�SURMHFWV�
and for scrutinizing implementation suggestions (see Chapter 16). 

QI  Example #2: AAP’s Developmental Surveillance and Screening Policy Implementation 
Project (D-PIP).33

Methods and Benchmarks: D-PIP was designed to view the feasibility of the AAP’s 2006 policy statement 
on early detection.34 In this study seventeen diverse practices (including teaching hospitals, community 
KHDOWK�FHQWHUV��DQG�SULYDWH�SHGLDWULF� FOLQLFV�� LQ�ȴIWHHQ�86�6WDWHV��YROXQWHHUHG� WR� WULDO� LPSOHPHQWDWLRQ�RI�
measures over a nine-month time frame. None were using validated measures prior to the study. All were 
WKHQ� H[SRVHG� WR�D� UDQJH�RI�PHDVXUHV� IURP�ZKLFK� WKH\� FRXOG� FKRRVH��2I� WKH� VHYHQWHHQ�SUDFWLFHV�� ȴIWHHQ�
opted to use screens relying on information from parents, i.e., PEDS and/or ASQ, often in combination. 
Both qualitative and quantitative analyses were deployed to view screening rates over time and to capture 
providers’ issues regarding implementation. 

Progress Tracking/Outcomes: ,Q�WKH�ȴQDO�IRXU�PRQWKV�RI�WKH�VWXG\��VFUHHQLQJ�UDWHV�DYHUDJHG�����DFURVV�
practices (although variability was wide: 33% to 100%). Problematic performance on screens varied by 
WKH�VFUHHQ�XVHG��5HIHUUDO�UDWHV��DV�GHWHUPLQHG�E\�FKDUW�UHYLHZ��YDULHG�E\�WLPH�RI�\HDU��IDU�IHZHU�GXULQJ�ȵX�
season), but averaged 61% during the course of the study (although again there was a wide range across 
practices: 27% to 100%). 

Conclusions, Issues, Next Steps: 1HDUO\� DOO� SUDFWLFHV� UHFRPPHQGHG� DQ� RɚFH�ZLGH� LPSOHPHQWDWLRQ�
system dividing responsibility across staff and clinicians for administering, scoring, interpreting, and 
making referrals based on screening test results. Honing the implementation process to make sure that 
screening was offered consistently was a common issue and required clinics to repeatedly trial the process 
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until establishing one that was consistent. Many providers found that using screening/surveillance only at 
certain visits created problems—implying that a routine process is easier. Tracking referrals was a common 
challenge and included issues with families, clinics, and referral services failing to follow-up, although nine 
of the seventeen practices felt referral uptake was much improved via more effective communication of test 
results to/from early intervention services. Ultimately, next step recommendations focused on both clinic 
implementation issues and better coordination with referral sources. 

Comment on Creating QI Projects: Implementation and referral follow-up are a consistent theme 
in American Academy of Pediatrics’ initiatives. The challenges uncovered are surely generalizable to 
other settings and thus to new QI projects in developmental-behavioral care. Capitalizing on what is 
known and working from there is much advised. Chapter 16 covers methods and research in effective 
implementation and the many considerations for ensuring a QI project works well. Chapter 5 covers 
the many issues in referral coordination. We hope the above examples and the guidance offered in this 
book become starting points for projects focused on overcoming challenges, and delving further into 
creating workable solutions. 

QI projects are easier if using electronic resources for screening. Online screening services circumvent 
administration errors via automated scoring. Some also create measurable time-savers by generating 
referral letters and parent summaries and some report billing/procedure codes (useful if QI efforts focus 
RQ�SUDFWLFH�FRVW�EHQHȴWV���$OO�HVWDEOLVK�GLJLWDO�GDWDEDVHV�WKDW�SURYLGH�HQRUPRXV�KHOS�IRU�EHQFKPDUNLQJ�
and for progress-tracking. All this means that new QI projects should ideally focus on an increasingly 
digital world and how this helps us do better with developmental-behavioral issues. Note that it is not 
necessary to have an electronic healthcare record in order to use online services (although EHRs are 
GHȴQLWHO\�KHOSIXO�IRU�WUDFNLQJ�WKH�SURJUHVV�RI�LQGLYLGXDO�SDWLHQWV���

Online screening services offering quality tools and databases include the ASQ Pro,  
(www.brookespublishing.com), PEDS Online (www.pedstest.com/online), and CHADIS (www.chadis.com). 
CHADIS offers particularly rich support for QI and MOC efforts via run-charts for monthly review, “point 
RI�FDUHȋ�OHDUQLQJ��YLD�SURPSWV�UHODWHG�WR�WKH�FOLQLFLDQȇV�RZQ�SDWLHQW�VSHFLȴF�LVVXHV��DV�ZHOO�DV�H�FKDSWHUV�
providing layered, bulleted references with links to current research abstracts. All such web-based data 
collection options provide decision-support that enables clinicians and practices to turn the process of 
quality improvement into a means of both life-time education and professional/practice improvement, 
L�H���E\�WDNLQJ�RQ�WDUJHWV�IRU�QHZ�HYLGHQFH�EDVHG�FDUH�HYHQ�EH\RQG�WKH�UHTXLUHPHQWV�IRU�UH�FHUWLȴFDWLRQ��

VI. RESOURCES FOR QUALITY IMPROVEMENT AND OTHER 
RESEARCH PROJECTS

This list of resources (with live links at www.pedstest.com/TheBook/Chapter19) is not exhaustive. We will 
keep the website updated and encourage you to send suggestions on new QI projects, data sets available 
for analysis, etc. via www.pedstest.com/ContactUs.

Quality improVement and Cme reSourCeS

1. For providers wishing to work on a clinic-level quality improvement project, the American Board of 
Pediatrics (www.ABP.org��KDV�ZHOO�GHȴQHG�SHUIRUPDQFH�LPSURYHPHQW�PRGXOHV��3,0V��LQFOXGLQJ�
ones on adolescent depression, vision screening, and early detection using quality screening 
tools. The modules provide detailed procedures, requisite forms, and demonstration videos  
(e.g., (http://pim.abp.org/development_screening/global/demo.php). 

2. For multiple-setting clinics, the American Board of Pediatrics’ site lists collaborative projects. In 
addition, many approved projects can be found at AAPs EQIPP/PediaLink site (http://pedialink.aap.org). 
The CHADIS initiative can be found at www.chadis.com. Most of the ABP and AAP projects are also 
endorsed by NAPNAP but is not clear whether members of other medical specialty boards can 
participate and receive credits. 
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3. The Vermont Child Health Improvement Program (VCHIP) (www.uvm.edu/medicine/vchip) offers 
QI projects (e.g., improving rates of detection in autism spectrum disorder) but also technical 
assistance on QI (e.g., raising national literacy rates). VCHIP also sponsors the National Improvement 
Partnership Network (NIPN) (www.uvm.edu/medicine/nipn) and its many QI projects embracing 
RYHU�ȴIWHHQ�6WDWHV�DQG�UHJLRQV�

4. The National Association of State Health Policy’s ABCD projects (all devoted to improving early 
detection, referral rates, and collaboration with IDEA) provide MOC/QI projects for participating 
providers (www.nashp.org). States and regions working with Help Me Grow can receive QI 
support for completing the American Board of Pediatrics’ developmental screening performance 
improvement module (www.helpmegrownational.org).

5. Many journals and e-journals (such as Contemporary Pediatrics, Pediatrics in Review, Medscape 
Pediatrics, NAPNAP’s Journal of Pediatric Health Care and the AAFP’s Family Physician, offer 
continuing medical education credits for reading collections of articles on early detection, and 
answering questions. 

6. Reach Out and Read (ROR) offers a CME course focused on background information and tools 
to promote children’s developmental skills and later school success. For more information, visit 
www.bumc.bu.edu/cme.

7. The National Institute for Children’s Health Care Quality (www.nichq.org) has a range of projects 
for which credits are offered, including follow-up on infant hearing-screening, autism spectrum 
disorders, ADHD, and establishing a medical home.

8. The Continuity Research Network of the Academic Pediatrics Association (CORNET)  
(www.ambpeds.org) provides training, collaborative QI projects and support for faculty and 
residents in continuity care clinics. Among the many ongoing projects are initiatives focused 
on mental health and decreasing aggressive behavior in children via the “Play Nicely” program 
(described in Chapter 7). 

Sources for Literature Reviews 
1. The National Library of Medicine (MEDLINE) (www.ncbi.nlm.nih.gov) focuses on peer-review 

biomedical literature and includes full-text articles for selected journals, and abstracts for others. 

2. Health and Psychosocial Instruments (HaPi) (www.ebscohost.com) provides information about 
behavioral measurement instruments abstracted from journals covering health and psychosocial 
sciences, and research-review databases such as the Buros Mental Measurement Yearbook. Records 
provide information on questionnaires, interview schedules, vignettes/scenarios, coding schemes, 
rating and other scales, checklists, indices, tests, projective techniques, etc. The HaPi data base is 
often adopted by libraries and shown alongside MEDLINE.

3. The PsycINFO database from the American Psychological Association (www.apa.org/psycinfo) 
includes more than 3 million records for peer-reviewed literature in the behavioral sciences and 
mental health, and is often available via online university libraries. 

4. ERIC is The Education Resources Information Center provided by the US Department of Education 
(www.eric.ed.gov). ERIC provides free access to education literature to improve practice in learning, 
teaching, educational decision-making, and research including long-term outcomes studies.

5. EMBASE (www.embase.com) includes all MEDLINE records but also millions of international 
journals. Carried by most university libraries (although often only with abstracts, not full-text 
SDSHUV��� (0%$6(� HQDEOHV� UHVHDUFKHUV� LQWHUHVWHG� LQ� LGHQWLI\LQJ� VWXGLHV� LQ� RWKHU�QDWLRQV� WR�ȴQG�
comparable work. Exploration of this data should proceed with a recognition of English spelling 
differences when searching, (e.g., “behaviour,” “immunisation”), and that terms for ethnic 
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minorities vary substantially (e.g., in Great Britain, “Asian” usually refers to those from the 
subcontinent of India and Pakistan). 

6. Collections of review papers in developmental-behavioral pediatrics are often available. Examples 
are the Cochrane Collaboration (www.cochrane.org) and its extensive summaries of research on 
a range of topics. The Journal of Developmental and Behavioral Pediatrics (www.sdbp.org) has an 
ongoing series on measurement issues in child development. 

7. RAND (www.rand.org��LV�GHVLJQHG�WR�DVVLVW�WKH�86�JRYHUQPHQW�ZLWK�VFLHQWLȴF�UHVHDUFK��DQDO\VLV��
and development. RAND’s Child Policy staff have published over 1300 omnibus research reviews 
on such topics as homelessness, mental health, adjustment issues in military families, how to 
evaluate the quality of childcare programs, etc. The organization also hosts post-graduate training 
and summer internships.

8. The Center for Mental Health in Schools (www.smhp.psych.ucla.edu) recognizes that most mental 
health services for children are provided by the public schools. Initiated by the University of 
California at Los Angeles, the school mental health project houses a listserv, a quarterly newsletter, 
links to journals focused on child psychiatry and psychology, and creates research reviews such as 
“Mental Health in Schools: Engaging Learners, Preventing Problems, and Improving Schools.”

9. The University of California at Los Angeles’ Center for Healthier Children, Families & Communities 
(www.healthychild.ucla.edu) provides publications and a listserv focused on building effective 
communities and services around families’ psychosocial needs. 

National/International Demographics and Performance Indicators
���,I� LW� LV� GLɟFXOW� WR� ȴQG� VWDWLVWLFV� EXUHDXV� IRU� RWKHU� FRXQWULHV�� VHH� www.unstats.un.org and  

www.who.int/research/en. With population parameters in hand, refer to guidance above on sample 
sizes and other considerations for standardization. The Wikipedia (www.wikipedia.org) has 
detailed articles about nations, languages spoken, and links to sites within countries for further 
demographic information. 

2. Several agencies have compiled abundant rankings of US States embracing a wide range of 
variables relevant to developmental-behavioral pediatrics. Examples are: 

(a) Annie E. Casey Foundation’s Kids Count (described in detail in Chapter 17 on National 
Initiatives) publishes a regularly updated State- and local-level data book, special reports, 
issue briefs, fact sheets focused on high school dropout rates and teen births, proportions 
of children born with low birth-weights, living in single-parent or low-income families, etc. 
(www.kidscount.org). 

(b) The Agency for Healthcare Research and Quality provides a range of quality indicators in 
preventive health care (www.qualityindicators.ahrq.gov) including measures and software 
for data analysis. 

(c) Child Trends (www.childtrends.org) focuses on improving developmental and health 
outcomes for children. Its database publishes information on the effectiveness of various 
initiatives (e.g., after-school programs, book sharing, etc.). 

(d)  The Commonwealth Fund (www.commonwealthfund.org) hosts the Health Systems Data 
Center within which is an interactive comparison map on such variables as numbers of 
children receiving annual developmental-behavioral screening, mental health screening 
and treatment, etc. [It is not clear whether this service is currently updated.]

3. The Offord Centre for Child Studies (www.offordcentre.com) conducts population surveys on 
developmental-behavioral status and psychosocial risk. Developed in Canada and used in several 
nations, the Offord Centre provides mapping software showing families’ needs in relation to 
available services. 
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Existing Data Sets for Further Analysis
For researchers interested in working with existing data there are many options. For requests to analyze 
H[LVWLQJ�GDWD��WKHVH�PXVW�EH�+,3$$�FRPSOLDQW�DQG�IXOO\�GH�LGHQWLȴHG���DSSURYDO�IURP�D�XQLYHUVLW\�,QWHUQDO�
Review Board (IRB) is still needed. Among the many IRB protocols, the appropriate form is “Research 
Not Subject to FDA or Common Rule”—often (and somewhat oddly) referred to as Non-Human Subjects 
Research. Suggestions for locating data sets include: 

1. The Data Resource Center for the Child and Adolescent Health Measurement Initiative (CAHMI) 
(www.childhealthdata.org). The site offers data from the National Survey of Children’s Health and 
the National Survey of Children with Special Health Care Needs together with national and State 
indicators established from prior studies. 

2. Large multi-site/State collaborative investigations may have data sets available for research. See 
CORNET (www.ambpeds.org��DQG�WKH�$$3ȇV�3HGLDWULF�5HVHDUFK�LQ�2ɟFH�6HWWLQJV��3526��SURMHFWV�
(www2.aap.org/pros) that each have studies focused on developmental-behavioral issues (e.g., 
child behavior problems, child abuse recognition, and violence prevention).

3. Online screening services (see Chapter 4 for current options) may be able to share anonymized 
data sets. For example, the verbatim concerns of 47,000 parents accessing PEDS Online in primary 
care (www.pedstest.com) is being analyzed by researchers interested in viewing the content and 
FKDQJHV� LQ� SDUHQWVȇ� FRQFHUQV� DFFRUGLQJ� WR� ZHOO�YLVLW� DJHV�� $GGLWLRQDO� VWXGLHV� IRFXV� RQ� VSHFLȴF�
parental concerns associated with child behavior/social-emotional problems, possible autism 
spectrum disorder and other developmental disabilities. CHADIS (www.Chadis.com) is able to 
provide large data sets and recently worked on new standardization for the Pediatric Symptom 
Checklist. 

Miscellaneous Research Resources
1. If writing items, test the readability of questions with a variety of reading formulas—each has 

strengths and weaknesses. The website, www.readingformulas.com, explains how each formula 
works, what information they provide, and enables input of text for analysis. Be sure to test 
questions separately from response-options because some formulas use sentence length as part of 
the criteria, and so including choices for answers such as, “yes” or “sometimes,” can falsely lower 
the results. 

2. If translating items and particularly for international studies, see the recommendations provided 
in this chapter and also the International Test Commission’s Guidelines for adapting tests  
(www.intestcom.org). The site also includes guidance on internet/computer applications and 
quality control in scoring and interpretation, etc. 

3. Helpful resources for a basic understanding of statistical methods include Reading Statistics 
and Research for the essentials of univariate techniques including non-parametric tests (with 
websupport at www.readingstats.com).20 Using Multivariate Statistics provides a clear (and actually 
fun) discussion of multivariate methods.21 Manuals for the various statistical packages are useful, 
but at least for the Statistical Package in the Social Sciences (SPSS), earlier versions are more 
informative about metrics.

4.  The University of California at Berkeley has a helpful glossary of statistics terms and concepts 
(http://statistics.berkeley.edu).

Chapter Comment: There are many unanswered questions worthy of exploration especially when it 
comes to detecting and addressing developmental-behavioral issues in primary care. Issues include:

ȏ� +RZ�ZHOO�GR�VFUHHQV�LGHQWLI\�VSHFLȴF�SUREOHPV�VXFK�DV�FHUHEUDO�SDOV\"�&DQ�D�VLQJOH�EURDG�EDQG�VFUHHQ�
effectively detect a variety of problems and thus can we dispense with narrow-band tools?
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ȏ� 'RHV�VFUHHQLQJ�LWVHOI�FRQIHU�D�EHQHȴW�WR�IDPLOLHV��DQ�LPSRUWDQW�FRQVLGHUDWLRQ�LQ�WKH�86�3UHYHQWLYH�
Services Task Force recommendations) leading to questions such as, do parents learn something 
about child development from screening, and do parents of children with problematic screening 
results work harder to build skills prior to engaging formal intervention?

ȏ� What are the limitations and impact of developmental-behavioral promotion in primary care, given 
the few minutes we have to spend in well-visits?  

ȏ� Do we actually need so many physical exams at well-visits or would some of that time best be directed 
toward counseling parents on child-rearing issues? 

ȏ� How well can we detect and prevent future problems before they even start (e.g., with tools that 
capture both developmental-behavioral status as well as psychosocial risk and resilience)? Can 
screening/surveillance become less of a tertiary intervention and more of a primary intervention 
(meaning detection and intervention of occult factors)? 

ȏ� What is the economic health of practices using quality screens (e.g., do quality measures using parent-
report save staff time and increase clinic revenues)?

ȏ� What rates of screening test failures can we expect in different settings so that providers know what 
to anticipate in terms of referral rates if working with families in crisis, Medicaid populations, etc? 

ȏ� What encourages providers to persist with evidence-based screening and surveillance? Does improved 
communication with referral sources make a difference in providers’ willingness to use good tools 
DQG�WR�UHIHU�ZKHQ�UHVXOWV�DUH�SUREOHPDWLF"�$UH�SUDFWLFH�FRVW�EHQHȴWV�D�FRPSHOOLQJ�UHDVRQ"�+RZ�FDQ�
we best help clinicians surmount obstacles to implementation? 

ȏ� :K\�GR�VRPH�SURYLGHUV�FRQWLQXH�WR�XVH�HDUO\�GHWHFWLRQ�PHWKRGV�DVVRFLDWHG�ZLWK�XQGHU�LGHQWLȴFDWLRQ"�

ȏ� How can we best encourage early detection and intervention in developing nations?

These are but a few issues worthy of investigating. Complex indeed is measuring child development, child 
and family outcomes, parent satisfaction and needs, improvements to providers’ delivery of developmental-
behavioral care, and coordination of referrals. We have not done justice to the increasingly sophisticated 
statistical techniques available to researchers, but instead addressed the fundamentals required for quality 
measurement. The fundamentals begin with research aims that are not simply ornamental, but are instead 
functional and useful. Because screening and surveillance are real-world issues, we encourage researchers 
to aim study goals in a way that translates science into practice.
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INTRODUCTION*†

Approximately 1 in 6 children in the United States, ages 3- to 17-years, has a developmental disability.1,2 
Developmental disabilities range from mild to severe and include language impairment, learning 
GLVDELOLWLHV��DWWHQWLRQ�GHȴFLW�GLVRUGHU��FHUHEUDO�SDOV\��LQWHOOHFWXDO�GLVDELOLW\��IRUPHUO\�PHQWDO�UHWDUGDWLRQ���
autism spectrum disorders, vision and/or hearing impairments, and many others. Clinicians who care 
for children are uniquely trained to promote health and wellness. This expertise can make providers 
powerful advocates for children with disabilities and their families.

Advocacy can become an important role for clinicians. Advocacy can occur on an individual level 
with a child and family, at the local level within the community, and at the State or even Federal level. 
Busy clinicians serve as advocates every day when they talk to a teacher or connect a family with a 
community group. Many clinicians advocate in their community by serving on local boards or helping 
with community projects. While many clinicians are working regularly at the Federal level, a busy 
clinician does not have to make a trip to Washington, DC to be an effective and important advocate in 
the life of a child with a disability. This chapter considers advocacy at four levels: clinical, community, 
legislative and within systems-of-care, and provides examples of how clinicians can help families at the 
individual, local, State or Federal levels. At the end of this chapter are links to advocacy resources. 

ADvOCATINg ThROUgh ClINICAl CARe

The Medical Home
&OLQLFLDQV�FDQ�VXSSRUW�SDWLHQWV�LQ�PDQ\�ZD\V��7KH�$PHULFDQ�$FDGHP\�RI�3HGLDWULFV��$$3��UHFRPPHQGV�
that every child have a medical home that is “accessible, continuous, comprehensive, family-centered, 
coordinated, compassionate, and culturally effective.”2 Providing a quality medical home is particularly 
important for children with disabilities or chronic medical conditions.3,4 When providing carefully 
coordinated, family-centered care, the various professionals working with children should collaborate 
in the promotion of healthy outcomes and quality of life improvements.

There are many adaptations to improve care experiences for families, as well as for clinic personel. Some 
SUDFWLFHV�ȊȵDJȋ�FKDUWV�VR�WKDW�RɟFH�VWDII�NQRZ�WR�VFKHGXOH�DGGLWLRQDO�WLPH�IRU�FKLOGUHQ�ZLWK�FRPSOH[�
medical conditions or disabilities. Larger practices should provide case management for complicated 
patients. Although appropriate and quality clinical care for patients with disabilities can be time 
FRQVXPLQJ��RUJDQL]DWLRQDO�DGDSWDWLRQV�KHOS�PDLQWDLQ�HɟFLHQF\�ZLWKLQ�FOLQLFV�

Action Steps: 
ȏ� Some children are very sensitive to chaotic or loud environments. These patients might be better 
VHUYHG�E\�KDYLQJ�WKH�ȴUVW�RU�ȴQDO�DSSRLQWPHQW�RI�WKH�GD\��

ȏ� Minimize exposure to an over-stimulating and possibly germy waiting room by taking the child to 
an exam room when they arrive or bringing children through a back entrance to avoid the waiting 
URRP�DOWRJHWKHU��

ȏ� 5HYLHZ�RɟFH�SURFHGXUHV�DQG�HQYLURQPHQW�DQG�DGDSW�WR�DFFRPPRGDWH�WKH�QHHGV�RI�FKLOGUHQ�ZLWK�
GLVDELOLWLHV�DQG�WKHLU�IDPLOLHV�

ȏ� Understand what it takes to provide a medical home for children with disabilities and their families. 
�www.medicalhomeinfo.org�

* This information is distributed solely for the purpose of pre-dissemination peer review under applicable information quality guidelines. It has 
not been formally disseminated by the Centers for Disease Control and Prevention/the Agency for Toxic Substances and Disease Registry. It does 
not represent and should not be construed to represent any agency determination or policy. 

† ©2013. You have permission to freely reproduce this chapter as long as the following is shown: Peacock G, Foster J, Rhodes C. The clinician-
advocate: supporting children with disabilities and their families. In: Glascoe FP, Marks KP, Poon JK, Macias MM. eds. Identifying and 
Addressing Developmental-Behavioral Problems: A Practical Guide for Medical and Non-medical Professionals, Trainees, Researchers and 
Advocates. Nolensville, Tennessee: PEDStest.com, LLC, 2013. www.pedstest.com
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(DUO\�,GHQWLȴFDWLRQ
1RWH�WKDW�PRVW�FKLOGUHQ�ZLWK�GLVDELOLWLHV�DQG�GHOD\V�DUH�QRW�LGHQWLȴHG�DV�HDUO\�DV�WKH\�FRXOG�EH��2XWFRPHV�
are worse for children with problems whose detection is delayed. Clinicians can support children and 
IDPLOLHV� E\� DGYRFDWLQJ� IRU� HDUO\� LGHQWLȴFDWLRQ�� DQG� SURPSWLQJ� UHIHUUDOV� WR� DSSURSULDWH� LQWHUYHQWLRQ�
services.

Action Steps: 
ȏ� .QRZ�UHIHUUDO�VRXUFHV�LQ�\RXU�FRPPXQLW\�IRU�GLDJQRVWLF�DQG�HDUO\�LQWHUYHQWLRQ�VHUYLFHV��

ȏ� Use public awareness campaigns such as “Learn the Signs. Act Early.” to increase parental 
awareness about the need to take action on their concerns.5

Anticipatory Guidance
Anticipatory guidance is a part of every well-child check. In addition to typical recommendations 
addressing topics such as nutrition and safety, families are supported by information on how disabilities 
PD\�EH�DVVRFLDWHG�ZLWK�GLɟFXOWLHV� LQ�VOHHS�� IHHGLQJ�� WRLOHWLQJ��FRPPXQLFDWLRQ��DQG�EHKDYLRU��3DUHQWV�
who are informed about potential problems and have resources for support and information are better 
prepared to handle challenging situations. 

Clinicians can encourage parents to help their child participate in extra-curricular activities in their 
communities. There are sports organizations supporting children with disabilities or options for 
participating in existing sports teams. Clinicians should ensure that appropriate medical precautions are 
WDNHQ��6XFK�DFWLYLWLHV�DUH�EHQHȴFLDO�WR�FKLOGUHQȇV�GHYHORSPHQW��IDPLO\�ZHOO�EHLQJ��DQG�WR�WKH�FRPPXQLW\�
as a whole.

Action Steps:
ȏ� (QFRXUDJH�IDPLOLHV�RI�FKLOGUHQ�ZLWK�GLVDELOLWLHV�WR�HQJDJH�LQ�FRPPXQLW\�DFWLYLWLHV�

ȏ� Advocate that sports programs and other recreational activities include children with disabilities 
or help create programs for children with disabilities.

Transition
As children with disabilities grow, they and their families will need to learn how to navigate transitions 
IURP�RQH�VHUYLFH�V\VWHP�WR�DQRWKHU��7KH�ȴUVW�WUDQVLWLRQ�RFFXUV�ZLWKLQ�WKH�HGXFDWLRQDO�V\VWHP�DW�DJH���\HDUV�
when children move from Part C, Birth to Three Early Intervention to the local school system where they 
ZLOO�UHFHLYH�VSHFLDO�HGXFDWLRQ�VHUYLFHV� �HLWKHU�DV� LQGLYLGXDO� WKHUDSLHV�RU�DV�SDUW�RI�RWKHU�HGXFDWLRQDO�
SURJUDPV���)RU�FKLOGUHQ�HQUROOHG�LQ�,'($�3DUW�&�� WUDQVLWLRQ�SODQQLQJ�EHJLQV�VL[�WR�QLQH�PRQWKV�SULRU�
to the third birthday. During transition planning, parents receive information about options including 
preschool special education, Head Start, and other community-based programs. The National Association 
RI� &KLOG� &DUH� 5HVRXUFH� DQG� 5HIHUUDO� $JHQFLHVȇ� ZHEVLWH� KDV� WRROV� WR� KHOS� SDUHQWV� ȴQG� TXDOLW\� FDUH� 
�www.naccrra.org). The National Early Childhood Transition Center investigates and validates practices 
that promote successful transitions between infant/toddler programs, preschool programs, and public 
VFKRRO�VHUYLFHV�IRU�\RXQJ�FKLOGUHQ�ZLWK�GLVDELOLWLHV�DQG�WKHLU�IDPLOLHV��www.hdi.uky.edu). 

2WKHU�WUDQVLWLRQV�RFFXU�DW�NLQGHUJDUWHQ�DQG�ZKHQHYHU�WKHUH�LV�D�FKDQJH�WR�D�GLIIHUHQW�VFKRRO��DQG�ȴQDOO\�
EHWZHHQ� WKH� DJHV� ���� WR� ���\HDUV� ZKHQ� FKLOGUHQ� ȴQLVK� WKHLU� VHFRQGDU\� HGXFDWLRQ�� $QWLFLSDWLQJ� DQG�
SODQQLQJ� IRU� WKHVH� WUDQVLWLRQV� LV� LPSRUWDQW� IURP�D�ȴQDQFLDO�DQG�HPRWLRQDO�SRLQW�RI�YLHZ��:LWK�HDFK�
WUDQVLWLRQ�� WKHUH� LV� D�QHHG� WR� UHȵHFW� RQ�ZKDW� FKDQJHV�ZLOO� IXOȴOO� WKH�QHHGV�RI� WKH� FKLOG�� IDPLO\�� � DQG�
maintain the highest quality of life. Parents often struggle emotionally as they move through these 
transitions because each transition is a reminder that children with disabilities have extra needs that 
W\SLFDO�FKLOGUHQ�GR�QRW��)LQDQFLDO�SODQQLQJ�LV�HVVHQWLDO�IRU�FKLOGUHQȇV�WUDQVLWLRQ�RXW�RI�WKH�HGXFDWLRQDO�
system to adult services.
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Action Steps:
ȏ� $V�FKLOGUHQ�WUDQVLWLRQ�WR�DGXOWKRRG�WKH\�DOVR�QHHG�GLIIHUHQW�PHGLFDO�SURYLGHUV��0DQ\�FKLOGUHQȇV�

hospitals do not serve those beyond 18-years of age. Preparing ahead of time is important because 
LW�FDQ�EH�GLɟFXOW�WR�ȴQG�KHDOWKFDUH�SURYLGHUV�IRU�DGXOWV�ZLWK�GLVDELOLWLHV��7KH�1DWLRQDO�+HDOWK�&DUH�
Transition Center website has tools, tips and other resources for professionals, families, and youth 
ZLWK�VSHFLDO�QHHGV�DV�WKH\�WUDQVLWLRQ�IURP�SHGLDWULF�WR�DGXOW�KHDOWK�FDUH��www.gottransition.org��

ȏ� As children become adolescents and eventually adults, it is important to teach and guide them 
to become self advocates. By early adolescence, if able, students should begin to keep track of 
medications, become an integral part of medical decision making, and begin advocating for their 
RZQ�QHHGV��0DQ\�VFKRRO�V\VWHPV�HQFRXUDJH�VWXGHQW�SDUWLFLSDWLRQ�DW�,(3�PHHWLQJV��

ȏ� New AAP guidelines include materials and practices designed to make transitions more successful 
IRU�FKLOGUHQ�ZLWK�VSHFLDO�KHDOWKFDUH�QHHGV�6 

ȏ� In addition to anticipatory guidance around transition, children with disabilities often have need 
VSHFLȴF�PHGLFDO�XSGDWHV��)RU�H[DPSOH��LQ�D�FKLOG�ZLWK�'RZQ�V\QGURPH��WKHUH�PD\�EH�DGGLWLRQDO�
medical tests required at certain ages. Guidelines published by the American Academy of Pediatrics 
DQG�RWKHU�RUJDQL]DWLRQV� LQGLFDWH� FRQGLWLRQ�VSHFLȴF� LVVXHV�DW� FHUWDLQ�DJHV��7KHVH�JXLGHOLQHV� FDQ�
EH�NHSW�LQ�SDWLHQWVȇ�FKDUWV�DQG�UHIHUUHG�WR�GXULQJ�ZHOO�YLVLWV�WR�HQVXUH�WKDW�DGGLWLRQDO�SUHYHQWLYH�
services are performed as needed.

Advocating Within Systems of Care
Clinicians can help families navigate various systems because integration is often lacking. Public health 
and educational systems play a vital role in the support of children with disabilities. Nevertheless, these 
systems use different languages and are often not well-coordinated with each other. 

Children with disabilities and their families interact with many different service systems in the community, 
often on a daily basis. These systems are complex, and clinicians need a general understanding of the 
systems used in order to be an effective advocate. A child with a disability is likely to receive services 
DFURVV�PDQ\�FRPSRQHQWV�RI�WKH�PHGLFDO�V\VWHP��KRPH�KHDOWK�DJHQFLHV��KRVSLWDOV��GRFWRUVȇ�RɟFHV��DQG�
other specialists. Coordinating care can be especially challenging for families.

Action Steps:
ȏ� Providers do not need to understand the detailed workings of every organization, but require 

knowledge of community contacts in order to help families navigate service systems and obtain 
the support they need for their children.

ȏ� 3URYLGHUV�VKRXOG�FDSLWDOL]H�RQ�SDUHQWVȇ�NQRZOHGJH�DQG�H[SHULHQFHV�ZLWK�VHUYLFHV���

ȏ� A step as simple as coordinating two appointments on the same day to take advantage of an already 
SODQQHG�WULS�WR�D�WHUWLDU\�FDUH�FHQWHU�FDQ�EH�EHQHȴFLDO�WR�WKH�SDWLHQW�DQG�IDPLO\��

ȏ� By facilitating such arrangements, clinicians also make hospitals or other entities aware of the 
importance of coordinated care. 

Education
7KH�UHDXWKRUL]DWLRQ�LQ������RI�WKH�,QGLYLGXDOV�ZLWK�'LVDELOLWLHV�(GXFDWLRQ�$FW��,'($��HQWLWOHV�DOO�FKLOGUHQ�
DJHV� ��� WR� ���\HDUV� WR� D� IUHH� DQG�DSSURSULDWH�SXEOLF� HGXFDWLRQ�� ,'($� OHJLVODWLRQ��XQGHU�3DUW� &� �(DUO\�
,QWHUYHQWLRQ���VHUYHV�FKLOGUHQ�ELUWK�WR���\HDUV�RI�DJH�LQ�HDUO\�LQWHUYHQWLRQ�SURJUDPV��7KH�OHDG�DJHQF\�
can be the public health department, department of education or another agency depending on the State. 
Eligible families of children with disabilities are involved in designing an Individualized Family Service 
3ODQ��,)63��DQG�ZLOO�RIWHQ�TXDOLI\�IRU�VHUYLFHV�LQFOXGLQJ�D�YDULHW\�RI�WKHUDSLHV�DQG�HGXFDWLRQDO�SURJUDPV��

Children ages 3- to 21-years are served by their local school districts via an Individualized Education 
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3ODQ��,(3���&KLOGUHQ�ZLWK�GLVDELOLWLHV�FDQ�UHFHLYH�VHUYLFHV��WKHUDSLHV�DQG�VSHFLDO�HGXFDWLRQ�WKDW�KHOS�D�
FKLOG�VXFFHHG��7KH�,(3�LV�GHYHORSHG�E\�D�WHDP�WKDW�LQFOXGHV�WHDFKHUV��WKHUDSLVWV�DQG�WKH�FKLOGȇV�IDPLO\�
to ensure that appropriate educational goals are set for the child, and reviewed annually to measure 
progress and revise goals. Families may request anyone they wish to be present in an IFSP or IEP meeting. 
3URFHGXUDO� VDIHJXDUGV�DQG�FRPSODLQW� UHVROXWLRQ�SURYLGHG�XQGHU� ,'($�SURWHFW� IDPLOLHVȇ� ULJKWV��0DQ\�
States have online resources informing families of their rights. The National Early Childhood Technical 
$VVLVWDQFH�&HQWHU�KDV�PDQ\�XVHIXO�UHVRXUFHV�IRU�SDUHQWV�DQG�SURIHVVLRQDOV��LQFOXGLQJ�D�PDSȴQGHU�WRRO�WR�
locate State contact information for early intervention and early childhood special education programs  
�www.ectacenter.org��

In most states there are Federally funded parent resource programs such as Family Voices and Parent-
WUDLQLQJ�DQG� ,QIRUPDWLRQ�&HQWHUV� �www.parentcenternetwork.org�� WKDW�SURYLGH� VXSSRUW� WR� IDPLOLHV�DV�
WKHLU�FKLOGUHQ�JURZ��7KH\�ZRUN�ZLWK�IDPLOLHV�WR�KHOS�WKHP�XQGHUVWDQG�WKHLU�FKLOGȇV�GLVDELOLW\�DQG�DOVR�
to help them navigate complicated education and healthcare systems and identify resources available to 
their child.  

,Q� VRPH�FRPPXQLWLHV�� WKHUH�DUH�DFWLYH�GLVRUGHU�VSHFLȴF�DQG�JHQHUDO�GLVDELOLW\�RUJDQL]DWLRQV� VXFK�DV�
United Cerebral Palsy, Autism Society of America, Epilepsy Foundation, Easter Seals and many others that 
can offer support to families. These organizations often have local chapters that offer a range of supports 
such as camps and scholarships, respite, educational programs, social and recreational activities, and 
sibling and grandparent programs.

Action Steps:
ȏ� ,W�LV�LPSRUWDQW�WR�PDNH�IDPLOLHV�DZDUH�RI�WKH�VHUYLFHV�SURYLGHG�XQGHU�,'($��

ȏ� Obtain information from the school, such as current classroom observations and teacher 
LPSUHVVLRQV��DV�ZHOO�DV�UHTXHVWLQJ�D�FRS\�RI�WKH�FKLOGȇV�,(3�FDQ�EH�KHOSIXO�LQ�WKH�PHGLFDO�FDUH�RI�
the child. For example, a teacher might communicate to the clinician that a child is falling asleep 
LQ�WKH�FODVVURRP��ZKLFK�FRXOG�LQȵXHQFH�WKH�FOLQLFLDQȇV�GHFLVLRQ�UHJDUGLQJ�GRVDJH�RU�WLPLQJ�RI�D�
PHGLFDWLRQ��

ȏ� &ROODERUDWH� ZLWK� FKLOGUHQȇV� VFKRROV� E\� FRPPXQLFDWLQJ� ZLWK� WHDFKHUV� DQG� VFKRRO� SURIHVVLRQDOV�
ZKHQ�DSSURSULDWH�DQG�UHYLHZLQJ�FKLOGUHQȇV�,(3V�DQQXDOO\��,W�LV�DOVR�KHOSIXO�IRU�FOLQLFLDQV�RU�RWKHU�
KHDOWK�SURIHVVLRQDOV�WR�DWWHQG�,(3�PHHWLQJV�

ȏ� Refer children with developmental disabilities or suspected developmental disabilities age 0 to 
3-years to the local early intervention program and children age 3- to 21-years to the local school 
GLVWULFW��

ȏ� When families have questions about systems and resources, refer them to an organization like 
)DPLO\�9RLFHVȃDQ�H[FHOOHQW�UHVRXUFH�IRU�FOLQLFLDQV��DQG�IDPLOLHV�

ȏ� Encourage families to contact local chapters of national family support organizations and advocacy 
programs for families of children with special needs.

Financial Assistance
Children with developmental disabilities may qualify for public assistance such as funding from the Social 
6HFXULW\�$GPLQLVWUDWLRQ��(OLJLELOLW\�LV�GHWHUPLQHG�EDVHG�RQ�W\SH�RI�GLVDELOLW\�DQG�IDPLO\�LQFRPH��www.
Socialsecurity.gov��� 7KHUH� DUH�XVXDOO\� 6WDWH�0HGLFDLG� VHUYLFHV� WKDW� FDQ�SURYLGH� DGGLWLRQDO� DVVLVWDQFH��
Eligibility criteria for Medicaid waiver programs vary from State to State. Some waivers are based 
RQ� LQFRPH�DQG�RWKHUV�RQ�GLVDELOLW\��2QH�H[DPSOH� LV� WKH�.DWLH�%HFNHWW�ZDLYHU� WKDW�SURYLGHV�ȴQDQFLDO�
DVVLVWDQFH� IRU� IDPLOLHV�ZKR�KDYH�FKLOGUHQ�ZLWK�VLJQLȴFDQW�QHHGV� �www.familyvoices.org���2EWDLQLQJ�D�
determination of eligibility can be a lengthy and confusing process for families. Because of long waiting 
lists and lengthy application processes, clinicians should encourage families to apply early for such help. 
In addition, States have Federally-funded programs through Children with Special Health Care Needs 
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�http://mchb.hrsa.gov/programs��WKDW�PD\�SURYLGH�DGGLWLRQDO�UHVRXUFHV�IRU�FKLOGUHQ�DQG�IDPLOLHV�

Action Steps:
ȏ� 8QGHUVWDQG�SXEOLF�DVVLVWDQFH�SURJUDPV�DYDLODEOH�LQ�\RXU�6WDWH�DQG�FRPPXQLW\�

ȏ� (QFRXUDJH�IDPLOLHV�WR�DSSO\�IRU�6RFLDO�6HFXULW\�'LVDELOLW\�EHQHȴWV�

Children At-Risk
Children with disabilities are a vulnerable population and at elevated risk for maltreatment. It is 
VRPHWLPHV� GLɟFXOW� WR� SODFH� D� FKLOG�ZLWK� D� GLVDELOLW\� LQ� D� IRVWHU� KRPH�RU� RWKHU� WHPSRUDU\� VLWXDWLRQ��
Care should be taken to make sure that if a child moves from one home to another, that his/her medical 
record and list of medications is available. Children with disabilities or those who have been abused or 
QHJOHFWHG��PD\�UHTXLUH�D�*XDUGLDQ�DG�/LWHP�WR�LQYHVWLJDWH�DQG�DGYRFDWH�IRU�HDFK�FKLOG��HQVXULQJ�WKDW�
needs are met.

Bullying is widespread in the US, affecting children with and without disabilities. And a higher incidence 
of bullying is reported for children with special healthcare needs.7,8� %XOO\LQJ� FDQ�EH�YHUEDO� �WHDVLQJ��
QDPH�FDOOLQJ��UXPRU�VSUHDGLQJ���SK\VLFDO�RU�HOHFWURQLF�9 Clinicians caring for children with disabilities 
should converse with parents about friends and social relationships at well-child visits. The National 
Bullying Prevention Center website has resources focused on education, advocacy, and community 
DZDUHQHVV��www.pacer.org/bullying��

Action Steps:
ȏ� Clinicians should have social services contact information available for when abuse or neglect is 

suspected. 

ȏ� Providers also need a handy list of services and information on bullying.

Advocating for Community Awareness
Clinicians are in a unique position to talk about disabilities on the individual- and community-level. 
&OLQLFLDQVȇ� XQLTXH� SHUVSHFWLYHV� FDQ� KHOS� FRPPXQLW\� FKLOGFDUH� SURYLGHUV�� DQG� RWKHU� KHDOWKFDUH�
professionals understand the importance of identifying children with disabilities as soon as possible. A 
FDPSDLJQ�DW�WKH�&HQWHUV�IRU�'LVHDVH�&RQWURO�DQG�3UHYHQWLRQ��www.cdc.gov/actearly���Ȋ/HDUQ�WKH�6LJQV��
Act Early.” helps parents learn developmental milestones and urges prompt action when delays are 
noticed. Free materials can be ordered or downloaded, displayed in practices, and shared with families 
and professionals.

Action Steps: 
ȏ� Educate your community about developmental disabilities and the importance of acting early when 

professionals or parents have concerns.

ȏ� Work with local community resources for children and youth with special needs, consult their 
ZHEVLWHV��DQG�FROODERUDWH�RQ�UHJLRQDO�HDUO\�LGHQWLȴFDWLRQ�HIIRUWV�DQG�UHVRXUFH�EXLOGLQJ�

Advocating at the State and National Level
Some clinicians support children with disabilities through legislative advocacy. There are many bills 
in State legislatures addressing issues of reimbursement for medical and therapeutic services. On the 
State level the American Academy of Pediatrics plays an important role by assisting AAP State chapters 
in advocacy. The AAP Division of State Government Affairs provides clinician-advocates with up-to-date 
UHVRXUFHV�DQG�PDWHULDOV�WR�DVVLVW�LQ�DGYRFDF\�DW�WKH�6WDWH�OHYHO��www.aap.org��

&OLQLFLDQV�RIWHQ�DGYRFDWH�RQ�WKH�QDWLRQDO�OHYHO��www.aap.org���)HGHUDO�OHJLVODWLYH�DFWLYLWLHV�KDYH�D�EURDGHU�
IRFXV�DQG�PD\�UHODWH�WR�VSHFLȴF�GLVRUGHUV��VXFK�DV�DXWLVP�RU�PRWRU�GLVDELOLW\�RU�WR�RYHUDOO�KHDOWKFDUH�
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services. The AAP Department of Federal Affairs serves as the link for the AAP to Washington, DC, and 
provides clinicians with tools and information needed to be effective child advocates. The Association 
of University Centers on Disability Action Center provides legislative alerts and online resources 
�www.aucd.org���7KH�$VVRFLDWLRQ�RI�0DWHUQDO�DQG�&KLOG�+HDOWK�3URJUDPV�JHQHUDWHV�DQ�DQQXDO�SROLF\�
agenda to inform legislators and policy-makers through advocacy training resources, webinars and 
LVVXH�EULHIV��www.amchp.org��

Action Steps: 
ȏ� 6WD\�LQIRUPHG�DERXW�OHJLVODWLRQ�WKDW�LPSDFWV�FKLOGUHQ�ZLWK�GLVDELOLWLHV�DQG�WKHLU�IDPLOLHV�

ȏ� Get involved with your state chapter of the American Academy of Pediatrics and related professional 
organizations.

Table 20-1. Ten Action Steps for the Clinician-Advocate
1. Learn how to provide a “Medical Home” and implement its precepts in your clinic.

���5HYLHZ�RɟFH�SURFHGXUHV�DQG�HQYLURQPHQW��DQG�DGDSW�WKHVH�WR�DFFRPPRGDWH�WKH�QHHGV�RI�FKLOGUHQ�ZLWK�GLVDELOLWLHV�
DQG�WKHLU�IDPLOLHV��.HHS�FRQGLWLRQ�VSHFLȴF�SUHYHQWLYH�JXLGHOLQHV�LQ�SDWLHQWVȇ�FKDUWV�

3. Help families and children with disabilities stay engaged in their communities by advocating for inclusive sports 
and other recreational activities.

4. Know community resources for diagnostic and early intervention programs, and how to refer. Use public health 
awareness campaign materials to increase parental awareness about the importance of acting early on their concerns.

5. Provide guidance to families so they can anticipate and prepare for transitions across educational and medical settings.

6. Encourage families of children with disabilities to contact local chapters of family support organizations.

���&ROODERUDWH�ZLWK�WHDFKHUV�DQG�WKHUDSLVWV��FRPPXQLFDWH�ZLWK�VFKRRO�SHUVRQQHO��DQG�UHYLHZ�FKLOGUHQȇV�,(3V�UHJXODUO\��
Refer children with suspected or known developmental disabilities for evaluations and services available under 
IDEA.

���8QGHUVWDQG�HOLJLELOLW\�DQG�DSSOLFDWLRQ�SURFHVVHV�IRU�ȴQDQFLDO�DVVLVWDQFH�SURJUDPV��(QFRXUDJH�IDPLOLHV�WR�DSSO\�IRU�
DYDLODEOH�EHQHȴWV�

9. Educate your community about disabilities and the importance of acting early. Get to know State/local contacts for 
national family support and advocacy programs.

10. Stay informed about legislation that effects children with disabilities and their families. Stay involved with the 
State chapters of your professional organizations.

Chapter Summary: As child experts, clinicians can effectively advocate and support children with 
disabilities and their families on many levels. Whether it’s working with a child and family individually 
to improve quality of life, educating the local community or advocating at a State or national level on 
legislation and policy, every clinician can make a difference in the lives of children with disabilities.

ADvOCACy ResOURCes

The sites described below are also shown as live links on www.pedstest.com/TheBook/Chapter20. Also 
see other chapters in this book and its website, on national initiatives and advocacy resources for 
researchers. 

Association of Maternal and Child Health Programs (AMCHP)   www.amchp.org
AMCHP is a national partner and advocate for State public health leaders and others working to improve 
the health of women, children, youth and families, including those with special healthcare needs. 
Members include academic, advocacy and community-based health professionals, as well as families 
themselves.

Catalyst Center   www.catalystctr.org
7KH�&DWDO\VW�&HQWHU�LV�GHGLFDWHG�WR�LPSURYLQJ�KHDOWKFDUH�FRYHUDJH�DQG�ȴQDQFLQJ�IRU�&KLOGUHQ�DQG�<RXWK�
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ZLWK�6SHFLDO�+HDOWK�&DUH�1HHGV��&<6+&1���

Centers for Disease Control and Prevention: National Center on Birth Defects and Developmental 
Disabilities   www.cdc.gov/ncbddd
1&%'''ȇV�PLVVLRQ�LV�WR�LGHQWLI\�WKH�FDXVHV�RI�ELUWK�GHIHFWV�DQG�GHYHORSPHQWDO�GLVDELOLWLHV��KHOS�FKLOGUHQ�
to develop and reach their full potential, and promote health and well-being among people of all ages 
ZLWK�GLVDELOLWLHV��7KH�&'&ȇV�IRFXV�LV�RQ�UHVHDUFK��SDUWQHUVKLSV�DQG�SUHYHQWLRQ�DQG�HGXFDWLRQ�SURJUDPV��

US Department of Education   www.ed.gov 
The Department of Education promotes student achievement and preparation for global competitiveness 
by fostering educational excellence and ensuring equal access. Its major activities include: establishing 
SROLFLHV�UHODWHG�WR�)HGHUDO�HGXFDWLRQ�IXQGLQJ��GLVWULEXWLQJ�RI�IXQGV�DQG�PRQLWRULQJ�WKHLU�XVH��FROOHFWLQJ�
GDWD�DQG�RYHUVHHLQJ�UHVHDUFK�RQ�$PHULFDȇV�VFKRROV��LGHQWLI\LQJ�DQG�IRFXVLQJ�QDWLRQDO�DWWHQWLRQ�RQ�WKH�
PDMRU�LVVXHV�LQ�HGXFDWLRQ��DQG�HQIRUFLQJ�)HGHUDO�ODZV�SURKLELWLQJ�GLVFULPLQDWLRQ�LQ�SURJUDPV�UHFHLYHLQJ�
Federal funds. 

Family Voices and Family-to-Family Health Information Centers (F2F)   www.familyvoices.org
Family Voices aims to achieve family-centered care for all children and youth with special health care 
needs and/or disabilities. Via a national network, F2F provides families with tools to make informed 
GHFLVLRQV��DGYRFDWHV�IRU�LPSURYHG�SXEOLF�DQG�SULYDWH�SROLFLHV��EXLOGV�SDUWQHUVKLSV�DPRQJ�SURIHVVLRQDOV�
and families, etc.

National Dissemination Center for Children with Disabilities   http://nichcy.org
NICHY is a central source of information on disabilities in infants, toddlers, children, and youth. Here, 
\RX�ZLOO�DOVR�ȴQG�HDV\�WR�UHDG�LQIRUPDWLRQ�RQ�,'($�DQG�6WDWH�E\�6WDWH�UHVRXUFH�VKHHWV�OLVWLQJ�GLVDELOLW\�
agencies and organizations. 

National Health Care Transition Center (Got Transition?)   www.gottransition.org
Got Transition? is a national resource for healthcare professionals, families, youth, and State policy-
makers focusing on the transition from pediatric to adult health care. This site is an information exchange 
focused on youth with special healthcare needs.

The Early Childhood Technical Assistance (ECTA) Center   www.ectacenter.org 
The Early Childhood Technical Assistance Center is supported by the US Department of Education's 
2ɟFH�RI�6SHFLDO�(GXFDWLRQ�3URJUDPV��26(3��XQGHU�WKH�SURYLVLRQV�RI�,'($��,Q�DGGLWLRQ�WR�SURYLGLQJ�OLQNV�
to IDEA services, the ECTA Center compiles and analyzes data on outcomes. Information on collaborative 
LQLWLDWLYHV��H�J���+HDG�6WDUW��=HUR�WR�7KUHH��DUH�SRVWHG�RQ�LWV�ZHEVLWH��DORQJ�ZLWK�FRQIHUHQFHV�DQG�ZHELQDUV��

The Council for Exceptional Children (CEC)   www.cec.sped.org 
A central voice for special and gifted education, the CEC summarizes evidence-based research on effective 
WHDFKLQJ�PHWKRGV��GHȴQHV�VWDQGDUGV�RI�SUDFWLFH�DQG�DFFUHGLWDWLRQ��SURYLGHV�JXLGDQFH�RQ�SURIHVVLRQDO�
training, and publishes more than twenty subspecialty journals and newsletters focused on various 
exceptionalities.

National Institutes of Mental Health (NIMH)   www.nimh.nih.gov
The mission of NIMH is to transform the understanding and treatment of mental illnesses through basic 
and clinical research, paving the way for prevention, recovery, and cure.

Parent to Parent-USA (P2P)   www.p2pusa.org
Offers parent-to-parent support through a one-to-one match, wherein experienced parents provide 
HPRWLRQDO�VXSSRUW�WR�IDPLOLHV�DQG�DVVLVW�WKHP�LQ�ȴQGLQJ�LQIRUPDWLRQ�DQG�UHVRXUFHV��

State Health Insurance Program (SCHIP)   www.insurekidsnow.gov
7KH�&KLOGUHQȇV�+HDOWK�,QVXUDQFH�3URJUDP��&+,3��SURYLGHV�IUHH�RU�ORZ�FRVW�KHDOWK�FRYHUDJH�IRU�FKLOGUHQ�
up to 19-years of age. CHIP covers US citizens and eligible immigrants and is known as SCHIP when 
referring to US States. CHIPRA is the program within SCHIP providing performance bonuses for States 
facilitating enrollment and retention in health coverage programs.
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INTRODUCTION
From the Editors: This chapter covers policy and advocacy from a personal perspective—that of Margaret 
Dunkle, who is a research scientist in public policy at the George Washington University. She has effectively 
ZRUNHG�LQ�:DVKLQJWRQ�ZLWK�PXOWLSOH�$GPLQLVWUDWLRQV��ERWK�'HPRFUDWLF�DQG�5HSXEOLFDQ���WHVWLȴHG�EHIRUH�
Congress, met with Senators and Representatives to educate them on early intervention issues, created 
fascinating State and national initiatives, and established large grass-roots, cross-sector collaborations. 
Below, Ms. Dunkle talks about many of her experiences and explains what worked as well as what did 
not. Along the way, she offers guidance about how to improve public policy with regard to early detection 
and intervention. In recognition of her work on behalf of women, children and families, Ms. Dunkle was 
awarded the American Academy of Pediatrics’ Dale Richmond Award and was inducted into the Maryland 
Women’s Hall of Fame in 2012.

Good public policy—like good medicine—is part science and part art. The best practitioners excel at 
both. 

Public policy decisions matter to providers as well as to children and their families. Why? Because policy 
GHFLVLRQV�VHW�SULRULWLHV�DQG�DOORFDWH�UHVRXUFHV��VXFK�DV�IXQGLQJ��VHUYLFHV�DQG�EHQHȴWV��)RU�H[DPSOH��SROLF\�
GHFLVLRQV�GHWHUPLQH�ZKR�JHWV�SDLG�DQG�E\�ZKRP��IRU�D�VSHFLȴF�VHUYLFH�RU�LQWHUYHQWLRQ��

ȏ� ,W� LV� SROLF\ȃQRW� D� GRFWRUȇV� GLVFUHWLRQȃWKDW� GHWHUPLQHV� ZKHQ� FKLOGUHQ� DUH� HOLJLEOH� IRU� (DUO\�
Intervention services and when they are not. 

ȏ� 3ROLF\�VHWV�WKH�VWDQGDUGV�IRU�ZKR�FDQ�UHYLHZ�FKLOGUHQȇV�KHDOWK�DQG�HGXFDWLRQDO�UHFRUGV�DQG�ZKR�
cannot. 

ȏ� $QG�SROLF\�SURYLGHV�UHZDUGV�DQG�SXQLVKPHQW�IRU�GRLQJ�RU�QRW�GRLQJ��VRPHWKLQJȃIURP�OHJLVODWLYHO\�
FUHDWHG�JUDQW�SURJUDPV�WR�HQFRXUDJH�WKH�XVH�RI�VSHFLȴF� LQWHUYHQWLRQV�� WR�FLYLO�ULJKWV�SURYLVLRQV�
that carry sanctions if there is illegal discrimination based on race, ethnicity or gender.

This chapter describes why and how policy can matter for the one in every six children who has a 
GHYHORSPHQWDO�LVVXH�DORQJ�WKH�ZD\��7KH�H[DPSOHV�DUH�VSHFLȴF�WR�WKH�DXWKRUȇV�SHUVRQDO�H[SHULHQFH�DQG�
LQYROYHPHQW� DW� DOO� OHYHOV� RI� JRYHUQPHQWȃ)HGHUDO�� 6WDWH�� DQG� ORFDO�� 7KH� GLVFXVVLRQ� EHJLQV�ZLWK� EDVLF�
information to demystify “policy:” what policy is, where it happens, and how to set policy priorities.

ȏ� )LUVW� LV� D� Ȋ&OLII� 1RWHVȋ� GHVFULSWLRQ� RI� D� YHKLFOHȃWKH� (DUO\� ,GHQWLȴFDWLRQ� DQG� ,QWHUYHQWLRQ�
&ROODERUDWLYH�IRU�/RV�$QJHOHV�&RXQW\��(,,�&ROODERUDWLYH�ȃXVHG�WR�ODXQFK�DQG�QXUWXUH�PDQ\�RI�WKH�
policy initiatives described in this chapter. As founder and Director of this coalition that promotes 
early screening and effective intervention across the board, I well know its history and inner 
workings.

ȏ� *RLQJ� IURP�WKH� WRS� WR� WKH�ERWWRP�RI� WKH�SROLF\� IRRG�FKDLQ��VWDUWLQJ�ZLWK� WKH�)HGHUDO� OHYHO��QH[W�
FRPHV�D�GHVFULSWLRQ�RI�WZR�VXFFHVVIXO�HIIRUWV�WR�LPSURYH�)HGHUDO�SROLFLHV�DIIHFWLQJ�\RXQJ�FKLOGUHQ�
ZLWK�GLVDELOLWLHV�DQG�GHYHORSPHQWDO�GHOD\VȃD�QHZ�&RQJUHVVLRQDO�UHTXLUHPHQW�WKDW�DOO�FKLOGUHQ�
HQUROOHG�LQ�+HDG�6WDUW�DQG�(DUO\�+HDG�6WDUW�PXVW�KDYH�HYLGHQFH�EDVHG�GHYHORSPHQWDO�VFUHHQLQJV��
and getting a dollar amount associated with developmental screening so that physicians can 
bill health insurance when they provide this service. Described is an “almost-win”—engaging 
WKH�)HGHUDO�6RFLDO�6HFXULW\�$GPLQLVWUDWLRQ�WR�VXSSRUW�HDUO\�VFUHHQLQJ�DV�D�ZD\�WR�FXW� ORQJ�WHUP�
disability costs.

ȏ� 7KH� GLVFXVVLRQ� RI� 6WDWH�OHYHO� HIIRUWV� GHVFULEHV� KRZ� WKH� (,,� &ROODERUDWLYHȃVXSSOHPHQWHG� E\�
FRPSOHPHQWDU\�SURMHFWV� ,� WRRN�RQȃZRUNHG� WR�HQVXUH� WKDW�XSGDWHG�&DOLIRUQLD�&KLOG�+HDOWK�DQG�
'LVDELOLW\�3UHYHQWLRQ�JXLGHOLQHV�RQ�GHYHORSPHQWDO�VFUHHQLQJ�UHȵHFW�WKH�ODWHVW�VFLHQFH�LQ�RUGHU�WR�
QXGJH�&DOLIRUQLD�SHGLDWULFLDQV�WR�UHJXODUO\�XVH�JRRG�VFUHHQLQJ�WRROV��

ȏ� $W�WKH�ORFDO�OHYHO��WKH�YHQXH�LV�/RV�$QJHOHV�&RXQW\��ZKHUH�PXOWLSOH�H[DPSOHV�LOOXVWUDWH�LQLWLDWLYHV�WR�
improve policies and promote promising screening practices. One important initiative is described 
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LQ�GHWDLOȃWKH�(,,�&ROODERUDWLYHȇV�HIIRUWV�WKDW�GLUHFWO\�OHG�WR�D����/$�&RXQW\�SURMHFW�WR�WHVW�FRQGXFWLQJ�
evidence-based developmental screening over the phone. Other efforts are described to show the 
FDWDO\WLF�HIIHFW�RI�WKH�ZRUN�RI�WKH�(,,�&ROODERUDWLYH��FUHDWLQJ�DQG�VSLQQLQJ�RII�LGHDV�DQG�SURMHFWV�WR�
other entities.

UNDeRsTaNDINg PUblIC POlICy aND aDvOCaCy

3ROLF\� LV� QRW� URFNHW� VFLHQFH�� EXW� LW� LV� QRW� GXPE� OXFN� HLWKHU�� &UDIWLQJ� JRRG� SROLF\� UHTXLUHV� VWXG\� DQG�
strategy—understanding the players and processes, the rules and the rhythms of the policy formation, 
VHWWLQJ�FOHDU�DQG�UHDOLVWLF�JRDOV�EDVHG�RQ�\RXU�YDOXHV�DQG�EHOLHIV��DQG�DOVR�EHLQJ�VXɟFLHQWO\�ȵH[LEOH�WR�
take advantage of unexpected opportunities. 

$GYRFDF\�LV�SXWWLQJ�VWUDWHJLHV�LQWR�DFWLRQ�WR�DFKLHYH�D�VSHFLȴF�JRDO��6XFFHVVIXO�
DGYRFDF\�UHTXLUHV�D�KHDOWK\�GRVH�RI�SUDJPDWLVP��QRW�OHWWLQJ�WKH�SHUIHFW�EH�
the enemy of the good. Advocacy efforts that insist on perfection or that 
DWWHPSW�WR�VROYH�����SUREOHPV�LQ�RQH�IHOO�VZRRS�W\SLFDOO\�IDLO��6XFFHVVIXO�
advocacy in our democracy is most often incremental—aiming for the best 
possible results at a particular moment, based on a candid assessment of the 
political climate, resources, players, and competing priorities. There will 
always be another day, a next legislative session, a new crop of legislators 
or a new mayor, governor or president. With each change, there will be 
new opportunities for progress.

Policy improvements—from funding to well-crafted program design—are often the missing link between 
D�VXFFHVVIXO�SLORW�SURMHFW�DQG�RQH�WKDW�FDQ�JR�WR�VFDOH�ORFDOO\��6WDWHZLGH�RU�QDWLRQDOO\��/LVEHWK�6FKRUU��D�
well-known social scientist and insightful researcher on programs affecting children, wrote an inspiring 
book, Within Our Reach, highlighting successful and promising pilot programs. As she ruefully noted a 
GHFDGH�ODWHU��PRVW�RI�WKHVH�SURJUDPV�GLG�QRW�VXUYLYH��PXFK�OHVV�ȵRXULVK��

0RVW�RI�WKH�VXFFHVVIXO�SURJUDPV�,�UHSRUWHG�RQ�LQ������LQ�P\�ȴUVW�ERRN��Within Our Reach, were no longer in 
H[LVWHQFH�RU�QRW�EHLQJ�EXLOW�XSRQ�MXVW�ȴYH�\HDUV�DIWHU�WKH�ERRN�FDPH�RXW��������$IWHU�VHYHUDO�\HDUV�RI�WUDYHOLQJ�WKH�
country, looking at both successes and failures, I am convinced that the reason we haven’t been able to build 
XSRQ�VXFFHVV�RQ�DQ\�VLJQLȴFDQW�VFDOH�LV�WKDW�ZH�KDYH�LJQRUHG�WKH�PLVPDWFK�EHWZHHQ�WKH�DWWULEXWHV�RI�HIIHFWLYH�
programs and the gravitational pull of prevailing systems.1

,Q�RWKHU�ZRUGV��VXFFHVVIXO�SURJUDPV�FDQ�RQO\�ȵRXULVK�ZKHQ�V\VWHPV�DQG�SROLFLHV�DUH�SXW� LQ�SODFH� WR�
nurture and grow them. Most of the exemplary pilot programs stumbled because they did not develop 
those policy legs.

Where Policy Happens
Policy is more than legislation. In fact, sometimes passing a lofty-sounding law is the easy part. And, if 
a law promises much, but lacks the resources, funding or clout to deliver on its promises, it is a hollow 
victory. Policy must include funding decisions, i.e., appropriations. 

Policy also includes Executive Branch actions, such as regulations, guidelines and standards, that can 
turn a rough legislative blueprint into an effective program or initiative or alternately, into a sorry 
EXUHDXFUDWLF�H[HUFLVH� WKDW�GROHV�RXW�GULEEOHV�RI� IXQGLQJ�WR�SURMHFWV��6WDWHV��DQG� ORFDOLWLHV��EXW�GRHVQȇW�
make much difference at the end of the day. These Executive Branch actions are often excruciatingly 
dense, laden with convoluted procedures, acronyms, obscure cross-references, and mind-numbing 
OLVWV�RI�GHȴQLWLRQV��%XW�GHFRGLQJ� WKHVH� VHHPLQJO\�ERULQJ�GRFXPHQWV�DQG�ȴQGLQJ�DQG� LQȵXHQFLQJ� WKH�
LPSRUWDQW�SURYLVLRQV��HYHQ�LI�WKH\�DUH�EXULHG�LQ�D�IRRWQRWH�DPLGVW����SDJHV�RI�ȴQH�SULQW��FDQ�PDNH�WKH�
difference between a successful and unsuccessful program or initiative. And, of course, the judiciary 
makes policy as it interprets laws and regulations.

3XEOLF�SROLF\�KDSSHQV�DW�DOO�OHYHOV�RI�JRYHUQPHQWȃ)HGHUDO��6WDWH�DQG�ORFDO�

What is Policy?

Policy is the process of 
setting priorities and 
allocating resources, 

such as funding, services 
DQG�EHQHȴWV�
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ȏ� $W� WKH� )HGHUDO� OHYHO�� SROLF\� FKDQJH� FDQ� KDSSHQ� LQ� DOO� WKUHH� EUDQFKHV� RI� JRYHUQPHQWȃWKURXJK�
&RQJUHVV�� WKH� 3UHVLGHQW� DQG� KLV� $GPLQLVWUDWLRQ� �DQG� DOO� RI� WKH� 'HSDUWPHQWV�� IURP�+HDOWK� DQG�
+XPDQ�6HUYLFHV�WR�(GXFDWLRQ���DQG�WKH�MXGLFLDU\��

ȏ� $W�WKH�6WDWH�OHYHO��WKH�6WDWH�OHJLVODWXUH��WKH�*RYHUQRU�DQG�6WDWH�DJHQFLHV��DQG�6WDWH�FRXUWV�DOO�PDNH�
policy decisions.

ȏ� $W�WKH�ORFDO��FLW\��FRXQW\��DQG�FRPPXQLW\�OHYHO��PD\RUV��FRXQW\�H[HFXWLYHV��FLW\�FRXQFLOV��FRXQW\�
boards of supervisors or commissioners, and the local governmental agencies they administer all 
PDNH�SROLF\�GHFLVLRQV��6RPHWLPHV�WKHVH�HQWLWLHV�PDNH�GHFLVLRQV�GLUHFWO\�DQG�VRPHWLPHV�WKURXJK�D�
designated agency, such as a local school board.

2I�FRXUVH��WKH�SROLF\�SLFWXUH�LV�QRW�TXLWH�WKLV�WLG\��0DQ\�)HGHUDO�DQG�6WDWH�SROLFLHV�DQG�SURJUDPV�WULFNOH�
GRZQ�WR� WKH� ORFDO� OHYHOȃVRPHWLPHV�ZRUNLQJ�ZHOO�� VRPHWLPHV�QRW��)RU�H[DPSOH��+HDG�6WDUW�SURJUDPV�
DUH�)HGHUDOO\�IXQGHG�DQG�JRYHUQHG��EXW�UXQ�ORFDOO\��$QG�ORFDO�VSHFLDO�HGXFDWLRQ�DQG�(DUO\�,QWHUYHQWLRQ�
SURJUDPV� DUH� D� UHVXOW� RI� )HGHUDO� UHTXLUHPHQWV� WKURXJK� ,'($�� EXW� DGPLQLVWHUHG� WKURXJK� D� 6WDWH�
JRYHUQPHQWDO�DJHQF\��7KHVH�SURJUDPV�DOVR�W\SLFDOO\�KDYH�VLJQLȴFDQW�6WDWH�DQG�ORFDO��DV�ZHOO�DV�)HGHUDO�
funding.

In addition, complementary policy initiatives can and do happen at all levels of government 
VLPXOWDQHRXVO\��)RU�H[DPSOH��SURJUDPV�IXQGHG�DW�WKH�)HGHUDO�DQG�6WDWH�OHYHO��XQGHU�,'($�3DUW�&��(DUO\�
,QWHUYHQWLRQ��PD\�DOVR�VHHN�IXQGLQJ�IRU� ORFDO�VHUYLFHV� WKURXJK�ZKLFK�WKH\� WULDO�HIIHFWLYH�ZD\V�ȊWR�GR�
JRRGȋ��H�J���HYLGHQFH�EDVHG�GHYHORSPHQWDO�VFUHHQLQJ�LQ�QRQWUDGLWLRQDO�VHWWLQJVȃVXFK�DV�LQ�FKLOGFDUH��
+HDG�6WDUW�FHQWHUV��:,&�SURJUDPV�RU�RQOLQH��

)LQDOO\��WKH�SULYDWH��QRQSURȴW��SKLODQWKURSLF��DQG�EXVLQHVV�FRPPXQLWLHV�VHW�PDQ\�RI�WKHLU�RZQ�SROLFLHV�
DQG�SULRULWLHV��7KH\�DOVR�RIWHQ�ZRUN� WR� LQȵXHQFH�)HGHUDO��6WDWH��DQG� ORFDO�JRYHUQPHQWDO�SROLFLHV��)RU�
example, a foundation may support a promising pilot program, seek to prove it is successful, and then 
ZRUN�WR�JHW�OHJLVODWRUV�WR�FUHDWH�D�)HGHUDO��RU�6WDWH�IXQGHG�SURJUDP�WR�UHSOLFDWH�WKLV�PRGHO�RQ�D�ODUJHU�
scale. 

Setting Policy Priorities
Over the years, working on a range of issues, I have developed a simple set of three criteria to identify 
what policy action to take and when.

7KH�ȴUVW�DQG�PRVW�LPSRUWDQW�FULWHULRQ�LV�impact��7KH�VLPSOH�TXHVWLRQV�WR�DVN�DUH��:LOO�WKH�SROLF\�FKDQJH�
PDNH�WKH�GLIIHUHQFH�ZH�ZDQW"�)RU�HDUO\�VFUHHQLQJ�DQG�LQWHUYHQWLRQ��WKLV�TXHVWLRQ�EHFRPHV��:LOO�WKHVH�
SROLF\�FKDQJHV�LQFUHDVH�WKH�QXPEHU�RI�\RXQJ�FKLOGUHQ�ZKR�UHFHLYH�KLJK�TXDOLW\�GHYHORSPHQWDO�VFUHHQLQJ�
and, if they need it, effective follow-up and intervention? If the answer is “yes,” then move on to the next 
criterion. If “no,” stop and come up with another policy idea or strategy.

The second criterion is opportunity. Is there a window of opportunity—a 
“moving policy train” to jump onto? A “moving train” might be a related 
HIIRUW�DOUHDG\�XQGHUZD\��D�ODZ�DERXW�WR�EH�UHYDPSHG��ȊUHDXWKRUL]HGȋ��
E\� &RQJUHVV�� D� 6WDWH� RU� ORFDO� OHJLVODWXUH� RU� DQ� LVVXH� ZKHUH� WKHUH� LV�
already strong public will or that suddenly makes front-page news. 
To look at “opportunity” from another perspective, few things annoy 
a policymaker more than to have someone approach him with even a 
great idea immediately after he has voted or acted on that very issue and the deal is done.

6RPHWLPHV� DQ� RSSRUWXQLW\� FDQ� EH� FUHDWHG� IURP� ZKROH� FORWK�� DV� ZDV� GRQH� ZLWK� WKH� HIIRUW� WR� SXW� D�
billable dollar value on developmental screening described below. More often, the trick is to identify an 
opportunity that is already there and then use it to make progress.

The third criterion is partners. Are there ready allies? Is opposition minimal or at least manageable? If 
there are only a few others on your side, and the other side is well-armed and resourced, you are facing 

Criteria for Policy Action 

ȏ�,PSDFW

ȏ�2SSRUWXQLW\

ȏ�3DUWQHUV
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an uphill battle. 

As all three criteria suggest, policy priorities and strategies shift as the political climate changes, new 
leaders and knowledge emerge, and funding is more or less available.

7KH�(DUO\�,GHQWLȴFDWLRQ�DQG�,QWHUYHQWLRQ��(,,��&ROODERUDWLYH�IRU�/RV�$QJHOHV�&RXQW\
7KH�(DUO\� ,GHQWLȴFDWLRQ�DQG� ,QWHUYHQWLRQ�&ROODERUDWLYH� IRU�/RV�$QJHOHV�&RXQW\�� ORFDOO\� FDOOHG� WKH�(,,�
&ROODERUDWLYH��KDV�DSSOLHG�WKH�WKUHH�FULWHULDȃimpact, opportunity, and partners—to improve most of 
the developmental screening policies described in this chapter. 

,�IRXQGHG�WKH�(,,�&ROODERUDWLYH��DOPRVW�E\�DFFLGHQW��LQ�WKH�)DOO�RI�������$IWHU�ZRUNLQJ�RQ�SROLF\�LVVXHV�LQ�
:DVKLQJWRQ��'&��IRU�PDQ\�\HDUV��,�PRYHG�WR�/RV�$QJHOHV�DQG�KDG�MXVW�FRPSOHWHG�D�SURMHFW�WR�LGHQWLI\�SROLF\�
LVVXHV�DVVRFLDWHG�ZLWK�DXWLVP�GHWHFWLRQ��%RWK�WKH�UHVHDUFK�DQG�P\�SHUVRQDO�REVHUYDWLRQV�FRQȴUPHG�WKDW�
PDQ\�FKLOGUHQ�RQ�WKH�VSHFWUXP�ZHUH�LGHQWLȴHG�PXFK�ODWHU�WKDQ�QHHG�EH��RIWHQ�ZHOO� LQWR�HOHPHQWDU\�
VFKRRO���ZLWK�WKH�UHVXOW�WKDW�WKHVH�FKLOGUHQ�IHOO�IXUWKHU�EHKLQG�
at just the time when early intervention services could have 
GRQH� WKH�PRVW�JRRG��6DGO\�� FKLOGUHQ�ZKR�ZHUH� ORZ�LQFRPH�
DQG�HWKQLF�RU�UDFLDO�PLQRULWLHV�ZHUH�WKH�ODVW�WR�EH�LGHQWLȴHG�
and helped.

:KLOH�JLYLQJ�DQ�DXWLVP�VSHFLȴF�VFUHHQ�WR�HYHU\�FKLOG�HYHU\�
\HDU� LV� D� JRRG� LGHD�� LW� LV� XQOLNHO\� WR� KDSSHQ�ZKHQ� WRGD\ȇV�
SHGLDWULF�YLVLWV�ODVW�RQO\�DERXW�ȴIWHHQ�PLQXWHV�DQG�DUH�SDFNHG�
ZLWK�SK\VLFDO�H[DPV��YDFFLQDWLRQV�DQG�RWKHU�ȊPXVW�GRȇV�ȋ�$QG�
even if a pediatrician administered a separate autism screen, 
how likely was it that he/she will also administer the many 
RWKHU� FRQGLWLRQ�VSHFLȴF� WRROVȃHDFK� RI� ZKLFK� WDNHV� WLPH��
training, and record-keeping—to detect possible problems 
ZLWK� JURVV� RU� ȴQH� PRWRU� VNLOOV�� VSHHFK�� VRFLDO�HPRWLRQDO�
development or cognition?

0\�DQVZHU�WR�WKLV�SROLF\�TXDQGDU\�ZDV�WKDW�WKH�EHVW�ZD\�WR�
detect autism was to promote broad-band, evidence-based 
developmental screens on all young children. Broad general 
VFUHHQLQJ�PRVW�TXLFNO\�ȵDJV�FKLOGUHQ�ZLWK�DXWLVP�DQG�DOVR�
ȵDJV�FKLOGUHQ�ZLWK�RWKHU�GHYHORSPHQWDO�FRQFHUQVȃIURP�FHUHEUDO�SDOV\�WR�DWWHQWLRQ�GHȴFLW�GLVRUGHU�WR�
social-emotional problems. A win-win. In addition, routine screening for all children carries no stigma. 
)LQDOO\��SULPDU\�FDUH�VFUHHQLQJ�LV�PRVW�HɟFLHQW�ZKHQ�XVLQJ�WRROV�UHO\LQJ�RQ�LQIRUPDWLRQ�IURP�SDUHQWV��
and such tools engage parents across the socioeconomic and racial-ethnic spectrum in an effective and 
respectful way.

As I explored this issue, I invited a group of ten colleagues—experts in the 
ȴHOGV�RI�HGXFDWLRQ��HDUO\�LQWHUYHQWLRQ��KHDOWK��PHQWDO�KHDOWK��SKLODQWKURS\��
DQG�DGYRFDF\ȃWR�MRLQ�PH�IRU�DQ�LQIRUPDO�OXQFK�LQ�6HSWHPEHU�RI������WR�
WDON�DERXW�GHYHORSPHQWDO� VFUHHQLQJ��7KLV� OXQFK�WDEOH�GLVFXVVLRQ�TXLFNO\�
WXUQHG� LQWR� VRPHWKLQJ�EHWZHHQ�D� UHTXHVW� DQG�DQ�H[SHFWDWLRQ� IRU�PH� WR�
FRQYHQH�UHJXODU�&RXQW\ZLGH�PHHWLQJV�WR�PDNH�D�UHDOLW\�RI�WKH�YLVLRQ�WKDW�
HYHU\�FKLOG�LQ�/RV�$QJHOHV�&RXQW\�ZRXOG�JHW�GHYHORSPHQWDO�VFUHHQLQJVȃHDUO\��RIWHQ��DQG�ZLWK�D�KLJK�
TXDOLW\�VFUHHQLQJ�WRROȃDQG�WKDW�DQ\�FKLOG�QHHGLQJ�KHOS�ZRXOG�UHFHLYH�LW�DW�WKH�HDUOLHVW�SRVVLEOH�PRPHQW��

$Q�HDUO\�GHFLVLRQ�ZDV�WR�EH�YHU\�VSHFLȴF�DERXW�ZKDW�LW�ZRXOG�WDNH�WR�DFKLHYH�WKH�(,,�&ROODERUDWLYHȇV�PLVVLRQ��
)X]]\�JRDOV�ZLWK�QR�ZD\�WR�PHDVXUH�SURJUHVV�DUH�W\SLFDOO\�LQHIIHFWLYH�JRDOV��6R�XVLQJ�WKH�EHVW�UHVHDUFK��
FRPSOHPHQWHG�E\�D�KHDOWK\�GRVH�RI�FRPPRQ�VHQVH�DQG�IHHGEDFN�IURP�WKH�ȴHOG��WKH�&ROODERUDWLYH�EHJDQ�
WR�DGYRFDWH�VWURQJO\�IRU�WKUHH�VSHFLȴF�VFUHHQLQJ�WRROV��WKH�Ages and Stages Questionnaires (ASQ), Parents’ 
Evaluation of Developmental Status (PEDS), and PEDS: Developmental Milestones (PEDS:DM). These tools 

The EII Collaborative Mission
The purpose of the EII Collaborative is 
to ensure that every child in Los Angeles 
County gets developmental screenings—
early, often and with high-quality tools—
and that any child needing help receives 
it at the earliest possible moment. 

The EII Collaborative is a catalyst, a 
partner and a leader for improving public 
policy, systems, and local practices.

The best policy to detect 
autism is to promote 
broad, evidence-based 
developmental screens 
on all young children.
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covered all developmental domains and were accurate, short, low-cost, appropriate in multiple settings, 
billable to health insurance, and easy to administer and score. They also made use of information from 
SDUHQWV�� DUH� DYDLODEOH� LQ�PXOWLSOH� ODQJXDJHV�� DQG� DUH� FXOWXUDOO\� DSSURSULDWHȃDOO� UHTXLUHPHQWV� LQ� D�
FRPPXQLW\�DV�ODUJH��FRPSOH[��DQG�GLYHUVH�DV�/RV�$QJHOHV�&RXQW\��

'XULQJ� LWV� HDUOLHVW� GD\V�� WKH� &ROODERUDWLYH� SXUVXHGȃRIWHQ� VXFFHVVIXOO\ȃPDQ\� SROLF\� RSSRUWXQLWLHV��
VWDUWLQJ�ZLWK�DWWDFKLQJ�D�GROODU�ȴJXUH� WR� WKH�GLDJQRVWLF�FRGH� IRU�GHYHORSPHQWDO� VFUHHQLQJ��GHVFULEHG�
ODWHU��6WUXFWXUH�IROORZHG�DFWLRQ��ZLWK�D�ORJR�DQG�6WHHULQJ�&RPPLWWHH�LQ�������D�6WUDWHJLF�3ODQ�LQ�������DQG�
D�UHYDPSHG�PLVVLRQ�VWDWHPHQW�DQG�IRUPDO�&KDUWHU�LQ������

2YHU� WKH� \HDUV�� WKH� (,,� &ROODERUDWLYH� JUHZ� LQWR� D� FRDOLWLRQ� WKDW� LQFOXGHV� PRUH� WKDQ� ���� GLIIHUHQW�
RUJDQL]DWLRQV�DQG�DJHQFLHV�DFURVV�PDQ\�VHFWRUV��LQFOXGLQJ�FKLOGFDUH�DQG�HDUO\�FKLOGKRRG��FKLOG�ZHOIDUH��
disability, early intervention, education, law enforcement, social services, and health. Participants come 
IURP�JRYHUQPHQWDO��FRPPXQLW\�EDVHG��DFDGHPLF��SKLODQWKURSLF��QRQSURȴW�DQG�DGYRFDF\�JURXSV��DQG�
include family members of children with disabilities and developmental delays.�

,QYROYLQJ�PXOWLSOH�VHFWRUV�ZDV�HVVHQWLDO��)LJXUH������LOOXVWUDWHV�WKH�HQRUPRXV�UDQJH�RI�VHUYLFHV�UHTXLUHG�
by a toddler with undiagnosed regressive autism. No single sector holds all of the information, answers 
or services for this child or his family. 

Figure 21-1. An Example of Sector Service Use for a Child with Undiagnosed ASD
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TIPs fOR effeCTIve CROss-seCTOR COalITIONs ON eaRly INTeRveNTION

&RPPXQLFDWLQJ� DQG� FRRSHUDWLQJ� DFURVV� VHFWRUV�� DV� WKH�(,,� &ROODERUDWLYH�GRHV�� WDNHV�PRUH� WKDQ� JRRG�
LQWHQWLRQV��,W�DOVR�UHTXLUHV�XQGHUVWDQGLQJ�WKH�SRLQWV�RI�YLHZ�DQG�SULRULWLHV�RI�WKH�GLIIHUHQW�VHFWRUV�DQG�
being able to describe the issues and options in language that addresses the varying perspectives of each 
partner agency.

One way to do this is to focus on what programs mean for children and families—how programs and 
VHUYLFHV��LQ�FRPELQDWLRQ�ZLWK�RQH�DQRWKHU��FDQ�VWUHQJWKHQ�IDPLOLHV��)RU�H[DPSOH��LW�LV�EHWWHU�WR�XVH�JHQHULF�
WHUPV� OLNH� ȊFKLOG�ȋ� ȊIDPLO\�ȋ�DQG�ȊSDUHQWV�ȋ� UDWKHU� WKDQ�VHFWRU�VSHFLȴF� WHUPV�VXFK�DV�SDWLHQW� �KHDOWK���
VWXGHQW��HGXFDWLRQ���FOLHQW��VRFLDO�VHUYLFH�DQG�FKLOG�ZHOIDUH��RU�VORW�RU�HQUROOHH��MRE�WUDLQLQJ��

Additional tips to facilitate good cross-sector communication include:

ȏ� %H�VXUH�\RXU�FRDOLWLRQȇV�PLVVLRQ�UHVRQDWHV�ZLWK�PDQ\�SDUWQHUV�DQG�LV�QRW�ORDGHG�GRZQ�ZLWK�ZRUGV�
RU�UHIHUHQFHV�WKDW�UHȵHFW�RQH�VHFWRU�RQO\��)RU�H[DPSOH��WKH�KHDOWK�SURIHVVLRQDOV�RIWHQ�WDON�DERXW�
“children with special healthcare needs” while educators talk in terms of addressing issues to 
increase school readiness. But these and other terms all refer to the same kids. When in doubt, use 
language that your Mom would understand if you were explaining to her what you do.

ȏ� ,Q�PHHWLQJV��LQVLVW�RQ�D�VLPXOWDQHRXV�WUDQVODWLRQ�RI�MDUJRQ�DQG�DFURQ\PVȃ,)63��(36'7��&$37$��
3DUW�&��&RPPLVVLRQHU��,'($��0&+��+,3$$��)(53$��6HFWLRQ������HWF��-DUJRQ�DQG�DFURQ\PV�WKDW�UROO�
off the tongue of people from one sector are often totally incomprehensible to someone from 
DQRWKHU�VHFWRU��7KHUHȇV�D�ORW�WR�EH�VDLG�IRU�SODLQ�(QJOLVK��,W�LV�DOVR�ZRUWK�D�FKXFNOH�ZKHQ�WKH�SHUVRQ�
XVLQJ�WKH�DFURQ\P�RU�MDUJRQ�VWXPEOHV�ZKHQ�WKH\�DUH�FDOOHG�RQ�WR�GHȴQH�RU�XQWDQJOH�LW�RQ�WKH�VSRW��
&KDSWHU���LQFOXGHV�D�JORVVDU\�RI�WKH�PRUH�FRPPRQ�WHUPV��

ȏ� 6WUXFWXUH�PHHWLQJV�VR�WKDW�HYHQ�LQWURYHUWV�FDQ�FRPIRUWDEO\�VKDUH�WKHLU�EHVW�LGHDV��)RU�H[DPSOH��
WKH�(,,�&ROODERUDWLYH�RIWHQ�VWDUWV�LWV�PHHWLQJV�ZLWK�VHOI�LQWURGXFWLRQV�DQG�D�RQH�VHQWHQFH�DQVZHU�WR�
DQ�ȊLQNEORW�TXHVWLRQȋ�VXFK�DV��Ȋ:KDW�ZRXOG�PDNH�\RX�OHDYH�WKLV�PHHWLQJ�WRGD\�VD\LQJ�LW�ZDV�UHDOO\�
XVHIXO�WR�\RX"ȋ�,W�LV�LPSRUWDQW�WR�HQIRUFH�WKH�RQH�VHQWHQFH�OLPLW��VWDUWLQJ�ZLWK�WKH�YHU\�ȴUVW�SHUVRQ��
Otherwise, this potentially useful exercise will consume your whole meeting.

ȏ� 'RQȇW� EHFRPH� VR� IRFXVHG�ZLWK� SODQQLQJ� WKDW� \RX� GRQȇW� DFWXDOO\� GR� DQ\WKLQJ�� 6RPH� RI� WKH� EHVW�
coalitions are created ad hoc to tackle an urgent problem. They later develop the structure needed 
WR�UHPDLQ�YLDEOH�DQG�VXFFHVVIXOO\�WDNH�RQ�WKH�QH[W�FKDOOHQJH��$V�)UDQN�/OR\G�:ULJKW�VDLG��Ȋ)RUP�
follows function.”

feDeRal effORTs TO ImPROve eaRly sCReeNINg

:LWK� WKHVH� WLSV� LQ�PLQG�� WKH�(,,�&ROODERUDWLYH�SOXQJHG� LQWR� WKH�SROLF\�DUHQDȃEXLOGLQJ�RQ�ERWK� ORFDO�
NQRZOHGJH�RI�WKH�SUREOHPV�DQG�LVVXHV�IDFLQJ�FKLOGUHQ�DQG�IDPLOLHV�WRJHWKHU�ZLWK�P\�NQRZOHGJH�RI�'&�
DQG�WKH�SROLF\�SURFHVV��7ZR�VXFFHVVHV��+HDG�6WDUW�DQG�SK\VLFLDQ�SD\PHQW�IRU�GHYHORSPHQWDO�VFUHHQLQJ��
DUH�GHVFULEHG�EHORZ��DORQJ�ZLWK�DQRWKHU�ȊDOPRVW�ZLQȋ��HQJDJLQJ�WKH�6RFLDO�6HFXULW\�$GPLQLVWUDWLRQ�WR�
VXSSRUW�GHYHORSPHQWDO�VFUHHQLQJ��

&UHDWLQJ�D�1HZ�5HTXLUHPHQW��+HDG�6WDUW�3URJUDPV�0XVW�'R�*RRG�'HYHORSPHQWDO�
Screening

,W�WRRN�DOPRVW�ȴYH�\HDUV�RI�ZRUN�WR�JHW�WKH�ODZ�FKDQJHG�VR�WKDW�GHYHORSPHQWDO�VFUHHQLQJ�ZLWK�D�JRRG�WRRO�
EHFDPH�D�UHTXLUHPHQW�IRU�HYHU\�FKLOG�HQUROOHG�LQ�+HDG�6WDUW�DQG�(DUO\�+HDG�6WDUW�

,Q�D������FRQYHUVDWLRQ�ZLWK�%LOO�&KULVWHVRQ��5HVHDUFK�'LUHFWRU�DW�Fight Crime/Invest in Kids, we discussed 
KRZ�+HDG� 6WDUW� SURYLVLRQV� FRQFHUQLQJ�GHYHORSPHQWDO� VFUHHQLQJ�ZHUH� YDJXH� DQG� WRRWKOHVVȃZLWK�QR�
TXDOLW\� VWDQGDUG�� 7KLV� LV� QRW� VXUSULVLQJ�EHFDXVH�GHYHORSPHQWDO� VFUHHQLQJ�KDV�PDWXUHG� VXEVWDQWLDOO\�
VLQFH�WKH�����V�ZKHQ�WKH�+HDG�6WDUW�SURJUDP�ZDV�FUHDWHG��%XW�WKH�XSFRPLQJ�UHDXWKRUL]DWLRQ�RI�+HDG�
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6WDUW�SURYLGHG�DQ�RSSRUWXQLW\�WR�FDWFK�XS�ZLWK�WKH�VFLHQFH�RI�GHYHORSPHQWDO�VFUHHQLQJ��DQG�IRU�WKH�ODZ�
WR�PDNH�UHDOLVWLF�UHTXLUHPHQWV�RI�SURJUDPV�WKDW�ZRXOG�QRW�KDYH�EHHQ�SRVVLEOH����WR����\HDUV�DJR�

This meeting was important because it raised a solvable policy 
problem and reminded me that the timing for change was right. 
It was also important because Fight Crime�TXLFNO\�EHFDPH�RXU�
HVVHQWLDO�Ȇ,QVLGH�WKH�%HOWZD\ȇ�SDUWQHU�LQ�WKLV�HIIRUW��

,Q� DQ� HIIRUW� WR� IROORZ� XS�� LQ� ����� ,� DOPRVW� OLWHUDOO\� KLMDFNHG�
two colleagues—test-developer and developmental expert, 
)UDQFHV�3DJH�*ODVFRH�RI�9DQGHUELOW�8QLYHUVLW\��DQG�/RV�$QJHOHV�
GHYHORSPHQWDO� VFUHHQLQJ� SUDFWLWLRQHU�� &\QWKLD� /DQGHV�� ZKR�
WKRXJKW� VKH� ZDV� FRPLQJ� WR� '&� IRU� D� YDFDWLRQȃWR� WUDLSVH�
DURXQG� &DSLWRO� +LOO� ZLWK� PH� WR� VSHDN� DERXW� WKH� LPSRUWDQFH�
of developmental screening. Because improving screening in 
+HDG� 6WDUW�ZDV� VR� WLPHO\��ZH� WDUJHWHG� FRPPLWWHH� VWDIIȃERWK�
Republicans and Democrats—charged with drafting the Head 
6WDUW�ELOO��

%HFDXVH�RI�P\�SUHYLRXV�ZRUN�LQ�'&��ZKLFK�LQFOXGHG�UXQQLQJ�
&DSLWRO�+LOO� VHPLQDUV�RQ� LVVXHV�DIIHFWLQJ�FKLOGUHQ�DQG�IDPLOLHV��� ,�NQHZ�DQG�ZDV�DEOH� WR�JHW�SHUVRQDO�
PHHWLQJV�ZLWK�WKHVH�EXV\�VWDIIHUV��,�KDG�UHVHDUFKHG�DQG�ZULWWHQ�H[WHQVLYHO\�DERXW�ZKLFK�&RQJUHVVLRQDO�
&RPPLWWHHV� FRQWURO�ZKLFK� ODZV�� VR� LW�ZDV� DOVR� UHODWLYHO\� HDV\� IRU�PH� WR� LGHQWLI\� WKH� VSHFLȴF� VWDIIHUV�
UHVSRQVLEOH�IRU�WKH�+HDG�6WDUW�ELOO��:KHQ�,�WROG�WKHP�WKDW�,�ZDQWHG�WR�GLVFXVV�DQ�LGHD�WKDW�ZRXOG�LPSURYH�
+HDG�6WDUW�DQG�KHOS�LW�EHWWHU�PHHW�LWV�JRDOV��WKH\�EHOLHYHG�PH�DQG�DJUHHG�WR�PHHW�

,Q�GLVFXVVLRQV�VXFK�DV�WKHVH��LW�LV�LPSRUWDQW�WR�NQRZ�ZKRP�WR�FRQWDFW��ZKR�FDQ�SXOO�WKH�SROLF\�OHYHUV���WR�
have something worth saying that is also timely, and to have a track record of providing solid and useful 
information so that the staffers take your suggestions seriously. It is also important to listen carefully to 
concerns raised and to address these concerns, even if these were not initially your issues.

Trust, and a track record for providing solid and useful information, matter. And these relationships 
are not created in an instant. That is why constituents who drop in every other year for a “lobby day” in 
FRQMXQFWLRQ�ZLWK�D�'&�FRQYHQWLRQ�DUH�XQOLNHO\�WR�KDYH�D�OHJLVODWLYH�LPSDFW�XQOHVV�WKH\�DOVR�VWD\�LQ�WRXFK�
between visits and understand the legislative calendar. 

There was keen interest across the political spectrum. The main criticism staff raised was that they 
QHHGHG�VWDQGDUGV��QRW�MXVW�WKH�QDPHV�RI�VSHFLȴF�HYLGHQFH�EDVHG�WRROV��WR�FUDIW�OHJLVODWLYH�ODQJXDJH�WR�GR�
ZKDW�ZH�ZDQWHG��PDNH�KLJK�TXDOLW\�GHYHORSPHQWDO�VFUHHQLQJ�IRU�HYHU\�FKLOG�D�+HDG�6WDUW�UHTXLUHPHQW��

$UPHG�ZLWK�WKLV�LQIRUPDWLRQ��,�HQOLVWHG�WKH�DLG�RI�ERWK�/$�FROOHDJXHV�DQG�)HGHUDO�H[SHUWV�DW�WKH�&HQWHUV�
IRU�'LVHDVH�&RQWURO�LQ�$WODQWD�WR�GHYHORS�D�VKRUW�EXW�WRXJK�GHȴQLWLRQ�RI�ZKDW�FRQVWLWXWHV�D�KLJK�TXDOLW\�
GHYHORSPHQWDO�VFUHHQLQJ�WRRO��:KLOH�,�UHFRJQL]HG�WKDW�HYHQ�WKH�KDOI�SDJH�GHȴQLWLRQ�ZH�GHYHORSHG��VHH�
ER[�EHORZ��ZDV�WRR�ORQJ�IRU�ȴQDO�VWDWXWRU\�ODQJXDJH��WKH�SODQ�ZDV�WR�SURYLGH�HQRXJK�GHWDLO�WR�LQIRUP�
WKH�OHJLVODWLYH�KLVWRU\�DQG�&RQJUHVVLRQDO�UHSRUWV��VR�WKDW�WKH�+HDG�6WDUW�RɟFH�ZRXOG�HYHQWXDOO\�ZULWH�
UHJXODWLRQV�DQG�VWDQGDUGV� UHTXLULQJ�ȴUVW�UDWH� WRROV��7KLV�GHȴQLWLRQ�DOVR�SURYLGHG�&RQJUHVVLRQDO� VWDII�
ZLWK�HQRXJK�GHWDLOV�WR�DQVZHU�TXHVWLRQV�WKDW�PLJKW�EH�UDLVHG�

,� NHSW� &DSLWRO�+LOO� VWDIIHUV� RQ�ERWK� VLGHV� RI� WKH� DLVOH� LQ� WKH� LQIRUPDWLRQ� ORRS� DORQJ� WKH�ZD\��0RQWKV�
passed before the legislative process picked up again. Then, one week I received separate calls from 
ERWK�5HSXEOLFDQ�DQG�'HPRFUDWLF�VWDIIHUV�DVNLQJ�LI�WKH�ODQJXDJH�WKH\�KDG�SXW�LQ�WKH�ELOO�ZDV�2.���:KHQ�,�
DQVZHUHG�WKH�SKRQH��,�WKRXJKW�,�KDG�GLHG�DQG�JRQH�WR�KHDYHQ��WKH\�FDOOHG�PH���%HFDXVH�5HSXEOLFDQV�ZHUH�
in the majority, the Republican staffer has primary drafting responsibility—and good developmental 
VFUHHQLQJ�ODQJXDJH�ZDV�LQFOXGHG�LQ�ZKDW�LV�FDOOHG�WKH�Ȇ&KDLUPDQȇV�0DUNȇ��WKLV�LV�WKH�JHQHULF�QDPH�IRU�D�
ELOO�LQWURGXFHG�E\�WKH�&RPPLWWHH�&KDLUPDQ��DQG�W\SLFDOO\�XVHG�DV�D�WHPSODWH�WKDW�LV�WKHQ�ȊPDUNHG�XSȋ�
E\�RWKHU�FRPPLWWHH�PHPEHUV�ZLWK�DPHQGPHQWV�DQG�FKDQJHV��

Rating This Initiative on the Three 
Criteria for Policy Action

Impact: High. Head Start reaches 
many high-risk children and is seen as 
the “gold standard.”

Opportunity: High. Congress was in 
the process of reauthorizing the Head 
Start law.

Partners: High. The DC-based group, 
Fight Crime/Invest in Kids, was our 
strong partner and DC voice as 
Congress considered, debated, and 
voted on various Head Start bills.
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&RQJUHVV�FRXOGQȇW�DJUHH�RQ�D�+HDG�6WDUW�ELOO�GXULQJ�WKDW�SDUWLFXODU�VHVVLRQ��VR�RXU�LQLWLDO�YHUVLRQ�RI�WKH�
ELOO�GLHG��%XW�ZH�NQHZ�LW�ZRXOG�EH�UHERUQ�LQ�WKH�QH[W�VHVVLRQ�RI�&RQJUHVV�EHFDXVH�RI�WKH�VWDWXWRU\�QHHG�WR�
UHDXWKRUL]H�WKH�SURJUDP��'XULQJ�WKLV�SURFHVV��ZH�DOVR�VWDUWHG�WR�ZRUN�PRUH�FORVHO\�ZLWK�Ȇ)LJKW�&ULPHȇVȇ�
WDOHQWHG�DQG�VDYY\�OHJLVODWLYH�GLUHFWRU��0LULDP�5ROOLQ��6KH�OHDG�WKH�ZD\�RQ�PDQ\�+HDG�6WDUW�LVVXHV�DQG�
became a strong advocate for the developmental screening provisions through the many meetings, 
GUDIWV��GLVFXVVLRQV��DQG�QHJRWLDWLRQV�ZLWK�ERWK�SRZHUIXO�&DSLWRO�+LOO�VWDIIHUV�DQG�RWKHU�DGYRFDWHV��

:LWK�WKH�QH[W�OHJLVODWLYH�VHVVLRQ��WKH�+RXVH�ȵLSSHG�OHDGHUVKLS�DQG�WKH�'HPRFUDWV�ZHUH�LQ�WKH�PDMRULW\�
— calling the shots and chairing the committees. Because we had worked closely with both parties from 
the outset, the strengthened developmental screening provisions stayed in the bill and stayed in the 
Ȇ&KDLUPDQȇV�0DUN�ȇ�HYHQ�WKRXJK�WKH�&RPPLWWHH�&KDLUPDQ�ZDV�QRZ�D�'HPRFUDW�UDWKHU�WKDQ�D�5HSXEOLFDQ��

0RUH�WLPH�SDVVHG��(YHQWXDOO\��LQ�ODWH������&RQJUHVV�HQDFWHG�WKH�+HDG�6WDUW�$FW�RI�������+5�����ȃ3�/��
����������7KLV�ODZ�UHTXLUHV�WKDW�+HDG�6WDUW�DQG�(DUO\�+HDG�6WDUW�SURJUDPV�PXVW�PHHW�TXDOLW\�VWDQGDUGV��

Use research-based developmental screening tools that have been demonstrated to be standardized, 
reliable, valid, and accurate for the child being assessed, to the maximum extent practicable.

:KLOH� EULHI�� WKLV� QHZ� VWDWXWRU\� UHTXLUHPHQW� DOOXGHG� WR� WKH� H[DFW� FULWHULD� ZH� KDG� VXJJHVWHGȃ
VWDQGDUGL]DWLRQ��UHOLDELOLW\��YDOLGLW\��DQG�DFFXUDF\ȃHYHQ�LQ�WKH�VDPH�RUGHU�DV�RXU�GHȴQLWLRQ�IURP�WKUHH�
years earlier.

$OO� WKDW� HIIRUW� IRU� MXVW� D� IHZ�ZRUGV�� %XW� LW�ZDV�ZRUWK� LW�� 7KLV� QHZ� UHTXLUHPHQW� KDV� DOUHDG\�PDGH� D�
KXJH�GLIIHUHQFH�LQ�LGHQWLI\LQJ�DQG�KHOSLQJ�FKLOGUHQ�LQ�+HDG�6WDUW�DQG�(DUO\�+HDG�6WDUW�SURJUDPV�ZKR�
KDYH�GLVDELOLWLHV��GHYHORSPHQWDO�GHOD\V�DQG�RWKHU�SUREOHPV��)RU�H[DPSOH��ZKHQ�WKH�(,,�&ROODERUDWLYH�
VXUYH\HG�/RV�$QJHOHVȇ�+HDG�6WDUW�SURJUDPV�EHIRUH�WKH�QHZ�ODZ�SDVVHG��PRVW�ZHUH�HLWKHU�QRW�XVLQJ�DQ\�
WRRO�DW�DOO�RU�XVLQJ�D�SRRU�TXDOLW\�WRRO��1RZ��WKH\�DUH�DOO�XVLQJ�JRRG�GHYHORSPHQWDO�VFUHHQLQJ�WRROV��7KLV�
LQ�LWVHOI�LV�VLJQLȴFDQW�SURJUHVV��/$�&RXQW\�KDV�PRUH�SHRSOH�WKDQ����6WDWHV��DQG�WKH�ODUJHVW�+HDG�6WDUW�
program in the country.

:KLOH� ,� KDYH� QRW� VHHQ� D� VWXG\� RI� +HDG� 6WDUW� FRPSOLDQFH� ZLWK� WKH� QHZ� GHYHORSPHQWDO� VFUHHQLQJ�
UHTXLUHPHQWV��,�KHDU�DQHFGRWDOO\�WKDW�KLJK�TXDOLW\�GHYHORSPHQWDO�VFUHHQLQJ�LV�QRZ�ȴUPO\�LQWHJUDWHG�DV�
a programmatic standard nationwide. 

“HIGH-QUALITY DEVELOPMENTAL SCREENING INSTRUMENT” DEFINED

High-quality developmental screening tools are those that are standardized, reliable, valid, and accurate (that is, 
ERWK�VHQVLWLYH�DQG�VSHFLȴF��FRUUHFWO\�GHWHFWLQJ�FKLOGUHQ�ZLWK�DQG�ZLWKRXW�SUREOHPV��

ȏ� For standardization, this means that the screening tool was standardized on a large nationally 
representative population (not a referred population) and with at least 100 subjects per age range.

ȏ� For reliability, this means correlations of 0.85 or above for internal consistency, inter-rater consistency, 
and test-retest reliability.

ȏ� For validity, this means correlations of 0.70 or higher for concurrent validity and discriminate validity, 
and, if possible, evidence of predictive validity.

ȏ� For accuracy (also known as “criterion-related validity”) this means:
  Sensitivity�RI�����WR�����IRU�DOO�DJH�UDQJHV��7KDW�LV��WKH�VFUHHQ�FRUUHFWO\�LGHQWLȴHV�� �

 70 - 80% of children with delays and disabilities.

  6SHFLȴFLW\ of at least 70% and hopefully 80% or higher for all age ranges. That is,    
� WKH�VFUHHQ�FRUUHFWO\�LGHQWLȴHV����������RI�FKLOGUHQ�without disabilities or delays.

In addition, high-quality developmental screening tools have been rigorously peer-reviewed to assure that their 
VWDQGDUGL]DWLRQ��UHOLDELOLW\��YDOLGLW\��VHQVLWLYLW\�DQG�VSHFLȴFLW\�DUH�DFFXUDWHO\�UHSRUWHG�Ȃ�LQFOXGLQJ�SXEOLFDWLRQ�LQ�
a refereed professional journal. 

(DUO\�,GHQWLȴFDWLRQ�	�,QWHUYHQWLRQ�&ROODERUDWLYH�IRU�/$�&RXQW\
May 2004
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3XWWLQJ�D�'ROODU�9DOXH�RQ�'HYHORSPHQWDO�6FUHHQLQJ
2QH�RI� WKH�ȴUVW� SROLF\� SURMHFWV� RI� WKH� (,,� &ROODERUDWLYH�� DV� LW�ZDV� EHLQJ� IRUPHG� LQ� ������ZDV� WR� WDNH�
SHGLDWULFLDQV�DW�WKHLU�ZRUG�WKDW�WKHLU�RɟFHV�FRXOG�QRW�EH�H[SHFWHG�WR�GR�GHYHORSPHQWDO�VFUHHQLQJ�LI�WKH\�
were not paid for this procedure, just as they are paid for other services they perform. 

The goal of this policy effort was to get a reasonable dollar amount associated with the developmental 
VFUHHQLQJ�FRGH��VR�WKDW�SHGLDWULFLDQV�ZRXOG�EH�IDLUO\�FRPSHQVDWHG�DQG�LQFHQWLYL]HG�WR�PDNH�GHYHORSPHQWDO�
screening of young children the rule rather than the exception.

:H�SDUWQHUHG�ZLWK�/RV�$QJHOHV�&RQJUHVVPDQ�+HQU\�:D[PDQ��ZKR�ZDV� WKH� VHQLRU�'HPRFUDW�RQ� WKH�
(QHUJ\�DQG�&RPPHUFH�&RPPLWWHH��ZKLFK�FRQWUROV�PDMRU�IHGHUDO�KHDOWK�ODZV�LQFOXGLQJ�0HGLFDLG���7KH�
&RQJUHVVPDQ�DQG�D�ELSDUWLVDQ�JURXS�RI�FROOHDJXHV�KDG�XUJHG�6HFUHWDU\�RI�+HDOWK�DQG�+XPDQ�6HUYLFHV�
7RPP\�7KRPSVRQ�WR�SXW�WKH�SURFHVV�LQ�PRWLRQ�WR�HVWDEOLVK�D�GROODU�YDOXH�IRU�WKH�������GHYHORSPHQWDO�
screening billing code.4�0HDQZKLOH��WKH�$PHULFDQ�$FDGHP\�RI�3HGLDWULFV�ZDV�DOVR�OREE\LQJ�ZLWK�&RQJUHVV�
DQG�WKH�&HQWHUV�IRU�0HGLFDUH�DQG�0HGLFDLG�6HUYLFHV��&06��

As this process moved ahead, I submitted, as did the AAP, strong comments to support giving the 
GHYHORSPHQWDO�VFUHHQLQJ�FRGH�D�VSHFLȴF�GROODU�YDOXH��:H�ZHUH�DOVR�DEOH�WR�JHW�WKH�LQȵXHQWLDO�'LUHFWRU�
RI� WKH�/RV�$QJHOHV�&RXQW\�'HSDUWPHQW�RI�+HDOWK�6HUYLFHV�DQG�WKH�'LUHFWRU�IRU�3XEOLF�+HDOWK�WR�ZULWH�
&06� VXSSRUWLQJ� DGHTXDWH� LQVXUDQFH� UHLPEXUVHPHQW� IRU�
GHYHORSPHQWDO� VFUHHQLQJ�� 'UV�� *DUWKZDLWH� DQG� )LHOGLQJ�
concluded their letter, “Our goal is for every young child in 
Los Angeles County to receive high-quality developmental 
screening, and for those who need early intervention to receive 
it at the earliest possible moment.”

These comments were important in two ways. They provided 
&06� ZLWK� VXEVWDQWLYH� DUJXPHQWV� IRU� UHLPEXUVHPHQW� IRU�
GHYHORSPHQWDO�VFUHHQLQJ�DQG�VKRZHG�VLJQLȴFDQW�FRPPXQLW\�
support for this action. The comments also provided an 
LPPHGLDWH�ZD\� IRU� WKH� (,,� &ROODERUDWLYH� WR� VSHDN� DQG� DFW�
jointly, and to become well-known in the Los Angeles 
community.

The full impact of this billing improvement is still not 
clear. On the positive side, it was an early win for the EII 
&ROODERUDWLYH�� WKH� $$3�� DQG� WKH� &RQJUHVVLRQDO� LQVWLJDWRUV�
ZKHQ�&06�DGRSWHG�LPSURYHG�UHLPEXUVHPHQW�VR�WKDW�SK\VLFLDQV�FRXOG�QRZ�ELOO�D�FKLOGȇV�KHDOWK�LQVXUDQFH�
IRU�TXDOLW\�GHYHORSPHQWDO�VFUHHQLQJ��%XW�WKLV�YLFWRU\�KDV�KDG�RQO\�PRGHUDWH�VXFFHVV�LQ�LQFUHDVLQJ�WKH�
QXPEHU�RI�SHGLDWULFLDQV�ZKR�DFWXDOO\�UHJXODUO\�XVH�D�JRRG�GHYHORSPHQWDO�VFUHHQLQJ�WRRO��%HWZHHQ������
DQG�������WKH�SHUFHQWDJH�RI�SHGLDWULFLDQV�ZKR�VDLG�WKH\�DOZD\V�RU�DOPRVW�DOZD\V�XVH�D�GHYHORSPHQWDO�
VFUHHQLQJ� WRRO� URVH� IURP� ���� WR� MXVW� XQGHU� ���� �DOWKRXJK� XVH� RI� SUREOHPDWLF� WRROV� FRQWLQXHV� WR�
SUHGRPLQDWH���

7KLV�LV�SURJUHVV��%XW�GRXEOLQJ�D�YHU\�ORZ�SHUFHQWDJH�LV�PRGHVW�SURJUHVV�DW�EHVW��6HYHQ�\HDUV�ODWHU�DQG�LQ�
the wake of a strong American Academy of Pediatrics statement recommending annual developmental 
screenings, the majority of pediatricians still do not routinely screen infants and toddlers for developmental 
LVVXHV��)XUWKHU��WKH�UHFHQW�$$3�VWXG\�VSHFXODWHV�WKDW�WKH�DFWXDO�GHYHORSPHQWDO�VFUHHQLQJ�UDWH�LV�OLNHO\�
ORZHU�WKDQ�WKH�����UHSRUWHG��VLQFH�WKHLU�GDWD�DUH�IURP�SK\VLFLDQ���QRW�SDUHQWDO���UHSRUWV�� Because the 
most commonly cited measure is one that has only minimal sensitivity and cannot be completed in the 
time-frame of well-child visits, it is likely that pediatricians may not properly administer certain screens. 
The AAP study did not track whether children with problematic screening results actually received 
appropriate follow-up diagnoses and services.6

Rating This Initiative on the Three  
Criteria for Policy Action

Impact: High. Lack of insurance 
reimbursement was a major reason 
pediatricians said they did not use a 
developmental screening tool.

Opportunity: High. Our Congressional 
partners knew just how to create this 
opportunity.

Partners: High. A powerful LA 
Congressman was perfectly positioned 
to help and had already been looking at 
screening issues. Also, key LA County 
RɚFLDOV�OHQW�WKHLU�VXSSRUW�
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$�)HGHUDO�Ȋ$OPRVW�:LQȋȃ(QJDJLQJ�WKH�6RFLDO�6HFXULW\�$GPLQLVWUDWLRQ
7KH�WZR�H[DPSOHV�DERYH�FDQ�EH�FRXQWHG�DV�)HGHUDO�ȊZLQV�ȋ�%XW�
QRW�HYHU\�HIIRUW�LV�VXFFHVVIXO��6RPH�DUH�ORVW��$QG�VRPH�DUH��DV�WKH�
saying goes, “rained-out.”

$Q�H[DPSOH�RI�D�UDLQHG�RXW�)HGHUDO�LQLWLDWLYH�ZDV�RXU�FDPSDLJQ�
WR� DFWLYHO\� HQJDJH� WKH� 6RFLDO� 6HFXULW\� $GPLQLVWUDWLRQ� �66$�� RQ�
screening issues. The idea was to encourage developmental 
screening and effective intervention as a positive way to prevent 
ORQJ�WHUP� GHSHQGHQFH� RQ� WKH� 6XSSOHPHQWDO� 6HFXULW\� ,QFRPH�
3URJUDP��66,���6RPH�FKLOGUHQ��DV�WKH\�EHFRPH�DGXOWV��DUH�KHDGHG�
WRZDUGV�ORQJ�WHUP�GHSHQGHQFH�RQ�66,��:LWK�HDUOLHU�GHWHFWLRQ�DQG�
LQWHUYHQWLRQ� WKH\�ZRXOG�PRUH� OLNHO\�EHFRPH� WD[SD\HUV� �ZLWK�D�
KXJH�VDYLQJV�IRU�RWKHU�WD[�SD\LQJ�FLWL]HQV���

,� DSSURDFKHG� D� ORQJ�WLPH� FROOHDJXH�ZKR�ZDV� WKHQ� 66$� 'HSXW\�
&RPPLVVLRQHU�� FORVHO\�ZRUNLQJ� IRU� VHYHUDO� \HDUV�ZLWK� KLP� DQG�
KLV�VWDII�WR�PDNH�WKLV�FDVH��7KLV�ZRUN�ZDV�WKH�FDWDO\VW�IRU�66$�WR�
LVVXH�DQ�LQQRYDWLYH������5HTXHVW�IRU�3URSRVDOV��5)3��IRU�D�ULVN�
PDQDJHPHQW�SURMHFW�WR�SUHYHQW�ORQJ�WHUP�GHSHQGHQFH�RQ�WKH�66,�
3URJUDP�WKURXJK�HDUO\�LGHQWLȴFDWLRQ�DQG�LQWHUYHQWLRQ�RI�\RXQJ�
FKLOGUHQ� ZLWK� GLVDELOLWLHV� DQG� GHYHORSPHQWDO� LVVXHV�� 7KLV� 5)3��
slated to fund only two projects, generated unexpectedly intense 
interest and many proposals from across the country. But, alas, 
ZKHQ�WKHUH�ZDV�D�OHDGHUVKLS�FKDQJH�DW�66$��WKLV�SURPLVLQJ�SURMHFW�
was scrapped and has yet to be resuscitated.

$V�WKHVH�H[DPSOHV�LOOXVWUDWH��WKH�)HGHUDO�JRYHUQPHQW�FDQ�GR�PXFK�
to improve developmental screening and effective intervention. 
6WDWHV�DQG�ORFDOLWLHV�DOVR�KDYH�LPSRUWDQW�UROHV�WR�SOD\�

sTaTe-level aCTION

)RU�PDQ\�SURJUDPV��6WDWH�OHYHO�GHFLVLRQV�DUH�FULWLFDO��)RU�H[DPSOH��HDFK�6WDWH�PXVW�FRPH�XS�ZLWK�LWV�
RZQ�VWDQGDUGV�IRU�KRZ�VHULRXVO\�GLVDEOHG�DQ�LQIDQW�RU�WRGGOHU�PXVW�EH�WR�TXDOLI\�IRU�(DUO\�,QWHUYHQWLRQ�
VHUYLFHV��:KLOH� WKHVH�SURJUDPV�ZHUH�FUHDWHG� LQ�UHVSRQVH� WR�UHTXLUHPHQWV� LQ�3DUW�&�RI� ,'($��)HGHUDO�
ODZ�HVWDEOLVKHV�RQO\�D�ȵRRU�IRU�ZKLFK�FKLOGUHQ�XQGHU�DJH���\HDUV�TXDOLI\�IRU�VHUYLFHV��(DFK�6WDWH�VHWV�LWV�
own ceiling or cut-off for eligibility. In contrast, for children age three-years and older, IDEA eligibility 
LV�)HGHUDOO\�GHWHUPLQHG�DQG�LV�VLPLODU�DFURVV�DOO�6WDWHV��6WDWH�DFWLRQV�FDQ�EH�VWDWXWRU\ȃSDVVLQJ�D�QHZ�RU�
UHDXWKRUL]HG�ODZ��RU�WKH\�FDQ�EH�DGPLQLVWUDWLYH�RU�UHJXODWRU\ȃZULWLQJ�UXOHV��UHJXODWLRQV��VWDQGDUGV�RU�
guidelines. 

,PSURYLQJ�WKH�&DOLIRUQLD�&KLOG�+HDOWK�DQG�'LVDELOLW\�3UHYHQWLRQ�*XLGHOLQHV�IRU�
'HYHORSPHQWDO�6FUHHQLQJ

,Q�������WKH�(,,�&ROODERUDWLYH�OHDUQHG�WKDW�WKH�6WDWH�RI�&DOLIRUQLD��WKURXJK�LWV�'HSDUWPHQW�RI�+HDOWK�&DUH�
6HUYLFHVȇ�LQLWLDWLYH�Ȇ&KLOG�+HDOWK�DQG�'LVDELOLW\�3UHYHQWLRQȇ��&+'3���ZDV�SODQQLQJ�D�PXFK�QHHGHG�XSGDWH�
RI� LWV�+HDOWK�$VVHVVPHQW�*XLGHOLQHV� �LQHOHJDQWO\� UHIHUUHG� WR� DV� Ȋ+$*ȋ�� RQ� GHYHORSPHQWDO� VFUHHQLQJ��
7KHVH�*XLGHOLQHV�DUH�LPSRUWDQW�EHFDXVH�PDQ\�FKLOGUHQ�DUH�DIIHFWHG��,Q�/RV�$QJHOHV�&RXQW\�DORQH��WKHUH�
DUH�PRUH�WKDQ�������&+'3�VLWHV��LQYROYLQJ�������FOLQLFLDQV�

:LWK�HQFRXUDJHPHQW�IURP�WKH�/RV�$QJHOHV�&RXQW\�&+'3�OHDGHUVKLS�DQG�LQSXW�IURP�(,,�&ROODERUDWLYH�
SDUWLFLSDQWV��,�GUDIWHG�UHFRPPHQGDWLRQV�DQG�JRDOV�WR�LPSURYH�WKH�&+'3�*XLGHOLQHV�RQ�GHYHORSPHQWDO�
VFUHHQLQJ��VSHFLȴFDOO\�

What is SSI?

66,�SURYLGHV�ȴQDQFLDO�VXSSRUW�WR�
low-income people with serious 

disabilities. While most people think 
of the Social Security Administration 
as cash support for the elderly, SSA 
programs also provide monetary 

support to people with serious 
disabling conditions.

Rating This Initiative on the 
Three Criteria for Policy Action

Impact: Potentially high, because 
the SSI program is huge and 
nationwide.

Opportunity: This was an 
opportunity that we created.

Partners: High, then low. The 
original SSA Deputy Commissioner 
was a strong partner, but his 
successor was not.
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ȏ� 8VH�RI�KLJK�TXDOLW\�WRROV�IRU�GHYHORSPHQWDO�VFUHHQLQJȃWRROV�WKDW�DUH�VWDQGDUGL]HG��UHOLDEOH��YDOLG��
accurate, and appropriate for children from a wide range of racial, ethnic, linguistic, and cultural 
EDFNJURXQGV�

ȏ� ,QFUHDVH� DZDUHQHVV� RI� WKH� YDOXH� DQG� HɟFLHQF\� RI� WRROV�
PDNLQJ�XVH�RI�LQIRUPDWLRQ�IURP�SDUHQWV��LQFOXGLQJ�VSHFLȴF�
H[DPSOHV��

ȏ� ,QFOXVLRQ� RI� LQIDQW�FKLOG� KHDOWK� LVVXHV� LQFOXGLQJ� YLVLRQ�
KHDULQJ�DORQJ�ZLWK�GHYHORSPHQWDO�VFUHHQLQJ�

ȏ� ,PSURYH� SK\VLFLDQ�WUDLQLQJ� FRQFHUQLQJ� GHYHORSPHQWDO�
VFUHHQLQJ�DQG�UHIHUUDO�

ȏ� &UHDWLRQ�RI�D�OLVW�RI�HYLGHQFH�EDVHG�GHYHORSPHQWDO�VFUHHQLQJ�
WRROV�LQ�WKH�JXLGHOLQHV�

ȏ� (QKDQFHG� SD\PHQW� IRU� SK\VLFLDQV� ZKR� GR� KLJK�TXDOLW\�
GHYHORSPHQWDO�VFUHHQLQJ�

ȏ� 0DNH� LW�HDVLHU� IRU�SHGLDWULFLDQV� WR�XVH�JRRG�GHYHORSPHQWDO�
screening tools by, for example, providing them with copies 
RI� JRRG� WRROV�� QHJRWLDWLQJ� 6WDWHZLGH� OLFHQVLQJ� DJUHHPHQWV�
to cut costs, training physicians and their staff to interpret 
screening results, and help families navigate the complicated 
VHUYLFH�V\VWHPV�

ȏ� 5HYLVH�WKH�ELOOLQJ�UHSRUW�WR�GRFXPHQW�ZKHQ�VFUHHQLQJ�ZLWK�D�JRRG�WRRO�LV�GRQH��ZKLFK�WRRO�ZDV�XVHG��
DQG�ZKHWKHU�D�PRUH� WKRURXJK�DVVHVVPHQW� VSHFLȴHG�DQ\�GLDJQRVHV�RU� LQGLFDWHG�GHYHORSPHQWDO�
DUHDV�LQ�ZKLFK�VFUHHQLQJ�SURGXFHG�ȊUHG�ȵDJVȋ��H�J���FRPPXQLFDWLRQ��JURVV��DQG�ȴQH�PRWRU��VRFLDO�
HPRWLRQDO��DQG�FRJQLWLRQ���

0DQ\� RI� WKHVH� UHFRPPHQGDWLRQV� ZHUH� XOWLPDWHO\� DGRSWHG�� )RU� H[DPSOH�� WKH� ȴQDO� +$*� *XLGHOLQHV�
UHFRPPHQGHG� KLJK�TXDOLW\� DQG� SDUHQWDO�UHSRUW� WRROV�� LQFOXGHG� PHQWDO� KHDOWK�EHKDYLRUDO� LVVXHV��
recommended a list of evidence-based tools, and discussed physician reimbursement for screening with 
a good tool.8�,Q�D�FRPSOHPHQWDU\�DFWLYLW\��WKH�6WDWH�DOVR�QHJRWLDWHG�WKH�UHFRPPHQGHG�6WDWHZLGH�OLFHQVLQJ�
DJUHHPHQWV�ZLWK�NH\�WHVW�GHYHORSHUV�ZKR�UHVSRQGHG�ZLWK�D�6WDWHZLGH�GLVFRXQW�GXULQJ�WKH�SURMHFWȇV�VWDUW�
up phase. 

7KH�SURFHVV�WR�JHW�WR�WKHVH�UHVXOWV�ZDV�QRW�VSHHG\��,W�WRRN�PRUH�WKDQ�IRXU�\HDUV��ZLWK�ȴQDO�+$*�*XLGHOLQHV�
LVVXHG� LQ�'HFHPEHU�RI� ������$ORQJ� WKH�ZD\�� WKHUH�ZDV�PXFK� WXUQRYHU� LQ� WKH� VWDII� FKDUJHG�ZLWK� WKLV�
revision process, each of whom faced steep learning curves. 

'XULQJ�WKHVH�LQWHUYHQLQJ�\HDUV��D�6WDWH�VFUHHQLQJ�FROODERUDWLYH�ZDV�DOVR�IRUPHG��VWDIIHG�E\�SHUVRQQHO�
IURP�WKH�0DWHUQDO��&KLOG��DQG�$GROHVFHQW�+HDOWK�3URJUDP�RI�WKH�&DOLIRUQLD�'HSDUWPHQW�RI�3XEOLF�+HDOWK��
7KH�FRRUGLQDWRU�RI�WKLV�HIIRUW�IUHTXHQWO\�ȵHZ�IURP�6DFUDPHQWR�WR�/RV�$QJHOHV�WR�SDUWLFLSDWH�LQ�PHHWLQJV�
RI�WKH�(,,�&ROODERUDWLYH��DQG�,�DOVR�SDUWLFLSDWHG�LQ�WKH�6WDWH�VFUHHQLQJ�FROODERUDWLYH�HIIRUWV��

,Q�DGGLWLRQ�� WKLV� 6WDWH�SURMHFW� FRPPLVVLRQHG�PH�DV�D� FRQVXOWDQW� WR�GHYHORS�D� FKDUW� VXPPDUL]LQJ� WKH�
best developmental screening tools—including a description, the developmental domains covered, the 
age-range, administration time, how to purchase, and obtain additional information. This chart and its 
VXPPDU\�LQWURGXFWLRQ�ZHUH�LQFOXGHG�DV�DQ�DSSHQGL[�LQ�WKH�ȴQDO�*XLGHOLQHV��6LPLODUO\��WKH�*XLGHOLQHV�
also included a second summary chart I developed—this one describing highly accurate developmental 
VFUHHQLQJ� WRROV� WKDW� LGHQWLȴHG� OLNHO\� SUREOHPV� LQ� VSHFLȴF� DUHDV�� VRFLDO�HPRWLRQDO� DQG� EHKDYLRUDO�
development, autism, language and cognition, and motor coordination.8 This project also supported my 
ZRUN�ZLWK�D�FURVV�DJHQF\�6WDWHZLGH�FRPPLWWHH�WR�GHYHORS�XVHU�IULHQGO\�DOJRULWKPV�WKDW�RXWOLQHG�ZKLFK�
\RXQJ� FKLOGUHQ� WR� VFUHHQ� �DQVZHU�� DOO� \RXQJ� FKLOGUHQ��� DQG�ZKDW� WR� GR�ZKHQ� D� FKLOG�ZDV�ȵDJJHG� DV�
having a possible developmental issue. 

Rating This Initiative on the 
Three Criteria for Policy 

Action

Impact: High. The CHDP 
guidelines outline best practices 
for thousands of California 
pediatricians.

Opportunity: High. The 
guidelines were slated to have a 
much-needed revamping.

Partners: High. In addition 
to all of the EII Collaborative 
partners, the LA County CHDP 
program leadership was very 
supportive.

PDF Editor



Advocacy From A Personal PerspectiveChapter 21 475

ImPROvINg lOCal POlICy: a lOs aNgeles COUNTy PeRsPeCTIve
The local level is where policy hits reality. The local level is typically where services are delivered to 
LQGLYLGXDO�FKLOGUHQ�DQG�WKHLU�IDPLOLHV��%HORZ�DUH�H[DPSOHV�RI�ORFDO�OHYHO�HIIRUWV�E\�WKH�(DUO\�,GHQWLȴFDWLRQ�
DQG�,QWHUYHQWLRQ��(,,��&ROODERUDWLYH�WR�LPSURYH�SROLFLHV�DQG�SURJUDPV��

$�3LORW�3URMHFW�ZLWK�3ROLF\�3RWHQWLDO��2YHU�WKH�3KRQH�'HYHORSPHQWDO�6FUHHQLQJ�
7KURXJK����/$

The idea behind this project is to use web-based technology to administer a valid developmental screen 
RYHU�WKH�SKRQH�WR�SDUHQWV�RI�\RXQJ�FKLOGUHQ�ZKR�FDOO��������WKH�KHDOWK�DQG�KXPDQ�VHUYLFHV�KHOSOLQH�WKDW�
LV�QRZ�DFWLYH�LQ�PRUH�WKDQ�����RI�1RUWK�$PHULFD��2SHUDWRUV�DW����/$�XVH PEDSONLINE, and get Google-
TXLFN�UHVXOWV�DV�WKH\�W\SH�LQ�ZKDW�SDUHQWV�VD\��7KH\�WKHQ�SURYLGH�WKH�SDUHQW�WKH�UHVXOWV��DQG�LI�WKHUH�
LV�D�GHYHORSPHQWDO�UHG�ȵDJ��KHOS�WKH�SDUHQW�WDNH�WKH�QH[W�VWHSV�WR�GHWHUPLQH�LI�WKHLU�FKLOG�QHHGV�HDUO\�
intervention.

+RZ�WKH�,GHD�%HJDQ�LQ�WKH�(,,�&ROODERUDWLYH
7KH�VHHG�IRU�WKH����/$�'HYHORSPHQWDO�6FUHHQLQJ�3URMHFW�ZDV�SODQWHG�DW�WKH�6HSWHPEHU������LQDXJXUDO�
OXQFK�RI�ZKDW�EHFDPH�WKH�(,,�&ROODERUDWLYH��7KH�WHQ�SDUWLFLSDQWV�VWUDWHJL]HG�DERXW�V\VWHPV�FKDQJH��WKH�
need to identify promising pilot projects, and how to promote developmental screening in multiple 
VHWWLQJV��QRW�MXVW�LQ�SHGLDWULFLDQVȇ�RɟFHV��6RRQ�WKH�LGHD�RI�GRLQJ�DFFXUDWH�GHYHORSPHQWDO�VFUHHQLQJV�RYHU�
WKH�SKRQH�EHFDPH�D�UHFXUULQJ�SLORW�SURMHFW�WKHPH�DW�&ROODERUDWLYH�PHHWLQJV�

'LVFXVVLRQV�FRQWLQXHG�LQ������DQG�������LQFOXGLQJ�D�KRSHIXO�EXW�
ultimately unproductive meeting with Nexcare, the contractor 
WKDW� KDG� D� ODUJH� SURMHFW�ZLWK� )LUVW� �� /RV� $QJHOHV� WR� SURYLGH�
SKRQH�EDVHG� VXSSRUW� WR� SDUHQWV� RI� \RXQJ� FKLOGUHQ�� �)LUVW� ��
&RPPLVVLRQV� DUH� WKH� &DOLIRUQLD� FRXQW\�EDVHG� HQWLWLHV� WKDW�
fund projects for children under age six-years with tobacco-tax 
PRQH\��

%\�WKH�IDOO�RI�������WKH�(,,�&ROODERUDWLYH�KDG�FUHDWHG�D�FRPPLWWHH�
WR�H[SORUH�KRZ����/$�FRXOG�SURPRWH�GHYHORSPHQWDO�VFUHHQLQJ��
FR�OHG� E\� -XG\� +LJHOLQ� RI� WKH� /RV� $QJHOHV� &RXQW\� 2ɟFH� RI�
(GXFDWLRQ� DQG� PH�� 7KH� WLPLQJ� ZDV� ULJKW�� )LUVW� �� /$� KDG�
switched contractors, dropping Nexcare and instead funding 
���� /RV� $QJHOHV� &RXQW\� WR� SURYLGH� SKRQH�EDVHG� VXSSRUW�
services to parents of young children. Around the same time, 
���/$� &RXQW\� ZDV� UHQDPHG� DQG� UHYDPSHGȃFKDQJLQJ� IURP�
EHLQJ� FDOOHG� Ȋ,QIROLQHȋ� WR� XVLQJ� WKH� ���/$�QDPH� DQG�GLDOLQJ�
code that was becoming the standard nationwide. At the same 
time PEDSONLINE was launched as a web-based screening service.

7KH�(,,�&ROODERUDWLYH�3DUWQHUV�ZLWK����/$
'LVFXVVLRQV�FRQWLQXHG�DQG�JDLQHG�PRPHQWXP�WKURXJK������DQG�LQWR����������/$�([HFXWLYH�'LUHFWRU�
0DULEHO�0DULQ�KHDUG�RI�WKHVH�GLVFXVVLRQV�WKURXJK�ERWK�WKH�&ROODERUDWLYHȇV�QHZVOHWWHUV�DQG�IURP����/$�
VWDII�VKH�KDG�VHQW�WR�(,,�&ROODERUDWLYH�PHHWLQJV��,Q�-XQH�RI�������VKH�ZDV�D�VXUSULVHG�DQG�YHU\�ZHOFRPH�
SDUWLFLSDQW�DW�D�UHJXODU�(,,�&ROODERUDWLYH�PHHWLQJ��6KH�FOHDUO\�ZDQWHG�FRQȴUPDWLRQ�WKDW�WKH�&ROODERUDWLYH�
FRXOG�EDFN�XS�LWV�FODLPV�WKDW�JRRG�GHYHORSPHQWDO�VFUHHQLQJ�FRXOG�EH�GRQH�RYHU�WKH�SKRQH��ZH�FRXOG��
and to meet the people who were advocating for this project. 

7KH�&ROODERUDWLYH�ZHOFRPHG�0DULEHO�� DQG� WKH� SDUWQHUVKLS� EHWZHHQ� WKH� (,,� &ROODERUDWLYH� DQG� ���/$�
EHJDQ�����/$�ZDV�D�VWURQJ�SDUWQHU�ZLWK�FDSDFLW\�DQG�WHFKQLFDO�VNLOOV�WKDW�FRPSOHPHQWHG�WKH�PLVVLRQ�
DQG�EURDG�PHPEHUVKLS�RI�WKH�&ROODERUDWLYH��7KH�DJHQF\�VHUYHV�PRUH�WKDQ���������IDPLOLHV�HDFK�\HDU��

Rating This Initiative on the Three 
Criteria for Policy Action

Impact: High, since 211 callers are 
typically the hardest-to-reach and the 
least likely to have the resources and 
knowledge to navigate the complicated 
care systems.

Opportunity: High, once the EII 
Collaborative developed the idea and 
engaged the local 211 agency.

Partners: High, since 211LA County 
quickly became an enthusiastic 
advocate for developmental screening.
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PRVWO\�IRU�EDVLF�KXPDQ�QHHGV��,W�KDV�D�GDWDEDVH�RI�DOPRVW��������SURJUDPV��DQG�SURYLGHV�DVVLVWDQFH�LQ�
PRUH�WKDQ�����ODQJXDJHV�DQG�IRU�WKH�KHDULQJ�LPSDLUHG��

%XW�DFWXDOO\�GRLQJ�GHYHORSPHQWDO�VFUHHQLQJ�ZRXOG�EH�D�QHZȃDQG�XQWHVWHGȃDFWLYLW\�IRU�D�������SURJUDP��
7KH�&ROODERUDWLYHȇV�YLVLRQ�IRU�WKLV�LQLWLDWLYH�ZHQW�IDU�EH\RQG�WKH�LQIRUPDWLRQ�DQG�UHIHUUDO�IXQFWLRQ�WKDW�
ZDV�QRUPDO�IRU�������SURJUDPV��$W�WKH�VDPH�WLPH��WKH����/$�OHDGHUVKLS�ZDV�LQWULJXHG�ZLWK�WKH�LGHD�RI�
piloting a developmental screening project to see if this was a viable service.

$OVR�LPSRUWDQW�ZDV�WKDW����/$�UHDFKHG�KLJK�ULVN�FKLOGUHQ�DQG�IDPLOLHV��$������VXUYH\�IRXQG�WKDW�����RI�
FDOOHUV�KDG�SUHVFKRRO�DJHG�FKLOGUHQ��)XUWKHU��WKHVH�FDOOHUV�ZHUH�RIWHQ�VLQJOH�SDUHQWV��������XQHPSOR\HG�
������� /DWLQR� ������ RU� $IULFDQ�$PHULFDQ� ������� HLWKHU� SXEOLFO\� LQVXUHG� WKURXJK�0HGLFDLG� ������ RU�
XQLQVXUHG��������DQG�ORZ�LQFRPH��ZLWK�����KDYLQJ�PRQWKO\�LQFRPHV�RI��������RU�OHVV��DQG�����KDYLQJ�
PRQWKO\�LQFRPHV�RI��������RU�OHVV���0RVW�������KDG�D�KLJK�VFKRRO�HGXFDWLRQ�RU�OHVV�DQG�RQO\�D�WKLUG�KDG�
IXOO�WLPH�MREV��7ZR�RXW�RI�ȴYH�������VSRNH�6SDQLVK�DV�WKHLU�SULPDU\�ODQJXDJH��$OPRVW�KDOI�������GLG�QRW�
have use of a car. And a third reported having been victims of domestic violence. 

$URXQG�WKH�VDPH�WLPH��D�ORQJ�WLPH�(,,�&ROODERUDWLYH�SDUWLFLSDQW��3DWULFLD�+HUUHUD��ZDV�PRYLQJ�RQ�IURP�
ZRUNLQJ�DW�D�ODUJH�ORFDO�GLVDELOLW\�DJHQF\��FDOOHG�D�5HJLRQDO�&HQWHU�LQ�&DOLIRUQLD��WKDW�UDQ�DQ�,'($�(DUO\�
,QWHUYHQWLRQ�SURJUDP��FDOOHG�(DUO\�6WDUW�LQ�&DOLIRUQLD���%HFDXVH�3DWULFLD�KDG�MXVW�WKH�ULJKW�PL[�RI�VNLOOV��
WUDLQLQJ��NQRZOHGJH��DQG�HQWKXVLDVP�WKDW�WKH�����'HYHORSPHQWDO�6FUHHQLQJ�3LORW�3URJUDP�ZRXOG�QHHG�
WR�EH�VXFFHVVIXO��,�UHFRPPHQGHG�KHU�WR�0DULEHO��ZKR�TXLFNO\�HQJDJHG�3DWULFLD�DV�D�FRQVXOWDQW�WR�ZRUN�WR�
develop the project. 

,�FRQWLQXHG�DV�YROXQWHHU�FRQVXOWDQW��LQWURGXFLQJ�3DWULFLD�DQG����/$�VWDII�WR�PEDS’�DXWKRU��)UDQFHV�3DJH�
Glascoe, drafting proposals along with Patricia, and making connections to build local support and 
SDUWQHUVLSV��2QFH�IXQGLQJ�ZDV�VHFXUHG�� ,�EHFDPH�DQ�RɟFLDO�FRQVXOWDQW�ZLWK�D�IRFXV�RQ�HQJDJLQJ�WKH�
(,,�&ROODERUDWLYH�WR�EXLOG�VXSSRUW��SURYLGH�IHHGEDFN��DQG�LGHQWLI\�SUREOHPV��EDUULHUV��DQG�UHVRXUFHV�IRU�
referral, as well as grant writing and proposal development.

After many false starts, including rejected proposals, we wrote a successful proposal that secured three-
\HDU�IXQGLQJ�DW����������IURP�WKH�:�0��.HFN�)RXQGDWLRQ��ZKLFK�ODXQFKHG�WKH����/$�'HYHORSPHQWDO�
6FUHHQLQJ� 3URMHFW�� 7KLV�ZDV� IROORZHG� E\� ��������� IURP� WKH� 5REHUW�:RRG� -RKQVRQ� )RXQGDWLRQ� /RFDO�
)XQGLQJ�3DUWQHUV�3URJUDP��DSSURYDO�IRU�XS�WR����������LQ�PDWFKLQJ�JUDQW�IXQGV�IURP�)LUVW���/$��DQG�
several smaller grants.

/RRNLQJ�WR�WKH�)XWXUH
(DUO\�UHVXOWV�DUH�SURPLVLQJ�����/$�DSSHDUV�WR�EH�D�VXFFHVVIXO�ZD\�WR�LGHQWLI\�FKLOGUHQ��HVSHFLDOO\�WKRVH�
who are low-income and at-risk, whose parents have developmental concerns.����6HH�WKH�GHVFULSWLRQ�RI�
WKLV�LQLWLDWLYH�LQ�&KDSWHU�����Ȋ1RUWK�$PHULFDQ�0RGHOV�ȋ�IRU�GHWDLOHG�GDWD�FRQFHUQLQJ�VFUHHQLQJ�UHVXOWV�
DQG�IROORZ�XS��

7KH� 'HYHORSPHQWDO� 6FUHHQLQJ� 3URMHFW� LV� FXUUHQWO\� GHSHQGHQW� RQ� JUDQW� IXQGLQJ�� $V�ZLWK�PDQ\� SLORW�
SURMHFWV��JHQHUDWLQJ�SROLF\�LQLWLDWLYHV�WR�VXVWDLQ�WKLV�HIIRUW�KDYH�EHHQ�SXW�RQ�WKH�EDFN�EXUQHU��DV�WKH�����
'HYHORSPHQWDO�6FUHHQLQJ�3URMHFW�KDV�IRFXVHG�RQ�LPPHGLDWH�FRQFHUQV��GLUHFW�VHUYLFH�WR�FDOOHUV��LQWHJUDWLQJ�
GHYHORSPHQWDO�VFUHHQLQJ�LQWR�WKH�ODUJHU�������FRQWH[W��KLULQJ�DQG�WUDLQLQJ�VWDII��FUHDWLQJ�D�GDWD�V\VWHP�
DQG�FROOHFWLQJ�GDWD��DQG�ORRNLQJ�IRU�DGGLWLLRQDO�JUDQW�IXQGLQJ��)XWXUH�SROLF\�DFWLYLWLHV�LQFOXGH�H[SORULQJ�
funding from health, disability, child welfare, and educational funding sources that have or could have, 
developmental screening and effective early intervention as a goal and fundable activity.

7KH�)LUVW���/$�(DUO\�'HYHORSPHQWDO�6FUHHQLQJ�DQG�,QWHUYHQWLRQ�3URMHFW
7KH�)LUVW���/$�(DUO\�'HYHORSPHQWDO�6FUHHQLQJ�DQG�,QWHUYHQWLRQ�3URMHFW�LV�DQ�H[DPSOH�RI�WKH�FDWDO\WLF�
HIIHFW�RI�WKH�ZRUN�RI�WKH�(,,�&ROODERUDWLYH�DV�LW�ZDV�MXVW�JHWWLQJ�RII�WKH�JURXQG��2QH�RI�WKH�VWUHQJWKVȃDQG�
FKDOOHQJHVȃRI�WKH�&ROODERUDWLYHȇV�Ȋ-RKQQ\�$SSOHVHHGȋ�DSSURDFK�LV�WR�SODQW�SURPLVLQJ�VHHGV�DQG�WKHQ�
step back and watch with an encouraging eye as new entities assume the care and feeding of initiatives.
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)LUVW���/RV�$QJHOHV�DQG�)LUVW���&RPPLVVLRQV� LQ�RWKHU�&DOLIRUQLD�FRXQWLHV�ZHUH�HVWDEOLVKHG�E\�D������
EDOORW� LQLWLDWLYH� WR�XVH� WREDFFR�WD[�PRQH\�WR� IXQG�SURJUDPV�WKDW�EHQHȴW�FKLOGUHQ�IURP�ELUWK� WKURXJK�
DJH���\HDUV��,Q�WKH�HDUO\�����V��EHIRUH�WKH�(,,�&ROODERUDWLYH�ZDV�IRUPHG��,�ZRUNHG�FORVHO\�ZLWK�)LUVW���
/$�WKURXJK�P\�DVVRFLDWLRQ�ZLWK�WKH�WKHQ�LQȵXHQWLDO�/RV�$QJHOHV�&KLOGUHQȇV�3ODQQLQJ�&RXQFLO�� ,Q�WKDW�
FDSDFLW\�� LQ� WKH� VSULQJ�RI� ������ ,� EURXJKW� WKH� LVVXH�RI� VFUHHQLQJ� IRU�GHYHORSPHQWDO�� OHDUQLQJ��PHQWDO�
KHDOWK�DQG�EHKDYLRUDO�SUREOHPV�WR�WKH�DWWHQWLRQ�RI�)LUVW���/$ȇV�+HDOWK\�.LGV�$GYLVRU\�&RPPLWWHH��,�ZDV�
D�PHPEHU�RI�WKLV�FRPPLWWHH��ZKLFK�UHFRPPHQGHG�XVLQJ�)LUVW���/$�IXQGV�WR�H[SDQG�KHDOWK�LQVXUDQFH�
coverage to children in families with incomes just above the Medicaid cutoff limits.

Because of what I was learning about autism and developmental issues, I repeatedly raised developmental 
screening and early intervention as a service that should be paid for by this new health insurance 
SURJUDP�� $IWHU� PDQ\� GLVFXVVLRQV� DQG� FRQIHUHQFH� FDOOV�� WKH� &RPPLWWHH� DJUHHG� WKDW� HDUO\� DQG� RIWHQ�
�ȊSHULRGLFȋ�LQ�0HGLFDLG�SDUODQFH��VFUHHQLQJ�ZDV�YHU\�LPSRUWDQW�DQG�WKDW�WKHUH�ZDV�D�OHDGHUVKLS�UROH�IRU�
)LUVW���/$�LQ�WKLV�DUHD���

:KLOH�WKH�WLPLQJ�ZDV�QRW�ULJKW�WR�LQFRUSRUDWH�VWDQGDUGV�IRU�HDUO\�VFUHHQLQJ�LQWR�WKH�)LUVW���/$�+HDOWK\�
.LGV�KHDOWK�LQVXUDQFH�SURJUDP��LW�VHHPHG�WKDW�WKH�FRQWUDFW�ZLWK�WKH�LQVXUDQFH�SURYLGHU�KDG�DOUHDG\�
EHHQ�GUDIWHG���XQGHUVWDQGLQJ�DQG�VXSSRUW�IRU�HDUO\�VFUHHQLQJ�DQG�LQWHUYHQWLRQ�UDSLGO\�JDLQHG�WUDFWLRQ��
DQG�VNHSWLFV�WXUQHG�LQWR�DGYRFDWHV��,QGHHG��MXVW�D�IHZ�PRQWKV�ODWHU��LQ�6HSWHPEHU�������WKH�PHHWLQJ�WKDW�
ODXQFKHG�WKH�(,,�&ROODERUDWLYH�RFFXUUHG��

7KHVH�LVVXHV�JDLQHG�PRPHQWXP�DV�WKH�(,,�&ROODERUDWLYH�PRYHG�DKHDG�WR�EHFRPH�D�EURDGO\�UHSUHVHQWDWLYH�
coalition with a policy focus—drafting policy changes, promoting improvements in local practice, and 
HGXFDWLQJ�WKH�SXEOLF�DV�ZHOO�DV�SUDFWLWLRQHUV��,Q�WKH�PHDQWLPH��)LUVW���/$�VWDII�EHFDPH�DFWLYH�SDUWLFLSDQWV�
LQ� WKH� (,,� &ROODERUDWLYH�� ERWK� HQULFKLQJ� GLVFXVVLRQV� DQG� OHDUQLQJ� DERXW� WKH� YDOXH� RI� HIIHFWLYH� HDUO\�
intervention for children, parents, and providers alike.

7KLV�OHDUQLQJ�FXUYH�SDLG�RII��/HVV�WKDQ�D�\HDU�ODWHU��LQ�0D\�RI�������WKH�)LUVW���/$�&RPPLVVLRQ�YRWHG�WR�
FUHDWH�DQ�(DUO\�'HYHORSPHQWDO�6FUHHQLQJ�DQG�,QWHUYHQWLRQ�SURMHFW��IXQGHG�ZLWK������PLOOLRQ�WKDW�ZDV�
RULJLQDOO\�VODWHG�WR�VXSSRUW�WKH�+HDOWK\�.LGV��LQVXUDQFH��,QLWLDWLYH��$�\HDU�ODWHU��LQ�0D\�RI�������)LUVW���
/$�LVVXHG�D�UHTXHVW�IRU�SURSRVDOV�IRU�WKLV�ȴYH�\HDU�SURMHFW��ZKLFK�EHFDPH�RSHUDWLRQDO�ODWHU�WKDW�\HDU�

2WKHU�/RV�$QJHOHV�&RXQW\�,QLWLDWLYHV�RI�WKH�(,,�&ROODERUDWLYH
0DQ\�RWKHU� LQLWLDWLYHV� WR� LPSURYH�ERWK�SROLF\�DQG�SUDFWLFH�ZHUH� IXHOHG�E\� WKH�(,,�&ROODERUDWLYH�DQG�
LWV�JURZLQJ�OLVW�RI�SDUWQHUV��6RPH�ZHUH�FRQFHLYHG�LQ�WKH�&ROODERUDWLYH�DQG�WKHQ�IXOO\�DGRSWHG�E\�QHZ�
SDUWQHUV��PXFK�DV�WKH����/$�&RXQW\�SURMHFW�EHJDQ�LQ�WKH�(,,�&ROODERUDWLYH�DQG�WKHQ�ZDV�KDSSLO\�DGRSWHG�
DV�DQ�LQWHJUDO�SDUW�RI����/$�

2WKHU�H[DPSOHV�RI�ORFDO�(,,�&ROODERUDWLYH�DFWLYLWLHV�DQG�LPSDFW�LQFOXGH�

ȏ� +HOSLQJ�/$�SXEOLF�WHOHYLVLRQ�VWDWLRQ��.&(7��LGHQWLI\�SURJUDPPLQJ�WR�DGGUHVV�HDUO\�LGHQWLȴFDWLRQ�
DQG�LQWHUYHQWLRQ�LQ�LWV�LQQRYDWLYH�SURJUDP��Ȋ$�3ODFH�RI�2XU�2ZQ�ȋ�IRU�FDUHJLYHUV�RI�\RXQJ�FKLOGUHQ�

ȏ� :RUNLQJ�ZLWK�WKH�/RV�$QJHOHV�&RXQW\�(GXFDWLRQ�)RXQGDWLRQ�DV�LW�FKRVH�HDUO\�LGHQWLȴFDWLRQ�DQG�
LQWHUYHQWLRQ�DV�D�SULPDU\�VWUDWHJ\�WR�LPSURYH�VFKRRO�UHDGLQHVV�

ȏ� 3URYLGLQJ� VXSSRUW� DQG� VXJJHVWLRQV� DV� VHYHUDO� ORFDO� FOLQLFV� LQ� /RV� $QJHOHV� &RXQW\� LQFRUSRUDWHG�
developmental screening into their practice. Here results were mixed. One moment there were 
signs of success, but when the screening champions moved on or were reassigned, these efforts 
IDOWHUHG�

ȏ� 3URYLGLQJ� WKH� LQVSLUDWLRQȃDQG� LQIRUPDO� EXW� LQWHQVH� WHFKQLFDO� DVVLVWDQFHȃIRU� LQFOXGLQJ�
Ȋ,GHQWLȴFDWLRQ�DQG�,QFOXVLRQ�RI�&KLOGUHQ�ZLWK�6SHFLDO�1HHGVȋ�DV�RQH�RI�VL[�FRUH�VWDQGDUGV�IRU�WKH�
&RXQW\�RI�/RV�$QJHOHVȇ�6WHSV�WR�([FHOOHQFH�3URJUDP��67(3��4XDOLW\�5DWLQJ�6\VWHP�IRU�&KLOG�&DUH�
3URJUDPV��GHYHORSHG�E\�WKH�3ROLF\�5RXQGWDEOH�IRU�&KLOG�&DUH��7KLV�QHZ�VWDQGDUG�KDV�EHHQ�IXOO\�
embraced by the Roundtable, which has followed up with excellent training and outreach on 
VFUHHQLQJ�LVVXHV��
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ȏ� 6WUHQJWKHQLQJ� WKH� /$� (GXFDWLRQ� &RRUGLQDWLQJ� &RXQFLOȇV� Ȋ%OXHSULQW� IRU� 5DLVLQJ� WKH� (GXFDWLRQDO�
$FKLHYHPHQW� RI� )RVWHU� DQG� 3UREDWLRQ� <RXWK�ȋ� PDNLQJ� ȊDVVXULQJ� HDUO\� LGHQWLȴFDWLRQ� DQG�
intervention for children with disabilities, developmental delays and other problems” one of two 
PDMRU� UHFRPPHQGDWLRQV�RI� WKH�&RXQFLOȇV� (DUO\�&KLOGKRRG�:RUN�*URXS��:KLOH� WKH�:RUN�*URXS�
recommendations were excellent, follow-up activities focused primarily on older children in the 
IRVWHU�FDUH�V\VWHP��QRW�WKH�HYHU�LQFUHDVLQJ�QXPEHU�RI�LQIDQWV�DQG�WRGGOHUV�

ȏ� ,QFOXGLQJ�DQ�HDUO\�LQWHUYHQWLRQ�LQGLFDWRU�LQ�WKH�FRUH�VHW�RI�&RXQW\�ZLGH�VFKRRO�UHDGLQHVV�LQGLFDWRUV��
7KLV�ZDV�DQ�LPSRUWDQW�FRQFHSWXDO�YLFWRU\��7KH������UHSRUW��Ȋ6KDSLQJ�WKH�)XWXUH�ȋ�ZDV�H[FHOOHQW��
DQG� WKH���� VFKRRO� UHDGLQHVV� LQGLFDWRUV�� LQFOXGLQJ� WKH�RQH�RQ�HDUO\� LQWHUYHQWLRQ��ZHUH�RɟFLDOO\�
HQGRUVHG�E\�WKH�SRZHUIXO�/RV�$QJHOHV�&RXQW\�%RDUG�RI�6XSHUYLVRUV��%XW��DV�LV�WRR�RIWHQ�WKH�FDVH�
with data and indicators, the report ended up sitting on the shelf rather than being used by 
SROLF\PDNHUV�DQG�OHDGHUV�WR�PDNH�GHFLVLRQV�DQG�DOORFDWH�UHVRXUFHV�

ȏ� :RUNLQJ�ZLWK�WKH�/RV�$QJHOHV�&RXQW\�'HSDUWPHQW�RI�3XEOLF�+HDOWK�WR�GR�D�PDMRU�VWXG\�RI�Ȋ&KLOGUHQ�
ZLWK�6SHFLDO�+HDOWK�&DUH�1HHGV�LQ�/RV�$QJHOHV�&RXQW\�ȋ�7KLV������UHSRUW�ZDV�H[FHOOHQW��DQG�VKRZHG�
WKDW�WKH�ORZHVW�LQFRPH�VHFWLRQV�RI�/RV�$QJHOHV�&RXQW\�DOVR�KDG��VXUSULVLQJO\��WKH�ORZHVW�UHSRUWHG�
rates of children with special healthcare needs. The Department of Public Health is now working 
on an updated report.

As you can see, some of these efforts—such as incorporating developmental screening into local child 
FDUH�VWDQGDUGV�DQG�WKH�&RXQW\�UHSRUW�PHQWLRQHG�LQ�WKH�ODVW�EXOOHWȃZHUH�ZLOGO\�VXFFHVVIXO��2WKHUV�OHVV�
VR��$QG�LW�LV�RIWHQ�GLɟFXOW�WR�SUHGLFW�MXVW�KRZ�LQȵXHQWLDO�D�VSHFLȴF�ORFDO�HIIRUW�ZLOO�HYHQWXDOO\�EHFRPH�
ZKHQ�LW�ȴUVW�SUHVHQWV�LWVHOI�

CONClUsION

7KH�FRQVHTXHQFHV�RI�SROLF\�VWDJQDWLRQ�DUH�VHULRXV��&KLOGKRRG�GHYHORSPHQWDO�LVVXHV�QRZ�DIIHFW�RQH�LQ�
every six children. Autism rates have increased dramatically. We have excellent tools to identify and help 
young children with developmental issues. But these readily available tools are, sadly, often unused. Of 
course, as a society, we also need to get to the bottom of and address the causes of increasing disability 
rates. 

Policy improvements are one critical way to do this, both building on the initiatives described and 
pursuing new strategies and approaches. With the goal of inspiring and educating others to pick up this 
PDQWOH��WKLV�FKDSWHU�KDV�SURYLGHG�D�IURQW�OLQH�GHVFULSWLRQ�RI�PXOWLSOH�HIIRUWV�WR�LPSURYH�)HGHUDO��6WDWH��
and local policies affecting early screening and effective intervention for children with disabilities and 
developmental delays. 

5()(5(1&(6
��� 6FKRUU�/��6\OYHVWHU�.��'XQNOH�0��Strategies to Achieve a Common Purpose: Tools for Turning Good 

Ideas� LQWR�*RRG�3ROLFLHV��:DVKLQJWRQ��'&��,QVWLWXWH�IRU�(GXFDWLRQDO�/HDGHUVKLS�3ROLF\�([FKDQJH��
�������www.iel.org).

��� &RXWHH�$��0DNLQJ�(DUO\�'HYHORSPHQWDO�6FUHHQLQJV�5RXWLQH��Connect for Kids.��������www.sparkaction.org).

��� Dunkle M. Membership Analysis of the EII Collaborative: Final Report. (DUO\� ,GHQWLȴFDWLRQ� DQG�
,QWHUYHQWLRQ�&ROODERUDWLYH�IRU�/RV�$QJHOHV�&RXQW\�������

4. /HWWHU� IURP�&RQJUHVVPDQ�+HQU\�:D[PDQ� �'�&$���'DYH�:HOGRQ� �5�)/��� &KULV� 6PLWK� �5�1-��� DQG�
0LNH�'R\OH� �'�3$�� WR� WKH�+RQRUDEOH�7RPP\�*��7KRPSVRQ��6HFUHWDU\�RI� WKH�8�6��'HSDUWPHQW�RI�
+HDOWK�DQG�+XPDQ�6HUYLFHV��0DUFK����������

��� 5DGHFNL�/��6DQG�/RXG�1��2ȇ&RQQRU�.*��6KDUS�6��2OVRQ�/0��7UHQGV�LQ�WKH�XVH�RI�VWDQGDUGL]HG�WRROV�
IRU�GHYHORSPHQWDO�VFUHHQLQJ�LQ�HDUO\�FKLOGKRRG�������������Pediatrics.�������������������
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6. $PHULFDQ� $FDGHP\� RI� 3HGLDWULFV�� &RXQFLO� RQ� &KLOGUHQ� :LWK� 'LVDELOLWLHV�� 6HFWLRQ� RQ�
'HYHORSPHQWDO� %HKDYLRUDO� 3HGLDWULFV�� %ULJKW� )XWXUHV� 6WHHULQJ� &RPPLWWHH�� 0HGLFDO� +RPH�
,QLWLDWLYHV�IRU�&KLOGUHQ�:LWK�6SHFLDO�1HHGV�3URMHFW�$GYLVRU\�&RPPLWWHH�� ,GHQWLI\LQJ� LQIDQWV�
and young children with developmental disorders in the medical home: an algorithm for 
developmental surveillance and screening. Pediatrics.����������������Ȃ�����

��� 'XQNOH�0��0HPR�IURP�0DUJDUHW�'XQNOH��5HFRPPHQGDWLRQV�&RQFHUQLQJ�'HYHORSPHQWDO�6FUHHQLQJ�
DQG�)ROORZ�8S�8QGHU�WKH�&DOLIRUQLD�&KLOG�+HDOWK�DQG�'LVDELOLW\�3UHYHQWLRQ�3URJUDP��6HSWHPEHU�
��������

8. 'HSDUWPHQW� RI� +HDOWK� &DUH� 6HUYLFHV�� &DOLIRUQLD� +HDOWK� DQG� +XPDQ� 6HUYLFHV� $JHQF\�� &+'3�
3URYLGHU� ,QIRUPDWLRQ� 1RWLFH� 1R�� ������� &+'3� +HDOWK� $VVHVVPHQW� *XLGHOLQHV� 5HYLVLRQ�� 6HFWLRQ�
����� 'HYHORSPHQWDO� DQG� 6RFLR�(PRWLRQDO�%HKDYLRUDO� 6XUYHLOODQFH�� 6FUHHQLQJ� DQG� $QWLFLSDWRU\�
*XLGDQFH��'HFHPEHU���������

��� 6HH��IRU�H[DPSOH��Ȋ0HPR�RQ�'HYHORSPHQWDO�6FUHHQLQJȋ�IURP�WKH�0&$+�3URJUDP��-XQH����������

���� 5RX[� $0�� +HUUHUD� 3�� :ROG� &0�� 'XQNOH� 0&�� *ODVFRH� )3�� 6KDWWXFN� 37�� 5HDFKLQJ� XQGHUVHUYHG�
FKLOGUHQ�ZLWK�DXWLVP�VFUHHQLQJ��7KH����/$�GHYHORSPHQWDO�VFUHHQLQJ�SURMHFW��American Journal of 
Preventative Medicine.�����������������

���� 'XQNOH��0��0HPR�IURP�0DUJDUHW�'XQNOH� WR�+HDOWK\�.LGV�:RUNJURXS�DQG�RWKHUV��6FUHHQLQJ�IRU�
'HYHORSPHQWDO��/HDUQLQJ��0HQWDO�+HDOWK�DQG�%HKDYLRUDO�3UREOHPV��-XQH����������
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INTRODUCTION
After all the exposition lobbed in prior chapters, we yearn for the poetic and metaphorical. So within 
WKLV�ȴQDO�FKDSWHU��ZH�KLJKOLJKW�LPSRUWDQW�LVVXHV�LQ�WKLV�ERRN�DQG�VKDUH�RXU�UHFRPPHQGDWLRQV��3OHDVH�
IDVWHQ�\RXU�VHDWEHOWV��

“Experiencing Turbulence”
,Q� WKH�����V�� WKH�86�KDG�WKH�ZRUOGȇV�KLJKHVW�UDWH�RI�KLJK�VFKRRO�DQG�FROOHJH�JUDGXDWLRQ��6RDULQJ� LQWR�
2013, the US has slipped to No. 21 in high school completion and No. 15 in college completion, as other 
FRXQWULHV�KDYH�VXUSDVVHG�XV�LQ�WKH�TXDOLW\�RI�WKHLU�SULPDU\�DQG�VHFRQGDU\�HGXFDWLRQ��7RGD\�RQO\�DERXW�
��RXW�RI����QLQWK�JUDGHUV�ZLOO�UHFHLYH�KLJK�VFKRRO�GLSORPDV��DQG�DPRQJ�PDQ\�PLQRULWLHV��UDWHV�DUH�FORVHU�
WR���RXW�RI�����/RZHU�JUDGXDWLRQ�UDWHV�FRUUHODWH�ZLWK�KLJKHU�XQHPSOR\PHQW�UDWHV��ZLWK�DQ� LQFUHDVHG�
QXPEHU�RI�IDPLOLHV�VWUXJJOLQJ�ZLWK�SV\FKRVRFLDO�VWUHVVRUV�DQG�DGYHUVH�KHDOWK�RXWFRPHV��6R�ZKDW�FDQ�
SULPDU\�FDUH�SURYLGHUV�GR�DERXW�WKLV"

“Review Your Pilot’s Manual”
Recall that developmental-behavioral problems are the most common conditions of childhood and 
adolescence—16% - 18% of children have a developmental disability and 21% have a mental health 
GLVRUGHU��6ZLIWO\�LQVWLWXWHG�LQWHUYHQWLRQ�ZHOO�SULRU�WR�NLQGHUJDUWHQ�HQWUDQFH�RIWHQ�DYHUWV�GLɟFXOWLHV�DQG�
DOZD\V�DPHOLRUDWHV�GLVDELOLWLHV��5HFDOO�WKDW�LQYHVWLQJ�LQ�HDUO\�LQWHUYHQWLRQ�KDV�KXJH�SD\�RIIV�WR�FKLOGUHQ�
ZLWK�SUREOHPV��WKHLU�IDPLOLHV��RXU�6WDWH�DQG�QDWLRQDO�HFRQRPLHV��DQG�WKH�ZHOO�EHLQJ�RI�RXU�VRFLHW\��

%XW�LQ�WKH�86��WKH�UHDOLW\�LV�WKDW�HDUO\�LQWHUYHQWLRQ�GHSHQGV�PRVW�KHDYLO\�RQ�WKH�HDUO\�GHWHFWLRQ�HIIRUWV�RI�
SULPDU\�FDUH�SURYLGHUV��'R�QRW�UHO\�RQ�WKH�HGXFDWLRQDO�RU�VRFLDO�ZHOIDUH�VHFWRU�WR�V\VWHPDWLFDOO\�VHHN�RXW�
HDUO\�LQWHUYHQWLRQ�IRU�HYHU\�FKLOG�LQ�\RXU�SUDFWLFH�ZKR�QHHGV�LW��'R�QRW�UHO\�RQ�SDUHQWV�ZKRVH�FKLOGUHQ�
DSSHDU�WR�KDYH�SUREOHPV�WR�VHOI�UHIHU�WR�,'($�RU�RWKHU�VHUYLFHV��$VVXPH�UHVSRQVLELOLW\�IRU�\RXU�FULWLFDOO\�
LPSRUWDQW�UROH�LQ�HDUO\�GHWHFWLRQ��%XW�DOVR�DFNQRZOHGJH�WKDW�ȊLW�WDNHV�D�YLOODJHȋ�WR�EXLOG�D�EHWWHU�V\VWHP��
,I�\RX�DUH�OXFN\��V\VWHP�ZLGH�FDUH�FRRUGLQDWLRQ�QHWZRUNV�DUH�EHLQJ�EXLOW�WKURXJKRXW�\RXU�FRPPXQLW\�
WKDW�FDQ�KHOS�\RX�JHW�\RXU�PRVW�YXOQHUDEOH�IDPLOLHV� WR� WKHLU�GHVWLQDWLRQ��H�J���D�KLJK�VFKRRO�GLSORPD��
SURGXFWLYH�WD[�SD\LQJ�FLWL]HQVKLS��DQG�KHDOWK\�DGXOWKRRG���1HYHUWKHOHVV��PDQ\�86�FRPPXQLWLHV�DUH�VWLOO�
ZLWKRXW�VXSSRUW�QHWZRUNV�DQG�PDQ\�SDUHQWV�DQG�SUDFWLWLRQHUV�IHHO�DV�WKRXJK�WKH\ȇYH�EHHQ�VWUDQGHG�LQ�
the terminal.

“Check Instruments”
:KLOH�PRUH�FRPSOH[�WKDQ�PRVW�DQWKURSRPRUSKLF�PHDVXUHPHQWV��H�J���WHPSHUDWXUH��ERG\�PDVV�LQGH[��
EORRG�SUHVVXUH���GHYHORSPHQW�DQG�EHKDYLRU�DUH�TXDQWLȴDEOH��HYHQ�LI�D�PRYLQJ�WDUJHW��6WLOO�ZH�DUH�PRUH�
OLNHO\� WR�KDYH� IDU�EHWWHU�DLP� LI�ZH�XVH�TXDOLW\� LQVWUXPHQWV��$� UHFXUULQJ� WKHPH� WKURXJKRXW� WKLV�ERRN�
LV� WKDW� IDLOXUH� WR�XVH�HYLGHQFH� �H�J��� LQIRUPDO�DSSURDFKHV� WR�HOLFLWLQJ�SDUHQWVȇ� FRQFHUQV�RU�PHDVXULQJ�
FKLOGUHQȇV�PLOHVWRQHV��VXFK�DV�Ȋ\HV�QRȋ�FKHFNOLVWV�H[WUDSRODWHG�IURP�OHQJWKLHU�PHDVXUHV��FRQWULEXWH�WR�
WKH�ORZ�GHWHFWLRQ�UDWHV�RI�GHYHORSPHQWDO�EHKDYLRUDO�SUREOHPV��,I�\RX�DUH�FXUUHQWO\�XVLQJ�VXFK�FKHFNOLVWV�
RQ�\RXU�ZHOO�FKLOG�YLVLW�HQFRXQWHU�IRUPV�LQFOXGLQJ�WKRVH�LQ�HOHFWURQLF�PHGLFDO�UHFRUGV��SOHDVH�FRQVLGHU�
WKH�ODFN�RI�DFFXUDF\�ZLWKLQ�DQG�WKH�KD]DUGRXV�LPSDFW�RQ�TXDOLW\�GHFLVLRQ�PDNLQJ��4XDOLW\�PHDVXUHPHQW�
PDWWHUV��

7KH�SHULRGLF� DQG�SUHIHUDEO\� URXWLQH�XVH�RI� DFFXUDWH�GHYHORSPHQWDO�EHKDYLRUDO� VFUHHQLQJ� WRROV�KHOSV�
SUDFWLWLRQHUV� RSWLPL]H� HDUO\� LGHQWLȴFDWLRQ�� 6FUHHQLQJ�RYHU� WLPH�HTXDOV� VXUYHLOODQFH�� EXW� VXUYHLOODQFH�
ZLWK�HYLGHQFH��(YLGHQFH�EDVHG�PHDVXUHPHQW�YDVWO\�LPSURYHV�UHIHUUDO�UDWHV�DQG�DOVR�KHOSV�XV�LGHQWLI\�DQG�
KRQH�WKH�W\SHV�RI�UHIHUUDO�UHVRXUFHV�QHHGHG�1 Before boarding the plane together, recall the importance 
RI�ȴUVW�SUHSDULQJ�IDPLOLHV�IRU�WKH�HDUO\�GHWHFWLRQ�SURFHVV�DQG�WKHQ��FDUHIXOO\�QDYLJDWH�WKHP�WRZDUGV�WKH�
DSSURSULDWH�LQWHUYHQWLRQVȃOHVW�FKLOGUHQ�DQG�SDUHQWV�EHFRPH�ORVW�LQ�WKH�%HUPXGD�7ULDQJOH�RI�ȊQR�IROORZ�
XS�ȋ�DQG�KHLJKWHQHG�SDUHQWDO�DQ[LHW\�GXH�WR�LQDFWLRQ�
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7R� DFKLHYH� D� VFUHHQLQJ� WRROȇV� UHSRUWHG� UHOLDELOLW\� DQG� DFFXUDF\� LW� LV� HVVHQWLDO� WKDW� VFUHHQLQJ� WRROV� EH�
DGPLQLVWHUHG� DQG� WKRXJKWIXOO\� LQWHUSUHWHG� DV� GHVFULEHG� LQ� XVHUVȇ� PDQXDOV� RU� RɟFLDO� ZHEVLWHV�� ,WȇV�
QRW� MXVW� WKH�TXDOLW\�RI� \RXU� WRRO�EXW�KRZ�\RX�HPSOR\� LW�� &DUHIXO� DWWHQWLRQ� WR�SURSHU� LPSOHPHQWDWLRQ�
and interpretation of screening tools leads to more collaborative conversations between parents and 
SUDFWLWLRQHUV��7KURXJKRXW� WKLV�ERRN�� WKLV�KDV�EHHQ�D�FRQVLVWHQW� WDNH�KRPH�PHVVDJH��:KHQ�VFUHHQLQJ�
UHVXOWV�DUH�SUREOHPDWLF��SURSHU�DGPLQLVWUDWLRQ�DQG�VDPH�GD\�LQWHUSUHWDWLRQ�HQVXUH�WKDW�,'($�DQG�RWKHU�
FRPPXQLW\� UHIHUUDOV�RFFXU� LQ�D�PDQQHU� WKDW� LV�� ���� VDIH�� ���� HTXLWDEOH�� ���� HIIHFWLYH�� L�H��� DFFXUDWH�� ����
WLPHO\������SDUHQW��SDWLHQW�FHQWHUHG��DQG�����HɟFLHQW��7KHVH�DUH�WKH�VL[�TXDOLW\�DLPV�RI�WKH�,QVWLWXWH�RI�
0HGLFLQH��$QG�E\�WLPHO\��ZH�QRW�RQO\�PHDQ�WKDW�UHIHUUDOV�DUH�PDGH�VZLIWO\��EXW�WKDW�HDUO\�GHWHFWLRQ�DQG�
IROORZ�XS�FRQWLQXHV�WKURXJKRXW�DOO�RXU�HQFRXQWHUV�ZLWK�IDPLOLHV��3UREOHPV�HPHUJH�ZHOO�EH\RQG�����WR��
���PRQWKV�RI�DJH�DQG�ZH�QHHG�WR�FRQWLQXDOO\�VHDUFK�IRU�WKHP�DQG�LQWHUYHQH�SURPSWO\��

“Monitor Radar”
:H�QRW�RQO\�ZDQW�WR�GHWHFW�DQG�LQWHUYHQH�ZLWK�H[LVWLQJ�SUREOHPV�EXW�DOVR�WU\�RXU�EHVW�WR�SUHYHQW�WKHP��
0DQ\�SUREOHPV�FDQ�EH�DYHUWHG�LI�ZH�DWWHQG�FDUHIXOO\�WR�WKH�Ȋ\HOORZ�DOHUWVȋ�RI�SV\FKRVRFLDO�ULVN�EHIRUH�WKH\�
WXUQ�LQWR�WKH�ȊUHG�DOHUWVȋ�RI�DFWXDO�GHOD\V��7RZDUG�WKDW�HQG��ZH�KDYH�HPSKDVL]HG�FDUHIXO�PHDVXUHPHQW�
RI�SV\FKRVRFLDO� ULVN�DQG� WKH� LPSRUWDQFH�RI� LQWHUYHQLQJ�ZLWK�ULVN� IDFWRUV� WR�SUHYHQW� ȊD�FROOLVLRQȋ� WKDW�
DGYHUVHO\�DIIHFWV�GHYHORSPHQWDO�VWDWXVȃPHDQLQJ�WKDW�VFUHHQLQJ�LQVWUXPHQWV�PD\�LQGLFDWH�ȊV\VWHPV�RQ�
JRȋ�EXW�ȊUDGDUȋ�VXJJHVWV�SUREOHPV�DKHDG��'LIIHUHQW�WRROV�DUH�QHHGHG�IRU�YLHZLQJ�SV\FKRVRFLDO�ULVN�DQG�
UHVLOLHQFH��EXW�FDQ�EH�VWDJJHUHG�DFURVV�YLVLWV��,Q�FRPELQDWLRQ�ZLWK�GHYHORSPHQWDO�EHKDYLRUDO�VFUHHQV��
we can prevent many problems. 

0RVW� FULWLFDO� WR� WKH� WDVN� RI� SUHYHQWLRQ� LV� GHYHORSPHQWDO�EHKDYLRUDO� SURPRWLRQ� LQ� SULPDU\� FDUH�� DQG�
NHHSLQJ�DQ�H\H�RQ� LWV�HIIHFWLYHQHVV��'U��0LWFK�%ODLU�DQG�6LU�'DYLG�+DOO�� WKH�DXWKRUV�RI�*UHDW�%ULWDLQȇV�
KHDOWKFDUH�SODQ�IRU�FKLOGUHQ��DUJXH�FRPSHOOLQJO\�WKDW�WKH�JUHDWHVW�YDOXH�LQ�SUHYHQWLYH�KHDOWK�YLVLWV�LV�WR�
HQFRXUDJH�DSSURSULDWH�SDUHQWLQJ�VNLOOV��L�H���UHVLOLHQFH�2�5HVHDUFK�RQ�ȊReach Out and Read,” “Play Nicely,” 
“Healthy Steps,” “Bright Futures,ȋ� DQG�PDQ\� RWKHU� SDUHQWLQJ� LQWHUYHQWLRQV� SURYLGH� VWURQJ� HYLGHQFH�
WKDW�EULHI�SDUHQW�WUDLQLQJ�LQ�GHYHORSPHQWDO�EHKDYLRUDO�SURPRWLRQ�KDV�DQ�HQRUPRXV�SRVLWLYH�LPSDFW�RQ�
IDPLO\�ZHOO�EHLQJ�DQG�FKLOGUHQȇV�GHYHORSPHQWDO�VWDWXV��7KH�ZRUN�ZH�GR�ZLWK�IDPLOLHV�GXULQJ�FOLQLF�YLVLWV�
LV�LQYDOXDEOH��%XW��ZH�VWLOO�QHHG�WR�NHHS�DQ�H\H�RQ�WKH�ȊUDGDUȋ�DV�WR�ZKHWKHU�RXU�EULHI�LQ�RɟFH�DGYLFH�
ZRUNV�RU�ZKHWKHU�PRUH�LQWHQVLYH�SUHYHQWLYH�VHUYLFHV�DUH�QHHGHG��H�J���Triple P, Incredible Years, STEP���

Ȋ$LU�7UDɚF�&RQWUROȋ
Ȋ&KHFNLQJ� LQVWUXPHQWVȋ� DQG� ȊPRQLWRULQJ� UDGDUȋ� PHDQ� WKDW� SULPDU\� FDUH� SURYLGHUV� DUH� WDVNHG�� QRW�
RQO\�ZLWK�HDUO\�GHWHFWLRQ��PDNLQJ�UHIHUUDOV�DQG�SUHYHQWLRQ��EXW�DOVR�ZLWK�PRQLWRULQJȃWKH�LQRUGLQDWH�
challenges of viewing the effectiveness of developmental-behavioral promotion, whether families follow 
WKURXJK�ZLWK�UHFRPPHQGDWLRQV�DQG�UHIHUUDOV�RU�ZKHWKHU�DOWHUQDWLYH�SURJUDPV�DUH�QHHGHG��L�H���GLYHUVLRQ�
WR� D� GLIIHUHQW� ȊUXQZD\�ȋ�0XFK� FROODERUDWLRQ� DQG� FRPPXQLFDWLRQ�ZLWK� RWKHU� VHUYLFHV� LV� UHTXLUHG� IRU�
IROORZ�XS� DQG� UHIHUUDO� FRRUGLQDWLRQ�� 3ULPDU\� FDUH�SURYLGHUV� DQG� IDPLOLHV� YHU\�PXFK�QHHG� D� ȊJUDQG�
PRYHPHQW�SODQQHU�ȋ�&OLQLF�OHYHO�HIIRUWV�DUH� LPSRUWDQW� WR�D� VPRRWK�ȊWDNH�RIIȋȃVXFK�DV�KDYLQJ�D�FDUH�
FRRUGLQDWRU��DV�H[HPSOLȴHG�LQ�WKH�American Academy of Pediatrics’ Medical Home Initiative and Healthy 
Steps��RU�E\�KLULQJ�D�QXUVH�SUDFWLWLRQHU��GHYHORSPHQWDO�RU�PHQWDO�KHDOWK�VSHFLDOLVW�WR�KHOS��

7KHUH�LV�LQYDOXDEOH�FDUH�FRRUGLQDWLRQ�DVVLVWDQFH�IURP�QDWLRQDO�DQG�6WDWHZLGH�SURJUDPV�GHYRWHG�WR�WKH�
WDVN�RI�PDNLQJ�VXUH�WKDW�IDPLOLHV�JHW�WR�QHHGHG�VHUYLFHV��DQG�LQ�ȴQGLQJ�DOWHUQDWLYHV�ZKHQ�FKLOGUHQ�DUH�
LQHOLJLEOH� IRU� ,'($��� 6RPHWLPHV� ,'($� SURJUDPV� FDQ�PRQLWRU� DQG� GLYHUW� IDPLOLHV� WR� RWKHU� SURJUDPV��
6RPHWLPHV�WKH\�FDQQRW��:HȇYH�KLJKOLJKWHG�VHYHUDO�LQLWLDWLYHV�ZLWKLQ�WKLV�ERRN�LQFOXGLQJ�+HOS�0H�*URZ�
DQG�WKH�1DWLRQDO�$FDGHP\�IRU�6WDWH�+HDOWK�3ROLF\��www.nashp.org���ZKR�DORQJ�ZLWK�WKH�&RPPRQZHDOWK�
)XQG�� HVWDEOLVKHG� WKH� $%&'� LQLWLDWLYH� IRU� WUDLQLQJ� DQG� FROODERUDWLRQ� DFURVV� KHDOWKFDUH� DQG� 6WDWH�
GHSDUWPHQWV�RI�KXPDQ�VHUYLFHV�DQG�HGXFDWLRQ��PRVW�UHFHQWO\�2NODKRPDȇV�Preventive Services Reminder 
System�WR�KHOS�IRVWHU�FDUH�ZRUNHUV�FROODERUDWH�HIIHFWLYHO\�ZLWK�KHDOWKFDUH�SURYLGHUV���
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$W� WKH� 6WDWH� OHYHO�� PDQ\� $$3� &KDSWHUV� �H�J��� ,OOLQRLV�� HVWDEOLVKHG� UHIHUUDO� QHWZRUNV�� FOLQLF� WUDLQLQJ��
PDQGDWHV� IRU� XVLQJ� TXDOLW\� VFUHHQV�� ZKLOH� DOVR� HQVXULQJ� DSSURSULDWH� SD\PHQW� IRU� HDUO\� GHWHFWLRQ�
LQ�SULPDU\�FDUH��2WKHU�6WDWHV�� VXFK�DV�'HODZDUH�YLD� WKH�6WDWHȇV�'LYLVLRQ�RI�3XEOLF�+HDOWK��DORQJ�ZLWK�
PDQ\�RWKHU�DJHQFLHV��H�J���1HPRXUV�)RXQGDWLRQ��6WDWH�,'($��SULYDWH�SD\HUV���RIIHUHG�WR�DOO�KHDOWKFDUH�
providers, freely available online screening services along with two-way consent forms across health 
DQG�RWKHU�VHUYLFHV��:H�KRSH�VXFK�HIIRUWV�JURZ�DQG�JURZ�DQG�JURZ��:H�HQFRXUDJH�\RX�WR�SDUWLFLSDWH�LQ�
ORFDO��UHJLRQDO��6WDWH�RU�)HGHUDO�QHWZRUNLQJ�LQLWLDWLYHV�ZKHQHYHU�SRVVLEOH��

:H�DOVR�HQFRXUDJH�\RX�WR�YLHZ�TXDOLW\�VFUHHQV�DV�WKH�RIWHQ�XQVXQJ�KHURHV�LQ�WKH�WDVN�RI�OLQNLQJ�IDPLOLHV�
WR� VHUYLFHV�� *RRG�PHDVXUHV� IXQFWLRQ� DV� SROLF\� LQLWLDWLYHV� LQ� WKHLU� RZQ� ULJKW� E\� SURYLGLQJ� FOLQLFLDQVȇ�
RSWLPDO�GHFLVLRQ�VXSSRUW��4XDOLW\�VFUHHQV�VKDSH�� LQ�SRVLWLYH�ZD\V��KRZ�ZH�LQWHUDFW�ZLWK�IDPLOLHV�DQG�
other professionals. 

“Ceiling Unlimited and Sunny Skies”
7R�JHW�XV�DOO�WR�D�EHWWHU�SODFH�IRU�KHOSLQJ�IDPLOLHV�ZLWK�QHHGV��LW�LV�FUXFLDO�WR�HQVXUH�DGHTXDWH�IXQGLQJ�IRU�
PDQGDWHG�HDUO\�LQWHUYHQWLRQ�SURJUDPV�LQFOXGLQJ�SDUHQW�WUDLQLQJ���(DUO\��+HDG�6WDUW��DQG�,'($��:H��DV�
D�VRFLHW\��VDYH�HQRUPRXV�VXPV�E\�VSHQGLQJ�RQ�HDUO\�FKLOGKRRG�DQG�SDUHQWLQJ�VHUYLFHV��%XW�HFRQRPLF�
DUJXPHQWV�DUH�RQO\�D�SDUW�RI�WKH�FRPSHOOLQJ�UHDVRQV�WR�LQYHVW�LQ�FKLOGUHQ�DQG�IDPLOLHV��4XDOLW\�RI�OLIH�LV�
YDVWO\�LPSURYHG�YLD�UHGXFWLRQV�LQ�LQFDUFHUDWLRQ��KLJK�VFKRRO�GURSRXW��DQG�XQHPSOR\PHQW�UDWHV��DPRQJ�
WKH�PDQ\�RWKHU�VRFLDO�EHQHȴWV��7KHVH�EHQHȴWV�DFFUXH�QRW�MXVW�WR�WKH�IDPLOLHV�ZKR�UHFHLYH�VHUYLFHV��EXW�
WR�DOO� FLWL]HQV��7KXV�ZH�KDYH�ȴVFDO�� OHJDO�DV�ZHOO�DV�PRUDO�DQG�HWKLFDO� LPSHUDWLYHV� IRU�HQVXULQJ�HDUO\�
GHWHFWLRQ��LQWHUYHQWLRQ��DQG�SDUHQWLQJ�VXSSRUW��

(FRQRPLF�DQG�VRFLDO�EHQHȴWV�DFFUXH�RYHU�D�ORQJ�WLPH�IUDPHȃRIWHQ����\HDUV�RU�PRUH��%XW�RXU�HOHFWHG�
RɟFLDOV�DUH�RQO\� LQ�RɟFH� ORQJ�HQRXJK�WR�ZRUU\�DERXW�VKRUW�WHUP�FRVWVȃQRW� ORQJ�WHUP�EHQHȴWV��7KLV�
PHDQV�DGYRFDF\��UHSHDWHG�DFURVV�\HDUV�DQG�\HDUV��LV�FUXFLDO��$GYRFDF\�KDV�PDQ\�IRUPV�

ȏ� Top-down��H�J���WKH�SODFHG�EDVHG�LQLWLDWLYHV�LQ�$XVWUDOLD�DQG�&DQDGD�LQ�ZKLFK�QDWLRQDO�SXEOLF�KHDOWK�
PDSSLQJ�HIIRUWV�KHOS�LGHQWLI\�FOXVWHUV�RI�QHHG�DQG�DSSURSULDWH�ORFDWLRQV�IRU�VHUYLFHV���7RS�GRZQ�
DGYRFDF\�LV�DOVR�YLVLEOH� LQ�WKH�ZRUN�RI�RXU�YDULRXV�SURIHVVLRQDO�VRFLHWLHV��JRYHUQPHQW�DJHQFLHV��
UHVHDUFKHUV��DQG�SROLF\�PDNHUV��)DU�PRUH�IXQGLQJ�LV�QHHGHG�WR�VXVWDLQ�HIIHFWLYH�SURJUDPV�VXFK�DV�
5HDFK�2XW�DQG�5HDG��+HDG�6WDUW��HWF��

ȏ� Side-to-side� ZKHUH� DJHQFLHV� DQG� SURJUDPV� FRPPXQLFDWH� DQG� FRRUGLQDWH� WKHLU� HIIRUWV� DW� HDUO\�
GHWHFWLRQ�DQG�LQWHUYHQWLRQ��PLQLPL]H�EDUULHUV�WR�VHUYLFHV��DQG�UHGXFH�UHGXQGDQW�H[SHQVHV��6LGH�
WR�VLGH�DGYRFDF\�LV�DOVR�HYLGHQW�LQ�ȊJUDVV�URRWVȋ�LQLWLDWLYHV�WKDW�KHOS�ORFDO�VHUYLFHV�JHW�WR�NQRZ�HDFK�
RWKHU��FUHDWH�VHUYLFH�GLUHFWRULHV��VWUHDPOLQH�FRPPXQLW\�FROODERUDWLRQ��DQG�FROOHFWLYHO\�DGYRFDWH�
IRU�DSSURSULDWH�IXQGLQJ�

ȏ� LoopingȃPHDQLQJ�WKH�ZRUN�RI�FOLQLFLDQ�UHVHDUFKHUV�ZKR�UHFRJQL]H�WKDW�Vcience does not always 
speak for itself�DQG�VR�ZRUN�WRZDUG�DSSO\LQJ�SROLF\�DQG�VFLHQFH�LQWR�UHDO�ZRUOG�DSSOLFDWLRQV��H�J���
FUHDWH�DFFXUDWH�PHDVXUHV��ȴJXUH�RXW�KRZ�EHVW�WR�LPSOHPHQW�WKHP��ȴQG�WLPH�WR�WUDLQ�DQG�LQVSLUH�
RWKHUV��HWF���3

ȏ� Ground upȃPHDQLQJ� FOLQLF�OHYHO� ZRUN� ZLWK� IDPLOLHV� IRFXVHG� RQ� GHYHORSPHQWDO�EHKDYLRUDO�
SURPRWLRQ��HDUO\�GHWHFWLRQ��UHIHUUDO�DQG�IROORZ�XS��

6R�LQ�WKH�VXQQLHU�VNLHV��IDU�DERYH�FORXGV�DQG�WXUEXOHQFH��ZH�DOO�QHHG�WR�LPSOHPHQW�DV�ZHOO�DV�OREE\�IRU�
SROLFLHV�DQG�SURFHGXUHV�WKDW�ZRUN��:H�QHHG�WR�HQFRXUDJH�LQWHU�DJHQF\�FDUH�FRRUGLQDWLRQ��FDUHIXO�IROORZ�
XS�ZLWK�IDPLOLHV�DQG�XQLQWHUUXSWHG�KHDOWKFDUHȐ�VR�WKDW�FKLOGUHQ�DQG�IDPLOLHV�FDQ�WUXO\�ȊOLIW�RIIȋ�LQWR�D�
VXQQLHU�IXWXUH��
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INTRODUCTION
Screening and surveillance activities may sound decidedly overwhelming. But the process is a longitudinal 
one. This means that not everything has to be done at once. In this appendix we provide well-child 
visit (WCV) templates to facilitate optimal prevention, early detection, referral and monitoring – one 
well-child visit at a time. The templates are downloadable at www.pedstest.com/TheBook/AppendixA 
DV�PRGLȴDEOH�:RUG�GRFXPHQWV� VR� \RX� FDQ�DGG�\RXU� FOLQLF� OHWWHUKHDG�� VSDFH� IRU�SDWLHQW� LQIRUPDWLRQ�
regional risk factors, etc. An explanation of content, abbreviations, and process is included here.

The WCV templates serve as crucial reminders of the various tasks of surveillance and screening. These 
forms have been used successfully in busy practices (e.g., at PeaceHealth Medical Group in Eugene, 
Oregon) in an effort to improve quality of care at well visits. The “lesson learned” was that busy pediatric 
practitioners need reminders on their clipboard (or computer screen) and concrete guidelines about the 
content of each well-visit. Per research from the Bright Futures Training Intervention Project, “recall/
UHPLQGHU� V\VWHPVȋ� IRU�SHGLDWULF�SURYLGHUV�DUH� WKH�PRVW�HIIHFWLYH�DQG�PRVW� IUHTXHQWO\�DGRSWHG�RɟFH�
system change i.e., 87% of practices in 9 States and are known to improve preventive and developmental 
care in primary care practices.1 

CaveaTs aND aDmONITIONs

Note that these forms do not provide a list of milestones. Unlike accurate screens, evidence for informal 
FKHFNOLVWV� VKRZV� WKH\� GR� QRW� GHWHFW� PRVW� FKLOGUHQ� ZLWK� GHȴFLWV� >H�J��� WKRVH� SURYLGHG� LQ� WKH� $$3�
Bright Futures (3rd edition pocket guide/toolkit), Reach Out and Read’s checklist, the CDC’s Act Early 
questionnaire, etc.)]1- 3 Informal items are usually rooted in the 50th percentile meaning half of all patients 
ZLOO�QRW�GR�ZHOOȃHVVHQWLDOO\�JLYLQJ�\RX�QRWKLQJ�WR�JR�RQ��7KXV�\RX�ZLOO�ȵRXQGHU�IRU�ZKDW�WR�GR�ZLWK�
results, meaning most likely, under-refer. You are encouraged to remove milestones checklists on your 
own well-child encounter forms and replace them with the results of viable screening tests as shown 
LQ�WKH�YDULRXV�DJH�VSHFLȴF�HQFRXQWHU�IRUPV��DQG�GHVFULEHG�IXUWKHU�LQ�&KDSWHU����,PSOHPHQWDWLRQ���7KH�
VDPH�LVVXH�DSSOLHV�WR�HOLFLWLQJ�SDUHQWVȇ�FRQFHUQV��,QIRUPDO�TXHVWLRQV�WR�SDUHQWV�DUH�ȴQH�DV�FRQYHUVDWLRQ�
starters (e.g., “What have you been doing since I saw you last?”), but are not thorough probes for the 
issues families want to discuss (and for making decisions based on parents’ concerns). Evidence-based 
questions are essential. 

DIReCTIONs, abbRevIaTIONs, mNemONICs aND DefINITIONs

The WCV templates are meant to be used with the content of Chapter 5 (screening and surveillance for 
FKLOGUHQ���WR���\HDUV�RI�DJH��DQG�ZLWK�&KDSWHU����VFUHHQLQJ�DQG�VXUYHLOODQFH�ZLWK�FKLOGUHQ���\HDUV�DQG�
older). Illustrated are the tasks required and the age at which they are required. Each WCV templates 
KDV�WZR�FROXPQV�RQ�WKH�ȴUVW�SDJH��$W�WKH�WRS�OHIW�DUH�LGHQWLȴHUV�ZLWK�WKHVH�DEEUHYLDWLRQV�

WCV = well-child visit
Age_mo = age in months
CG’s name = caregiver’s name

Within the two columns are 15 headers. We list these headers below, in order of appearance, along with a 
GHVFULSWLRQ�RI�QHHGHG�LQSXW�E\�SURYLGHUV��DQG�GHȴQLWLRQV�IRU�WKH�PDQ\�DEEUHYLDWLRQV�DQG�PQHPRQLFVȃ
either listed on the forms or commonly inserted by providers. 

,Q� DGGLWLRQ�� WKH� �� VSHFLȴF� WDVNV� UHTXLUHG� IRU� DQ� (DUO\� 3HULRGLF� 6FUHHQLQJ� 'LDJQRVLV� DQG� 7UHDWPHQW�
(EPSDT) visit (listed and numbered at the top of the WCV forms) are explained below. A few common 
DEEUHYLDWLRQV�XVHG�WKURXJKRXW�WKH�IRUPV��RU�XVHG�E\�SURYLGHUV�WR�GRFXPHQW�ȴQGLQJV��LQFOXGH��

HPI = history of the present illness
HX = history
Tx = therapy
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qd = every day
qid = 4 times a day
BID or 2x qd = twice a day
TID = three times a day
PO = per os (by mouth)
IU = International Units
Mg = milligrams
Kg� �NLORJUDPV�>clinicians usually describe a child’s weight in kilograms. If you need to convert these to 
pounds (lbs) this website is helpful: www.metric-conversions.org]
OV� �RɟFH�YLVLW
SIDS = sudden infant death syndrome

Patient History (EPSDT Task #1)

Includes space to list prior health/growth concerns as well as ongoing issues. Medical problems such as 
FRQJHQLWDO�K\SRWK\URLGLVP��3.8�� LURQ�GHȴFLHQF\�DQHPLD��RU� OHDG�SRLVRQLQJ�QHJDWLYHO\�DIIHFW�D�FKLOGȇV�
developmental-behavioral trajectory (i.e., are serious biological or environmental risk factors). 

Interval Hx (Hx = history) is space to comment on prior visits and parents’ answers to such questions 
DV��6LQFH�WKH�FKLOGȇV�ODVW�ZHOO�YLVLW��ZKDW�KDV��RU�KDV�QRW��KDSSHQHG"�$Q\�LOOQHVVHV��RɟFH�YLVLWV�RU�WULSV�WR�
the emergency room? Any sub-specialty consultation visits or interventions? Any missed well visits? Any 
missed appointments for previously recommended follow- up or consultation appointments? 

Nutrition/Activity (EPSDT Task #1)

This section includes a number of prompts regarding what a child eats. There is space in this section to 
FRPPHQW�RQ�SK\VLFDO�DFWLYLW\��3URYLGHUV�VRPHWLPHV�ZULWH��

5-2-1-0 = 5 servings of vegetables & fruits per day, 2 hrs or less of screen time per day, 1 hr of physical 
activity per day, 0 sweetened drinks & 0 trans fats per day  
or 
5-4-3-2-1-0 Go!... which is mostly the same as above but includes 4 cups of water & 3 cups of lowfat milk 
per day.  It is usually more helpful to tell parents and kids what to eat, rather than always rambling on 
DERXW�ZKDW�QRW�WR�HDW��2WKHU�DEEUHYLDWLRQV�DUH�

Fe = iron 
MTV w/ iron = multivitamin with iron
BM = bowel movement

Development/Behavior/Learning (EPSDT Task #1)  
and Abbreviations for Screening Tools 

Under Dev./Behav./Learning is space to identify which screening measures were administered and the 
UHVXOWV��$EEUHYLDWLRQV�IRU�FRPPRQO\�XVHG�PHDVXUHV�DUH�OLVWHG�KHUH�

ASQ = Ages & Stages Questionnaire
ASQ:SE  �$JHV�	�6WDJHV�4XHVWLRQQDLUH��6RFLDO�(PRWLRQDO
ASD = Autism Spectrum Disorder
*CRAFFT Screen= Car, Relax, Alone, Forget, Family or Friends, Trouble
*ESP = Eating disorder Screen of Primary Care
IEP = Individualized Educational Program
M-CHAT� �0RGLȴHG�&KHFNOLVW�RI�$XWLVP�LQ�7RGGOHUV
PEDS = Parents’ Evaluation of Developmental Status 
PEDS:DM� �3('6�'HYHORSPHQWDO�0LOHVWRQHV
PSC = Pediatric Symptom Checklist
Pictorial PSC = Pictorial Pediatric Symptom Checklist (shown in full in Chapter 9)
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Y-PSC = Youth self-report Pediatric Symptom Checklist
*HEEADSSS (HEADS) = Home, Education (and/or Employment), Eating, Activities, Drugs, Safety, Sex, 
Suicidality/mental health
*items and scoring are shown at the end of Appendix A and on the back of the downloadable WCVs at www.pedstest.com/TheBook/AppendixA.

Dental (EPSDT Task #8)

This section reminds practitioners to ask about oral health issues and help prevent them. Boxes should be 
FKHFNHG�ZKHQ�SUHYHQWLRQ�EDVHG�SURFHGXUHV�DUH�DFFRPSOLVKHG��H�J���WRRWK�EUXVKLQJ�WZLFH�D�GD\��ȵXRULGH�
varnish, dental appointments, etc.). 

Sleep Counseling

7KH�DFURQ\P�Ȋ%($56ȋ�LV�WKH�PRVW�HɟFLHQW�ZD\�WR�GRFXPHQW�VOHHS�LVVXHV��%($56�VWDQGV�IRU�

BHGWLPH�3UREOHPV��'RHV�\RXU�FKLOG�KDYH�DQ\�SUREOHPV�JRLQJ�WR�EHG"�)DOOLQJ�DVOHHS"
E[FHVVLYH�GD\WLPH�VOHHSLQHVV��'RHV�\RXU�FKLOG�VHHP�RYHUWLUHG�RU�VOHHS\�D�ORW�GXULQJ�WKH�GD\"�'RHV�VKH�
still take naps?
AZDNHQLQJV�GXULQJ�WKH�QLJKW��'RHV�\RXU�FKLOG�ZDNH�XS�D�ORW�DW�QLJKW"
RHJXODULW\�DQG�GXUDWLRQ�RI�VOHHS��'RHV�\RXU�FKLOG�KDYH�D�UHJXODU�EHGWLPH�DQG�ZDNH�WLPH"�:KDW�DUH�WKH\"
SQRULQJ��'RHV�\RXU�FKLOG�VQRUH�D�ORW�RU�KDYH�GLɟFXOW\�EUHDWKLQJ�DW�QLJKW"

Past Medical History, Medication and Allergies (PMH)

Past medical history, medications, and allergies should be updated in the problem checklist which is 
typically housed in the front of the patient chart. Certain medical conditions (e.g., obstructive sleep 
apnea) and medications (e.g., anti-seizure meds) can increase the risk of a developmental delay or other 
future developmental-behavioral problem. At every visit, update your problem and medication lists. 
The large majority of clinics are now using EMR systems to track pertinent medical conditions and all 
PHGLFDWLRQV�� �0DQ\�SUDFWLFHV�KDYH�D�SURFHVV�ZKHUH�D�TXDOLȴHG�QXUVH� LV�UHVSRQVLEOH�IRU�XSGDWLQJ�WKH�
EMR medication list for you. In other practices, pediatric providers feel strongly about updating the 
medication list themselves.

IDM = infant of a diabetic mother
IUGR = in utero growth retardation
LGA = large for gestational age
LBW = low birth weight
SGA = small for gestational age

Abbreviations for Tools To Gather Family and/or Social History

*FPS = Family Psychosocial Screen
*BPCIS = Brigance Parent Child Interaction Scale
PSQ = Parent Screening Questionnaire
*Critical depression screening and parent observation items and scoring (for the FPS and BPCIS) are shown at the end of Appendix A and on 

the back of downloadable WCVs at www.pedstest.com/TheBook/AppendixA. 

Family History (Family Hx)

At the time of new patient intake (which is often at birth) consider use of an evidence-based tool such as 
the FPS (shown in full in Chapter 10 and downloadable at www.pedstest.com/ TheBook/Chapter10). The 
FPS probes for a wide range of psychosocial risk factors including depression, substance abuse, parent 
education, employment status, social support, parents’ history of abuse as a child, guns in the home, 
domestic violence, etc. The FPS also includes questions about family medical status (e.g., “high blood 
pressure,” “lung problems/asthma,” “nerve problems,” “diabetes,” “heart problems,” and “smoking in 
WKH�KRPH��EXW�DGGLWLRQDO�TXHVWLRQV�DUH�QHHGHG�WR�SUREH�IRU�KLVWRU\�RI�VSHHFK�ODQJXDJH�GHȴFLWV��DXWLVP��

PDF Editor



Appendix A: Evidenced-Based Well-Child Visit Templates 491

hearing loss, vision problems, and genetic disorders. 

Social History (Social Hx)

7KH�VSDFH�IRU�VRFLDO�KLVWRU\�LV�XVHG�WR�XSGDWH�VLJQLȴFDQW�IDPLO\�LVVXHV�IRXQG�DW�QHZ�SDWLHQW�LQWDNH��DORQJ�
ZLWK�UHVSRQVH�WR�UHFRPPHQGHG�LQWHUYHQWLRQV�>H�J���WREDFFR�H[SRVXUH��GRPHVWLF�YLROHQFH��ZKLFK�LV�QRWHG�
as DV on the templates)]. The AAP also recommends rescreening for post-partum depression in the 1st 
and 2nd year of life. For this task, selected items from the FPS or PSQ are brief and useful. Included on 
the back of the WCV for the 1 month and 12 month visits are the 3 FPS items for depression screening 
along with scoring directions.  

Even at the earliest well-visits, we should encourage parents to promote development by talking with 
WKHLU�EDE\��VKDULQJ�ERRNV��WDNLQJ�KLP�KHU�SODFHV�DQG�WHDFKLQJ�QHZ�WKLQJV��HWF��$W���PRQWKV�DQG�DJDLQ�DW�
���PRQWKV��ZH�QHHG�WR�DɟUP�WKDW�RXU�DGYLFH�LV�ZRUNLQJ��7KH�%3&,6�LV�KHOSIXO�IRU�FDSWXULQJ��HLWKHU�E\�
parent-report or by examiner observation) critical resilience/protective factors (e.g., whether parents 
are providing an enriched language environment, enjoy child-rearing, etc.). The BPCIS is shown in full 
in Chapter 10 and downloadable at www.pedstest.com/TheBook/Chapter10 in both its parent report and 
examiner observation versions (in English and Spanish). The 8 critical observation items are shown on 
WKH�EDFN�RI�WKH�GRZQORDGDEOH���DQG����PRQWK�:&9V�DORQJ�ZLWK�VFRULQJ�DQG�UHIHUUDO�UHFRPPHQGDWLRQV�

Medical Screening (EPSDT Task #3)

This section is used to capture results of any medical screens administered. Certain medical screening 
recommendations (e.g., lead screening) often vary based on the population served but, in general, the 
friendly reminders within these WCV forms diligently follow the AAP/Bright Futures recommendations 
DQG� WKH� DGYLFH� RI� XS�WR�GDWH�� SHHU�UHYLHZHG� UHVHDUFK� DUWLFOHV��:KHQHYHU� D� FKLOG� LV� LGHQWLȴHG�ZLWK� D�
VXVSHFWHG�GHYHORSPHQWDO�EHKDYLRUDO�GLVRUGHU��FRQVLGHU�DQ�HDUO\�UHWXUQ�RɟFH�YLVLW�WR�UHDVVHVV�WKH�FKLOG�
PRUH�WKRURXJKO\��3DUW�RI�WKLV�DVVHVVPHQW�PD\�LQFOXGH�ODERUDWRU\�WHVWV�WR�VFUHHQ�IRU�DQ�LURQ�GHȴFLHQF\�
anemia, elevated blood lead level, genetic or metabolic disorder, etc. 

7R�GHWHFW�LURQ�GHȴFLHQFLHV��KHPRJORELQ��+JE��VFUHHQLQJ�VKRXOG�DOZD\V�EH�XVHG�LQ�FRPELQDWLRQ�ZLWK�D�
IRFXVHG�GLHWDU\�KLVWRU\��,I� WKH�GLHWDU\�KLVWRU\�LV�KLJKO\�VXJJHVWLYH�RI�DQ�LURQ�GHȴFLHQF\��VRPH�H[SHUWV�
recommend a complete blood count (CBC), ferritin and CRP (to make sure that the ferritin is not falsely 
elevated). Other tests, such as reticulocyte hemoglobin content, may someday prove to be more reliable 
PHDVXUHV�RI�DQ�LURQ�GHȴFLHQF\��,I�\RXU�SK\VLFDO�H[DP�FRQȴGHQWO\�GHWHFWV�D�QHXURPRWRU�GHOD\��WKHQ�D�
creatinine kinase (CK) and thyroid stimulating hormone (TSH) should be considered for children with low 
or normal muscle tone and a brain magnetic resonance imaging (MRI) should be considered for children 
with increased tone/spasticity. But for the other, more routine medical screening recommendations, 
please refer to Bright Futures.1�$EEUHYLDWLRQV�RQ�WKH�:&9�IRUPV�DUH�DV�IROORZV�

CBC = complete blood count
CRP = c-reactive protein
Hgb = hemoglobin
NB = newborn
OGTT = oral glucose tolerance test
TMA� �WUDQVFULSWLRQ�PHGLDWHG�DPSOLȴFDWLRQ
TB = tuberculosis
TST = TB skin test

Physical Exam (PE) Sensory Screening (EPSDT Tasks #5 and #6)

Vision and hearing screening recommendations are presented on these WCV forms in a planned and 
periodic manner as recommended by the AAP/ Bright Futures and EPSDT guidelines. Based on the 
UHFRPPHQGDWLRQV� RI� $$3� SROLF\� VWDWHPHQWV�� SHHU�UHYLHZHG� DUWLFOHV� DQG� QDWLRQDO� H[SHUWV�� VSHFLȴF�
methods or tools have been suggested to enhance your ability to identify (and refer) children with 
YLVLRQ�DQG�KHDULQJ�SUREOHPV��:KHQHYHU�D�FKLOG�LV�LGHQWLȴHG�ZLWK�D�VXVSHFWHG�GHYHORSPHQWDO�EHKDYLRUDO�
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disorder, you should also consider a vision or hearing screening as part of that child’s assessment at 
DQ�HDUO\�UHWXUQ�RɟFH�YLVLW��7KHUH�LV�VSDFH�WR�FKHFN�RII�SUREOHPV�ZLWK�FRYHU�WHVWV��FRUQHDO�OLJKW�UHȵH[��
response to sounds. 
ALGO = brand name device for newborn hearing screening 
OAE = otoacoustic emissions
dB = decibels
Hz = hertz

Physical Exam (PE) (EPSDT Task #2)

It is crucial to remember that the large majority of children with developmental-behavioral problems 
will not have any overt dysmorphology. To identify medical conditions that contribute to developmental-
behavioral problems, the results of your developmental-behavioral and family psychosocial screens 
are essential. Your unclothed (per EPSDT guidelines) physical examination should include attention 
to the child’s growth parameters (including head circumference and shape), facial and other body 
G\VPRUSKRORJ\��H\H�ȴQGLQJV��H�J���FDWDUDFWV�LQ�YDULRXV�LQERUQ�HUURUV�RI�PHWDEROLVP���YDVFXODU�PDUNLQJV��
DQG�RWKHU�VLJQV�RI�QHXURFXWDQHRXV�GLVRUGHUV��H�J���FDI«�DX�ODLW�VSRWV�LQ�QHXURȴEURPDWRVLV��K\SRSLJPHQWHG�
PDFXOHV�LQ�WXEHURXV�VFOHURVLV���PXVFOH�VWUHQJWK��WRQH��SUHVHQFH�RI�DEQRUPDO�UHȵH[HV��DQG�GLVWXUEDQFH�
of movement. 

Blood pressure screening is an important part of the AAP/Bright Futures health supervision guidelines. 
Unfortunately, physicians and nurses frequently under-identify children with an elevated blood pressure 
in their well visit notes The blood pressure cut-offs provided in the vitals section of these WCV forms 
represent the lower limits for abnormal blood pressure ranges, according to age and gender. Any blood 
pressure reading equal to or greater than these values represent blood pressures in the prehypertensive, 
stage 1 hypertensive, or stage 2 hypertensive range and should be further evaluated by a physician. 
Blood pressure should also be diligently monitored whenever children are prescribed medication for 
$WWHQWLRQ�'HȴFLW�+\SHUDFWLYLW\�'LVRUGHU��$'+'��DQG�RWKHU�SV\FKLDWULF�FRQGLWLRQV�

The term “parent-child interactions” is bolded in order to remind practitioners to routinely observe 
and document parent-child interactions. Although this may have been accomplished with the BPCIS,   
when doing a physical exam on a child who has a history of being abused and/or neglected, parent-child 
interactions should alert you that something is seriously wrong with the family dynamics. “Other” is 
VSDFH�WR�QRWH�DGGLWLRQDO�ȴQGLQJV��$EEUHYLDWLRQV�LQFOXGH��

Wt = weight
Ht = height
HC = head circumference
BMI = body mass index
T (C) = temperature (Celcius)
HR = heart rate
RR = respiratory rate
BP = blood pressure
HEENT = head, ears, eyes, nose & neck, throat 
CV = cardiovascular 
ABD = abdomen 
GU = genital-urinary 
SMR = sexual maturity rating 
MSK = musculoskeletal
Neuro = (see Chapter 5 for details)

Assessment

7KLV�VHFWLRQ�VXPPDUL]HV�ȴQGLQJV�LQFOXGLQJ�KLVWRU\�RI�JURZWK��ZHLJKW�JDLQ��RU�ODFN�WKHUHRI��LQ�OLJKW�RI�
developmental/behavioral problems uncovered. Thou cannot treat what thou cannot identify!  These 
WCV forms intentionally guide practitioners away from routinely labeling children with the overly 
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used terms, “well child” or “normal growth and development.” Also commonly used is “WNL,” meaning 
“Within normal limits,” a term that often stands for “Would Not Look!” Many a child is not a “well child” 
(i.e., free of any health, developmental or behavioral conditions).  Falsely reassuring labels along with a 
SODQ�WR�MXVW�ȊZDLW�DQG�VHHȋ�DUH�LOO�DGYLVHG��7UHDWLQJ�SURPSWO\�LV�WKH�PRVW�EHQHȴFLDO�DSSURDFK��

Developmental delays, family psychosocial risk factors and other conditions such as hypertension are 
FRPPRQO\�XQGHU�LGHQWLȴHG�LQ�:&9�QRWHV�WRR��%\�HQFRXUDJLQJ�SHULRGLF�VFUHHQLQJ��WKHVH�:&9�IRUPV�JXLGH�
practitioners to more reliably and accurately identify developmental-behavioral conditions such as a 
“suspected developmental delay,” “higher risk for autism,” “suspected social-emotional/mental health 
disorder,” or “exposure to domestic violence.” 

Whenever a child was previously suspected to have a developmental-behavioral problem, it is helpful to 
review previous referral reports while tracking the child’s early intervention (EI) and special education 
eligibility status longitudinally over time.  

Act promptly on health-related issues. For these reasons, check boxes are provided to identify common 
conditions such as “overweight” (BMI > 85th and < 95th %tile), “obesity” (BMI > 95th %tile), “underweight” 
(BMI < 5th %tile), etc.  

$EEUHYLDWLRQV�LQFOXGH��
AGA = appropriate for gestational age
BW = birth weight
FTT = failure to thrive

A Special Note about Gathering a History and Assessing the Health Risk of Adolescents (11- to 
21-years). HEEADSSS (or HEADS on the well-visit forms) is a mnemonic used to structure the history 
gathering segment of the adolescent well-visit.  Evidence-based measures such as the Eating Disorder 
Screen for Primary Care (ESP), CRAFFT questionnaire, Pediatric Symptom Checklist-Youth Report (Y-PSC) 
DQG���HYLGHQFH�EDVHG��VXLFLGH�VSHFLȴF�TXHVWLRQV�DUH�HPEHGGHG�LQWR�WKH�+(($'666�IRUPDW�DV�SUH�YLVLW�
screens to reduce the length of the adolescent interview and leave more time for counseling. Most 
adolescent morbidity and mortality are related to behavior problems or unhealthy decision-making and, 
as such, are preventable. The home environment, especially parental involvement and attitudes also 
affect adolescent behavior and health outcomes and so, these issues are incorporated into the HEEADSSS 
interview or questionnaire.

Plan

This section is meant to work in conjunction with the “Guidance” section that follows. The Plan section 
includes space to indicate individualized recommendations for services, topics of advice given (e.g., 
VSHFLȴF�LQIRUPDWLRQ�KDQGRXWV��HWF����7KH�FKHFN�RII�ER[HV�WKDW�IROORZ�LQFOXGH�VRPH�RI�WKH�PRUH�FRPPRQ�
health, developmental-behavioral promotion activities, and service recommendations. (See Chapters 5 
and 7 for more information).

)RU�FKLOGUHQ���PRQWKV�WR���\HDUV��VWURQJO\�FRQVLGHU�LQFRUSRUDWLQJ�5HDFK�2XW�DQG�5HDG��525��LQWR�\RXU�
practice through which a developmentally age-appropriate book is given at every well-child visit. 
Although ROR’s milestones checklist is not a substitute for accurate screening, it is a helpful guide to 
observing parent-child interactions (e.g., it is exciting to walk into an exam room and see parents and 
children reading together). 

&RPPRQ�DEEUHYLDWLRQV�DUH�
EI = Early Intervention 
HS/EHS = Head Start/Early Head Start
ECE = early childhood program (usually daycare or preschool)
IU = International Units
MTV = multivitamin
PO = per os (Latin for “by mouth”)
ROR = Reach Out and Read
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Guidance (EPSDT Task #4)

This section is meant to work in conjunction with the “Plan” section above and focuses on the most 
common topics for anticipatory guidance and routine advice to parents given the age of the child. 

Immunizations (EPSDT Task #7) 

Check boxes are provided to remind practitioners to give vaccine counseling services (and to code 
appropriately for reimbursement).  Parents of children with developmental disabilities (e.g., autism) 
tend to intentionally decline immunizations and are therefore, at greater risk of vaccine-preventable 
illnesses.  Appropriate vaccine counseling is commonly needed for parents of children with 
developmental disabilities (or a positive family history of developmental disabilities). 

A box can be checked off whenever the “AAP Refusal to Vaccinate” form has been signed. For parents 
who intentional decline vaccinations as recommended by the AAP and Center for Disease Control 
�&'&���SUDFWLFHV�VKRXOG�FRQVLGHU�KDYLQJ�SDUHQWV�VLJQ�WKLV�IRUP��$EEUHYLDWLRQV�LQFOXGH�

EMR/EHR = electronic medical record/electronic health record 
CDC = Center for Disease Control

Follow-Up/Return

This section also asks practitioners to decide (i.e., “check the box”) if a routinely scheduled visit 
YHUVXV�DQ�HDUO\�UHWXUQ�RɟFH�YLVLW�LV�LQGLFDWHG���)RU�H[DPSOH��LQ�FKLOGUHQ���WR���\HDUV��LI�D�EURDG�EDQG�
developmental screen like the ASQ is found to be problematic, then practitioners should consider 
DGPLQLVWHULQJ�D�VXSSOHPHQWDO�VRFLDO�HPRWLRQDO�VFUHHQLQJ�WRRO�OLNH�WKH�$64�6(��$Q�DOWHUQDWLYH�
combination of measures capturing both developmental and social-emotional status is to use a 
FRPELQDWLRQ�RI�3('6�DQG�WKH�3('6�'0�DW�DQ�HDUO\�UHWXUQ�RɟFH�YLVLW��RU�UHIHUULQJ�WR�,'($�VHUYLFHV�
for more detailed assessment). Similarly, when the M-CHAT is found to be positive/problematic, a 
practitioner should make sure the M-CHAT follow-up interview is completed—either during the 
FXUUHQW�YLVLW��YLD�DQ�HDUO\�UHWXUQ�RɟFH�YLVLW�RU�PRVW�FRPPRQO\�E\�UHIHUUDO�WR�,'($�SURJUDPV��,I�SDUHQWV�
do not follow-up with a referral to Early Intervention, then the M-CHAT Follow-up Interview should 
EH�FRQGXFWHG�DW�WKH�QH[W�UHWXUQ�RɟFH�YLVLW��)ROORZ�XS�YLVLWV��EHWZHHQ�URXWLQHO\�VFKHGXOHG�ZHOO�FKLOG�
encounters, are also needed for monitoring medical conditions (e.g., elevated blood pressure, asthma, 
etc.). 

$EEUHYLDWLRQV�LQFOXGH��
OV� �RɟFH�YLVLW
SE = social-emotional 
ASD = autism spectrum disorder 

Implementation

Ideally, clinic staff should help parents/caregivers complete measures in advance and enter results into 
your electronic record or paper encounter form. Staff can also help gather parent/patient information 
hand-outs and referral information so that it is ready for you before you enter the exam room. A pre-
visit screening implementation system helps you to properly interpret screening tool results after your 
KLVWRU\�DQG�SK\VLFDO�H[DP��)RU�LQIRUPDWLRQ�RQ�H[SODLQLQJ�ȴQGLQJV�DQG�WUHDWPHQW�SODQV�WR�SDUHQWV��
please see Chapter 8.

*Items and Scoring for Screens Shown on the Back of Age-Appropriate Downloadable 
Well-Visit Templates 

Several of the well-visit templates shown in Appendix A refer to very brief, narrow-band measures 
useful for screening parental depression, adolescent substance abuse, parent-child interactions, etc. 
The items and scoring are shown below and are also included on the back of the downloadable well-
visit forms at the appropriate ages (www.pedstest.com/TheBook/AppendixA). 
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FPS Depression Scale
Target Ages: 1-month and again at 12-months

1) How often in the last week have you felt depressed?  0            1-2          3-4              5-7 days 

2) In the past year, have you had two weeks or more during which you felt sad, blue, or depressed, or lost pleasure 
in things that you usually cared about or enjoyed?        yes    no 

3) Have you had two or more years in your life when you felt depressed or sad most days, even if you felt okay 
sometimes?  yes    no 

FPS Scoring
Positive answers are: (1) 5 – 7 days,( 2) yes and (3) yes.
Two or more positive answers are considered a positive screen.

BPCIS (Critical Examiner Items)
Target Ages: 6-months and again at 15-months

Directions: Please circle the answers that correspond to your observations. You will need to use clinical judgment 
about some items (including asking parents questions). Note that item numbers correspond to the complete 
examiner version and its scoring (shown below). The parent report version of the BPCIS in English is shown in 
Chapter 10 and downloadable in English and Spanish atwww.pedstest.com/TheBook/Chapter10. 

1.  Parent plays with child and shows him or her things about toys. 
 Not likely/Not often       Sometimes               Often/ Likely

3. Parent talks to child mostly when child is crying. 
 Often/ Likely                 Sometimes                 Not likely/Not Often

4. Parent helps child learn new things.
 Not likely/Not Often      Sometimes               Often/ Likely

5. Parent reads children’s books to child.
 Not likely/Not Often      Sometimes               Often/ Likely

8. When child looks at or touches a toy or object, parent talks to him/her about the toy. 
 Not likely/Not Often      Sometimes            Often/ Likely 

����>OLU�JOPSK�SVVRZ�H[�VY�[V\JOLZ�ZVTL[OPUN��WHYLU[Z»�ÄYZ[�YLZWVUZL�PZ�¸5V�¹�
 Often/ Likely       Sometimes            Not likely/Not Often 

19. Parent faces child when talking with him or her. 
 Not Likely/Not Often      Sometimes             Often/ Likely 

20. Parent brings food, toys, diapers or other helpful child-support materials to the encounter. 
� 0UZ\MÄJPLU[�MVY�JOPSK»Z�ULLKZ� � ����������:\MÄJPLU[ 

BPCIS Scoring
Indicators of Resilience are: 
;̂ V�VY�TVYL�VM�[OL�MVSSV^PUN!�0[LTZ�������������HUZ^LYLK�^P[O�¸VM[LU�SPRLS`¹��¸H�TLU\KV¹���¸TVZ[S`�[Y\L¹�¸�LZ�
IHZ[HU[L�JPLY[V¹�

Indicators of Risk are:
Fewer than 2 positive answers from the above set of items/responses and/or two or more of these answers: 
�H��0[LTZ���HUK����HUZ^LYLK�HZ�¸VM[LU�SPRLS`¹��¸H�TLU\KV¹��VY�¸ZVTL[PTLZ¹��¸H�]LJLZ¹�
�I��0[LT�� �HUZ^LYLK�HZ�¸UV[�SPRLS`�UV[�VM[LU¹��¸5V�T\`�ZLN\PKV¹��VY�¸ZVTL[PTLZ¹��¸H�]LJLZ¹�
�J��0[LT����HUZ^LYLK�HZ�¸PUZ\MÄJPLU[¹��¸PUZ\ÄJPLU[L¹�
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HEEADSSS, CRAFFT and EPS Questionnaire and Scoring
Target Ages: 15-years and older 

HOME
  Do you think that your parent(s) or guardian(s) listen to you and take your feelings seriously? ☐�5V� ☐ Yes  

  Are you permitted in your home to make independent decisions?    ☐�5V� ☐ Yes

  Has you or anyone in your family ever been in counseling or had a mental health problem?    ☐�5V� ☐ Yes      

  Do you ever have family conversations at the table about how to cope with stress?                   ☐�5V� ☐ Yes

  Does anyone in your household smoke (including smoking outside)?                                        ☐�5V� ☐ Yes  

  How many guns are in your home?  ☐�5VUL��☐ >1      
 If >1, do you know how to get to the gun and its ammunition?     ☐�5V���☐ Yes

  Who do you talk to when things are not going well?____________________________________________________

EDUCATION
  School______________________________________________________________Grade  __________________
  Are you eligible for special education services?  ☐�5V���☐ Yes  
 If Yes, Do you have an IEP or 504 behavioral plan?  ☐�5V���☐ Yes 

  Any academic or homework concerns?________________________________

  Have you ever skipped classes or missed school?  ☐�5V���☐ Yes          

  Is anybody concerned about your behavior or attention span? _________________________________________ 

EATING  Eating Disorder Screen for Primary Care (ESP), >2 (+) items in bold = (+) screen 

���(YL�`V\�ZH[PZÄLK�^P[O�`V\Y�LH[PUN�WH[[LYUZ&�
 ☐ No ☐ Yes

2. Do you ever eat in secret? 
 ☐�5V� ☐ Yes

3. Does your weight affect the way you feel about yourself? 
 ☐�5V� ☐ Yes

4. Have any members of your family suffered with an eating disorder?
 ☐�5V� ☐ Yes

5. Do you currently suffer with or have you ever in the past suffered with an eating disorder?  
 ☐�5V� ☐ Yes

ACTIVITIES 

Getting at least 1 hour of physical activity per day?     ☐�5V������☐ Yes 
Screen time (except for homework) less than 2 hours per day? ☐�5V������☐ Yes 
Have friends, interests or participating in community activities? ☐�5V������☐ Yes
Any parental concerns about internet safety?      ☐�5V������☐ Yes

DRUGS: (M[LY�ÄYZ[�HZZ\YPUN�JVUÄKLU[PHSP[`��^P[O�[OL�WHYLU[Z�V\[ZPKL�[OL�L_HT�YVVT�¯

  Do you currently smoke cigarettes?  ☐�5V���☐ Yes 
 If yes, how many cigarettes do you smoke per day? ________packs per day

  SUBSTANCE ABUSE SCREENING (CRAFFT)  

    1. Drink any alcohol (more than a few sips). Do not count religious or family events.  ☐�5V� ☐ Yes    

    2. Smoke any marijuana or hashish?                    ☐�5V� ☐ Yes    

    3. Use anything else to get high (e.g., illegal drugs, OTC or prescription drugs, things that  
� `V\�ZUPMM�VY�¸O\MM¹�&� � � � � � � � � ☐�5V� ☐ Yes 
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���,]LY�YPKKLU�PU�H�*(9�KYP]LU�I`�ZVTLVUL��PUJS\KPUN�`V\YZLSM��^OV�^HZ�¸OPNO¹�VY�OHK�ILLU�\ZPUN� 
 alcohol or drugs?          ☐�5V��☐ Yes  

Then if “No” to items 1 - 4, then STOP.   If “Yes” to ANY then ask: 
���+V�`V\�L]LY�\ZL�HSJVOVS�VY�KY\NZ�[V�9,3(?��MLLS�IL[[LY�HIV\[�`V\YZLSM��VY�Ä[�PU&�� � ☐�5V��☐ Yes

���+V�`V\�L]LY�\ZL�HSJVOVS�KY\NZ�^OPSL�`V\�HYL�I`�`V\YZLSM��(365,&�� � � � ☐�5V��☐ Yes

7. Do you ever FORGET things you did while using alcohol or drugs?     ☐�5V��☐ Yes

���+V�`V\Y�MHTPS`�VY�-90,5+:�L]LY�[LSS�`V\�[OH[�`V\�ZOV\SK�J\[�KV^U�VU�`V\Y�KYPURPUN�VY�KY\N�\ZL&��� ☐�5V��☐ Yes

9. Have you gotten into TROUBLE while you were using alcohol or drugs?          ☐�5V��☐ Yes

Give 1 point for every “Yes” answer.

Interpretation

☐ CRAFFT score 0 or 1 £ brief advice ☐�5V�ZPNUZ�VM�HJ\[L�KHUNLY�VY�HKKPJ[PVU�£ Brief negotiated interview to stop

☐ CRAFFT >2  £ brief assessment £ ☐ Signs of addiction / CRAFFT >5 / daily or near daily use £ Refer to treatment 

     ☐ Signs of acute danger £ Make immediate intervention & contract for safety 

SAFETY 
  Do you feel you live in a safe place?   ☐�5V�����☐  Yes __________________________________________________                                           
  In the past year, have you ever felt threatened in your home or a relationship?      ☐�5V�������☐ Yes 
  How often do you use a seatbelt? ☐�5L]LY� ☐ Rarely ☐ Sometimes ☐ Often   ☐ Always  
  Any history of impaired (e.g. alcohol, marijuana, etc.) or distracted driving  
    (e.g. texting or talking on phone) ?   ☐�5V�������☐ Yes 

SEX
    Are you attracted to (circle answer):   males,   females,   both,   not sure
    Are any of your friends sexually active?                                      ☐�5V� ☐ Yes      
    Have you ever had any sexual experiences? (circle if:  oral, vaginal, anal)     ☐�5V� ☐ Yes 

SUICIDALITY/ Mental health (PSC or Y-PSC) screening  (Note: scoring is on the PSC or Y-PSC questionnaire)
      PSC or Y-PSC score:_____ ☐ ( - )  ☐ ( + )   (+) Subscales:   ☐ Internalization  ☐ Externalization  ☐ Attention 
      Do you ever see or hear things that aren’t there?     ☐�5V���☐ Yes      

      :\PJPKL�ZWLJPÄJ�ZJYLLUPUN  >1 (+) items are in bold = (+) screen 
       1. During the past 3 months, have you thought of killing yourself? ☐�5V� ☐ Yes    
       2. Have you ever tried to kill yourself?          ☐�5V� ☐ Yes
 

RefeReNCes
1. +DJDQ�-)��6KDZ�-6��'XQFDQ�30��HGV��%ULJKW�)XWXUHV��*XLGHOLQHV�IRU�+HDOWK�6XSHUYLVLRQ�RI�,QIDQWV��

&KLOGUHQ��DQG�$GROHVFHQWV���UG�HG��(ON�*URYH�9LOODJH��,/��$PHULFDQ�$FDGHP\�RI�3HGLDWULFV�������

2. Reach Out and Read. Literacy Milestones. www.reachoutandread.org. 

3. Centers for Disease Control. Learn the Signs. Act Early. www.cdc.gov/ncbddd/actearly/index.html.

4. Kaelber DC, Pickett F. Simple table to identify children and adolescents needing further 
evaluation of blood pressure. Pediatrics�����������H��������

5. Lannon CM, Flower K, Duncan P, Strazza Moore K, Stuart J, Bassewitz, J. The Bright Futures 
7UDLQLQJ�,QWHUYHQWLRQ�3URMHFW��,PSOHPHQWLQJ�6\VWHPV�WR�6XSSRUW�3UHYHQWLYH�DQG�'HYHORSPHQWDO�
Services in Practice. Pediatrics��������������H����H����
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498 Identifying and Addressing Developmental - Behavioral Problems

 
 
Well-Child Visit: 1st Week    Age:_______days 
CG’s Name:                  © Kevin Marks MD, 2012; Last Revised 2-15-2012 
 
 � Mom  �Grandparent 
Who is at the WCV?   � Dad  � Foster parent 
 � Sibling(s)  � Other Caregiver 

Health or feeding concerns?          

               

               

               

__________________________________________________ 
 
 
� Breastfeeding  q  ________ hrs,     __    min/side 
 
Position/ Latch & Suck? � Appropriate     � Problematic   
Nipple soreness?     � Yes    � No 
 
__________________________________________________ 
 
Breast pumping?_____________X qd  (~10 min after every 
feeding, q 2 hrs or 8-10X daily?)    

� Formula =             

     oz q  ____  hrs or      oz/day 

Elimination: BMs:______________ Voids:_______________ 

   
� Prenatal, delivery & neonatal history reviewed; see EMR       
 
(+) findings:________________________________________ 
 
Gest. Age________________wks       Preterm?  � Yes   � No   
� LBW         � SGA         � IUGR      
� LGA          � IDM              
� In Utero Exposure to:_______________________________ 
  
Administered: �  AAP Pediatric Intake Form/ Family           
(per AAP)             Psychosocial Screen (FPS) or  
                       �  Parent Screening Questionnaire (PSQ)  

          Updated in EMR 

     see FPS or PSQ________________________  

__________________________________________________ 

     see FPS or PSQ       ___ 

               

__________________________________________________ 

               
Tobacco exposure?  � Yes  � No              DV?  � Yes   � No 
 
 
1st newborn screen:  � Normal   � Results pending  
 
 
Red Reflex:              � Present bilaterally 
Corneal light reflex:  � Symmetrical  
Hearing behavior:     � Startles        � Calms to voice 
Newborn OAE or ALGO � Passed � Refer on R &/or L side(s)

       
                       Vitals & Growth Parameters 

T  C/ F ax/rect/tymp   P    R    BP      /   

HC  _   cm (  _%) Length         cm (   %)   

Wt   kg (birth wt   _ _  kg) wt / ht ratio      % 
 
GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               
GU                
Skin               
MSK/Spine              
Neuromotor             
Parent-Child Interaction           
Other:               
 
 
 
Growth: � Term             � _________ weeks preterm 

� AGA            � LBW, SGA or IUGR    � LGA 
  � Breastfed      � Formula fed                � Both 

� Feeding nl    � Feeding problems       �<10% BW 
 
Development & Behavior:           
       � Typical           � “At-risk”       � Automatically EI-eligible 
 
Icterus & Other: � Typical   � Jaundice  � EMR problem list             
                                                                        updated                       
 

               

               

               
Newborn well baby handout (Bright Futures: Infancy) 
� AAP SIDS Prevention handout  
� Vitamin D 400 IU PO qd (with iron if premature) 
� Electric breast pump  
� Lactation referral_________________________________ 
 
 
� Breastfeeding promotion; AAP recommended goal is 12 

months or longer but exclusive breastfeeding for the first 
4-6 months is ideal; wait 4-6 weeks to introduce pacifier 

� SIDS prevention: back to sleep position; firm mattress; no 
soft bedding, no pillows; sleep in same room as baby; 
smoke-free environment; crib w/ slats <2 3/8 inches apart 

� Family readiness: community resources can help! 
� Create nurturing routines; physical contact (holding, 

carrying and rocking) makes baby feel secure 
� Smoke free home & vehicle; avoid others with cold & flu 
 
 
� Hepatitis B vaccine given after birth; EMR updated 
 
 
� Next routine well-child visit  � Early return OV

 
History c 

EPSDT 
n Hx/Nutr/Devel 
o Unclothed PE 
p Labs 
q Health Educ 
r Vision Screen 
s Hearing Screen 
t Immunizations 
u Dental Referral 

Past Medical History (Dev-Behav. Risk Factors) c 

Nutrition / Activity c 

Family Hx  

Social Hx  

Meds, Allergies 

Medical Screening e 

PE d 

PE:  Sensory Screening gh 

Assessment  

Plan  

Follow up / Return  

Immunizations i 

Guidance f 
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Well-child Exam: 2-4 weeks      Age:_____ days  
CG’s name:                   © Kevin Marks MD, 2012; Last Revised 2-17-2012 

 
 � Mom  � Grandparent 
Who is at the WCV?   � Dad  � Foster parent 
 � Sibling(s)  � Other Caregiver 

Health or feeding concerns?          

               

               

               

               
 
 
� Breastfeeding  q  ________ hrs,     __    min/side 
 
Position/ Latch & Suck? � good        � problematic   
Nipple soreness?     � yes    � no 
 
_________________________________________________ 
 
Breast pumping:_____________X qd  (q 3-4 hrs or 8-10X qd?)    

� Formula =             

     oz q  ____  hrs or      oz/day 

Elimination: BMs:______________ Voids:_______________ 

 
  
� Prenatal, delivery & neonatal history reviewed in EMR    
    
(+) findings:________________________________________ 
 
Gest. Age________________wks       Preterm?  � Yes   � No   
� LBW          � SGA         � IUGR  
� LGA           � IDM              
� In-Utero Drug Exposure:____________________________ 
  
Administered:  � AAP Pediatric Intake Form/ Family        
                             Psychosocial Screen (FPS)  
                        �  Parent Screening Questionnaire (PSQ)  

                           Updated in EMR 

      see FPS or PSQ ____  ___  ___ 

__________________________________________________ 

      see FPS or PSQ________________________ 

               

__________________________________________________ 
Tobacco exposure?  � Yes   � No           DV?  � Yes   � No 
 
   1st NB Screen: � nl  � pending  

2nd NB Screen: � Lab slip given 
 
 
Red Reflex:            � Present bilaterally 
Corneal light reflex:� Symmetric  
Hearing behavior:  � Startles   � Calms to voice 
OAE or ALGO:   � Passed   � Referred on R &/or L side(s)

 
   Vitals & Growth Parameters 

T  C/ F ax/rect/tymp   P    R    BP      /   

HC  _   cm ( ____ %) Length   _     cm (  %)   

Wt   kg (birth wt   __   kg) wt / ht ratio      % 
 
GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               
GU                
Skin               
MSK/Spine              
Neuromotor             
Parent-Child Interaction           
Other:               
 
 
Growth: � Term           � _________ wks Preterm 
  � AGA      � SGA or IUGR         �LGA 
  � Breastfed       � Formula fed            � Both 

� Feeding typical    � Feeding problems  � FTT 
 
Development & Behavior:    
       � Typical          �  “At-risk”       � Automatically EI-eligible 
                  
Other: see updated EMR problem list 
 

               

               

__________________________________________________ 
2-4 wk WCV handout (Bright Futures: Infancy) 
� Positive parenting program & care coordination phone #  
Vitamin D 400 IU PO qd +/- iron (if breastfeeding or premature) 
� AAP SIDS Prevention handout 
� Electric breast pump 
� Lactation referral_________________________________ 
 
 
� Breastfeeding: AAP recommended goal is 12 mo or 

longer; exclusive breastfeeding for the first 4-6 mo is ideal 
� SIDS prevention; back to sleep position; firm mattress; no 

soft bedding, no pillows; sleep in same room as baby; 
smoke-free environment; crib w/ slats <2 3/8 inches apart 

� Newborn transition; develop feeding & sleeping routines; 
calm baby w/ hushing, stroking head or gentle rocking 

� Baby Blues: rest & sleep when baby sleeps; accept help 
from partner, family & friends; seek community resources 

� Get infant car seats checked by a certified technician 
� Hand washing, avoid crowds, buy a rectal thermometer 
 
 
� AAP, CDC or other vaccine handouts given  
 
 
� Next routine well-child visit   
� Early return OV

 
History c 

EPSDT 
n Hx/Nutr/Devel 
o Unclothed PE 
p Labs 
q Health Educ 
r Vision Screen 
s Hearing Screen 
t Immunizations 
u Dental Referral 

Past Medical History  (Dev-Behav.  Risk Factors) c 

Nutrition / Activity c 

Medical Screening e 

PE d 

PE:  Sensory Screening gh 

Assessment  

Plan  

Follow up / Return  

Immunizations i 

Guidance f Family Hx  

Social Hx  

Meds, Allergies 
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500 Identifying and Addressing Developmental - Behavioral Problems

 
 
Well-Child Visit: 2 months       Age________ mo 

CG’s name:                  © Kevin Marks MD, 2012; Last Revised 2-15-2012 
 
 � Mom  � Grandparent 
Who is at the WCV?   � Dad  � Foster parent 
 � Sibling(s)  � Other Caregiver 

Health or growth concerns?          

1.               

2.                

3.               

               

__________________________________________________ 
 
 
� Breastfeeding  q  ___ hrs,     _      min/side 
 
Position/ Latch & Suck? � Appropriate     � Problematic   
Nipple soreness?     � Yes    � No 
Pumping & Storing?   � Yes    � No 

� Formula =          _  

     oz q    hrs or      oz/day 

Elimination concerns?   � Yes � No 

               

                                                Concerns?_________________ 

__________________________________________________ 

Administered:    � ASQ       � PEDS        � PEDS:DM 

Interpretation: � Typical/ observe   � Atypical/ action needed 

Domains:     � expr. lang.   � recept. lang.   � cognitive    
of concern   � fine motor    � gross motor    � SE/ behavior 
        � self-help/ adaptive        � other 
 
�  Maternal mood disorder screen   Circle if:    ( + )  or  ( - ) 
Mother’s PCP, ob/gyn or midwife:  

                                   _______________________ 

Daytime nap routine?_________________________________ 

Awakenings/ night?__________________________________ 

              Updated in Problem List / EMR  

                ___ 

               

                               __________________________________ 

__________________________________________________ 
Tobacco exposure?  � Yes  � No     DV?  � Yes   � No   
 
 
1st Newborn Screen: � Normal � Abnormal 
2nd Newborn Screen: � Normal � Abnormal 
 
 
Red Reflex:   � Present bilaterally 
Corneal light reflex: � Symmetric  
Hearing:   � Startles  � Calms to voice 

 
   Vitals & Growth Parameters 

T  C/ F ax/rect/tymp   P    R    BP      /   

HC     cm (  %)  Length         cm (   %)   

Wt   kg ( ____    %) wt / ht ratio __ ___    % 
 
GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               
GU                
Skin               
MSK/Spine              
Neuromotor              
Parent-Child Interaction           
Other:               
 
 
 
Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above     
Other: see updated EMR problem list  
 

__________________________________________________ 

               

               

__________________________________________________ 

__________________________________________________ 
2 mo WCV handout (Bright Futures: Infancy) 
� Vitamin D 400 IU qd +/- iron (if breastfeeding or premature) 
� EI referral & care coordination phone # 
� Refer to positive parenting/ other community resource 
� Refer mother to mental health, PCP, ob/gyn or midwife  
 
 
� Breastfeeding maintenance; pumping & storing if returning 

to work or school; 8-12 feedings/ day; exclusive 
breastfeeding for first 4-6 months is ideal 

� Formula; prepare safely as directed; hold baby semi-
upright; don’t prop bottle; no bottle in bed 

� Postpartum depression is common; take time for self & 
partner; maintain social contacts; engage others to help 

� Talk with partner about family planning; discuss with PCP  
� Choose quality child care; recognize separation is hard 
� Tummy time while awake; strategies for fussy times 
� Maintain a regular sleep & feeding routine 
� Set home water temp<120o F; don’t leave baby in tub! 
 
 
Refer to EMR for vaccines administered, CDC handouts given 
� Vaccine counseling  
� Refusal to vaccinate AAP form signed 
 
 
� Next routine well-child visit  � Early return OV 

 
History c 

EPSDT 
n Hx/Nutr/Devel 
o Unclothed PE 
p Labs 
q Health Educ 
r Vision Screen 
s Hearing Screen 
t Immunizations 
u Dental Referral 

Dev./Behav./Learning c 

Nutrition / Activity c 

PMH, Meds, Allergies 

Medical Screening e 

PE d 

PE: Sensory Screening gh 

Assessment  

Plan  

Follow up / Return  

Immunizations i 

Guidance f 
Sleep  

Family History  

Social History  
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Well-child Exam: 4 months    Age:_________mo 

CG’s name:                   © Kevin Marks MD, 2012; Last Revised 2-22-2012 
 
 � Mom  � Grandparent 
Who is at the WCV?   � Dad  � Foster parent 
 � Sibling(s)  � Other Caregiver 

Health or growth concerns?          

1.               

2.               

3.               

__________________________________________________ 

__________________________________________________ 

Interval Hx?           _______ 
 
 
� Breastfeeding  q  _____ hrs,      ______   min/side 
Position/ Latch & Suck? � Appropriate     � Problematic   
Nipple soreness?     � Yes    � No 
Pumping & Storing?     � Yes                   � No  

� Formula =       _     

     oz q    hrs or      oz/day 

Iron-fortified cereal or food?  � No  � Yes________________ 

Elimination concerns?  � No  � Yes___________________ 

                                                     Concerns?_______________ 

__________________________________________________ 

Administered:    � ASQ       � PEDS        � PEDS:DM 

Interpretation: � Typical/ observe   � Atypical/ action needed 

Domains:     � expr. lang.   � recept. lang.   � cognitive    
of concern   � fine motor    �gross motor     � SE/ behavior 
        � self-help/ adaptive        �other 

�  Maternal mood disorder screen   Circle if:    ( + )  or  ( - ) 
Mother’s PCP, ob/gyn or midwife: 
           _______________________ 

Daytime nap routine?_________________________________ 

Awakenings/ night?__________________________________  

       Updated in Problem List / EMR  

                  

                         
__________________________________________________ 

__________________________________________________ 
Tobacco exposure?  � Yes  � No     DV?  � Yes    � No 
 
 
1st Newborn Screen: � normal � abnormal 
2nd Newborn Screen: � normal � abnormal 
 
 
Red Reflex:   � present bilaterally 
Corneal light reflex: � symmetric  
Hearing:   � startles � calms to voice 

 
   Vitals & Growth Parameters 

T  C/ F ax/rect/tymp   P    R    BP      /   

HC     cm (  %)  Length         cm (   %)   

Wt   kg (  ___   %)  wt / ht ratio  ____    % 
 
GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               
GU                
Skin               
MSK/Spine              
Neuromotor             
Parent-Child Interaction           
Other:               
 
 
 
Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: See EMR problem list  
 
 

__________________________________________________ 

__________________________________________________ 

               

               

               

               
4 mo WCV handout (Bright Futures: Infancy)  
� EI referral & care coordination phone #  
� Positive parenting support group or counseling 
� Vitamin D 400 IU qd +/- iron (if breastfeeding or premature) 
� Refer mother to post-partum mood d/o support group  
� Refer mother to mental health, PCP, ob/gyn or midwife  
 
 
� Exclusive breastfeeding during first 4-6 months is ideal 
� Introduce iron-fortified cereal or food when baby is ready 
� Rear-facing car seats; never put baby in front seat 
� Take time for self & partner; maintain social contacts 
� Make quality child care arrangements 
� Quiet reading & singing; “tummy time”/ active playtime 
 
 
Refer to EMR for vaccines given, CDC handouts given 
� Vaccine counseling  
� Refusal to vaccinate AAP form signed 
 
 
� Next routine well-child visit           
� Early return OV                
� SE (ASQ:SE) screening needed (per AAP)

 
History c 

EPSDT 
n Hx/Nutr/Devel 
o Unclothed PE 
p Labs 
q Health Educ 
r Vision Screen 
s Hearing Screen 
t Immunizations 
u Dental Referral 

Dev./Behav./Learning c 

Nutrition / Activity c 

PMH, Meds, Allergies 

Medical Screening e 

PE d 

PE:  Sensory Screening gh 

Assessment  

Plan  

Follow up / Return  

Immunizations i 

Guidance f 

Sleep  

Family Hx  

Social Hx  
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502 Identifying and Addressing Developmental - Behavioral Problems

 
 
Well-Child Visit: 6 months         Age________mo 
CG’s name:                   © Kevin Marks MD, 2012; Last Revised 2-22-2012 
 
 � Mom  �Grandparent 
Who is at the WCV?   � Dad  � Foster parent 
 � Sibling(s)  � Other Caregiver 

Health or growth concerns?          

1.               

2.               

3.               

               

Interval Hx?    _____         
 
 
Breastfeeding:  � Yes, on demand      � No         
Formula:            � Yes                          � No 

=             oz/ feeding, ______X qd 
 
Fe-rich cereal/ food 2x qd?   � Yes  � No 
Stage 1 solids?               � Yes  � No    
Fruit juice, sugars?                � Yes  � No 

Elimination concerns?           �Yes  � No 

               

  “         Concerns?_________________ 

__________________________________________________ 

Administered:  � ASQ  � PEDS   � PEDS:DM    

Interpretation: � Typical/ observe   � Atypical/ action needed 

Domains:     � expr. lang.    � recept. lang.    � cognitive    
of concern   � fine motor     � gross motor     �SE/ behavior 
        � self-help/ adaptive          � other 
 
�  Maternal mood disorder screen   Circle if:    ( - )  or  ( + ) 
 
Mother’s PCP, ob/gyn or midwife:_______________________ 

      No bottle in bed  don’t prop the bottle  avoid 
frequent breastfeeding qhs & over grazing  fluoride drops 

    Daytime routine?       ___ 

Awakenings/ night? __________________________________ 

  Updated in Problem List / EMR  

                  

               

     � BPCIS & discussed “resiliency” factors 

               

__________________________________________________ 
Tobacco exposure?  � Yes   � No              DV?  � Yes  � No 
 
 
Cover test: � No motion      Corneal light reflex: � Symmetric  
Hearing:    �  OAE (administer routinely if possible) 
                   �  Pass  � Refer  circle if on:  R and/or  L  side(s)

 
        Vitals & Growth Parameters 

T  C/ F ax/rect/tymp   P    R    BP      /   

HC     cm (  %)  Length         cm (   %)   

Wt   kg (    ___ %)  wt / ht ratio   ____   % 
 
GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               
GU                
Skin               
MSK/Spine              
Neuromotor             
Parent-Child Interaction           
Other:               
 
 
Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: see EMR problem list  
 
 

               

               

               

__________________________________________________ 
6 mo WCV handout (Bright Futures: Infancy) 
ROR book & literacy counseling                                                   
� AAP Choking Prevention & Child CPR handouts               
�  “Healthy Habits”/ obesity prevention handout  + counseling 
� EI referral & care coordination phone # 
� Positive parenting support group or counseling 
� Fluoride 0.25mg PO qd + MTV w/ iron & Vit D 400 IU PO qd 
 
 
� Car seats rear-facing until maximally allowed weight 
� Choking prevention; keep small objects & plastic bags 

away from baby; limit finger foods to soft bits  
� Don’t ever leave baby alone in a tub, high places 
� Don’t use an infant walker 
� Set home water temp <120 F; avoid burn risk (stoves, 

heaters, hot drinks); barriers around space heaters 
� Never leave baby alone in a tub or high places;  
� Do home safety check: gates at stairs; lock up or re-shelve 

cleaning products; avoid infant walkers;  
� Interactive & reciprocal play, talk & sing, read to baby daily 
 
 
Refer to EMR for vaccines given, CDC handouts given 
� Vaccine counseling 
� Refusal to vaccinate AAP form signed 
 
 
� Next routine well-child visit           � Early return OV  
� SE (ASQ:SE) screening needed (per AAP)

 
History c 

EPSDT 
n Hx/Nutr/Devel 
o Unclothed PE 
p Labs 
q Health Educ 
r Vision Screen 
s Hearing Screen 
t Immunizations 
u Dental Referral 

Dev./Behav./Learning c 

Nutrition / Activity c 

PMH, Meds, Allergies 

PE:  Sensory Screening gh 

Assessment  

Plan  

Follow up / Return  

Immunizations i 

Guidance f Dental j 

Sleep  

Family Hx  

Social Hx  

PE d 
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Well-Child Visit: 9 months         Age________ mo 
CG’s name:                           © Kevin Marks MD, 2012; Last Revised 2-22-2012 
 
 � Mom  � Grandparent 
Who is at the WCV?   � Dad  � Foster parent 
 � Sibling(s)  � Other Caregiver 

Health or growth concerns?          

1.               

2.                

3.                

               

Interval Hx?           ____  
 
 
Breastfeeding: � Yes, on demand         � No  
Formula:           � Yes                       � No 

=           _  oz/ feeding,_______Xqd 
Fe-rich cereal 2x qd?     � Yes � No 
Meats, fish, eggs, soy?     � Yes � No 
Vegetables, fruits?     � Yes � No 
Age-apropriate finger foods?   � Yes � No                                        
Fruit juice, sugar?        � Yes � No  

Elimination concerns?  � No  � Yes ____________________ 
           
                                                  
 
Concerns?_________________________________________
Broad-band developmental screening  (AAP recommended)  
Administered:    � ASQ       � PEDS        � PEDS:DM 

Interpretation: � Typical/ observe   � Atypical/ action needed 

Domains:     � expr. lang.   � recept. lang.   � cognitive    
of concern   � fine motor    � gross motor    � SE/ behavior 
        � self-help/ adaptive        � other 

      No bottle in bed  don’t prop the bottle  avoid 
frequent breastfeeding qhs & over grazing  fluoride drops 

      

__________________________________________________ 

       Updated in Problem List / EMR  

             _______ 

               

__________________________________________________ 

               
Tobacco exposure?  � Yes   � No            DV?  � Yes   � No 
 
 
� Cap Hemogram or HemoCue (If Hgb<11 or if high-risk     
     for iron deficiency, then venipuncture CBC, ferritin, CRP) 
� Blood lead level (if (+) lead screening questionnaire) 
 
 
Cover test:   � No motion 
Corneal light reflex: � Symmetric  
Hearing:   � Turns to voice � Startles 

 
        Vitals & Growth Parameters 

T  C/ F ax/rect/tymp   P    R    BP      /   

HC     cm (  %)  Length         cm (   %)   

Wt   kg (  ___   %)   wt / ht ratio  ____  _  % 
 
GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               
GU                
Skin               
MSK/Spine              
Neuro               
Parent-Child Interaction           
Other:               
 
 
 
Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: see EMR problem list  
 
 

__________________________________________________ 

__________________________________________________ 

               

               
9 mo WCV handout (Bright Futures: Infancy)  
ROR book & literacy counseling 
� AAP Home Safety Checklist given & reviewed 
�  “Healthy Habits” / obesity prevention handout  + counseling 
� EI referral & care coordination phone # 
� Positive parenting support group or counseling 
� Fluoride 0.25mg + MTV with iron & Vit D 400 IU qd PO qd 
 
 
� Home safety: review handout; be within arm’s reach near 

water, pools, bathtubs; Poison Control # at each 
telephone; don’t leave heavy objects or hot liquids/ soups/ 
oatmeal on tablecloth; rear facing car safety seat  

� Positive discipline; use distraction; limit the use of the 
word “no”; be a good role model; ask for help if DV ! 

� Talk / Sing / Read to baby;  play with cause and effect toys 
� Avoid TV & Media, not beneficial for children under 3 yrs 
 
 
Refer to EMR for vaccines given, CDC handouts given 
� Vaccine counseling 
� Refusal to vaccinate AAP form signed 
 
 
� Next routine well-child visit   
� Early return OV      
� SE screening  (ASQ:SE) needed  (per AAP)    
         

 
History c 

EPSDT 
n Hx/Nutr/Devel 
o Unclothed PE 
p Labs 
q Health Educ 
r Vision Screen 
s Hearing Screen 
t Immunizations 
u Dental Referral  

Dev./Behav./Learning c 

Nutrition / Activity c 

PMH, Meds, Allergies 

Medical Screening e 

PE d 

PE:  Sensory Screening gh 

Assessment  

Plan  

Follow up / Return  

Immunizations i 

Guidance f 

Dental j 

Family Hx  

Sleep 

Social Hx  
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504 Identifying and Addressing Developmental - Behavioral Problems

 

 
Well-Child Visit: 12 months        Age_______mo 

CG’s name:                   © Kevin Marks, MD 2012; Last Revised 2-22-2012 
 
 � Mom  � Grandparent 
Who is at the WCV?   � Dad  � Foster parent 
 � Sibling(s)  � Other Caregiver 

Health or growth concerns?          

1.                

2.                

3.                

               

__________________________________________________ 

__________________________________________________ 

Interval Hx?           _____  

 
 
Breastfeeding   � Yes   � No   
Cow’s milk      �Yes   � No    Whole or 2%?  ___   oz/day 
Fe-rich cereal/ foods 2x qd?    � Yes � No 
Meats, fish, eggs, soy protein?   � Yes � No 
Vegetables, fruits?      � Yes � No 
Age-appropriate finger foods?       � Yes � No                                

Fruit juice, sugar?               � Yes � No       

Elimination concerns?   � Yes  �No ____________________ 
                                                   
                                                    Concerns?_______________ 

__________________________________________________ 

Administered:    �  ASQ       �  PEDS        �  PEDS:DM 

Interpretation: � Typical/ observe   � Atypical/ action needed 

Domains:     � expr. lang.   � recept. lang.   � cognitive    

of concern   � fine motor    � gross motor    � SE/ behavior 
        � self-help/ adaptive        � other 

        Circle if: no bottle in bed � Brushing � Fluoride 

                           �  Refer to dentist per AAP & ADA    

                           �  Fluoride varnish + handout  

     _________________________________________ 

       Updated in Problem List / EMR  

   ________          

                       ______________________________________ 

               

__________________________________________________ 
Tobacco exposure?  � Yes   � No             DV?  � Yes  �No 

 
 
Cap Hemogram or HemoCue (If Hgb<11 or if high-risk for iron 
deficiency then venipuncture CBC, ferritin, CRP) 
� Blood lead level   
� TB Skin Test if at risk per TB questionnaire 
 
 

Red Reflex:   � Present bilaterally 
Corneal light reflex: � Symmetric  
Hearing:   � Turns to voice    � Startles 

 
   Vitals & Growth Parameters 

T  °C/°F ax/rect/tymp   P    R    BP __    /   

HC     cm (  %)  Length         cm (   %)   

Wt   kg (  ____   %)  wt / ht ratio  _ __   % 
 
GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               

GU                
Skin               
MSK/Spine              
Neuro               
Parent-Child Interaction           
Other:               
 
 

Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: See EMR problem list  
 
 

__________________________________________________ 

               

               

__________________________________________________ 
12 mo WCV handout (Bright Futures: Early Childhood)   
ROR book & literacy counseling 
�  “Healthy Habits” / obesity prevention handout  + counseling 
�  EI referral & care coordination phone # 
�  Positive parenting support group or counseling 
� Fluoride 0.25mg + MTV w/ iron & Vit D 600 IU PO qd 
 

Refer to Dentist____________________________________ 
 
 

� Consistent, positive discipline; use distractions; be a role 
model; make time for self, partner, friends;  

� Ask for help with domestic violence 
� Parenting support or education groups; maintain or extend 

ties with community; parent-toddler playgroups 
� Rear-facing car seats until maximum allowable weight 
� Reminder to complete AAP home safety checklist 
� Brush teeth 2x daily with soft toothbrush & water 
� Bedtime routine w/ quiet time, singing, reading; 1 nap/day 
 

 
Refer to EMR for vaccines given, CDC handouts given 
� Vaccine counseling 
� Refusal to vaccinate AAP form signed 
 
 

� Next routine well-child visit              
� Early return OV     
�  SE (ASQ:SE) screening needed  (per AAP) 

 

History �  

EPSDT 
	 Hx/Nutr/Devel 


 Unclothed PE 
� Labs 
� Health Educ 

 Vision Screen 
� Hearing Screen 
� Immunizations 

� Dental Referral 

Dev./Behav./Learning �  

Nutrition / Activity �  

Dental �  

Sleep  

PMH, Meds, Allergies 

Medical Screening �  

PE �  

PE:  Sensory Screening ��  

Assessment  

Plan  

Follow up / Return  

Immunizations �  

Guidance �  

Family Hx  

Social Hx  
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Well-Child Visit: 15 months       Age______mo 

CG’s name:                   © Kevin Marks MD, 2012; Last Revised 2-17-2011 
 
 � Mom  � Grandparent 
Who is at the WCV?   � Dad  � Foster parent 
 � Sibling(s)  � Other Caregiver 

Health or growth concerns?          

1.               

2.               

3.                

               

Interval Hx?           _____  
 
 

Breastfeeding  � Yes   � No  
Cow’s milk?     � Yes  � No    Whole or 2%?      oz/day 
Fe-rich cereal 2x qd?       � Yes � No 
Meats, fish, eggs, soy?            � Yes � No 
Vegetables, fruits?               � Yes � No 
Age-appropriate finger foods?   � Yes � No                                                                                           
Fruit juice, sugars?                    � Yes � No  

Elimination concerns? � Yes   � No ____________________ 

   
                                                    Concerns?_______________ 
 
__________________________________________________  
Administered:  �  ASQ    �  PEDS    �  PEDS:DM 
 
Interpretation: � Typical/ observe    � Atypical/ action needed 
Domains:        � expr. lang.   � recept. lang.   � cognitive    

of concern      � fine motor    � gross motor    � SE/ behavior 
        � self-help/ adaptive           � other  

Administered:  � ASQ:SE  Circle if:  ( + )  or  ( - )      

Administered: �  Parent mood d/o screen Circle if:  ( + ) or ( - ) 

       Circle if:  No bottle in bed ; Brushing;  Fluoride 
                         � Referred to dentist    

                         �  Fluoride varnish + handout  

   __________________________________________ 

                                             Updated in Problem List / EMR 

          � BPCIS + discussed “resiliency” factors 

__________________________________________________ 

__________________________________________________ 

               
Tobacco exposure?  � Yes   � No             DV?  �Yes  � No 

 
 
� Cap Hemogram or HemoCue (If Hgb<11 or if high-risk for 
iron defic. then venipuncture CBC, ferritin, CRP) 
� Blood lead level   
� TB Skin Test if at risk per TB questionnaire 
 
 

Cover test:                  � No motion      
Corneal light reflex:    � Symmetric  
Hearing:                     � Turns to voice    � Startles

 
     Vitals & Growth Parameters 

T  °C/°F ax/rect/tymp   P    R    BP      /   

HC     cm (  %)  Length         cm (   %)   

Wt   kg (  ___   %)  wt / ht ratio   ____   % 
 
GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               

GU                
Skin               
MSK/Spine              
Neuro               
Parent-Child Interaction           
Other:               
 
 

Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: see EMR problem list  
 
 

__________________________________________________ 

__________________________________________________ 

__________________________________________________ 

               

__________________________________________________ 
15 mo WCV handout (Bright Futures: Early Childhood)  
ROR book & literacy counseling 
�  “Healthy Habits” / obesity prevention handout + counseling 
�  EI referral & care coordination phone # 
�  Positive parenting support group or counseling  
� Fluoride 0.25mg + MTV w/ iron & Vit D 600 IU PO daily 

� Refer caregiver to mental health provider or PCP 
 
 

� Praise for good behavior; using distractions; choices with 
2 options; discipline for teaching/protecting (not punishing) 

� Talk about what you see; use simple clear words & 
phrases to describe pictures in books; read daily 

� Anticipate “stranger anxiety” (reflective of cognitive gains) 
� If night awakenings occur, reassure briefly & give stuffed 

animal or blanket for self-consolation; no bottle in bed 
� Review home safety:remove  or lock up poisions, cleaning 

supplies; set hot water <120
o
F; install smoke detectors; 

keep hot liquids, lighters, matches out of reach 

 
 
Refer to EMR for vaccines given, CDC handouts given 
� Vaccine counseling 
� Refusal to vaccinate AAP form signed 
 
 
� Next routine well-child visit            � Early return OV        
�  SE (ASQ:SE) screening needed  (per AAP) 

 

History �  

EPSDT 
	 Hx/Nutr/Devel 


 Unclothed PE 
� Labs 
� Health Educ 

 Vision Screen 
� Hearing Screen 
� Immunizations 

� Dental Referral 

Dev./Behav./Learning �  

Nutrition / Activity �  

Dental �  

Sleep  

PMH, Meds, Allergies 

Medical Screening �  

PE �  

PE:  Sensory Screening ��  

Assessment  

Plan  

Follow up / Return  

Immunizations �  

Guidance �  

Family/Social Hx  
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��� Identifying and Addressing Developmental - Behavioral Problems

 

 
Well-Child Visit: 18 months     Age______mo 

CG’s name:                   © Kevin Marks MD, 2012; Last Revised 2-22-2012 
 
 � Mom  � Grandparent 
Who is at the WCV?   � Dad  � Foster parent 
 � Sibling(s)  � Other Caregiver 

Health or growth concerns?          

1.               

2.               

3.                

               

Interval Hx?           _____  
 
 

Breastfeeding  � Yes   � No  
Cow’s milk?     � Yes  � No    Whole or 2%?      oz/day 
Fe-rich cereal 2x qd?       � Yes � No 
Meats, fish, eggs, soy?            � Yes � No 
Vegetables, fruits?               � Yes � No 
Age-appropriate finger foods?   � Yes � No                                                                                           
Fruit juice, sugars?                    � Yes � No  

Elimination concerns? � Yes   � No ____________________ 

   
                                                    Concerns?_______________ 
 
__________________________________________________ 
General developmental & ASD screenings (per AAP) 
Administered:    �  ASQ       �  PEDS        �  PEDS:DM 
 
Interpretation: � Typical/ observe    � Atypical/ action needed 

Domains:        � expr. lang.   � recept. lang.   � cognitive    
of concern      � fine motor    � gross motor    � SE/ behavior 

        � self-help/ adaptive           � other  

Administered:  �  M-CHAT circle if:  ( + )  or  ( - )     �  Other 

       Circle if:  No bottle in bed ; Brushing;  Fluoride 
                         � Referred to dentist    

                         �  Fluoride varnish + handout  

   __________________________________________ 

                                             Updated in Problem List / EMR 

   ________          

               

__________________________________________________ 

               
Tobacco exposure?  � Yes   � No             DV?  �Yes  � No 

 
 
� Cap Hemogram or HemoCue (If Hgb<11 or if high-risk for 
iron defic. then venipuncture CBC, ferritin, CRP) 
� Blood lead level   
� TB Skin Test if at risk per TB questionnaire 
 
 

Cover test:   � No motion 
Corneal light reflex:   � Symmetric  
Hearing:   � Turns to voice    � Startles 
 

 
     Vitals & Growth Parameters 

T  °C/°F ax/rect/tymp   P    R    BP      /   

HC     cm (  %)  Length         cm (   %)   

Wt   kg (  ___   %)  wt / ht ratio   ____   % 
 
GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               

GU                
Skin               
MSK/Spine              
Neuro               
Parent-Child Interaction           
Other:               
 
 

Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: see EMR problem list  
 
 

__________________________________________________ 

__________________________________________________ 

__________________________________________________ 

               

               
18 mo WCV handout (Bright Futures: Early Childhood)  
ROR book & literacy counseling 
�  “Healthy Habits” / obesity prevention handout + counseling 
�  EI referral & care coordination phone # 
�  Positive parenting support group or counseling  
�  Refer for multi-speciality dev-behav. evaluation  

� Fluoride 0.25mg + MTV w/ iron & Vit D 600 IU PO daily 
 
 

� Praise for good behavior; consistent, calm, immediate 
discipline; choices with 2 options; reinforce limits 

� Talk about what you see; use simple words to describe 
pictures in books; teach words about feelings; read daily 

� Anticipate anxiety/clingy behavior in new situations 
� No bottle in bed; consistent bedtime & waking up routine 
� Home safety: stair gates; operable window guards if >2nd 

story room; prevent burns; install smoke detectors 
 
 

Refer to EMR for vaccines given, CDC handouts given 
� Vaccine counseling 
� Refusal to vaccinate AAP form signed 
 
 

� Next routine well-child visit             
� Early return OV        
�  SE (ASQ:SE) screening needed  (per AAP) 
�  ASD assessment/ M-CHAT Follow-up Interview needed  

 

History �  

EPSDT 
	 Hx/Nutr/Devel 


 Unclothed PE 
� Labs 
� Health Educ 

 Vision Screen 
� Hearing Screen 
� Immunizations 

� Dental Referral 

Dev./Behav./Learning �  

Nutrition / Activity �  

Dental �  

Sleep  

PMH, Meds, Allergies 

Medical Screening �  

PE �  

PE:  Sensory Screening ��  

Assessment  

Plan  

Follow up / Return  

Immunizations �  

Guidance �  

Family Hx  

Social Hx  
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Well-child Exam: 24 – 30 months   Age______mo   

CG’s name:                   © Kevin Marks MD, 2012; Last Revised 2-22-2012 

 
 � Mom  � Grandparent 
Who is at the WCV?    � Dad  � Foster parent 
 � Sibling(s)  � Other Caregiver 

Health or growth concerns?          

1.                

2.                

3.                

               

__________________________________________________ 

Interval Hx              
 

 
Breastfeeding? � Yes    � No     
Cow’s milk?      � Yes    � No   Whole or 2%?      oz/day 

Other calcium-rich foods?        � Yes � No 
Fe-rich cereal 2x qd?              � Yes � No 
Meats, fish, proteins?              � Yes � No 
Vegetables, fruits?              � Yes � No                         
Fruit juice, sugar?              � Yes �No     

       
Elimination concerns? �  No � Yes _____________________ 
  
 
Concerns__________________________________________ 
General developmental  & ASD screenings (per AAP) 
Administered:    �  ASQ       �  PEDS        �  PEDS:DM 
 

Interpretation: � Typical/ observe     � Atypical/ action needed 
 
Domains:        � expr. lang.   � recept. lang.   � cognitive    
of concern      � fine motor    � gross motor    � SE/ behavior 

        � self-help/ adaptive           � other  

Administered:  �  M-CHAT circle if  ( + )  or  ( - )    �  Other     

Circle if: brushing 2x daily � Fluoride � Flossing         

�  Fluoride Varnish + handout  
 

Dentist � referred to  � has seen:_____________________ 

    ________        _______      

       Updated in Problem List / EMR  

               

               

               
Tobacco exposure?  � Yes  � No              DV?  � Yes  � No 

 

� Cap Hemogram or HemoCue (If Hgb<11 or if high-risk for 
iron deficiency then venipuncture CBC, ferritin, CRP) 
� Blood lead level  
 
 
Cover test:   � no motion 
Corneal light reflex:   � symmetric  

Hearing:   � turns to voice       � startles 

 
    Vitals & Growth Parameters 

T  °C/°F ax/rect/tymp   P    R    BP      /   

Ht  __   cm (  ___%)  Wt  _ kg ( _______ %)  

BMI   ___   % 
 
GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               

GU                
Skin               
MSK/Spine              
Neuro               
Parent-Child Interaction           
Other:               
 
 

Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: see EMR problem list  
 

__________________________________________________ 

               

               

               

2 yr WCV handout (Bright Futures: Early Childhood)  
ROR book & literacy counseling 
�  “Healthy Habits”/ obesity prevention handout + counseling  
�  EI referral & care coordination phone # 
�  Positive parenting support group or counseling 
�  Refer for multi-speciality dev-behav. evaluation 
� Fluoride 0.25mg PO qd + MTV w/ iron & Vit D 600 IU qd 
 
 

� Model appropriate language, praise good behavior 
� Read every day, go to the library 
� Limit TV/Media to 1-2 hrs/ day, be active as a family 
� Smoke detectors on every level, test monthly & check 

batteries annually; fire escape plan; matches out of sight 
� Stay within arms reach near water, pools, bathtub, toilet 
� Supervise outside around cars, in streets 
� Prevent burns; smoke detectors, sensible sun exposure 
� Toilet training guidance; begin when child can be dry x 2 

hrs, knows difference b/t/n wet & dry, can pull pants down 
& up, can indicated bowel movement 

 

 
Refer to EMR for vaccines given, CDC handouts given 
� Refusal to vaccinate AAP form signed 
� Vaccine counseling  
 
 

� Next routine well-child exam           � Early return OV      
�  SE (ASQ:SE) screening needed  (per AAP) 
�  ASD assessment/ M-CHAT Follow-up Interview needed 

 

History �  

EPSDT 
	 Hx/Nutr/Devel 


 Unclothed PE 
� Labs 
� Health Educ 

 Vision Screen 
� Hearing Screen 
� Immunizations 

� Dental Referral 

Dev./Behav./Learning �  

Medical Screening �  

PE �  

PE:  Sensory Screening ��  

Assessment  

Plan  

Nutrition / Activity �  

Follow up / Return  

Immunizations �  

Guidance �  Dental �  

Sleep  

Family/ Social Hx  

PMH, Meds, Allergies 
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508 Identifying and Addressing Developmental - Behavioral Problems

 

 
Well-child Exam: 3 years     Age________ mo 

CG’s name:                   © Kevin Marks MD, 2012; Last Revised 2-22-2011 
 
 � Mom  � Grandparent 
Who is at the WCV?    � Dad  � Foster parent 
 � Sibling(s)  � Other Caregiver 

Health or growth concerns?          

1. ________________________________________________ 

2.               

3.               

__________________________________________________ 

Interval Hx              
 

Healthy portion sizes?                � Yes � No 

Fruits & Veggies: 5 servings / day?    � Yes � No 
Dairy or calcium-rich foods: 800 mg day?  � Yes � No 
Meats, leafy greens, iron-rich cereals?   � Yes � No 
Foods high in sugar, trans & saturated fats?          � Yes � No 

Elimination concerns?  _______________________________  

Screen time / day? __________________________________                                                                                                      

             Concerns?_________________ 

__________________________________________________    

Administered:    � ASQ       � PEDS        � PEDS:DM 

Interpretation: � Typical/ observe    � Atypical/ action needed 

Domains:     � expr. lang.   � recept. lang.   � cognitive    
of concern   � fine motor    � gross motor    � SE/ behavior 

      � self-help/ adaptive        � other 

                  Circle if: Brushing 2x daily � Fluoride � Flossing 

 
Dentist � referred to  � has seen:_____________________  

    Bedtime problems � Excessive daytime sleepiness 

�Awakenings in pm � Regularity & duration of sleep � Snoring 

“BEARS”__________________________________________    

       Updated in Problem List / EMR  

   _______________________________________ 

__________________________________________________ 

               

__________________________________________________ 

Tobacco exposure?  � Yes  � No             DV?  � Yes   � No 
         (2-4 yrs per EPSDT, AAP)   

Vision:            R __  / _____    Stereopsis (Random Dot E 
Monocular          or stereogram)  � Pass > 4/5      
distance acuity   L______/_______      � Fail   < 3/5 

  
� Pass      � Refer     � Uncooperative   

Hearing:  (OAE indicated if (+) risk assessment per AAP) 

AOE  � Pass     � Refer on  Circle if   R   and/or  L side(s)           
                                     

 
   Vitals & Growth Parameters 

T  °C/°F ax/rect/tymp   P    R    BMI  ___   % 

Ht  ____ cm ( ____ %)  Wt  _kg ( ___ %)  

BP________/_________         90
th

%tile:  M 100/59    F 100/61 
 
GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               

GU                
Skin               
MSK/Spine              
Neuro               
Parent-Child Interaction           
Other:               
 
 

 
Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: See EMR problem list  
 
 

__________________________________________________ 

__________________________________________________ 

__________________________________________________ 

__________________________________________________ 
3 yr WCV handout (Bright Futures: Early Childhood)   
ROR book & literacy counseling 
� “Healthy Habits” / obesity prevention handout  + counseling 
�  ECSE referral + care coordination phone # 
�  Positive parenting support group or counseling 
�  Head Start/ other high-quality preschool recommended  

� Fluroride 0.5mg PO qd + MTV w/ iron & Vit D 600 IU qd 
 
 

� Enroll in high-quality preschool or Head Start program 
� Encourage pretend play games with appropriate toys 

� Show affection; handle anger constructively; reinforce 
limits; model appropriate behavior; time for self & partner 

� Talk about pictures in books; encourage child to talk 
� Limit TV/Media to 1-2 hrs/ day; no media in bedroom 
� Car seat until max allowable wt & ht; ride in back seat 
� Supervise closely near streets & driveways 
�  Remove guns from home or store unloaded and locked 
 

       
Refer to EMR for vaccines given, CDC handouts given 
� Vaccine counseling 
� Refusal to vaccinate AAP form signed 
 
 

� Next routine well-child visit           
� Early return OV     
�  SE (ASQ:SE) screening needed (per AAP) 

 

History �  

EPSDT 
	 Hx/Nutr/Devel 


 Unclothed PE 
� Labs 
� Health Educ 

 Vision Screen 
� Hearing Screen 
� Immunizations 

� Dental Referral 

Dev./Behav./Learning �  

PE �  

PE:  Sensory Screening ��  �  

Assessment  

Plan  

Nutrition / Activity �  

Follow up / Return  

Immunizations �  

Guidance �  

Dental �  

Sleep  

Family Hx  

PMH, Meds, Allergies 

Social Hx  
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Well-child Exam: 4 years       Age__________yrs 

CG’s name:                                    © Kevin Marks MD, 2012; Last Revised 2-17-2012 
 
          � Mom       � Grandparent 
Who is at the WCV?             � Dad       � Foster parent 
Health or Growth Concerns?   � Sibling(s) � Other Caregiver 

1.               

2.               

3.               

Interval Hx              
 
                                  “5-2-1-0”  
5: Fruits & Veggies: 5 servings / day?   � Yes  � No 
2: Less than 2 hrs of screen time/ day?   � Yes  � No  
1: Activity/ exercise  >1 hr/ day     � Yes  � No 
0: Zero servings per day of sweetened drinks? � Yes  � No 
     Dairy or calcium-rich foods: 800 mg day?  � Yes  � No 

     Meats, leafy greens, iron-enriched cereals? � Yes  � No  
     Foods high in sugar, trans & saturated fats?    � Yes  �No    
                                                                                      
Elimination concerns?  _______________________________  
 
                                      
Concerns?_________________________________________ 
 “Kindergarten readiness” screening (per AAP)  
 

Administered:  �  ASQ   �  ASQ:SE   �  PEDS  �  PEDS:DM     
 
Interpretation:  � Typical/ observe    � Atypical/ action needed 
Domains:     � expr. lang.   � recept. lang.   � cognitive    
of concern   � fine motor    � gross motor    � SE/ behavior 
              � self-help/ adaptive  � pre-math  � pre-reading              

     Bedtime problems � Excessive daytime sleepiness 

�Awakenings in pm � Regularity & duration of sleep � Snoring 

“BEARS”__________________________________________ 

              Circle if: Brushing 2x daily � Fluoride  � Flossing 

Dentist � referred to  � has seen:_____________________  

       Updated in Problem List / EMR  

         ________    

                      _______________________________________ 

__________________________________________________ 

               
Tobacco exposure?  � Yes  � No              DV? � Yes   � No 
           

Vision:            R __  / ____    Stereopsis (Random Dot E 
Monocular          or stereogram) � Pass > 4/5          
distance acuity   L______/_______     � Fail   < 3/5 
  
� Pass      � Refer     � Uncooperative   

Hearing:  R  ____  @ ____db   L       __        @ ____ db    
(with pure tone audiometry, 500 to 4000 Hz)                                    
 

� Pass      � Refer      � Uncooperative so OAE needed 

 
    Vitals & Growth Parameters 

T  °C/°F ax/rect/tymp   P    R    BMI  __   % 

Ht  _   cm ( ____ _%) Wt   kg ( ____ %)  

BP  _   _ /  ____                       90
th

%tile: M 102/ 62 
                                                                        F  101/ 64 

GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               
GU                
Skin               
MSK/Spine              

Neuro               
Parent-Child Interaction           
Other:               
 
 
 
Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: see EMR problem list  

 

__________________________________________________ 

               

               

__________________________________________________ 
4 yr WCV handout  (Bright Futures: Early Childhood) 
ROR book & literacy counseling 
�  “Healthy Habits” / obesity prevention handout  + counseling 

� Fluoride 0.5mg + MTV w/ iron & Vit D 600 IU PO qd 
�  ECSE referral + care coordination phone #  
�  Head Start/ other high-quality preschool recommended 
 
 
� Kindergarten readiness: encourage high-quality preschool/ 

Head Start; pre-math, pre-reading, writing skills at home 
� Reading daily; encourage letter and word recognition 

� Calm bedtime ritual; mealtimes should be without TV  
� Expect child to be curious about their body; use correct 

terms, answer the child’s questions 
� Saftey: ride in back in car safety seat until child reaches 

highest weight or height allowed by manufacturer, then 
switch to a belt-positioning booster seat 

� Limit TV/ media 1-2 hrs qd; no TV in bedroom 
 

 
Refer to EMR for vaccines given, CDC handouts given 
� AAP “Refusal to Vaccinate” form signed 
� Vaccine counseling 
 
 
� Next routine well-child visit          
� Early return OV   
� SE (ASQ:SE) screening needed (per AAP) 

� Follow-up ADHD assessment needed 

 

History �  

EPSDT 
	 Hx/Nutr/Devel 


 Unclothed PE 
� Labs 
� Health Educ 

 Vision Screen 
� Hearing Screen 
� Immunizations 

� Dental Referral 

PE �  

Assessment  

Plan  

Dev./Behav./Learning �  

PE:  Sensory Screening �  ��  

Nutrition / Activity �  

Follow up / Return  

Immunizations �  

Guidance �  

Dental 

�  

Sleep  

Family Hx  

PMH, Meds, Allergies 

Social Hx  
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510 Identifying and Addressing Developmental - Behavioral Problems

 

 
Well-child Exam: 5 - 6 years      Age_________yrs 

CG’s name:                   © Kevin Marks MD 2012; Last Revised 2-22-2012 
 
 � Mom  � Grandparent 
Who is at the WCV?    � Dad  �  Foster parent 
 � Sibling(s)  � Other Caregiver 

 
Health or growth concerns?          

1.               

2.               

3.               

__________________________________________________ 

__________________________________________________ 

Interval Hx              

 
                                  “5-2-1-0”  
5: Fruits & Veggies: 5 servings / day?   � Yes  � No 
2: Less than 2 hrs of screen time/ day?   � Yes  � No  
1: Activity/ exercise  >1 hr/ day     � Yes  � No 
0: Zero servings per day of sweetened drinks? � Yes  � No 
     Dairy or calcium-rich foods: 800 mg day?  � Yes  � No 
     Meats, leafy greens, iron-enriched cereals? � Yes  � No  

     Foods high in sugar, trans & saturated fats?    � Yes  � No    
                                                                                      
Elimination concerns?  _______________________________   
 

Concerns?_________________________________________ 

 Social-Emotional/ mental health screening (per AAP) 
  
Administered:  �  ASQ:SE    � PEDS    � PEDS:DM     
Interpretation:  �  Typical     �  Atypical/ action needed 

          Bedtime problems � Excessive daytime sleepiness 

�Awakenings in pm � Regularity & duration of sleep � Snoring 

“BEARS”__________________________________________ 

               Brushing 2x daily � Fluoride  � Flossing 

Dentist � referred to  � has seen:_____________________  

       Updated in Problem List / EMR  

   _________          

__________________________________________________ 

__________________________________________________ 

               
Tobacco exposure?  � Yes  � No              DV? � Yes   � No 
           

Vision:            R __  / ____    Stereopsis (Random Dot E 
Monocular          or stereogram) � Pass > 4/5           

distance acuity   L______/_______     � Fail   < 3/5 
  
� Pass      � Refer     � Uncooperative   

Hearing:  R  ____  @ ____db   L       __        @ ____ db    
(with pure tone audiometry, 500 to 4000 Hz)                                    
 
� Pass      � Refer      � Uncooperative so OAE needed  

 
    Vitals & Growth Parameters 

T  °C/°F ax/rect/tymp   P    R    BMI  __   % 

Ht  _   cm ( ____ _%) Wt   kg ( ____ %)  

BP  _   _ /  ____         90
th

%tile: M 104-105/ 65-68 
                                                         F  103-104/ 66-68 
GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               

GU                
Skin               
MSK/Spine              
Neuro               
Parent-Child Interaction           
Other:               
 
 

Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: see EMR problem list  
 
__________________________________________________ 

               

               

               

5-6 yr WCV handout  (Bright Futures: Middle Childhood) 
ROR book & literacy counseling (ends at 5 yrs) 
Child “Healthy Habits” / obesity prevention handout  
� Fluoride 0.5mg PO qd + MTV w/ iron & Vitamin D 600 IU qd 
�  ECSE referral + care coordination phone # (needs IEP?) 
�  Mental health community referral  
 
 

� Prepare for kindergarten/ school; tour school; attend back 
to school events; be sure after-school care is safe, 
positive; talk school experiences; teasing is not ok 

� Reading nightly; word recognition, simple sentences 
� Use discipline for teaching, not punishing 
� Saftey: teach safe street habits, bike helmets, pads 
� Saftey: swimming lessons, supervise around water 
� When to switch to a booster seat, ride in back seat 
� Teach 3 safety rules around adults: (1) no adult should tell 

a child to keep a secret from parents, (2) no adult should 
be interested in private parts, (3) no adult should ask a 
child for help with his/her private parts (but explain to the 
child what “privates” means) 

� Limit TV/ Media to 1-2 hrs qd; no TV in bedroom 
 

   CDC handouts given, refer to EMR 
    � Vaccine counseling 

                                        � AAP refusal to vaccinate form 
 
 
� Next routine well-child visit            
� Early return OV   
�  Follow-up ADHD assessment needed 

 

History �  

EPSDT 
	 Hx/Nutr/Devel 


 Unclothed PE 
� Labs 
� Health Educ 

 Vision Screen 
� Hearing Screen 
� Immunizations 

� Dental Referral 

PE �  

Assessment  

Plan  

Dev./Behav./Learning �  

PE:  Sensory  Screening �  
��  

Nutrition / Activity �  

Follow up / Return  

Immunizations �  

Guidance �  
Dental �  

Sleep  

Family Hx  

PMH, Meds, Allergies 

Social Hx  
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Well-Child Visit: 7 – 8 years     Age_______yrs 

CG’s name:                   © Kevin Marks MD 2012; Last Revised 2-22-2012 
 
 � Mom  � Grandparent 
Who is at the WCV?    � Dad  � Foster parent 
 � Sibling(s)  � Other Caregiver 

Health or growth concerns?         

1.                

2.                

3. ________________________________________________ 

__________________________________________________ 

Interval Hx            ___ 
 

    “5-2-1-0” 

5: Fruits & Veggies: 5 servings / day?   � Yes  � No 
2: Less than 2 hrs of screen time/ day?   � Yes  � No  
1: Activity/ exercise  >1 hr/ day     � Yes  � No 
0: Zero servings per day of sweetened drinks? � Yes  � No 
     Dairy or calcium-rich foods: 800 mg day?  � Yes  �No 
     Meats, leafy greens, iron-enriched cereals? � Yes  � No  
     Foods high in sugar, trans & saturated fats?    � Yes  � No    
                                                                                      

Elimination concerns?  _______________________________   

         
Concerns?_________________________________________ 
Mental health (PSC) screening (per AAP)  (but use the 

Pictorial PSC for low SES or Spanish-speaking populations) 
 
Administered: �   PSC or PPSC   Score:_____ � ( - )  � ( + )  
(+) PSC subscales:   � Internaliz.  � Externaliz.  � Attention 
 
� PEDS  � PEDS:DM  � SWILS   �    � Typical  � Atypical 
 
School:_________________Grade____th  IEP?  �  Yes �  No 

        Brushing �  flossing � fluoride tabs or rinse 

 
Dentist � referred   � has seen________________________  

    Bedtime problems � Excessive daytime sleepiness 

�Awakenings in pm � Regularity & duration of sleep � Snoring 

“BEARS”__________________________________________ 

             Updated in Problem List / EMR  

          

__________________________________________________ 

Tobacco exposure?  �Yes  � No       DV? � Yes  � No   
     � Lipid screening as indicated 

                                                � GlycoHgb A1C and OGTT  
 

Vision:  R __  _ / _______           �  Pass       

       L ____ / _______           �  Refer      

             Bilat.  ___/ ________            �  Uncooperative                                                                                             
  

Hearing:  R  ____  @ ____ db  L       ____       @ ____ db    
(with pure tone audiometry, 500 to 4000 Hz)             
�  Pass      �  Refer      �  Uncooperative so OAE needed

 
   Vitals & Growth Parameters 

T  °C/°F ax/rect/tymp   P    R    BMI ___    % 

Ht     cm ( ____ %)  Wt   kg (  __%)  

BP      /  ___                 90
th

%tile: M 106-107/ 70-71 
                         F 106-108/ 69-71 
GEN               
HEENT               
Chest/Lungs              
CV/Heart              
ABD               

GU/SMR              
Skin               
MSK/Spine              
Neuro               
Parent-Child Interaction           
Other:               
 
 

Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: see EMR problem list  
 
  ___________________________________________ 

__________________________________________________ 

               

               

7-8 yr WCV handout (Bright Futures: Middle Childhood) 
“Healthy Habits” / obesity prevention handout  
� Fluoride 1mg + MTV w/ iron & Vit D 600 IU PO qd 
�  Mental health community referral 
 
 

� Obesity prevention:  
o Limit candy,  soda & high-fat snacks/ processed food 
o 5+ servings per day of veggies & whole fruits 
o Eat a healthy breakfast & meals away from the TV 
o 2 cups low-fat milk or other dairy per day 
o Physical activity 60 min per day; play outside 
o Screen time <1-2 hrs qd; no TV/ media in bedroom 

� Positive roll model; teach affection & respect; do not hit or   
       let others hit; discuss rules & consequences 
� Talk about school experiences; any bullying, name calling  
       or teasing in the classroom, hallways or playground? 
� Safety: swimming lessons; safety equipment; teach safe       
       street habits; teach safety rules around adults 
� Safety: remove guns from home or gun must be unloaded  
       & locked w/ ammunition stored separately  

 
       

Refer to EMR for vaccines administered, CDC handouts given 
� Vaccine counseling 
� Refusal to vaccinate AAP form signed 
 
 
� Next routine well-child visit            

� Early return OV  
�  Follow-up ADHD assessment needed

 

History �  

EPSDT 
	 Hx/Nutr/Devel 


 Unclothed PE 
� Labs 
� Health Educ 

 Vision Screen 
� Hearing Screen 
� Immunizations 

� Dental Referral 

PE �  

Assessment  

Plan  

Nutrition / Activity �  

Follow up / Return  

Immunizations �  

Guidance �  

Medical Screening �  

PE:  Sensory Screening ��  

Dental �  

Sleep  

Family/ Social Hx  

PMH, Meds, Allergies 

Dev./Behav./Learning �  
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512 Identifying and Addressing Developmental - Behavioral Problems

 

 
Well-child Exam: 9 - 10 years      Age________yrs 

CG’s name:                   © Kevin Marks MD, 2012; Last Revised 2-22-2012 
 
 � Mom  � Grandparent 
Who is at the WCV?    � Dad  � Foster parent 
 � Sibling(s)  � Other Caregiver 

Health or growth concerns?   

1.  

2.  

3.  

  

__________________________________________________ 

� Sports pre-participation form for______________________  

Menarche:  Age  __yrs    Regularity_________________   

 
    “5-2-1-0” 

5: Fruits & Veggies: 5 servings / day?   � Yes  � No 
2: Less than 2 hrs of screen time/ day?   � Yes  � No  
1: Activity/ exercise  >1 hr/ day     � Yes  � No 
0: Zero servings per day of sweetened drinks? � Yes  � No 
     Dairy or calcium-rich foods: 800 mg day?  � Yes  � No 
     Meats, leafy greens, iron-enriched cereals? � Yes  � No  
     Foods high in sugar, trans & saturated fats?    � Yes  � No    

                                                                                      
Elimination concerns?  _______________________________    

  Concerns?   � Yes � No 

___________            
Mental health (PSC) screening (per AAP)  (but use the 
Pictorial PSC for low SES or Spanish-speaking populations) 
 

�  Administered PSC or PPSC   Score:_____ � ( - )  � ( + ) 
(+) PSC subscales:   � Internaliz.  � Externaliz.  � Attention 
 
School:_________________Grade____th  IEP?  �  Yes  �  
No 

    Circle: Brushing 2x qd � Flossing � Fluoride rinse 

 
Dentist � referred   � has seen________________________ 

                 “BEARS”   

                                              Updated in Problem List / EMR  

                      ___   

__________________________________________________ 

__________________________________________________ 
Tobacco exposure?  � Yes  � No                DV? � Yes  � No 

� Lipid screening as indicated 
� GlycoHgb A1C & OGTT 

 

 

Vision:  R _  _ / ____     �   Pass      �  Refer      

       L  / _____   �  Evaluated by optometrist or  

             Bilat.  __/ ____  ophthalm. in last ______ mo   

Hearing:  R  ____  @ ____ db  L       ____       @ ____ db    
(with pure tone audiometry, 500 to 4000 Hz) 

�  Pass      �  Refer      �  Uncooperative so OAE needed 
     

Vitals & Growth Parameters 

T  °C/°F ax/rect/tymp   P    R   BMI  ___   %   

Ht  _   cm ( ____ %)  Wt  ___ kg (  ___%)  

BP      /  ___          90
th

 %tile: M  109-111/  72-73 
                   F   100-112/  72-73 

GEN   
HEENT   
Chest/SMR   
Lungs   

CV/Heart   
ABD   
GU/SMR   
Skin   
MSK/Spine   
Neuro   
Parent-Child Interaction   
Other:   

 
 
Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: See EMR problem list  
 
                __________________________________________ 

  

  

__________________________________________________ 
9-10 yr WCV handout (Bright Futures: Middle Childhood)  
 “Healthy Habits” / obesity prevention handout 
� Cleared for participation in sports 
� Fluoride 1mg + MTV w/ iron & Vitamin D 400 IU PO qd 
�  Mental health referral  
 
 

� Obesity prevention:  
o Nutritious foods; 5+ servings vegetables & fruits daily 
o Physical activity 60 min per day; play outside 
o Limit TV/ media to 1-2 hrs daily, no TV in bedroom 

� Show interest in school & activities  
� If any concerns, ask teacher about extra help 
� Promote independence & self-responsibility; assign chores 
� Answer questions about puberty & sexuality 
� Use safety equipment ( helmets & pads) 
� Back seat is safest; switch to safety belt when ht > 4 ft 9 in  
� Remove guns from home vs. gun must be unloaded &  
       locked with ammunition stored separately 

 
   

Refer to EMR for vaccines administered, CDC handouts given 
� Vaccine counseling 
� Refusal to vaccinate AAP form signed 
 
  
 � Next routine well-child visit  � Early return OV 

 

History �  

EPSDT 
	 Hx/Nutr/Devel 


 Unclothed PE 
� Labs 
� Health Educ 

 Vision Screen 
� Hearing Screen 
� Immunizations 

� Dental Referral 

PE �  

PE:  Sensory Screening 

��  

Assessment  

Plan  

Follow up / Return  

Immunizations �  

Guidance �  

Medical Screening �  

Dev./Behav./Learning �  

Nutrition / Activity �  

Dental �  

Sleep  

Family Hx  

PMH, Meds, Allergies 

Social Hx  
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Well-child Exam: 11-14 years   
CG’s name:                   © Kevin Marks MD, 2012; Last Revised 2-22-2012 
 
       � Mom     �Grandparent 
Who is at the WCV?          � Dad     � Foster parent 
Health, growth concerns?     � Sibling(s)   � Other Caregiver 
 
1. ______________________________ 

2.   

3.   

 _____________________ 

� Teen & parent intake forms   � Sports pre-participation form 

Menarche:  Age        Regularity    
 

     “5-2-1-0” & “HEADS” on back 
5: Fruits & Veggies: 5 servings / day?   � Yes  � No 
2: Less than 2 hrs of screen time/ day?   � Yes  � No  
1: Activity/ exercise  >1 hr/ day     � Yes  � No 
0: Zero servings per day of sweetened drinks? � Yes  � No 
     Dairy or calcium-rich foods: 800 mg day?  � Yes  � No 
     Foods high in sugar, trans & saturated fats?    � Yes  � No    
                                                                                      
Elimination concerns?  _______________________________    
          *See “HEADS” on back  
          
Concerns?             

Mental health & substance abuse screening (per AAP) 
Administered:  � PSC or Y-PSC   circle if:   ( - )  or  ( + ) 
(+) Subscales:   �  Internaliz.  �  Externaliz.    � Attention 
 
Administered:  � CRAFFT circle if: ( - )  or  ( + )  see back 

        Brushing 2x daily  Flossing  Fluoride rinse 
 
Dentist � referred  � has seen_________________________  

                 “BEARS”   

                                            Updated in Problem List / EMR  

                                    

   

__________________________________________________ 
*See teen & parent intake forms + “HEADS” on back side     

 
� Lipid screening as indicated   
� GlycoHgb A1C and OGTT as indicated 
� Hemogram or HemaCue as indicated (after puberty) 
� Urine Chlamydia TMA if sexually active 
 
 

Vision:  R _  _ / ____       � Pass       � Refer      

       L  / _____     � Evaluated by optometrist                                                                                                 
             Bilat.  __/ _____     or ophthalm. in last _____ mo  
Hearing:  (only needed if (+) risk per AAP)    � Pass  � Refer                    
 
R  ____  @ ____ db  L       ____       @ ____ db        
(pure tone audiometry, 500 to 4000 Hz)    

                 Vitals & Growth Parameters 

T  C/ F ax/rect/tymp   P    R    BMI  _   % 

Ht     cm ( ____ %)  Wt   kg ( _____ %)  

BP      /  __                    90th%tile: M 113-120/ 74-75 
                    F  114-119/ 74-77 
GEN   
HEENT   
Chest/SMR   
Lungs   
CV/Heart   
ABD   
GU/SMR   
Skin   
MSK/Spine   
Neuro   
Behavior & hygiene__________________________________ 
Parent-Child Interaction   
Other_____________________________________________ 
 
 
Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: see EMR problem list  
 

__________________________________________________ 

               

               

               
11-14 yr WCV handout (Bright Futures: Early Adolescence) 
� Healthy Habits” / obesity prevention handout + counseling 
� AAP “Calcium and You” handout  + MTV w/ iron & Vitamin D  
� AAP “Tips for Parents of Adolescents”  
� AAP “The Internet & Your Family” handout 
� Mental health referral 
� Tobacco/ drug/ alcohol/ substance abuse referral 
� Actively suicidal/ emergency  
 
 
� Puberty & sexuality: get accurate info from a trusted adult    
       or clinician; youth go through puberty at different times 
� 5 servings daily of fruits/veggies, whole grain, low-fat  
       dairy; limit candy/chips/soda; physical activity 60 min/day 
� Limit media: TV, video games, internet use, cell phone use 
� Clearly communicate rules/ family responsibilities 
� Parents should get to know their child’s friends 
� Independently taking responsibility for schoolwork 
� Talk about tobacco/ alcohol/ drugs/ inhalants/ sex 
� Plan for situation where child feels unsafe riding in car 
 
 
Refer to EMR for vaccines administered, CDC handouts given 
� Vaccine counseling 
� Refusal to vaccinate AAP form signed 
             
 
� Next routine well-child visit           � Early return OV 

 
History c 

EPSDT 
n Hx/Nutr/Devel 
o Unclothed PE 
p Labs 
q Health Educ 
r Vision Screen 
s Hearing Screen 
t Immunizations 
u Dental Referral 

PE d 

Assessment  

Plan  

Follow up / Return  

Immunizations i 

Guidance f 

PE: Sensory Screening gh 

Nutrition / Activity c  

Medical Screening e 

Dev./Behav./Learning c  

Dental j 

Sleep  

Family/ Social Hx    

PMH, Meds, Allergies 

PDF Editor
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Well Visit: 15-17 years         Age________yrs 

CG’s name:                 © Kevin Marks MD, 2012; Last Revised 2-22-2012 
 
      � Mom       � Grandparent 
Who is at the WCV?       � Dad       � Foster parent 
Health, growth concerns?    � Teen alone   � Other Caregiver 

1.  

2.   

3.  

  

__________________________________________________ 
� Teen & parent intake forms   � Sports pre-participation form 
 
Menarche?  Age  _______  Regularity  _________________ 
 

                          “5-2-1-0” & “HEADS” on back 
5: Fruits & Veggies: 5 servings/ day?   � Yes  � No 
2: Less than 2 hrs of screen time/ day?   � Yes  � No  
1: Activity/ exercise  >1 hr/ day     � Yes  � No 
0: Zero servings per day of sweetened drinks? � Yes  � No 
     Dairy or calcium-rich foods: 800 mg day?  � Yes  � No 
     Foods high in sugar, trans & saturated fats?    �Yes   � No    
                                                                                      
Elimination concerns?  _______________________________      
          See “HEADS” on back   

Concerns?             

Mental health & substance abuse screening (per AAP) 
Administered:  � PSC or Y-PSC circle if:   ( - )  or  ( + ) 
(+) Subscales:   �  Internaliz.  �  Externaliz.    � Attention 
 
Administered:  � CRAFFT circle if: ( - )  or  ( + )  see back 

    Circle: Brushing 2x qd  Flossing  Fluoride rinse 
 
Dentist � referred   � has seen ________________________ 

                 “BEARS”   

                                            Updated in Problem List / EMR  

                                     See teen & parent forms + “HEADS”  

   

__________________________________________________ 
Tobacco exposure?  � Yes  � No              DV?  � Yes � No 

 
� Lipid screening as indicated 
� GlycoHgb A1C and OGTT as indicated 
� Hemogram or HemaCue as indicated after puberty 
� Urine Chlamydia TMA if sexually active 

 

Vision:  R _  _ / ____       � Pass      � Refer                                                                                                    

       L  / _____   � Evaluated by optometrist or  

             Bilat.  __/ ____   ophthalm. In last _____ mo       
 
Hearing:  (only needed if (+) risk per AAP)    � Pass  � Refer                    
 
R  ____  @ ____ db  L       ____       @ ____ db        
(pure tone audiometry, 500 to 4000 Hz)

       
                   Vitals & Growth Parameters 

T  C/ F ax/rect/tymp   P    R    BMI  ___   % 

Ht  __   cm ( _____ %)  Wt   kg (  ___%)  

BP_______ / ____                           90th%tile: M 120/ 76-80                                     
                       F  120/ 78 
GEN   
HEENT   
Chest/SMR   
Lungs   
CV/Heart   
ABD   
GU/SMR   
Skin   
MSK/Spine   
Neuro  :__________________________________ 
Behavior & hygiene__________________________________ 
Parent-Teen Interaction   
Other:   
 
 
Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: See EMR problem list  
 
__________________________________________________ 

__________________________________________________ 

__________________________________________________ 

               

               
15-17 yr WCV handout (Bright Futures: Middle Adolescence) 
�  “Healthy Habits” / obesity prevention handout 
� AAP “Tips for Parents of Adolescents” 
� AAP “The Teen Driver” 
� AAP “Calcium and You” handout + MTV with iron & Vit D  
� Mental health referral 
� Tobacco/ drug/ alcohol/ substance abuse referral 
�Actively suicidal/ emergency 
 
 
� Find positive ways to deal with stress; recognize signs of 

depression/ anxiety (irritability, change in sleep habits, etc) 
� Physical activity 60 min/day; healthy food choices 
� Don’t smoke, drink, “huff”, use drugs—listen & counsel 
� If sexually active, protect against STIs & pregnancy 
� Wear a safety belt, helmet, protective gear 
� Never ride with a driver who has used alcohol/drugs 
� Healthy relationships are built on respect 
� Manage stress & conflicts in a safe, non-violent manner 
 
 
Refer to EMR for vaccines administered, CDC handouts given 
� Vaccine counseling 
� Refusal to vaccinate AAP form signed 
 
 
� Next routine well-child visit         � Early return OV

 
History c 

EPSDT 
n Hx/Nutr/Devel 
o Unclothed PE 
p Labs 
q Health Educ 
r Vision Screen 
s Hearing Screen 
t Immunizations 
u Dental Referral 

Assessment  

Plan  

Dev./Behav./Learning c 

Dental j 

Nutrition / Activity c 

Follow up / Return  

Immunizations i 

Guidance f 

PE: Sensory Screening gh 

Medical Screening e 

Sleep  

Family/ Social Hx  

PMH, Meds, Allergies 

PE d 
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Well Visit: 18 - 21 years         Age________yrs 

CG’s name:                   © Kevin Marks MD, 2012; Last Revised 2-22-2012 
 
 � Mom        � Grandparent 
Who is at the WCV?    � Dad        � Foster parent 
Health concerns? � Patient only       � Sibling or friend 

1.   

2.   

3.   

__________________________________________________ 

__________________________________________________ 

� College form for___________________________________    
 
Menarche:  Age         Regularity        
 

                        “5-2-1-0” & “HEADS” on back 
5: Fruits & Veggies: 5 servings / day?   � Yes  � No 
2: Less than 2 hrs of screen time/ day?   � Yes  � No  
1: Activity/ exercise  >1 hr/ day     � Yes  � No 
0: Zero servings per day of sweetened drinks? � Yes  � No 
     Dairy or calcium-rich foods: 800 mg day?  � Yes  � No 
     Foods high in sugar, trans & saturated fats?    � Yes  � No    
                                                                                      
Elimination concerns?  _______________________________     
          *See “HEADS” on back 

Concerns?             

Mental health & substance abuse screening (per AAP) 
Administered:  � Y-PSC circle if:      ( - )  or  ( + ) 
(+) Subscales:   �  Internaliz.  �  Externaliz.    � Attention 
 
Administered:  � CRAFFT circle if: ( - )  or  ( + )  see back 

          Circle: Brushing 2x qd  Flossing  Fluoride rinse 
Dentist � referred  � has seen  

                “BEARS”   

                              updated in Problem List / EMR 

                                     see intake forms & “HEADS” on back     

__________________________________________________ 

__________________________________________________ 

__________________________________________________ 
Tobacco exposure?  � No  �  Yes          IPV?   � No  � Yes 
 

� Lipid screening as indicated 
� GlycoHgb A1C and OGTT as indicated 
� Urine Chlamydia TMA if sexually active 

  

Vision:  R _  _ / ____     � Pass        � Refer      

       L  / _____     � Evaluated by optometrist or 

             Bilat.  __/ ____ ophthalm. in last ______ mo                                                                            
Hearing:  (only needed if (+) risk per AAP)    � Pass  � Refer                    
 
R  ____  @ ____ db  L       ____       @ ____ db        
(pure tone audiometry, 500 to 4000 Hz) 

       
                        Vitals & Growth Parameters 

T  C/ F ax/rect/tymp   P    R    BMI  ___    % 

Ht  _   cm ( ____ %)  Wt   kg ( _____ %)  

BP   _   /  ____      90th %tile: M or F 120/ 80 (> 18 yrs) 
 
GEN   
HEENT   
Chest/SMR   
Lungs   
CV/Heart   
ABD   
GU/SMR   
Skin   
MSK/Spine   
Neuro   
Behavior & hygiene  
Other      _______________    
 
 
Growth: � typical � obese � overweight � underweight/ FTT 
Development & Behavior: see above 
Other: See EMR problem list  
 
__________________________________________________ 

__________________________________________________ 

__________________________________________________ 

               

               

__________________________________________________ 
18-21 yr WCV handout (Bright Futures: Late Adolescence) 
�  “Healthy Habits” / obesity prevention handout + counseling 
� MTV with iron & Vitamin D 600 IU PO qd 
� Mental health community referral 
� Tobacco/ drug/ alcohol/ substance abuse referral 
� Actively suicidal/ emergency 
 
 
� Don’t use tobacco/ alcohol/ drugs/ steroids/ diet pills 
� Never ride with a driver who has used alcohol/drugs 
� Find positive ways to deal with stress & manage conflicts 
� When sexually active, protect against pregnancy & STIs 
� Wear safety belt, helmet, protective gear, life jacket 
� Consider college/ future education & work plans 
 
 
Refer to EMR for vaccines administered, CDC handouts given 
� Vaccine counseling 
� Refusal to vaccinate AAP form signed 
 
 
� Transition care to Family Practice/ Adult PCP  
    Special health care needs?  � No   � Yes 

 

Follow up with Dr.______________________in______months

 
History c 

EPSDT 
n Hx/Nutr/Devel 
o Unclothed PE 
p Labs 
q Health Educ 
r Vision Screen 
s Hearing Screen 
t Immunizations 
u Dental Referral 

PE d 

Assessment  

Plan  

Follow up / Return  

Immunizations i 

Guidance f 

Dev./Behav./Learning c  

Dental j 

Nutrition / Activity c  

PE: Sensory Screening gh 

Medical Screening e 

Sleep  

Family/ Social Hx  

PMH, Meds, Allergies 
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INTRODUCTION
When training others, you’ll need information on what trainees want and need to learn, how well 
content has been mastered, what participants will do with the information you’ve provided, and any 
suggestions they have for improving your presentation. Questions in this Appendix (and downloadable 
at www.pedstest.com/TheBook/AppendixB) are designed to be a learning experience requiring trainees 
WR�WKLQN�LQ�D�YDULHW\�RI�ZD\V��DɟUP�ZKDW�WKH\ȇYH�OHDUQHG��DQG�DOORZ�WUDLQHUV�WR�GLVFHUQ�ZKDW�FRQWHQW�
has been mastered or not.* Many of the items can be used for both pre- and post-testing but some focus 
on: (a) pre-testing, i.e., items designed to identify in advance what trainees need and want to know; 
�E��SRVW�WHVWLQJ�WR�GHWHUPLQH�ZKHWKHU�WUDLQHHV�GHPRQVWUDWH�VXɟFLHQW�NQRZOHGJH�DQG�IXQFWLRQDO�VNLOOV�
in understanding development, policy, services, and screening test administration, and potentially 
train others; and (c) presentation feedback and questions to help trainees implement what they have 
learned. A scoring guide is shown at the end of this Appendix and on the website.

The entire set of items requires about 30 – 45 minutes to complete but all may not be needed. So you 
can download a copy (in Word) and delete items not covered in your presentation. We ask that you 
keep the copyright and permissions notice on each page of your questionnaire. If you create new 
questions you wish we’d included, please send them to us (www.pedstest.com/ContactUs) so we can add 
them to the website to share with others. Finally, if you are applying for continuing education credits 
for your course, you will undoubtedly need to share (your adapted version of) this questionnaire with 
the sponsoring university or agency. 

Note: Performance criterion (e.g., 80%, 95%) is a decision you will need to make based on whether 
you expect participants to demonstrate mastery of skills (e.g., in test administration) or also have the 
background skills to train others for which a higher level of competence is needed. Please see Chapter 
15 for additional ideas (such as requiring independent practice with test scoring before offering 
FHUWLȴFDWLRQ���,QFOXGHG�RQ�WKH�ZHEVLWH�IRU�WKLV�FKDSWHU�LV�D�GRZQORDGDEOH�YHUVLRQ�RI�WKLV�SUH��DQG�
SRVW�WHVW�DQG�D�GRZQORDGDEOH�VDPSOH�FHUWLȴFDWH��LQ�3RZHU3RLQW��WKDW�FDQ�EH�PRGLȴHG�WR�VKRZ�FRXUVH�
completion, mastery, etc. 

The topics covered are: 
ȏ� .QRZOHGJH�RI�FKLOG�GHYHORSPHQW�DQG�LWV�GRPDLQV�

ȏ� 0HDQLQJ�DQG�SUHYDOHQFH�RI�GHOD\V�DQG�GLVDELOLWLHV�

ȏ� 3ROLF\��VHUYLFH�PDQGDWHV��DQG�WKH�UDWLRQDOH�IRU�WKHVH�

ȏ� 7KH�YDOXH�RI�HDUO\�LQWHUYHQWLRQ�DQG�GHYHORSPHQWDO�SURPRWLRQ�

ȏ� 3V\FKRVRFLDO�ULVN��UHVLOLHQFH��DQG�SDUHQWLQJ�LVVXHV�LQFOXGLQJ�EHVW�PHWKRGV�IRU�H[SODLQLQJ�UHVXOWV�

ȏ� .QRZOHGJH�RI�UHIHUUDO�RSWLRQV�

ȏ� 6SHFLȴFV�DERXW�PHDVXUHPHQW�LQFOXGLQJ�DGPLQLVWUDWLRQ��VFRULQJ�DQG�LQWHUSUHWDWLRQ�RI�YDULRXV�
screens;

ȏ� ,PSOHPHQWDWLRQ�DQG�FROODERUDWLRQ�LVVXHV�

ȏ� 4XHVWLRQV�IRU�SURJUDP�HYDOXDWLRQ�LQFOXGLQJ�SUH��DQG�SRVW�FRXUVH�IHHGEDFN�

*Thanks to Drs. Glen Aylward and Jane Squires for contributing questions about the BINS, ASQ and ASQ:SE.
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PRE-PRESENTATION QUESTIONS
What do you hope to learn from today’s presentation? 

What methods of early detection are you currently using? 

What challenges, successes, and worries do you have about your current approaches?

Any other comments about what you’d like to learn today? 

POST-PRESENTATION QUESTIONS

I. SERvICES

1. What does IDEA stand for? (circle all that apply) 
a) Irksome Developmental Efforts and Annoyances
b) International Development and Education Association
c) Individuals with Disabilities Education Act
d) Intervening in Development is Effective Act of 1976

2. IDEA services: (circle all that apply)
a) are rarely available
b) are expensive and involve lengthy waiting lists
c) exist in every county and State
d) must be provided within approximately 40 days of referral

3. +RZ�LV�HDUO\�LQWHUYHQWLRQ�EHQHȴFLDO"�(circle all that apply)
a) reduces the impact of psychosocial risk factors
b) reduces drop-out rates
c) increases chance of employment and school success
d) decreases teen pregnancy and violent crime
e) saves society money
f) increases likelihood of owning a home
g) increases chance of graduating from high school

4. List three services for children with delays who do not qualify for IDEA programs:
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II. AAP POlICy AND BIllINg/CODINg 

1. What are the components of the American Academy of Pediatrics’ policy statements on 
screening and surveillance for mental health, developmental-behavioral problems, and 
autism spectrum disorder? (circle all that apply)

a) encourages providers to detect and address psychosocial risk factors
b) discourages use of screening tests
F��FRQȴUPV�FOLQLFDO�MXGJPHQW�DV�WKH�SULPDU\�GHWHFWLRQ�PHWKRG
d) encourages watchful waiting rather than prompt referral
e) emphasizes prompt referrals to early intervention
f) encourages frequent use of screening tests
J��FRQȴUPV�WKH�YDOXH�RI�LQIRUPDO�PLOHVWRQHV�FKHFNOLVWV

2. Why does American Academy of Pediatrics’ policy state, in effect, “We hope the combination of 
surveillance and screening sets up a pattern of practice that extends to well-visits beyond the 
24- to 30-month age-range”? (circle all that apply)

a) developmental-behavioral problems are still developing
b) language impairments and other disabilities or delays aren’t always visible before 24- to 

30-months
F�� FOLQLFDO�REVHUYDWLRQ��MXGJPHQW��DQG�LQIRUPDO�PLOHVWRQHV�FKHFNOLVWV�DUH�QRW�DQ�HIIHFWLYH�HDUO\�

detection method
d) psychosocial risk factors may not have yet adversely impacted children’s development
e) early intervention continues to be effective after 24- to 30-months of age
f) This is unnecessary because detection at 24- to 30-months will pick up most children with 

problems and so additional screening/surveillance is not needed 

3. Should we stop screening after 24- to 30-months of age: Why or why not? (in your own words): 

4. What is meant by developmental surveillance? (circle all that apply)
a) eliciting and addressing parents’ concerns at each visit
b) measuring milestones at each visit
c) identifying and intervening with psychosocial risk factors
d) promoting development and educating parents
H��H[FOXVLYH�UHOLDQFH�RQ�SURYLGHU�MXGJPHQW�WR�LGHQWLI\�FKLOGUHQ�ZLWK�SUREOHPV
f) determining families’ needs for various types of services
g) maintaining child and family medical history
h) conducting a thorough physical exam
i) monitoring parental well-being
M�� ORQJLWXGLQDO�XVH�RI�DFFXUDWH�VFUHHQLQJ�WRROV
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5. AAP policy recommendations for screening and surveillance: 
a) Require different tools for surveillance than for screening
 ___True ____False
b) Can be accomplished by using the same tools for both surveillance and screening 
 ___True ____False
F��&DQ�EH�DFFRPSOLVKHG�E\�FOLQLFDO�MXGJPHQW�DQG�LQIRUPDO�DJH�VSHFLȴF�PLOHVWRQHV
 ___True ____False

6. When coding for developmental screens in primary care and public health, you may, 
depending on payer requirements/denials: (circle all that apply) 
D��DWWDFK�WKH�����PRGLȴHU�WR�WKH�SUHYHQWLYH�VHUYLFH�FRGH�DQG�WKHQ�DGG������
b) show next to 96110 the number of screens administered (e.g., X 3)
F��H[SHFW�WR�UHFHLYH�DERXW�������SHU�VFUHHQ��XQOHVV�LQ�D�)HGHUDOO\�4XDOLȴHG�5XUDO�+HDOWK�&HQWHU�
d) need to help families appeal claims denied by private payers
H��XVH�WKH�����PRGLȴHU�EXW�W\SLFDOO\�RQO\�ZLWK�GHQLHG�FODLPV�
f) expect separate payments for 96110 in States with enhanced reimbursement for well-visits
g) need to ask for help from the American Academy of Pediatrics
K��KDYH�HDFK�FOLQLFȇV�FRRUGLQDWRU�FKHFN�ZLWK�HDFK�SD\HU�IRU�VSHFLȴF�FRGLQJ�GHWDLOV

7. If you are (wisely) screening at well-visits beyond 24- to 30-months and your payer denies 
claims, you should: (circle all that apply)

a) sigh deeply and let it go
b) appeal the claim to the payer
c) point out to the payer that the AAP encourages screening at all well-visits
d) appeal to the AAP

III. ChIlD DEvElOPmENT, DISABIlITIES, DElAyS AND PREvAlENCE

1. Of the various domains of development during the preschool years, which are the best 
predictors of future school success? 

2. Identify each of these statements as true or false: 
a) Developmental-behavioral problems are usually innate, genetic or congenital and present at birth. 
 ____True ____False

b) Most children with developmental-behavioral problems have dysmorphic features (e.g., unusual 
H\H�VKDSH�RU�KDLUOLQHV��RU�REVHUYDEOH�GHȴFLWV��H�J���JDLW�SUREOHPV��ȵRSS\�WRQH��HWF���

 ____True ____False
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3. What is the prevalence of disabilities in the birth through 18-year age-range? (Circle one)
a) 6% – 8%
b) 16% – 18%
c) 8% – 12%
d) 23% – 27% 
e) 28%

4. If working with low-income families, professionals should expect incidence rates to be higher 
than national prevalence. 

 ___True ___ False

5. The national prevalence rates (in the middle column) do not match the age groups (shown in  
the left column). Please write in the left hand column the letter assigned to the correct prevalence 
for each age group. 

6. Which new (or previously undiagnosed) developmental-behavioral problems might we expect 
to discover in children 8-years and older? (circle all that apply)

(a) speech-language impairment
(b) learning disabilities
(c) cerebral palsy
(d) mild autism spectrum disorder
(e) slow learning (e.g., IQ < 85)
(f) mental health problems
(g) none of the above

7. Indicate True or False for the following statements regarding differences in developmental 
delays versus disabilities:

a) Developmental delay is the diagnosis typically used in IDEA birth to 3-year programs.
 ___True ____False

b) 'HYHORSPHQWDO�GHOD\�LV�XQLIRUPO\�GHȴQHG�DFURVV�86�6WDWHVȇ�,'($�SURJUDPV��
 ___True ____False

c) Beyond the birth to 3-year age-range and outside of IDEA programs, developmental 
delay refers to children who are behind age-mates and are likely to fail once they reach 
kindergarten.

 ___True ____False

Age Group (in years) Prevalence Letter for correct Prevalence 
by Age Group

0 - 2 A. 6%

0 - 3 B. 12%

0 - 4 C. 8%

0 - 6 D. 16%

0 - 8 E. 4%

0 - 18 F. 16 - 18%
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d) Developmental delay is the sole diagnosis used by IDEA programs serving children 3-years 
of age and older.

 ___True ____False

e) $'+'�LV�D�GLVDELOLW\�WKDW�FRQVLVWHQWO\�TXDOLȴHV�FKLOGUHQ�IRU�,'($�SURJUDPV�
 ___True ____False

f) Family psychosocial risk factors often contribute to developmental delay.
 ___True ____False

g) Children with delays always qualify for IDEA programs.
 ___True ____False

h) Developmental delay means that children will always catch up with time.
 ___True ____False

i) Developmental disorders are disabilities characterized by age-appropriate skills but 
problematic application (e.g., four-word utterances with excessive repetition, lack of 
FRPPXQLFDWLYH�LQWHQW��RGG�V\QWD[��GLɚFXOW\�ZLWK�SURQRXQV�� 

 ____True ____False 

8. Children with disordered development may talk, walk, even read on time. They may not 
always exhibit delays on milestones-type screening tests. This means that providers should: 
(check all that apply)

a)___ consider the quality of performance on milestones tasks
b)___ listen carefully to parents’ observations and concerns
c)___ wait and see
d)___ refer only children with obvious delays

9. Assign a number to the common disabilities of early childhood in order of prevalence (with 
“1” being most frequent):

 ___ intellectual disabilities
� BBB�DWWHQWLRQ�GHȴFLW�K\SHUDFWLYLW\�GLVRUGHU
� BBB�VSHFLȴF�OHDUQLQJ�GLVDELOLWLHV
 ___ speech-language impairment/delays
 ___ autism
 ___ cerebral palsy and other physical impairments

10. Childrens with GLVDELOLWLHV�DQG�GHOD\V�DUH�GLɚFXOW�WR�GHWHFW�E\�FOLQLFDO�MXGJPHQW��5HDVRQV�
include: (circle all  that apply)
D��PRVW�VXFK�FKLOGUHQ�VHHP�W\SLFDOO\�GHYHORSLQJ�LQ�WKH�ȴUVW�WZR�\HDUV�RI�OLIH
b) psychosocial risk factors take a slow toll on developmental outcomes that may not be visible 

until 3- to 4-years of age
c) the limits of the “broad range of normal” are too broad in the absence of criteria/cutoffs
d) all of the above
e) a and c above
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IV. PARENTINg, PSyChOSOCIAl RISk AND ExPlAININg RESUlTS

1. When explaining screening results to families, it is wise to: (circle all that apply)
a) describe the more potentially adverse future outcomes
b) explore what families already know
F��DɟUP�WKH�SRWHQWLDO�YDOXH�RI�WKHLU�FRQFHUQV
d) allow time for questions and expression of emotions
e) discuss the negative impact on siblings
f) suggest out-of-home placements
g) explain risk/prevalence in several ways
h) give news over the telephone
i) offer a follow-up meeting with other family members 
M�� RIIHU�JOREDO�UHDVVXUDQFH��H�J���OLNHOLKRRG�WKDW�D�SUREOHP�PD\�QRW�H[LVW�
k) present early intervention in a positive light
l) provide a diagnostic label (if you have not administered diagnostic measures of development 

and behavior)
m) use everyday language (e.g., “seems behind”)
n) provide a take-home summary of results/recommendations
o) sit behind a desk or stand to deliver information to families
S��DYRLG�JLYLQJ�GLɟFXOW�QHZV�EHFDXVH�LW�LV�XQFRPIRUWDEOH�IRU�SDUHQWV�DQG�SURYLGHUV

2. List four appropriate activities for parent-child interactions when children are 6- to 12-months 
of age. 

a) ____________________________________________________________________________________________
b) ____________________________________________________________________________________________
c) ____________________________________________________________________________________________
d) ____________________________________________________________________________________________

3. 0DWFK�SDUHQWLQJ�VW\OHV�ZLWK�WKHLU�GHȴQLWLRQV�E\�SODFLQJ�WKH�GHȴQLWLRQ�QXPEHU�LQ�WKH�VSDFH�
next to parenting style:

Parenting Style 'HȴQLWLRQ

Permissive____ 1. both demanding and responsive; disciplinary methods are 
supportive rather than punitive

Authoritarian ____ 2. indulgent, avoiding confrontation, more responsive than 
demanding

Authoritative ____ 3. low in both responsiveness and demandingness; often uninvolved 
and depressed 

Neglectful _____ 4. highly demanding and directive, but not responsive; often 
intrusive and punitive 
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4. Psychosocial risk factors include: (circle all that apply)
a) a permissive parenting style
b) authoritarian or uninvolved parenting style
F��WZR�SDUHQWV�ZLWK�VWUHVVIXO�IXOO�WLPH�MREV
d) single parent 
e) parents with < a high school education
f) frequent household moves
J��ȴUVW�ERUQ�RQO\�FKLOG
h)  4 or more children in the home
i) limited social support
M�� SDUHQWDO�PHQWDO�KHDOWK�SUREOHPV�VXFK�DV�GHSUHVVLRQ
k) minority status
l) limited parental literacy
m) teen motherhood
n) limited two-way communication between parent and child

5. Psychosocial risk factors: (check all that apply)
a) cause declines in intelligence, language and academic skills
b) are associated with being held back in school
c) increase the likelihood of dropping out of high school
d) are associated with teen pregnancy, criminality and unemployment
e) are rarely changeable and thus not an effective target for intervention
f) often have a greater adverse impact on child development than prematurity

6. Children with psychosocial risk factors for developmental problems: (circle all that apply)
a) are unlikely to have emerging disabilities
E��PD\�QHHG�WR�EH�HQUROOHG�LQ�+HDG�6WDUW
c) often have numerous psychosocial risk factors
d) are likely to be over-referred by screening tests
e) may not qualify for IDEA services
I��ZLOO�EHQHȴW�IURP�TXDOLW\�SUHVFKRRO�RU�+HDG�6WDUW
g) have parents who may need to be taught parenting skills
K��KDYH�SDUHQWV�ZKR�PD\�QHHG�VRFLDO�ZRUN�VHUYLFHV�IRU�DVVLVWDQFH�ZLWK�KRXVLQJ��IRRG��MRE�WUDLQLQJ��HWF��
i) have parents who may have depression, anxiety or other mental health problems needing treatment

7. Parents sometimes ask for parenting advice and suggestions for age-appropriate parent-child 
activities. Please name three or more sources for information you can share with parents:

___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
___________________________________________________________________________________________________________
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v. mEASUREmENT PRINCIPlES IN EARly DETECTION

1. Accurate screening tests typically identify what percent of children with disabilities prior to 
kindergarten enrollment? (circle one)

a) 5% 
b) 15%
c) 30%
d) 60%
e) 70% to 90%

2.�3ULPDU\�FDUH�SURYLGHUV�XVLQJ�FOLQLFDO�MXGJPHQW�DQG�LQIRUPDO�PLOHVWRQHV�W\SLFDOO\�LGHQWLI\�
what percent of children with disabilities prior to kindergarten enrollment? (circle one)

a) 5% 
b) 15%
c) 30%
d) 60%
e) 70% to 90%

3. What is meant by “developmental screening?” (circle all that apply) 
a) use of informal milestones checklists
b) use of selected items from lengthier screens such as the Denver
c) use of measures that are standardized and reliable
G��XVH�RI�PHDVXUHV�WKDW�DUH�YDOLGDWHG��VHQVLWLYH�DQG�VSHFLȴF
e) trigger or informal questions to parents

4. 6SHFLȴFLW\�LV�WKH� (circle all that apply)
a) percentage of children without disabilities correctly detected by a screen
b) percentage of children with disabilities correctly detected by a screen
c) the percentage of children with failing screening test scores who actually receive a diagnosis

5. Sensitivity is the: (circle all that apply)
a) percentage of children without disabilities correctly detected by a screen
b) percentage of children with disabilities correctly detected by a screen
c) the percentage of children with failing screening test scores who actually receive a diagnosis

6. Minimal but acceptable standards for screening test accuracy are: (circle all that apply) 
D��VHQVLWLYLW\�DQG�VSHFLȴFLW\�RI�����WR�����
E��VHQVLWLYLW\�DQG�VSHFLȴFLW\�RI�����WR�����
F��VHQVLWLYLW\�DQG�VSHFLȴFLW\�RI�����WR�����
G��VHQVLWLYLW\�DQG�VSHFLȴFLW\�RI�����WR����

7. Over-referrals on screening tests: (circle all that apply) 
a) are discovered when children do not qualify for IDEA
b) can be minimized by using more than one screen
c) are best met with “watchful waiting” to see if problems persist
d) require monitoring but should not result in recommendations for additional services
e) are children who tend to perform below average and have risk factors for school failure
I��VKRXOG�OHDG�WR�UHIHUUDOV�VXFK�DV�+HDG�6WDUW��TXDOLW\�SUHVFKRRO�SURJUDPV��SDUHQWLQJ�WUDLQLQJ�HWF��
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8. The Denver-II: (circle all that apply) 
a) takes longer to administer than the average well-visit/parent-teacher conference
b) was never validated by the authors
c) is inaccurate and misses children with developmental-behavioral problems
d) leads to use of selected items that lack scoring criteria 
H��GRHV�D�JRRG�MRE�GHWHFWLQJ�DFDGHPLF�SUREOHPV�LQ�ROGHU�FKLOGUHQ
I��GRHV�D�JRRG�MRE�GHWHFWLQJ�GHYHORSPHQWDO�SUREOHPV�LQ�\RXQJ�FKLOGUHQ

9. Milestones checklists, even if items are drawn from validated tools, are problematic because: 
(circle all that apply) 
D��LWHPV�DUH�RIWHQ�DPELJXRXVO\�ZRUGHG��H�J���Ȋ.QRZV�&RORUV"ȋ�+RZ�PDQ\�FRORUV"�:KLFK�FRORUV"�

6KRXOG�FRORUV�EH�QDPHG�RU�LV�SRLQWLQJ�WR�FRORUV�DQ�DFFHSWDEOH�UHVSRQVH"�
b) items are usually set at the 50th%tile and so about half of all children will fail
c) milestones do not provide referral criteria
d) informal milestones checklists lead providers to refer only about 30% of children with delays, 

and so they miss 70% of children with problems 
e) neither lend credibility to a referral recommendation nor generate reimbursement for billable services
f) (a) and (d) above

10. List two reasons why it is better to use a quality screening test than a milestones checklist or 
selected items  from longer measures? 

__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________

11.�9DOLGDWHG�VFUHHQLQJ�WRROV�UHO\LQJ�RQ�SDUHQWVȇ�FRQFHUQV�RU�UHSRUW�DERXW�VSHFLȴF�VNLOOV�DUH��
(circle all that apply)
a) as accurate than other tools
b) enhance provider-parent collaboration
c) save providers time and money
d) may require interview for some parents
e) take more time than my usual approach to early detection
f) less accurate than commonly used milestones checklists

v. (A) SPECIfIC QUESTIONS ABOUT USINg PARENTS’ EvAlUATION Of  
DEvElOPmENTAl STATUS (PEDS)

1. PEDS measures which of the following domains: (circle all that apply)
a) social-emotional/behavioral/mental health
b) expressive language 
F��ȴQH�PRWRU�
d) self-help
e) academic skills
f) receptive language
g) gross motor
h) cognitive
i) health/family issues
k) b, c, d, f, g 
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2. PEDS is for children: (circle one answer)
a) 4-months to 6-years of age
b) birth to 17-years
c) birth to 8-years
d) birth through 8-years

3. If parents complete the PEDS Response Form on their own you must: (check all that apply) 
a) make sure they have written something on the Response Form
b) administer by interview if only “yes,” “no” or “a little” boxes are circled
c) follow up their answers with additional questions about developmental milestones
G��PDNH�VXUH�WKH\ȇYH�EHHQ�DVNHG�ȴUVW��Ȋ:RXOG�\RX�OLNH�WR�JR�WKURXJK�WKLV�RQ�\RXU�RZQ�RU�ZRXOG�

\RX�OLNH�VRPHRQH�WR�JR�WKURXJK�LW�ZLWK�\RX"ȋ
e) make sure you’ve given them the correct foreign language translation if they do not speak 

English at home
f) give them the Score Form so they can mark the categories of their concerns

4. When scoring PEDS: (circle all that apply)
a) correct for prematurity for children 2-years and younger and born 3 or more weeks early.
b) categorize comments in response to the intent of the question asked. 
c) read all responses, view the Brief Guide showing the types of concerns, and then mark the 

appropriate box on the Score Form
d) score the global/cognitive category for any response to Question 1 on the PEDS Response Form

5. Match the category of concern in the left column with the number assigned to the examples in 
the right-hand column:

Category Examples

_____ Global/Cognitive 1.  He can’t sit still… won’t concentrate… disobeys… may have ADHD… bites... tantrums 

_____ Receptive 
Language

2.  She won’t listen… acts like he doesn’t understand even though I think he really does… gives 
me blank looks when I ask him to do something… Can’t follow a two-step command

_____ Self-help 3.  She can’t say her “r’s”… Most people other than me can’t understand her… He can’t ask for what 
he wants… She doesn’t point to things she wants—just takes my hand and puts it on things 

_____ Behavior 4.  He just ignores other people and acts like they aren’t there….She’s very shy and won’t talk 
around others…. He likes to watch other kids but won’t join in…. He’s easily frustrated and 
gets angry fast.

_____ School 5.  I don’t think he hears….She is a picky eater….He doesn’t sleep well at night….I wonder if 
she has asthma

_____ Gross motor 6.  She’s slow… I think he has autism…She’s regressing and losing skills…. He can’t do what other 
kids can do…. She is learning but it takes her lots longer and she needs lots of extra practice. 

_____ Expressive 
Language

7.  We’re having trouble even getting him interested in toilet…. He won’t even try to get dressed

_____ Fine Motor 8.  He can’t read as well as other children…. She hates math…. He can’t write clearly. 

BBBBB�2WKHU�+HDOWK 9.  He falls a lot. …She’s really clumsy…. Can’t run well. …She’s only four months old and 
can stand for hours

_____ Social-Emotional 10. 6KH� GRHV� IXQQ\� ȵDSSLQJ� WKLQJV� ZLWK� KHU� KDQGVȐ�� +H� KROGV� KLV� IRUN� RGGO\Ȑ�� -XVW�
scribbles... Can’t write her name 
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6. If a parent marks “No” to all PEDS questions, but writes the following, in what category of 
concerns would you place such comments: “ She’s doing about as well as any other child. 
Occasional meltdowns but that’s typical for her age and we can deal with it.” (circle one)

a) behavior 
b) other/health 
c) social-emotional 
d) all of the above
e) none of the above

7. How would you categorize comments such as, “My other kids could do lots more at the same 
age…. His friends are much better at learning, talking, and taking care of themselves”… 
“She’s struggling with everything.” (circle one)

a) global/cognitive
b) other/health
c) school skills
d) self-help
e) expressive language

8. When parents have concerns about self-help skills such as using utensils to eat, trouble with 
fasteners, what other domain should be marked on the PEDS Score Form: (circle one)

a) other/health
b) gross motor
c) global/cognitive
G��ȴQH�PRWRU

9. If a parent says, “She won’t listen to me,” this should be scored as: (circle all that apply)
a) receptive language
b) behavior 
c) social-emotional
d) other/health

10. When parents mark they are “a little” concerned, this should be: (circle one)
a) ignored as not a real issue for the family
b) considered an area of concern
c) not marked as a concern on the PEDS Score Form

11. When parents make statements such as “I used to be worried about his speech but now I 
think he’s doing better….” “I don’t know what a 6-month-old should be saying,” the Score 
Form box for expressive language: (circle all that apply)
a) does not need to be marked as a concern for the parent
b) should be marked as an area of concern
c) should be explored further with an additional screen before making a decision about what to do 

next.

12. Sometimes parents describe concerns that do not appear to professionals to be especially 
problematic or predictive of problems. In such cases professionals should check the PEDS 
Score Form for the type of concern raised. 

 ___True ___False
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13. Sometimes professionals notice delays or are troubled by a child’s development but the 
parent does not express concerns. In these cases you could: (circle all that apply)
a) use an informal milestones checklist to consider developmental status
b) add your concerns to the PEDS Response Form
c) explain your concerns to the family and the need for additional screening
d) check the box on the Score Form to note your own concern and/or place the child on Path A or Path B
e) assume the parent is correct and ignore your clinical observations
f) administer an additional screen such as PEDS: Developmental Milestones or the ASQ

14. PEDS screens for the following possible conditions: (circle all that apply) 
a) learning disabilities
b) speech-language impairments
c) autism spectrum disorders
d) orthopedic impairments for which special education eligibility is likely
e) developmental delay/intellectual disabilities
f) giftedness/academic talent
g) typical/normal development
h) behavioral/social-emotional/mental health problems

15. Assign the numbers for each Risk Level in the right-hand column to PEDS Paths: 

16. PEDS is known to: (circle all that apply)
a) help parents learn to think about development like professionals do—as a range of domains
b)  encourage parents to observe their children closely
c)  increase parents’ worries about their children’s development
d)  teach parents that development and behavior are a part of health care
e)  increase parents’ willingness to come back for well-child visits and other appointments. 
f)  increase positive parenting practices such as time out, instead of spanking
g)  open the door to parent-provider/teacher discussions about child-rearing
h)  make parents less willing to follow through with referrals to other services
i)  lengthen well-visit time frames

PEDS Path Risk Level

Path B (health-focused)_____ ���+LJK�5LVN��QHHGV�UHIHUUDO�IRU�GLDJQRVWLF�WHVWLQJ��H�J���VSHHFK�
language, psychoeducational, etc.)

Path A ____ 2. Moderate Risk: needs additional screening to determine 
whether there is a likely problem

Path C ____ 3. Moderate Risk: needs health screens, (e.g., growth chart, 
re-explanation of prior medical problems now resolved, 
hearing, vision, lead screening, etc.)

Path B (developmental-focus)____ 4. Low Risk: for developmental problems, but elevated risk for 
emotional/behavioral/mental health problems

Path E ____ ���0RGHUDWH�5LVN��GLɟFXOW\�FRPPXQLFDWLQJ�ZLWK�IDPLOLHV�GXH�WR�
language barriers or other issues 

Path D ____ 6. Low Risk: needs reassurance and routine monitoring.
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17. When children receive a Path C result: (circle all that apply)
a) they should be promptly referred for mental health services
b) providers should give parents’ advice about child-rearing and follow-up in a few weeks 
c) if concerns persist, mental health screening is needed and if failed, children should be referred 

for mental health/behavioral interventions
d) professional advice should be tailored to the challenges parents’ describe
e) the effectiveness of professional advice should be monitored in a few weeks to determine if 

other services are needed
f) providers can rescreen at the next visit and assume child and family are doing well 

18. Some parents don’t raise concerns on PEDS when they actually have worries. Reasons often 
include: (circle all that apply)
D���D�EHOLHI�WKDW�SURYLGHUV�ZLOO�QRWLFH�SUREOHPV�DQG�VKRXOGQȇW�EH�LQȵXHQFHG�E\�SDUHQWVȇ�FRQFHUQV
E���SDUHQWDO�DQ[LHW\�DQG�ODFN�RI�FRQȴGHQFH�LQ�WKHLU�REVHUYDWLRQV
c)  lack of awareness that providers are interested in developmental-behavioral issues
d)  lack of education, poverty, stresses at home
e)  limited ability to read
f)  limited understanding of the language in which PEDS was administered (in writing or by interview)
g)  informal translations of PEDS
h)  asking only a few of the PEDS questions 

19. Why do parents of infants and toddlers need to be asked the PEDS’ question about school 
skills: (circle all that apply)
a) parents don’t need to be asked that and frankly, shouldn’t be asked that question
b) because it informs providers about parents’ understanding of what is developmentally appropriate
c) it helps providers get an idea of what parents are doing with children at home in terms of 

teaching children new things
d) it alerts providers that parents may not be aware of what to teach young children

20. Parents’ concerns are sometimes vague or developmentally off-target (e.g., “I don’t know what a 
6-month-old should be doing?”; “She’s 9 months old but not talking yet”). Please explain why such 
comments may or may not be useful to providers in terms deciding on an optimal response. 

21. Parents’ concerns: (circle all that apply)
D��DOZD\V�UHȵHFW�WKH�GRPDLQV�LQ�ZKLFK�FKLOGUHQ�KDYH�GHYHORSPHQWDO�GHOD\V
E��FDQ�EH�VLJQLȴFDQW�SUHGLFWRUV�RI�GLVDELOLWLHV
c) should consistently be met with reassurance and watchful waiting
G��PD\�VXJJHVW�WKH�QHHG�IRU�LQ�RɟFH�FRXQVHOLQJ�DQG�PRQLWRULQJ
e)  all of the above

22. Parents with limited education are: (circle all that apply):
a) as likely to have concerns about their children’s development as more educated parents
b) less likely to raise concerns spontaneously
c) less likely to notice problems in their children
d) less likely to know that healthcare providers are interested in child development
e) all of the above
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23. The value of using PEDS to elicit parents’ concerns in their own words is: (circle all that apply) 
a) reduces “oh by the way” concerns at the end of visits
b) saves time during visits
F��HQDEOHV�SURYLGHUV�WR�ȴJXUH�RXW�LQ�DGYDQFH�H[DFWO\�ZKDW�IDPLOLHV�QHHG�WR�NQRZ
d) creates a collaborative relationship between professionals and parents
e) helps parents know that providers are interested in development and behavior 
f) helps providers know when to look further at children’s skills
g) helps providers view disordered development (e.g., age-appropriate two-word utterances that 

are too repetitive and non-communicative)
h) enhances reimbursement for services

24. In your own words, why is it critical to refer frequently to the PEDS Brief Guide or to use 
PEDS Online when scoring PEDS? 

25. PEDS Online offers: (circle all that apply)
D��0RGLȴHG�&KHFNOLVW�RI�$XWLVP�LQ�7RGGOHUV
b) PEDS
c) PEDS:Developmental Milestones
d) automated scoring
e) a diagnosis for various kinds of disabilities
f) referral letters when needed
g) a summary report for parents
h) academic screens for children 8-years and older
i) screens of parental mental health
M�� SURFHGXUH�FRGHV�IRU�ELOOLQJ�FRGLQJ

26. In your own words why should we routinely elicit parents’ concerns?

v. (B) SPECIfIC QUESTIONS ABOUT USINg PEDS: DEvElOPmENTAl mIlESTONES (PEDS:DM) 
1. PEDS:DM items are tied to which performance cutoff: (circle one) 

a) 10th percentile
b) 16th percentile
c) 25th percentile
d) 50th percentile
e) 75th percentile
f) 90th percentile

2. Performance below the 16th (or even the 20th to 25th) percentile is worrisome because: (please 
state in your own words)
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3. If a child does not meet a milestone on the PEDS:DM it means that he or she: (circle all that apply)
a) simply needs watchful waiting and rescreening
b) is probably well behind same-age peers in that domain of development 
c) needs further evaluation
G���KDV�D�GLDJQRVDEOH�SUREOHP�WKDW�FDQ�EH�LGHQWLȴHG�E\�WKH�3('6�'0

4. 6FRUHV�RQ�WKH�3('6�'0�DUH�GHȴQHG�DV� (circle all that apply)
a) milestones met or unmet
b) pass or fail
c) optimal or suboptimal
d) disabled or not disabled

5. PEDS:DM measures development in which areas: (circle all that apply)
a) expressive language
b) self-help
c) social-emotional
G��ȴQH�PRWRU
e) receptive language
f) health, vision, hearing
g) gross motor
h) behavior
i) academics in math and reading

6. The PEDS:DM detects probable delayed development as well as probable disabilities.
 ___ True ___ False

7. Please explain why measures such as the PEDS:DM or the ASQ, even though they detect 
developmental delays, may not identify children with disordered development: 

8. When making referrals on the basis of PEDS or the PEDS:DM: (circle all that apply) 
D��HDUO\�LQWHUYHQWLRQ�SXEOLF�VFKRRO�VHUYLFHV�VKRXOG�EH�WKH�ȴUVW�FRQVLGHUDWLRQ
b) a diagnosis is needed before early intervention services can be initiated
c) it is not necessary to refer if a child fails to meet milestones on the PEDS:DM. Instead, watchful 

waiting is the optimal response
d) professionals should consider, based on observations of family functioning, medical history, etc., 

whether social work, mental health, parent training or other services are needed in addition to IDEA
e) a teaching hospital or private diagnostic evaluation clinic should be consulted prior to referring to IDEA
I��SURYLGHUV�VKRXOG�EH�SUHSDUHG�WR�PDNH�UHIHUUDOV�WR�+HDG�6WDUW�RU�RWKHU�VHUYLFHV�

9. The PEDS:DM can be administered in various ways. (circle the administration methods that apply):
a) interviewing parents
b) administration by parents
c) professional hands-on administration with children
d) observation only (for younger children)
e) professional opinion about the presence or absence of skills
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10. Please rate these statements as true or false:
a) it is acceptable to probe the extent of unmet milestones on the PEDS:DM by administering 

lower-level items
     ____ True ____ False
b) if a child is suspected of advanced development it is NOT acceptable to administer higher-level 

items and note these on the PEDS:DM Recording Form.
     ____ True ____ False

v. (C) SPECIfIC QUESTIONS ABOUT USINg ThE AgES AND STAgES  
QUESTIONNAIRE-ThIRD EDITION (ASQ-3) 

1. The ASQ-3 can be administered repeatedly for developmental surveillance, monitoring.  
     ____True ____False 

2. If a child receives a perfect score on the ASQ-3 they are considered above average. 
     ____True ____False

3. Answers on the ASQ-3 should be provided by parents either in writing or by interview.
     ____True ____False 

4. The ASQ-3 tells you if a child has a probable delay or disability. 
     ____True ____False

5. All items must be answered on the ASQ-3 for it to be valid. 
     ____True ____False

6. Alternative materials and phrasing may be used when completing the ASQ-3. 
     ____True ____False 

7. It is acceptable for providers to complete the ASQ by observation and without parent-report.
     ____True ____False 

Please circle the best answer/s for questions 8 - 12 

8. The beginning of the dark shaded “cutoff” area on the ASQ-3 summary sheet represents:
a) the mean/average score
b) 1 standard deviation below the mean
c) 1.5 standard deviations below the mean
d)  2 standard deviations below the mean

9. The beginning of the light shaded “monitoring” area on the ASQ-3 summary sheet represents:
a)  the mean/average score
b)  1 standard deviation below the mean
c)  1.5 standard deviations below the mean
d)  2 standard deviations below the mean
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10. The ASQ-3 series of questionnaires covers the following age-range?
a) 4- to 36-months
b) 2- to 66-months
c) 0 to 60-months
d) 2- to 48-months

11. How many developmental domains and items in each are included on the ASQ-3?
a) 4 domains with 5 items each
b) 6 domains with 6 items each
c) 1 domain with 30 items
d) 5 domains with 6 items each
e) 10 domains with 2 items each

12. Which domains are measured by the ASQ-3?
D��ȴQH�PRWRU�
b) gross motor 
c) communication 
d) social-emotional
e) problem-solving
f) personal-social

13. A child should be referred for further evaluation if they have the following ASQ-3 score?  
(circle all that apply.)
a) below the 2 sd cutoff score in all domains.
E��SDUHQW�RU�SHGLDWULF�SUDFWLWLRQHU�KDV�VLJQLȴFDQW�FRQFHUQV�DERXW�WKH�FKLOGȇV�GHYHORSPHQW�EXW�

scores are only in monitoring zone (-1sd).
c) below the 2 sd cutoff score in 1 domain.
d) below the 2 sd cutoff score in communication only.

14. Please explain why measures such as the PEDS:DM or the ASQ, even though they detect 
developmental delays and most disabilities, may not identify children with disordered 
development: 

15. ASQ Online offers: (check all that apply)
a) Ages and Stages Questionnaire
b) automated scoring
c) a diagnosis for various kinds of disabilities
d) referral letters when needed
e) a summary report for parents
f) academic screens for children 8-years and older
g) mental health screens for parents
h) procedure codes for billing/coding
i) ASQ:SE 
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v. (D) SPECIfIC QUESTIONS ABOUT USINg AgES AND STAgES : SOCIAl EmOTIONAl 
(ASQ:SE)

1. ASQ-3:SE items answered as “Most of the Time” always receive 10 points.
     ____True ____False

2. If a child’s score is above the cut-off on the ASQ:SE, he is considered typically developing.
     ____True ____False

3. The ASQ:SE may be completed by multiple caregivers. 
     ____True ____False

4. 7KH�VHQVLWLYLW\�DQG�VSHFLȴFLW\�RI�WKH�$64�6(��L�H��DJUHHPHQW�ZLWK�SURIHVVLRQDO�HYDOXDWLRQ��DUH�
above 78% and 94% respectively.

     ____True ____False

5. Children who score above the cut-off should always be referred for a mental health evaluation.  
     ____True ____False

6. Cultural considerations should be considered when interpreting ASQ:SE scores.    
     ____True ____False

7. Inter-rater reliability may not be high when looking at social-emotional behaviors.        
     ____True ____False
  
Please circle the best answer(s) for questions 8 - 10 

8. The graphed distribution of scores on the ASQ:SE looks like:
a) a bell curve
b) scatter
c) a negative skew
d) a positive skew

9. Cut-off scores on the ASQ:SE represent:
a) 2 standard deviations above the mean.
b) the median for all scores
c) the mode for the scores
G��WKH�EHVW�EDODQFH�RI�VHQVLWLYLW\�DQG�VSHFLȴFLW\�

10. Which of the following are considerations for making referrals even if scores are higher than 
the cut-off? (circle all that apply)
a) setting/time factors
b) developmental factors
c) health factors
d) family/cultural factors
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11. Identify the areas screened by the ASQ:SE:
a) self-regulation
b) communication
c) adaptive behavior
d) autonomy
e) affect
f) interaction with people
g) parenting skills

v. (E) SPECIfIC QUESTIONS ABOUT USINg ThE BAylEy INfANT NEURODEvElOPmENTAl 
SCREENER (BINS)

1. The BINS is for infants: (circle all that apply)
a) birth to 48-months
b) 3- to 24-months
c) birth to 2-years
d) 12- to 48-months

2. The BINS is scored using: (circle all that apply)
a) a complications approach
b) a critical items summary
c) an optimality approach
d) developmental milestones

3. The same BINS items are given for all age groups. 
      ____True ____False

4. In the case of infants born prematurely, the BINS item set selected for administration is based 
on chronological age. 

      ____True ____False

5. The BINS scoring yields: (circle all that apply)
a) established, biological and environmental risk estimates
b) number of failed items
c) a neurodevelopmental index score
d) low-, moderate- and high-risk groupings

���%,16�QHXURPRWRU�LWHP�DGPLQLVWUDWLRQ�DQG�VFRULQJ�DUH�VRPHWLPHV�PRUH�GLɚFXOW�IRU�SV\FKRORJLVWV�
and other professionals who lack training in neuromotor disabilities. When in need of training, 
examiners should: (circle all that apply) 
D��UHO\�RQ�FOLQLFDO�MXGJPHQW
b) practice with infants from a variety of age groups to develop a point of reference. 
c) collaborate with occupational or physical therapists
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v. (f) SPECIfIC QUESTIONS ABOUT USINg ThE mODIfIED ChECklIST Of AUTISm IN 
TODDlERS (M-CHAT)

1. 7KH�0�&+$7�LGHQWLȴHV� (circle all that apply) 
a) mild developmental delays and disabilities
b) possible autism spectrum disorders
c) mental health problems

2. :KHQ� SDUHQWV� FRPSOHWH� WKH� 0RGLȴHG� &KHFNOLVW� RI� $XWLVP� LQ� 7RGGOHUV� �0�&+$7�� DQG� WKHLU�
children receive a failing score: (circle all that apply)
D��D�UHIHUUDO�WR�$6'�VSHFLDOLVWV�GHYHORSPHQWDO�EHKDYLRUDO�FOLQLFV�LV�WKH�ȴUVW�EHVW�VWHS��
E��IDLOHG�LWHPV�VKRXOG�EH�UHDGPLQLVWHUHG�YLD�WKH�0�&+$7�)ROORZ�XS�,QWHUYLHZ
F��,'($�SHUVRQQHO�FDQ�EH�DVNHG�WR�DGPLQLVWHU�WKH�0�&+$7�)ROORZ�XS�,QWHUYLHZ
d) If the interview is failed, referrals to both Early Intervention and an ASD specialist may be needed
e) a diagnosis of autism spectrum disorders (ASD) can be made
I��D�IDLOHG�0�&+$7�PHDQV�WKDW�D�FKLOG�PD\�KDYH�$6'�DQG�RU�RWKHU�FRQGLWLRQV�VXFK�DV�LQWHOOHFWXDO�

GLVDELOLWLHV�RU�D�VLJQLȴFDQW�ODQJXDJH�LPSDLUPHQW
J��,I�WKH�EURDG�EDQG�VFUHHQV�DUH�IDLOHG�EXW�WKH�0�&+$7�LV�SDVVHG��QR�UHIHUUDOV�DUH�QHHGHG�

3. The M-CHAT should not be used as a stand-alone parent-report screen because: (circle all that 
apply):

a) the most common disabilities such as moderate language impairment, learning or intellectual 
disabilities are likely to be missed. 

E��WKH�0�&+$7�GRHV� QRW� GHWHFW�PRVW� GHYHORSPHQWDO� GHOD\V� �H�J��� FKLOGUHQ�ZKR� DUH� EHKLQG�� GRQȇW�
TXDOLI\�IRU�,'($�VHUYLFHV��EXW�ZKR�QHHG�VHUYLFHV�VXFK�DV�+HDG�6WDUW�RU�TXDOLW\�SUHVFKRRO�GD\FDUH�
programs)

F��,�GLVDJUHH�ZLWK�WKH�SUHPLVH�RI�WKLV�TXHVWLRQ��7KH�$PHULFDQ�$FDGHP\�RI�3HGLDWULFV�VD\V�WKH�0�&+$7�
VKRXOG�EH�XVHG�DW�����DQG����PRQWKV��7KH�0�&+$7�DORQH�LV�VXɟFLHQW�IRU�WKRVH�YLVLWV�

v. (g) SPECIfIC QUESTIONS ABOUT USINg ThE SAfETy WORD INvENTORy AND lITERACy 
SCREENER (SWILS) 

1. The SWILS is standardized on children who are: (circle all that apply) 
a) 4 ½- to 16-years
b) 5 ½- to 10-years
c) 6 ½-to 14-years 
d) 3- to 8-years

2. The SWILS can be used to identify literacy and health literacy problems in older students and 
parents:

     ____True ____False 
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3. 7KH�6:,/6�LGHQWLȴHV�SUREDEOH� (circle all that apply) 
a) depression
b) possible autism spectrum disorders
c) learning disabilities
d) mental health problems
e) health literacy challenges
f)  academic problems

4. If the examinee segments a word (e.g., “Volt-age” but does not self correct and say “Voltage,” this 
answer is marked as correct. 

     ____True ____False

v. (h) SPECIfIC QUESTIONS ABOUT USINg ThE PEDIATRIC SymPTOm ChECklIST (PSC)

1.�7KH�36&�LGHQWLȴHV�SUREDEOH� (circle all that apply) 
a) depression
b) possible autism spectrum disorders
c) conduct problems
G��DWWHQWLRQ�GLɟFXOWLHV
H��GHYHORSPHQWDO�GHȴFLWV
f) mental health problems

2. In your own words, why should the PSC be administered before deciding to use a measure like 
WKH�9DQGHUELOW�$'+'�6FDOHV�WKDW�IRFXVHV�PDLQO\�RQ�DWWHQWLRQ�GHȴFLW�K\SHUDFWLYLW\�GLVRUGHU��

3. The Pictorial PSC is helpful for: (circle all that apply)
a) families who don’t speak English
b) families with limited literacy 
c) adolescents who may not read well
d) all youth and their parents
H��LPSURYLQJ�LGHQWLȴFDWLRQ�RI�PHQWDO�KHDOWK�SUREOHPV�LQ�IDPLOLHV�ZLWK�ORZ�VRFLRHFRQRPLF�VWDWXV
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VI. ImPlEmENTATION QUESTIONS

1. The following statements describe the process of preparing for use of quality screening tools in 
healthcare. Place them in logical order: 
____ Collaborate on selecting a quality instrument
____ Conduct training
____ Organize parent education materials
BBBB�3URYLGH�D�UDWLRQDOH�IRU�RɟFH�VWDII
BBBB�&RQVLGHU�DQ\�VLPLODU�H[LVWLQJ�ZRUN�ȵRZ��H�J���KRZ�RWKHU�TXHVWLRQQDLUHV�ȊȵRDWȋ�GRZQ�WKH�KDOO�
____ Plan training, gather training materials
____ Identify physicians or other staff heavily interested in the issue
____ Monitor implementation of screening 
BBBB�$OORZ�VWDII�WR�GHWHUPLQH�KRZ�WKH�ZRUNȵRZ�VWHSV�ZLOO�EH�H[HFXWHG
____ Gather a list of referral resources
____ Set a timeline
BBBB�7ULDO�LPSOHPHQWDWLRQ�DQG�GHFLGH�RQ�QHHGHG�DGMXVWPHQWV�WR�WKH�SURFHVV
BBBB�(QFRXUDJH�VWDII�WR�WDNH�UHVSRQVLELOLW\�IRU�GHȴQLQJ�WKH�QHZ�ZRUN�SURFHVV
____ Work with the early intervention community to establish referral mechanisms, the kinds of 

reports you’d like to receive, times to communicate, preferred mechanisms for communication 
(e.g., email, fax, phone, surface mail)

2. Please identify your opinion about the following statements. Collaboration with community 
services on referral processes: 

a) Takes excessive amounts of time from primary care ___True ___Maybe ___False

b) +HOSV�LGHQWLI\�FRPPXQLW\�ZLGH�QHHGV ___True ___Maybe ___False

c) Is problematic because services are rare or non-communicative ___True ___Maybe ___False

d) Facilitates providers’ awareness of service options ___True ___Maybe ___False

e) Enables medical and non-medical providers to communicate 
and refer to/from each other 

___True ___Maybe ___False

f) ,V�XVXDOO\�FRQIXVLQJ�IRU�IDPLOLHV�GXH�WR�FRQȵLFWLQJ�DGYLFH� ___True ___Maybe ___False

g) Enables further evaluation and reduces the need for health 
care providers to administer multiple screens 

___True ___Maybe ___False

h) Increases opportunities for care coordination ___True ___Maybe ___False

i) Leads to turf battles and animosity among various types of 
providers

___True ___Maybe ___False

M� Often leads to community-wide advocacy for the needs of 
children and families

___True ___Maybe ___False

k) Is worth exploring to see whether it aids my work ___True ___Maybe ___False
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POST-TRAININg COURSE EvAlUATION QUESTIONS

+RZ�ZLOO�\RX�XVH�WKH�LQIRUPDWLRQ�\RX�DFTXLUHG�GXULQJ�WUDLQLQJ"�

:KDW�GLG�\RX�OLNH�PRVW�DERXW�\RXU�WUDLQLQJ�H[SHULHQFH"�

:KDW�GLG�\RX�OLNH�OHDVW�DERXW�\RXU�WUDLQLQJ�H[SHULHQFH"

:KDW�DGGLWLRQDO�LQIRUPDWLRQ�GLG�\RX�ZLVK�KDG�EHHQ�FRYHUHG"

:KDW�VXJJHVWLRQV�GR�\RX�KDYH�IRU�LPSURYLQJ�WKLV�SUHVHQWDWLRQ"�

:KLFK�PHDVXUHV�GR�\RX�LQWHQG�WR�XVH�LQ�\RXU�VHWWLQJ�DQG�ZK\"

$UH�WKHUH�H[LVWLQJ�IRUPV�RU�TXHVWLRQV�WKDW�SURYLGH�D�ZRUNȵRZ�WHPSODWH�IRU�\RXU�VHWWLQJ"

Please list your thoughts about use of online screening services in your setting.
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SCORINg gUIDE TO QUESTIONS

I. SERVICES

1. c

2. d

3. a – g

���WKUHH�DPRQJ��+HDG�6WDUW��(DUO\�+HDG�6WDUW��
quality daycare, parent-training, after-school 
tutoring, parent counseling, monitoring 
effectiveness of advice

II. AAP POLICY AND BILLING/CODING

1. a, e, f

2. a – e

3. desirable answers are any reasons to 
continue screening after 24- to 30-months

���D�Ȃ�G��I�Ȃ�M

5. a) False; b) True; c) False

6. a – e, g, h 

7. b – d

III. CHILD DEVELOPMENT,  
DISABILITIES, ETC.

1. language, preacademic skills, cognition

2. a) False; b) False

3. b

4. True

5. the order should be: E, A, C, B, D, F

6. a, b, d, e, f

7. a) True; b) False; c) True; d) False; e) False;  
f) True; g) False; h) False; i) True

8. a, b

9. the order should be: 4,2,3,1,5,6

10. a – c or d

IV. PARENTING, PSYCHOSOCIAL RISK AND 
EXPLAINING RESULTS

1. b – d, g, i, k, m, n

Section IV continues...

2. desirable answers include four or more 
among: book-sharing, talking about things the 
child is noticing, imitating the child’s sounds/ 
word attempts, engaging in the child’s self-
initiated play, taking the child places and talking 
about what he/she sees, encouraging creative 
play such as block stacking, leggos, scribbling, 
showing the child new things including sounds, 
REMHFWV��HWF�

3. the order should be 2,4,1,3

4. b, d – f, h – n

5. a – d, f

6. b – i

7. desirable answers are two or more among: 
parenting books, websites such as www.
kidshealth.com, parenting information handouts 
plus orally delivered advice, parent training 
programs, parenting video series, etc.

V. MEASUREMENT PRINCIPLES

1. e

2. c

3. c, d

4. a

5. b

6. a

7. a, b, e, f

8. a – d

9. a – e

10. correct answers include two or more: proven 
accuracy in early detection, clear scoring criteria, 
KLJKHU�OHYHOV�RI�VHQVLWLYLW\�DQG�VSHFLȴFLW\��DELOLW\�
to detect more children with problems

11. a – d

V. (A) PEDS

1. a – i

2. c

3. a, b, d, e
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Section V. (A) continues...

4. a, b, c

5. categories of concerns should be numbered 
in this order: 6, 2, 7, 1, 8, 9, 3, 10, 5, 4

6. a

7. a

8. d

9. a (and optionally b, but b alone is incorrect)

10. b

11. b, c

12. True

13. b – d, f

14. a – e, g, h

15. PEDS Paths should be numbered in this 
order: 3, 1, 4, 2, 6, 5

16. a, b, d, f, g

17. b, c, d, e

18. a – c, e – h

19. b – d

20. appropriate comments are: alerts us to the 
need for careful monitoring, developmental 
promotion, parent education, possible 
psychosocial risk

21. b, d 

22. a, b, d 

23. a – h

����GHVLUDEOH�DQVZHUV�DUH�ȴGHOLW\�WR�VFRULQJ��
accuracy of results, reduction of cognitive drift, 
adherence to administrative directions, etc. 

����D�Ȃ�G��I��J��M

26. desirable answers are: eases delivery of 
GLɟFXOW�QHZV��HQKDQFHV�FROODERUDWLRQ��IRFXVHV�
SDUHQWLQJ�DGYLFH�RQ�VSHFLȴF�WRSLFV�RI�LQWHUHVW��
creates a teachable moment, reduces “oh by the 
way” concerns

V. (B) PEDS:DM

1. b

Section V. (B) continues...

2. acceptable answers mention: hazards of 
entering school already behind, having future 
GLɟFXOWLHV�LQ�VFKRRO��KLJKHU�FKDQFH�RI�EHLQJ�
held back in grade, increased risk of dropping 
out, etc. 

3. b, c

4. a

5. a – e, g – i

6. True

7. answers should focus on age-appropriate 
skills executed in problematic ways (e.g., 
expressive language that is repetitive and non-
FRPPXQLFDWLYH��ȴQH�PRWRU�VNLOOV�LQ�ZKLFK�
tremors or other neuromotor problems are 
present)

8. a, d, f

9. a – d

10. a) True; b) False

V. (C) ASQ-3 

1. True

2. False

3. True

4. True

5. False

6. True

7. False

8. d

9. b

10. b

11. d

12. a – c, e, f

13. a – d

14. answers should focus on age-appropriate 
skills executed in problematic ways (e.g., 
expressive language that is repetitive and non-
FRPPXQLFDWLYH��ȴQH�PRWRU�VNLOOV�LQ�ZKLFK�
tremors or other neuromotor problems are 
present)
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Section V. (C) continues...

15. a, b, d, i

V. (D) ASQ:SE

1. False

2. False

3. True

4. True

5. False

6. True

7. True

8. d

9. d

10. a – d

11. a – f

V. (E) BINS

1. b

2. c

3. False

4. False

5. d

6. b, c

V. (F) M-CHAT

1. b

2. b, c, d, f

3. a, b

V. (G) SWILS

1. c

2. True

3. c, e, f 

4. False

V. (H) PSC

1. a, c, d, f

2. optimal responses focus on the need to 
GHWHUPLQH�ZKHWKHU�V\PSWRPV�RI�$'+'�DUH�
instead, due to learning disabilities, language 
impairment, mental health problems

3. a – e

VI. IMPLEMENTATION

1. there is not right or wrong sequence here—
this question is designed to help trainees 
consider a workable process although 
we’d prefer to see the process begin with 
engendering support among colleagues and 
UHFUXLWLQJ�WKHLU�KHOS�LQ�SODQQLQJ�WKH�ZRUN�ȵRZ�
(e.g., 3, 5, 14, 1, 6, 4, 2, 11, 8, 12, 9, 10, 7, 13)

2. these items elicit opinion and provide 
presenters information on perceived obstacles 
to implementation—obstacles for which 
trainees may need further support and training 
to overcome. Ideally, you’ll see these answers: 
a) False; b) True, c) False; d) True; e) True;  
I��)DOVH��J��7UXH��K��7UXH��L��)DOVH��M��7UXH��N��7UXH

POST-TRAINING EVALUATION AND  
TAKE-HOME PLANNING

These questions are designed to solidify 
learning and give presenters helpful feedback 
about topics requiring more emphasis, identify 
which trainees need further assistance, etc. 
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548 Identifying and Addressing Developmental - Behavioral Problems
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550 Identifying and Addressing Developmental - Behavioral Problems
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A
AAP (See American Academy of Pedi-

atrics)

Absences From School, 301 
  as contributor to academic problems, 
    173, 178, 180

Academic Screening, 56-57,170-71, 
174-75, 178-79, 182, 184-85, 189-90, 
269, 312, 376, 401, 496, 530, 533

Academic Skill Development 
��GHȴQHG�DV������� 
  milestones for, 545-552 
       problems with, (See School-Age  
          Children), 169-198

Accuracy in Screening Tests (See Test  
  Construction)

Achievement Tests, 
  academic, 174-6, 180, 189, 435 
  (See also Group Achievement Tests)

Adaptive Behavior (See Self-Help) 

Adjustment (See Judgment heuristics)

Adolescents  
  screening of, 57, 170, 184-185, 242,  
     404, 448, 493-494, 496-97 
  (See Academic screening)

Adolescent Health Risks (See CRAFFT),    
87-516 
  mental health (See Mental Health)

Adoption (See Foster Care)

Advocacy, 6, 11, 110, 152, 156, 237, 337 
  case examples, 237, 294, 375, 384-385, 
     464-78 
  recommendations for, 237, 336 
  resources, 137, 139, 386-88, 417,  
    459-60 
  types of, 237-240, 454-59, 484

Ages & Stages Questionnaire (ASQ),  
58-59, 243, 274-275, 296, 351-352, 
354-355, 357, 396-397, 405, 467, 489,  
494, 543 
  as both screening/surveillance tool,  
     44, 48   
  case examples, with, 65-106, 351- 
     352, 354-355, 444-445 
  described, 48, 72-73 
  in developmental-behavioral  
     promotion, 48, 109  
  international initiatives with, 396- 
     397, 405, 416  
training questions for, 534-535

Ages & Stages Questionnaire: Social- 
Emotional (ASQ:SE), 51, 58-59, 89-90, 

243, 351-352, 354-355, 489, 494, 544  
  case examples with, 91-96, 351-352,  
     355 
  described, 75-76 
  international initiatives with, 405 
  training questions for, 536-537

ASQ Online, 75, 347, 354, 366, 445,  
  described, 58-59 
  case examples of, 89 
  longitudinal growth chart from, 89 
  training questions for, 535

American Academy of Pediatrics (AAP), 
42, 46, 456 
  policies of, 2, 67, 170, 240, 328, 
     334-336, 375, 444-45, 456, 472, 492, 
     520-521 
       ASD, early detection, 67-68 
       foster care/adoption, 240, 244,  
       mental health, 11, 43, 46, 67- 
          68, 136, 170, 240, 243, 
       medical home, 11, 91, 240, 
          259, 366, 371, 387, 454, 456, 459 
  resources from, 136-137, 197, 219,  
     240, 244, 259, 275, 279, 366, 327, 
     340, 366, 374, 386-388, 444-448,  
     459 

Affordable Health Care Act (See Reim-
bursement)

Americans with Disabilities Act (ADA, 
ADAAA), 3-4 
(See also Section 504)

Anchoring (See Judgment Heuristics)

Anticipatory Guidance (See Patient  
Education)

ASD (See Autism Spectrum Disorder

ASQ (See Ages & Stages Questionnaire) 

ASQ:SE (See Ages & Stages Questionnaire: 
Social-Emotional)

Assessment-Level Measures  
  as teaching aids, 302-313 
  contrasted with screening, diagnostic  
     tools, 266-267, 399 
��GHȴQLWLRQ��������� 
  dictation template, 276-278 
  developmental-behavioral rotations  
     and, 271 
��HɟFLHQF\�RI������ 
  foster care/adoption intake and, 270 
  measurement methods, 267-269 
  metrics, (See Test Scores) 
  NICU follow-up with (See Neonatal  
     Intensive Care Unit Follow-Up) 
  outcomes measurement and, 437-438  
  research protocols with, 270 
  (See also Training Emerging  

     Professionals)  
  settings appropriate for, 270-273 
��VSHFLȴF�WRROV������������������ 
       BDI, (See Batelle Developmental   
          Inventory)  
       DP-3 (See�'HYHORSPHQWDO�3URȴOH��������� 
       PEDS:DM Assessment Level, 
          (See PEDS:Developmental  
              Milestones)

$WWHQWLRQ�'HȴFLW�+\SHUDFWLYLW\�'LVRUGHU� 
(ADHD), 4, 21, 23, 46, 92, 119, 170, 
177-181, 183-185, 196, 210, 249, 272, 
370, 411, 441, 446, 492, 523, 539, 544

Authentic Assessment, 189 

Authoritarian Parenting (See Parenting 
Styles)

Autism Spectrum Disorder (ASD), 22 
  AAP policy on screening for, 67-68,  
     74-75, 96, 
  language characteristics, 205, 209,  
     211, 311,  
  proscriptions, 74 
  referral needs, 7, 8, 22, 67-68, 74,  
     83, 97, 273, 468, 520,   
  resources for, 139, 316, 385, 446  
  screens for, 48, 50, 52, 53, 67, 71,  
     73-75, 328, 

B
Battelle Development Inventory (BDI),  

53, 269

Battelle Developmental Inventory  
Screening Test (BDIST), 53, 269

Bayley Infant Neurodevelopmental  
Screen (BINS), 52, 273-74, 537 
  (See also Neonatal Intensive Care  
     Unit (NICU) Follow-up) 
 Training questions for, 537

Bayley Scales of Infant Development,  
274, 296, 308, 405, 430

Behavior,  
  as a domain of development, 17 
  case example of typical, 18-19 
  causes of problems, 19-20, 23, 171 
  management of (See Discipline) 
  measurement of (See Screening  
     Tests) 
  social-emotional/mental health as a  
     subdomain of, 17

Behavior Management (See Discipline)

Behavioral Promotion (See Patient  
Education)

%HQHȴWV�RI�(DUO\�,QWHUYHQWLRQ�� 
  economics of, (See Early Intervention, 
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       economics. See also IDEA) 
  developmental outcomes of, 2, 108 

BDIST (See Battelle Developmental  
Inventory Screening Test)

Bilingualism (See Language Development)

Billing (See Reimbursement)

BINS (See Bayley Infant Neurodevelop-
mental Screen)

BITSEA (See Brief Infant-Toddler So-
cial-Emotional Assessment)

BPCIS (See Brigance Parent-Child  
Interactions Scale)

Brief Infant-Toddler Social-Emotional 
Assessment (BITSEA), 50

Brigance Screens, 52, 59, 192, 268-269

Brigance Parent-Child Interactions  
Scale (BPCIS), 216 
  as measure of resilience and risk,  
    226-227 
  case example with, 61-63 
  test items and scoring, 199-234 
  timing/staggered use of, 226-227

Bright Futures Initiative, 67, 116, 259,  
316, 346, 371-373, 387, 444, 483, 488, 
491-492,

Broad-Band Screens   
(See also Screening/Surveillance) 
  at well-visits, 69-74 
  contrasted with narrow-band  
     tools, 46 
��VSHFLȴF�WRROV��See Screening Tests) 
  measurement approaches (See  
     Screening Tests) 
  variability in domains measured ,  
     36-49

C
CAPTA (Child Abuse Prevention and 

Treatment Act), 5, 469

Child Abuse 
(See Foster Care) 
(See Prevention)

Child Development (See also Develop-
mental-Behavioral Domains) 
  case examples in, 18-19, 61-62, 82 
  milestones of, 545-552 
  nature of, xiii, 2, 4, 15-28 
  promotion of, 5, 115-148

Children with Special Health Care 
Needs (CSHCN), (See American  
Academy of Pediatrics, medical 
home)

Clinical Reasoning (See also Judgment 
Heuristics), 32-34, 65-106,  
  enhancing via measurement, 65-106,  
     169-198 
  process, 217, 224,  
  skills, 281-320

Coding (See Reimbursement)

Collaboration (See also IDEA) 
  between Primary Care and  
     non-medical services, 11, 87-88,  
        100-101, 155, 170-191, 298, 313,  
        322-323, 328 
  shared consent forms, 11, 65-106,  
     487-516

Common Core Standards, 190

Concurrent Validity (See Test Con-
struction)

Consent Forms (two-way information 
sharing), 11, 65-106, 487-516

Content Validity (See Test Construction)

Continuing (Medical) Education, 293, 
371, 443-446 

Continuity Care Clinics, 8 
  teaching development in, 281-320

Copyright 
��GHȴQHG���� 
  explaining, 61, 302-303, 326, 329 
  respecting, 40, 61, 302, 326, 329,  
     425

Criterion-Referenced Tests, 189, 266, 369 

Criterion-Related Validity (See Test 
Construction)

Culture, 199-234, 247-264, 401 
  American Indian, 134, 257-259 
  Asian, 251-254 
  differences, 401, 391-422 
  implications for early detection,  
     258-259, 439-442 
  Latino, 248-251 
  Middle Eastern, 254-257

Cultural Sensitivity (See also Culture, 
implications for early detection), 42, 
247-264, 401, 439-442

Curriculum-Based Assessment, 316-317

CHADIS, 347, 445, 448 
  described, 58 
  case examples with, 354 
  (See also�0DLQWHQDQFH�RI�&HUWLȴFDWLRQ� 
  (See also Quality Improvement) 

CRAFFT (adolescent substance abuse 
screening), 57, 185, 489, 487-516 

(See also HEEADSSS)

Conduct (See Behavior)

D
Delay, Developmental, 15-28 

  causes of, 4, 24-26 
��GHȴQLWLRQV������� 
  eligibility criteria, 7-8, 19-23, 328  
  prevalence, 19-22 
  psychosocial risk in, 24-26

Denied Claims (See also Coding, Bill-
ing, Reimbursement) 
  explaining to parents, 109-110  
  preventing, 110, 112, 348 

Depression 
  decision-making with, 34, 120 
  in parents, 2, 34, 61-62, 120, 122,  
     202, 230,  
  in patients, 4, 21, 23-24, 171, 179,    
  measurement of, 54, 56, 60, 76-79,  
     184, 405  
  referral resources for, 125, 132-139,  
     185-186, 219, 317, 405, 417, 445

Development (See Child Development)

Developmental Delay (See Delay, De-
velopmental)

Developmental-Behavioral Domains, 
15-28 
  behavior, 17 
  cognitive/intellectual, 16, 
��GHȴQHG������� 
  language, 16 
       expressive, 16 
       receptive, 16 
  milestones, charts of, 545-552 
  motor, 16 
�������ȴQH���� 
       gross, 16 
  preacademic/academic, 16 
  self-help/adaptive behavior, 16-17 
  social-emotional/mental health, 17

Developmental-Behavioral/Neurode-
velopmental Clinics 
  continuity clinic collaboration, 282,  
     288, 290-293  
  dictation template, 276-278 
  measures appropriate for, 48-49, 52  
  resources for teaching and learning,  
     288, 291, 293, 299 
  triage services in, 71, 271, 276-278,  
     291, 

Developmental-Behavioral Promotion 
(See Patient Education)

Developmental Disabilities (See Dis-
abilities) 

%HQHȴWV�RI�(DUO\�,QWHUYHQWLRQ��FRQWȇG
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'HYHORSPHQWDO�3URȴOH����'3�������

Diagnosis (See Disabilities)

Diagnostic Testing Versus Assessment 
or Screening, 30-34, 38-47 
  case example, 61-62

'LɟFXOW�1HZV������������������������� 
  case examples, 152 
  examples 156-157  
  how to deliver/guidelines, 118-119,  
     152-157, 162 
  ongoing support, 155-156 
  parental anxiety, 158 
  parent summary reports, 163-164  
  parents’ reactions to, 157-161 
  research on, 157-158  
  templates, 164 

Disabilities 
  causes of, 24-25 
  co-morbidities, 23 
  diagnosis of, 7, 32-34, 108, 157-161,  
     158, 357, 433  
  language, characteristics of, 209-210 
  prevalence, 20-22 
  psychosocial risk and, 2, 4, 24-26,  
     202-204 
  types of 
�������DWWHQWLRQ�GHȴFLW�K\SHUDFWLYLW\� 
          disorder (ADHD), 21, 183 
       autism spectrum disorder, 22 
       emotional/behavioral disturbance, 21 
       hearing impairment, 22 
       intellectual disabilities, 21 
       learning disabilities, 21 
       orthopedic impairment, 22 
       other health impairment, 22 
       speech-language impairment, 21 
       traumatic brain injury, 22 
       vision impairment, 22

Discipline (See also Patient Education) 
  common topics, 130-132 
  teaching of, 109, 117, 119-120, 121- 
     122, 127, 132-135 
  techniques in, 24-25, 71, 120-122,  
     129-132, 
       cultural differences in, 251-252,  
          255, 258-259

Disclosing Interview (See�'LɟFXOW�
News)

Discriminant Validity (See Test Con-
struction)

Diversity (See Culture)

Documentation 
  case examples, 86-96, 
  longitudinal problem checklists, 79,  
     89-90,  
  medication (permissions for  

     schools), 188 
  parent take-home summary reports,  
     85, 163-164 
  progress charts for, 88-89, 93, 192,  
  referral letters, 84-85, 98 
  school records release form, 187 
  templates for, 163-164, 188, 276- 
     278, 359, 498-515 
  types of, 84-86, 88-91,  
  well-visit encounter forms, 84,  
     487-516 
  with paper/electronic charts, 345,  
     347, 351, 360-365 

Drop-Out (See High School Drop-out)

Dual-language learning (See Language 
Development)

Dyslexia (See Reading)

E
Early Detection (See Screening/Sur-

veillance)

Early Intervention, xiii-xiv 
  Americans with Disabilities Act, 3-4 
  developmental outcomes of, 2, 108 
       (See also Research sections in  
          Chapters 1, 10, 19) 
  economics of, 2-3, 108, 435 
  Head Start/Early Head Start, xiii, 378  
  referral options, 97, 185-186 
  resource links for, 13, 97 
  Section 504, 3-4, 21, 179, 469  
  (See also IDEA) 
  types of, 3-4, 12-13 
  under IDEA, 3, 4 

Early Intervention Intake 
  collaboration with medical  
     professionals, 11, 87-88, 100-101,  
     155, 170-191, 328 
  dictation template, 164, 276-278 
��HɟFLHQF\�LQ�PHDVXUHV��������� 
  helping ineligible children, 4, 12-13,  
     97, 136-139, 185-186 
  measurement methods, 265-280 
       (See Assessment-Level Measures) 
       (See Screening Tests) 
  shared consent forms, 11, 65-106,  
     487-516

Economics 
  of early intervention, 2-3, 108, 435

Ego Bias (See Judgment Heuristics)

Electronic Records 
  informal measurement, problems  
     with, 29-32 
  online screening/surveillance  
     services for, 58-59 
       ASQ Online, 59 

       Battelle, 59 
       Brigance Screens, 59 
       case examples of, 71-75, 86, 88-89,  
          344-345, 354 
       CHADIS, 58 
       MOC with (See Maintenance of  
����������&HUWLȴFDWLRQ� 
       parent summary reports and,  
          58-59 
       Patient Tools, 58 
       PEDS Online, 58 
       QI with (See Quality Improvement) 
       referral letters and, 58-59 
       use of parent portals and, 58-59,  
          125-128, 436 
  implementing screening/surveillance  
     in, 360-365 
  problem checklists for, 84, 88-91 
  well-visit templates for, 84, 487-516 

Eligibility (See IDEA)

English as a Second Language (See 
Language Development)

EPSDT (See also Medicaid), 5 
  EPSDT tasks, 488-494 
       dental, 490  
       development/behavior/learning/ 
          mental health, 489-490 
       guidance, 494 
       immunization, 494 
       medical screening, 491 
       nutrition, 489 
       patient history, 489 
       physical activity, 489 
       physical exam, 491-492 
       sensory screening, 491 
  documentation on well-visit  
     encounter forms, 487-516 
  reimbursement issues with, 356-359

Explaining Screening Results (See 
'LɟFXOW�1HZV�

F
False-Negative Screening Results (Un-

der-Referral Rate), 12 
  computation of, 433 
  parental adjustment to, 160-161 
       reducing with repeated screening,  
          434 
  (See also Test Construction)

False-Positive Screening Results 
(Over-Referral Rate) 
  as a non-IDEA referral indicator,  
     12, 154, 435 
  computation of, 433 
  parental adjustment to, 159-160 
  (See also Test Construction)

Family Medical History, 78-79
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Family Psychosocial Screen (FPS) 
  case examples with,61-63, 76-77,  
     79, 91-96 
  description of, 54, 184 
  in foster care, 243 
  in longitudinal problem checklist, 90 
  in repeated depression screening,  
     490-491 
  in well-visits, 76, 216, 487-516 
  test items and scoring, 199-234 
  test items and scoring, 199-234

FERPA (Family Educational Rights and 
Privacy Act) 
  contrasted with HIPAA, 5, 186 
��GHȴQHG�������� 
  two-way consent forms, 100-101, 469

Fine Motor (See Motor Development)

Follow-Up 
  at well-visits, 80-82, 89-91, 98-102,  
     487-516 
  case examples of, 77, 81-82, 96, 350-351 
  coordinating with services, 100-101,  
  documentation of, 90, 101-102, 
      487-516 
  facilitating parents to, 109, 155-156 
  in implementation planning, 360-365 
  with developmental-behavioral  
     promotion, 123, 132, 494 
  with foster care, 241-244 
  with NICU graduates, 272-275 
  with referral sources, 7, 89-91, 98- 
     102, 155-156, 494 
  (See also) Well-Child Visit 
  training in, 325-326, 328-329

Foster Care, 235-246 
  case examples of, 236-240, 354-355 
  collaborative care needs, 241-244 
  measurement issues with, 244-245 
  policy for, 240-241 
  risk for 
       developmental problems, 241-245 
       mental health, 241-245 
       (See also Parenting Styles) 
  professional resources for, 244-245 
  (See also Assessment-level Tools)

FPS (See Family Psychosocial Screen)

G 

Grades (in School) Interpreting, 170, 
172-174, 176, 180-183 

Graduation Rates, 76, 482

Gross Motor (See Motor Development)

Group Achievement Tests 174-175 
��GHȴQLWLRQ�RI�������������� 
  case example, of 175-176 
  interpretation of, 176-183 

  scores provided by, 174-175 
  requests to schools for, 183 
  alternative screens for, 183-185

Group Well-Visits 
  organization of, 124-125 
  value of, 124-125

H
Handouts/Parenting Information (See 

Patient Education)

Head Start, (See Initiatives North 
America)

Healthy Steps, (See Initiatives North 
America)

Hearing Impairment, 22, 44, 241, 304, 
309, 

Hearing Screening (See Well-visits)

HEEADSSS (adolescent screening), 
185, 490, 493 
  items in scoring, 496-497 
  well-visit templates with, 487-516 
  (See also CRAFFT High School 
Drop-out, 200-234, 519) 
  causes of, 24-25, 200, 202-203, 248, 258 
  consequences of, 202 
  prevention of, 2, 202, 

HIPAA, 5

Homebound Instruction, 180

Home-Visiting, 134, 392

I
IDEA 

  advocacy, 11, 453-462, 463-480 
  alternatives to, 12-13, 97 
  collaboration with, 11, 87-88, 100- 
     101, 155, 186, 322, 328 
��'HȴQHG��� 
        Part B (3 – 22 years), 3 
       Part C ( 0 – 3 years), 3 
  documentation for, 84-85, 87-88,  
     155, 186-188,  
  Early Intervention (EI), 4 
  early intervention (non-IDEA), 4,  
     12-13, 
       referral resources for,  97, 136- 
          139, 185-186 
  eligibility for, 7-8, 19-20, 328 
       Part C, 19-20 
       Part B, 21-23 
  enrollment rates, 6-7, 13 
       benchmarking resources, 13 
  funding for, 11, 456-457,  
  helping families with, 87-88, 155- 
     156, 456-460 

       (See also�'LɟFXOW�1HZV� 
  individual education program  
     (IEP), 3, 11, 328, 456-457 
  individual family service plan  
     (IFSP), 3, 11, 328, 456-457 
  ineligible for, 12-13, 97 
  least restrictive environment, 4, 9-10 
.. monitoring services, 13 
  range of placements, 9-10 
  referring to, 8-9, 100-101, 218 
       decision-making about, 45, 83,  
          176-183 
       time frames for, 8-9, 155 
       dictation templates for, 100-101 
  supportive services, 9

Implementation (in Primary Care), 
343-368 
  billing/coding/reimbursement,  
     356-359 
  case examples, 344-355 
  challenges with, 344-345 
  planning process, 344-349 
  quality improvement initiatives  
     (See Quality Improvement Initiatives,  
        QI) 
  resources for, 359-366 
��ZRUN�ȵRZ�PDSSLQJ��������� 
  worksheets, 360-365

Incidence Versus Prevalence (of dis-
abilities), 6-7, 13, 21-22

Incredible Years, 133-134

Individual Family Service Plan (IFSP), 
3, 11, 328, 456-457

Individualized Education Program 
(IEP), 3, 11, 328, 456-457

Infant-Toddler Checklist (ITC), 51

Informal Measurement Methods   
  challenges with, 29-36, 322-323

In-Grade Retention 
  decision-making about, 181, 187, 
  hazards of, 182 
  rates of, 248 
��UHG�ȵDJV�IRU��������� 
  need for evaluation in, 182 
        trigger questions to parents,  
          172-173  
       clinical reasoning about, 176-187 
��GHȴQHG���� 
     (See also Academic Screening)

Initiatives (International) 
  Australia, 413-416 
  Bhutan, 410-413 
  Fiji, 399-402 
  Galicia, Spain, 395-397 
  Gates Foundation, 417 
  Haiti, 408-410 

556 Index

PDF Editor



  Iceland, 397-399 
  India, 408-410 
  Norway, 402-405 
  Pakistan, 408-410 
  Partners in Health, 417 
  South Africa, 405-408 
  Thailand, 408-410 
  The Republic of the Philippines,  
     393-395 
  World Health Organization/United 
     Nations Children’s Fund, 417

Initiatives (North America), 369-390 
  211 Los Angeles, 385-388, 465, 475-477 
  AAP State/District Chapters, 387 
  Bright Futures, 371-373 
  Delaware Division of Public Health, 
     387 
  Hanen Centre, 385 
  Head Start/Early Head Start, 378 
  Healthy Steps, 378-381 
  Help Me Grow, 375-376 
  Kids Count/Annie E. Casey Foundation,  
     384-385 
  Medical Home, 370-371 
  National Academy for State Health  
     Policy/ABCD, 373-374 
  Promoting Resources in  
     Developmental Education (PRIDE),  
        376-377 
  Reach Out and Read, 382-383 
  Safe Environment for Every Kid  
     (SEEK), 386 
  Text4Baby, 386 
  websites for, 387-388 

Intellectual Disabilities, 21,23, 31-32, 
165, 200, 210, 214, 272, 454

Interactive Behavior Change Technol-
ogies, 121-122, 126-129 
  resources for, 132-139 

International Initiatives (See Initia-
tives, International)

Internet Resources for Developmental 
promotion, 132-139

Interpretation (of Tests) 83-83, 149-
157, 174-183, 428-430, 
  explaining to parents (See�'LɟFXOW 
     News) 
  of screening/surveillance results,  
     149-157, 174-183 
  of assessment-level measures, (See  
     Assessment-Level measures)

J
Judgment Heuristics, 32-35, 287

-XVWLȴDELOLW\��See Judgment Heuristics)

K
Kindergarten Readiness, 

  broad-band screens, measuring  
     (See Screening Tests)

L
Lack of Eligibility for IDEA, 12-13, 

83,118, 217, 328, 433, 438, 473, 519

Language Development, 4, 16, 199-234,  
(See also Speech-Language Evaluation),  
(See also Speech-Language Impairment) 
  additive bilingualism, 201 
  and Social-Emotional skills, 18-19,  
     206-208 
  articulation, 205 
  babbling, 205 
  bilingualism, 201, 209, 212-213  
  case examples, 18-19, 61-63, 214- 
     215, 299 
  causes of psychosocial risk, 200,  
     202-203, 209 
  characteristics across disabilities,  
     209-210  
  code-switching, 201, 212 
  content of evaluation, 218-219 
  cultural issues with, 247-264 
��GHȴQLWLRQ���� 
��GHOD\V�GHȴFLWV�LQ������������������ 
     235-246 
       contrasted with speech-language 
          impairment, 201 
  disabilities and, 80 
  dual-language learners, 205,209,  
     212-213 
  early detection of, 23 
  echolalia, 205 
  effects of parent-child interactions  
     on, 200, 202-203, 209 
  English as a Second Language, 212-213 
  evaluation of (See Speech-Language  
     Evaluation) 
  expressive, 16, 18-19, 205, 206-208,  
     209-210 
  family/child history of, 79, 173, 491 
��ȵXHQF\����������������������������� 
  holophrases, 205 
  intelligibility, 205 
  interference/transfer, 201,212 
  intonation, 205 
  jargon, 205, 206-207 
  language loss (in dual/second-language  
     learning), 201, 212 
  milestones in, 206-208 
  non-reduplicative babbling, 205, 206 
  parenting information (See also 
     Patient Education), 221, 222 
  pragmatics, 16, 209, 218, 383 
  professional resources, 219, 378-383,  
     387-388, 369-390, 391-422, 387-388, 
       professional pre-/post-test, 517-544) 

  promotion of, 116, 212-213,215-217,  
     219, 378, (See also Patient Education 
     resources for) 
  proto-declarative pointing, 205,206 
  proto-imperative pointing, 205,206 
  psychosocial risk in, 200, 202-203, 219 
  psychosocial risk in, 200, 202-203, 219 
  predictive value of, 171, 198-198 
  rationale for focusing on, xiv, 171,  
     197-198 
  receptive, 16, 18-19, 205, 206-208,  
     209-210 
��UHG�ȵDJV�LQ����� 
  reduplicative babbling, 205 
  referral resources for, 219, 378 
  referring for evaluation of (See also  
     Speech-language, Evaluation), 218 
  resilience and, 25 
  screening of,  
       challenges with, 30-34, 46 
       optimal approaches to, 37-64,  
          223-230 
       decision making for, 217 
       psychosocial risk, 37-64, 491,  
          223-230 
  silent period, 201, 212 
  simultaneous language acquisition, 201 
  sequential language acquisition (See  
     Bilingualism), 201 
  stuttering (atypical versus typical) 205 
  subtractive bilingualism, 201, 212 
  telegraphic Speech, 205 
  terminology, 205 
  therapy (See Speech-Language  
     Therapy) 
  typical, 204,206-208, 212

Learning Disabilities (See School Problems)

Least Restrictive Environment (LRE), 
4, 9, 11

Literacy (See also Patient Education), 
115-148 
  challenges with 
       early detection, 40, 203-204 
       developmental-behavioral 
          promotion, 120, 123-124, 382-383 
  circumvention of (See also Patient  
     Education), 40, 124-125, 26-127, 
154, 161, 216-217, 248, 267, 271, 442 
  detecting problems with, 40 
  family resources for, 176-177 
  professional resources for, 112, 144-148,  
     382-383, 387-388 
  promotion of, 25-26, 138 (See also  
     Patient education), 249 
  psychosocial risk and, 24-25

M
0DLQWHQDQFH�RI�&HUWLȴFDWLRQ��02&���

335, 443-446
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Mathematics Skills 
  milestones in, 545-552  
  disabilities in, 21, 174-175 
       detecting (See Academic Screening)

M-CHAT (See�0RGLȴHG�&KHFNOLVW�RI�
Autism in Toddlers)

Measurement Methods (See Assess-
ment-Level measures) (See Screen-
ing Tests)

Measures for Surveillance/Screening 
(See Screening/Surveillance Tools)

Medicaid (See EPSDT. See Reimbursement)

Medical Home, (See American Academy  
of Pediatrics)

Medical History-Taking (child and  
   family), 78-79, 487-516

Medication (Permissions for Schools), 
188

Mental Health/Social-Emotional  
Development  
  adolescents, and, 160 
��GHȴQHG���� 
  disturbance of, 21, 23 
  in adolescents/school-age children,  
     170, 179 
       (See also PSC) 
  in parents 
       anxiety, and, 120, 159-160 
       depression (See FPS) 
       screening for in well-visits, 76-77,  
          380, 487-516 
       (See also FPS) 
       (See also Psychosocial Risk) 
  measurement of, in children 
       broad-band screens (See  
          Social-emotional Development),  
       narrow-band screens, (See  
          Social-emotional Development)  
  milestones in, 545-552 
  parent-child interactions, and,  
     18-19,199-234

Milestones (in child development) 
  chart of, 545-552  
  hazards of, in early detection, 19,  
     30-34, 108, 204 
  value of, for teaching and learning, 
     283-284

0RGLȴHG�&KHFNOLVW�IRU�$XWLVP�LQ� 
Toddlers (M-CHAT) 
  case examples with, 61-63, 75, 91-96 
  described/links to, 50 
  online applications with (See Screening 
     Tests, electronic options) 
  proscriptions, 50, 74 
  screening/surveillance process, 67-69,  

     74-75, 165

Monitoring (of Progress) 
  in outcomes studies (See  
     Assessment-Level Measures) 
  in primary care, 12-13,87-88, 91, 98,  
     154, 218 
       Case examples of, 91-96 
  in referral clinics/NICU, 270-273 
  through IDEA, availability of, 12-13,  
     218

Motor Development 
  milestones in, 
�������ȴQH�PRWRU��������� 
       gross motor, 545-552 
  physical exam components, 79-81,  
     487-516 
  screens for (See Screening Tests)

N
Narrow-Band Screens (See also  

Screening/Surveillance) 
  at well-visits, 69-76 
��GHȴQHG���� 
  proscriptions, 74 
��VSHFLȴF�WRROV��See Screening Tests)

Neglectful Parenting (See Parenting 
Styles)

Neonatal Intensive Care Unit (NICU) 
follow-up (See also Prematurity) 
  dictation template, 276-278 
  levels of prematurity, 271 
  NICHD protocol, 273-274 
  professional resources,  279-280 
       (See also Training Emerging  
          Professionals) 
  Vermont-Oxford protocol, 274-275 
  (See also Assessment-level Tools)

Non-English speaking families 
  working with, 203-204 
  (See also Patient Education)

O
“Oh by the way” Concerns  

(See Parents’ Concerns)  
(See Parents’ Evaluation of Develop-
mental Status) 

Orthopedic Impairment, 22, 308-309

Other/Health Impairment, 22, 180, 310 

Outcomes Assessment (See Response 
to Intervention) 

Over-Referral (See Test Construction)

P
Parent Education (See Patient Education)

Parent-Training Programs 
  group well-visits, and 124-125 
  home visiting programs, 135 
  Incredible Years, 133-134 
  links to, 136-138 
  Parents Anonymous (PA), 135 
  Parents as Teachers (PAT)134 
  Play Nicely, 127 
  referral decisions for, xii, 132 
  Systematic Training for Effective  
     Parenting (STEP), 134 
  Text 4 Baby, 127, 137, 386, 388 
  Triple P, 132-133

Parent-Child Interactions, 199-234 
  encouraging appropriate, 25-27,  
     217, 221-222 
       resources for, 136-140 
  impact on child development, 18-19,  
     24-27 
  measures of, 54-55 
       (See also BPCIS) 
  (See also Resilience) 
  (See also Psychosocial Risk)

Parenting Resources, 136-139 
��GLVDELOLW\�VSHFLȴF��������� 
  foreign-language, 137 
  general (websites), 136-137 
��VNLOO�VSHFLȴF��������� 
  texts on, 147-148

Parenting Styles, 24-25 
  authoritarian, 25 
  authoritative, 25 
  neglectful, 24 
  permissive, 25 
  pre-/post-test questions on, 517-544

Parents Anonymous (PA), 135

Parents as Teachers (PAT), 134

Parents’ Concerns 
  accuracy of, 48, 70-71 
��DV�GHȴQLQJ�7HDFKDEOH�0RPHQWV� 
     (See Teachable Moments) 
  challenges with, 30, 38, 41-43 
  hazards of informal questions, 32 
  in AAP policy on early detection,  
     67-69 
  “Oh by the way,” 43, 71, 298, 322,  
     345, 347, 349, 353, 358, 436, 532 
  time-savings with, 43, 71 
  value of, 41-43 
  well-visit triage, 83, 109 (See also  
     Parents’ Evaluation of Developmental  
       Status) 
  with school-agers, 171-173

Parents’ Evaluation of Developmental 
Status (PEDS), 
  as both screening/surveillance tool,  
     48, 70-71 
  as measure of development-behavior/ 
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     social-emotional status, 48, 70-71 
  as well-visit triage, 71, 76, 109, 298 
  case examples of, 61-63, 70-73, 76,  
     82, 163, 275, 353-354, 385, 387 
       (See also�'LɟFXOW�1HZV� 
       (See also PEDS Online) 
  developmental-behavioral promotion  
      handouts and (See website),  
  description of, 48, 70-71 
��LQ�GHȴQLQJ�WKH�7HDFKDEOH�0RPHQW� 
     (See Teachable Moment) 
  in enhancing well-visit uptake, 71 
  in reducing “oh by the way concerns”,  
     71-72 
  in translations, 425-426, 440 
  international initiatives with, 395-396,  
     398, 401, 410, 416 
  Survey PEDS (for needs assessments), 
      439-440 
  training questions for, 527-532

Passive Expectancies (See Judgment 
Heuristics)

Patient Education 
  anticipatory guidance, 66, 70, 81-82,  
     116-117, 119, 122-123, 127, 372,  
     383-384, 455, 494 (See also Teachable  
     Moment) 
       resources for, 122-123, 132, 136-137 
       (See Patient Education) 
  determining effectiveness of, 87-91, 132 
  general strategies for, 128 
  limits of, 12 
  literacy/language issues with, 119-124 
       (See also Literacy) 
  methods for, 119-128 
       cell-phone, via, 127 
       clinic websites, 125 
       computer-based, 125-127 
       e-mail, 127 
       multimedia instruction, 126-128 
       role-playing, modeling, coaching,  
          119-122 
       standardized verbal instructions, 121 
       telephone/telephony, 119, 126-127,  
          133 
       verbal advice, 119-123 
       written information/handouts,  
           122-123, 125 
  resources for, 125, 219 
  teach-back, 119-124, 130 
  teachable moment, 117-119 
  topics (selected examples of), 128-132 
       biting, 131 
       discipline, 129-131 
       language promotion, 116, 212-213,  
       literacy promotion, 25-26, 138, 249 
          215-217, 219, 378 
       pill swallowing, 130 
       sleep problems, 131 
       temper tantrums, 131-132

Pediatric Symptom Checklist (PSC), 56,  
73, 184-185, 243, 354, 426, 487-517 
  case examples with, 354 
  Pictorial PSC-17 (test items and scoring),  
     193-196

PEDS (See Parents’ Evaluation of De-
velopmental Status)

PEDS: Developmental Milestones 
(PEDS:DM) 
  described, 49, 72-75 
  measures included in, 49 
  screening/surveillance version of,  
     49, 72-75 
       case examples with, 61-63, 72-74,  
          88, 91-96, 324 
       longitudinal growth chart for,  
          70-71 
  as both developmental-behavioral/ 
     social-emotional measure, 49,  
     72-75 
  assessment-level version 
        case examples with, 72-74, 76,  
     274, 302 
       described, 53, 267-268 
       in training (emerging  
          professionals), 302-313 
  training questions for, 532-534 
  in developmental-behavioral  
     promotion, 109 
  in translations, 401-402 
  international initiatives with, 401 
  (See also PEDS Online)

PEDS Tools, 48-49 
  combined use of PEDS and PEDS:DM,  
     75-76, 401 
       case example with, 75-76, 85

PEDS Online 
  as research database, 445, 448 
       (See also Quality Improvement) 
  case examples of, 71-76, 84-85, 163,  
     347-350, 354-355, 385-386, 479 
  described, 58, 73-75 
  measures (supplementary) included  
     in, 54-56, 73-75 
       (See also PEDS, PEDS:DM, M-CHAT) 
  parent summary reports from, 85,  
     163 
  referral letters from, 84-85 
  training questions for, 532

Physical Exam (See also Well-Visits), 79-81 
  encounter forms, 487-516 
  focus of, 79-81 
  using surveillance/screening as 
     trigger, 79-81 
       hearing screening, 80 
       vision screening, 80 
       lead screening, 80-81

Pictorial Pediatric Symptom Checklist 

(See Pediatric Symptom Checklist)

Play Nicely, 127 

Portfolio Assessment, 189, 294

Positive Predictive Value (See Test 
Construction)

Pre-/Post-Test for Training Evaluation, 
517-544

Predictive validity (See Test Construc-
tion)

Prematurity (See also NICU Follow-up) 
  assessment-level measures for, 266-270 
       levels of, 271 
�������PHDVXUHPHQW�HɟFDF\��������� 
       measurement methods, 267-269 
       measurement metrics, 266-267,  
          428-430 
       outcomes measurement, 266 
       progress monitoring, 266 
       (See also Assessment-Level Tools)

Prevention 
  advocacy resources for, 459-460 
  of child abuse, 5, 458-459 (See also  
     Foster Care) 
  of developmental-behavioral problems  
     via screening/surveillance, xiii, 115- 
     148 (See also Patient Education) 
  of health problems and injuries, 123- 
     124, 487-516 
  of secondary co-morbidities, 20, 23,  
     171, 177, 184-185  
  resources for developmental- 
     behavioral promotion, 136-139 
  via early intervention, (See Early  
     Intervention. See IDEA), 
  via intervention with psychosocial risk  
     factors (See Psychosocial Risk)

Primary Care (and Development/Behavior) 
  collaboration with non-medical  
     professionals (See Collaboration) 
  professionals in, xiv 
  tasks of, 69 
  training (emerging professionals),  
     281-320 
  training (practicing professionals),  
     321-342

Protective Factors, 25-26, 77-78 
  (See also Resilience)

Psychoeducational Testing 
  case example of (with/without), 176 
��GHȴQHG����� 
  limitations of, 189 
  referring for, 98-99

Psychosocial Risk, 199-234 
  advocacy and, 481-486 
  case example of, 18-19, 61-63, 78,  
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     176, 214-215, 299 
  consequences/characteristics of, 2,  
     24, 202-204, 209 
  cultures and, 247-264 
  decision-making with, 83, 217-219 
��GHȴQHG���������������� 
  intervening with, 3, 12, 24, 26, 115- 
     148, 204, 217,  
  (See also Parent-Training) 
  measures of 
       BPCIS (See also BPCIS), 55 
       FPS (See also FPS), 54 
       SDQ, 55 
  prematurity and, 272 
  rationale for measuring, 67, 216 
  referral/resources options for, 12,  
     97, 119, 219 
  research and, 423-452 
  (See also Language Development) 
  (See also Resilience) 
  well-visit documentation, 65-106, 
     487-516 
  well-visit tasks, regarding, 69,76-77, 97

Psychometry (See Test construction)

Punishment (See also Patient Education) 
  contrasted with discipline, 117 
  parenting guidance and resources,  
     129-130, 138 
  problems with, 117

Part B (See IDEA)

Part C (See IDEA)

Public Schools 
  collaborating with, 10,186-187 
  identifying performance problems  
     in, 169-198 
  referring to, 8, 155, 185-186, 198 
  services in,  
       special education (See also  
          Special Education), 9-10 
       regular education, 176-177, 179,  
          180, 185-186 
  terminology in, 189-190 
  types of tests used, 189-190

Private Schools 
  performance standards for, 181

Q
Quality Improvement Initiatives 

  basics of, 335, 443-446 
  continuing education for, 443, 445-446 
  examples of, 351, 444-445 
  resources for, 58-59, 360-365, 445-449 
  (See also Research)

R
Reach Out and Read, 382-383 

Readability,  
  challenges in patient education,  
     123-124 
  considerations in, 123-124 
  formulas,  111, 338, 448, 470 
  of tests, 48-57 
  relationship to intelligibility, 121,  
     338, 425 
  (See also Literacy)

Reading Skills (in children) 
  decision-making about, 169-198 
  disabilities with 
       comprehension and language  
����������GHȴFLWV�������������� 
  milestones in, 545-552 
  problems with, other causes of, 176-177,  
     179-183 
  questioning families about, 172-173 
  Red Flags, in, 173-174, 211 
  (See also Academic Screening) 
  (See also Group Achievement Tests) 
  (See also SWILS) 

“Redshirting” in School (See In-Grade 
Retention)

Referral Coordination 
  between medical and non-medical  
     services (See IDEA, collaboration  
     with),  
  documentation, examples of (See  
     Documentation)  
  parents, supporting (See�'LɟFXOW� 
     News) 
  process of, (See Screening/Surveillance) 
  (See also Referral Resources)

Referral Resources 
  in foster care, 244-245 
  organizing lists in primary care, 
       for children birth to 3-years, 97,  
          125, 219, 199-234 
      for school-age children, 97, 125,  
          285-186, 219 
       for parents (See Patient Education) 
  (See also Resources)

Reimbursement, 356-359 
  Advocacy for, 67, 374, 458 
  Affordable Health Care Act, implications  
     of, 356 
  billing/coding procedures, 356-357 
  denied claims, 358 
��)HGHUDOO\�4XDOLȴHG�+HDOWK�&HQWHUV� 
      in, 358-359 
  Medicaid, under, 110, 347-348,  
     356-359 
  private payers, and, 6, 67-68, 110,  
    347, 356-357, 374 
  pre-/post-test questions about, 521,  
     527

Reliability (See Test Construction)

Representativeness (See Judgment 
Heuristics)

Research  
  adapting measures for other  
     nations, (See also Translations),  
     440-442 
  demographic indicators, 447 
  guidelines for researchers, 423-452 
  item-writing, 388, 424-425 
  metrics, and (See Test Construction) 
  needs assessment, 438-440, 447-448 
  resources, for, 445-448 
       existing data sets, 448 
       research literature databases,  
          446-447 
       QI, 445-449 
       outcomes research, 437-438, 
       bench-marking, 447 
  (See also Item-Writing) 
  (See also Test Construction) 
  (See also Translations) 
  study designs, 437-438 
  survey research, 337, 338, 438-440,  
     447-448 
  translation issues in (See Translations), 
     425-426

Resilience (Protective Factors) 
  decision-making with, 44-45 
��GHȴQHG������������� 
  in dual-language/bilingual learners,  
     212-215 
  measures of, 54-55 
  promotion of, 25-26, 217, 221-222 
       resources for, 136-140,  
  (See also Patient Education) 
  (See also Psychosocial Risk) 
  (See also BPCIS) 
  (See also FPS) 
  well-visit task about, 75-76, 216-217

Resources 
  (See Implementation in primary care,  
     resources, organizing) 
  (See Training Emerging Professionals) 
  (See Training Professionals in Practice) 
  for advocacy (See Advocacy) 
  for families (See Referral Resources) 
     (See Patient Education) 
  for researchers (See Research) 
  (See also Referral Resources)

Response to Intervention (RTI) 
��GHȴQHG������ 
  measures responsive to  
     (See Assessment-Level Measures) 
  outcomes (measurement of), 437-438

Retention in School (See In-Grade  
   Retention)

3V\FKRVRFLDO�5LVN��FRQWȇG
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S
Safety Word Inventory and Literacy 

Screens (SWILS), 56, 184, 191-192 
  test items and scoring, 191-192

School-Age Children 
  academic screening, 56, 176-184,  
     191-192 
��DWWHQWLRQ�GHȴFLW�DQG��������������
185 
  behavior problems in, 171, 176-183 
  decision-making algorithm, 176-183 
  medication (permissions for  
     schools), 188 
  mental health screening, 176-183,  
     193-196 
  questions to parents, 171-173 
  questions to students, 171-173 
��UHG�ȵDJV�LQ���������� 
  screening/surveillance for, 169-198 
  triage, using school records, 183 
  red-shirting/in-grade retention, 182

School Skills (See Academic Skill De-
velopment)

Screening Refusals, 110 
  preventing, 107-114 

Screening/Surveillance (See also  
Screening) 
  as prevention, xiii 
  billing/coding for (See Reimbursement) 
  case examples, 61-63, 65-106 
  decision-making, xiii, 45, 65-106 
��GHȴQHG��[LLL������� 
  follow-up for, 91,  
       (See also Follow-Up) 
  implementing, 343-368 
  measurement for, 37-65 
  opt outs, dealing with, 109-110, 356 
     (See also Reimbursement) 
  physical exam in (See Physical  
     Exam) 
  process of, 65-106 
  tasks of, 69 
       case examples of, 65-106 
       documentation for, 84-86 
       well-visit encounter forms, 487-516 
       parent visit summary, 163-164 
       problem checklist (longitudinal),  
          88-91 
       referral letter, 198 
  (See also Well-Visits) 
  time-management with, 96-97 
       Staggering tasks (across well-visits),  
          96-97

Screening Tests (See also Screening/ 
Surveillance) 
��GHȴQHG������� 
  electronic options for, 58-59 
  measurement methods in, 38-43 

       parents’ concerns, 41-43 
       parent-report, 40-41 
       direct-elicitation, 38-39 
       observation, 39-40 
       scores, from, 48-57 
       hands-on, 38-39 
��VSHFLȴF�EURDG�EDQG�VFUHHQV�IRU� 
    young children, 48-49, 52 
       kindergarten readiness, 67, 182- 
          183 
       (See also ASQ) 
       (See also BDIST) 
       (See also BINS) 
       (See also Brigance Screens) 
       (See also Broad-Band Screens) 
       (See also PEDS) 
       (See also PEDS:DM) 
 
��VSHFLȴF�QDUURZ�EDQG�VFUHHQV�IRU� 
    young children (ASD and social- 
     emotional skills), 50-51 
       (See also ASQ:SE) 
       (See also M-CHAT) 
       (See also Narrow-Band Screens) 
       (See also BITSEA) 
       (See also ITC) 
��VSHFLȴF�VFUHHQV�IRU�ROGHU�FKLOGUHQ� 
    and adolescents, 56-57 
       (See also SWILS) 
       (See also PSC/Pictorial PSC) 
       (See also CRAFFT) 
       (See also ASQ Online) 
       (See also Brigance Screens) 
       (See also Battelle Developmental  
          Inventory Screening Test) 
       (See also CHADIS) 
       (See also PEDS Online) 
       (See also Patient Tools)

SDQ (See�6WUHQJWKV�DQG�'LɟFXOWLHV�
Questionnaire)

Section 504, 4, 21, 179, 469

Self-Help Skill Development 
  case examples of, 18-19, 91-96, 151,  
     214  
��GHȴQHG������� 
  disabilities with, 22, 209-210 
  measures of (See Screening Tests  
     and See Assessment-Level Measures) 
  milestones in, 545-552 
  promotion of, 128, 136-137

Sensitivity (See Test Construction)

Social Capital (See Resilience)

Social-Emotional Development 
  broad-band screens including 
       (See PEDS) 
       (See PEDS:DM) 
       (See Brigance Screens) 
       (See Battelle Screens) 

��GHȴQHG���� 
  milestones in, 545-552 
  narrow-band screens including 
       (See  ASQ:SE) 
       (See BITSEA) 
       (See ITC)

Special Education (See IDEA)

6SHFLȴFLW\��See Test Construction)

Speech-Language Development (See 
Language Development)

Speech-Language Evaluation, 205,  
   218-219

Speech-Language Impairment 
  characteristics of, 210 
��GHȴQHG���� 
  early detection of, 23 
       (See also Screening/Surveillance) 
  family history of, 79, 173, 491 
  prevalence, 21-23 
  psychosocial risk as contributor to,  
     200, 202-203, 209 
  referring for evaluation, 218

Speech-Language Therapy, 9, 218-219

Standardization (See Test Construction)

6WUHQJWKV�DQG�'LɟFXOWLHV�4XHVWLRQ-
naire (SDQ), 55 

Surveillance (See also Screening/ 
     Surveillance) 
  as repeated screening, 44-45 
��GHȴQHG���� 
  (See also Psychosocial Risk) 
  (See also Resilience) 
  surveillance tools 
       (See also Brigance Parent-Child 
          Interactions Scale) 
       (See also Family Psychosocial 
          Screen FPS) 
       (See also HEEADSSS) 
       (See also Pediatric Symptoms 
          Checklist (PSC) and Pictorial PSC) 
       (See also�6WUHQJWKV�DQG�'LɟFXOWLHV� 
          Questionnaire) 
  when to use, 65-106

SWILS (See Safety Word Inventory 
and Literacy Screens)

Systematic Training for Effective Par-
enting (STEP)

T
Teachable Moments 

  as goal for well-visits, 116 
  examples of, 81-82 
  rationale for, 116 
  (See also Healthy Steps) 
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  strategies for creating, 118 - 119

Temper Tantrums (See Discipline) 
(See also Patient Education) 

Test Construction, 427-437 
  accuracy indicators 
       computations for, 433 
       hit-rates, 435 
       negative predictive value, 434 
       over-referral, 12, 435 
       positive predictive value , 434-435 
       under-referral, 434 
       sensitivity/co-positivity, 434 
�������VSHFLȴFLW\�FR�QHJDWLYLW\����� 
       how to determine, 432-433 
  false-negatives, 433  
       (See also False-Negative Screening  
           Results) 
  false-positive, 433  
       (See also False-Positive Screening  
          Results) 
  reliability, 431 
       test-retest, 431 
       inter-rater, 431 
       internal consistency, 431 
       stability, 431 
  standardization, 427-428 
       sampling/spectrum bias, 427-428 
       adapting to other countries,  
          440-442 
  validity, 431-432 
       concurrent, 432 
       discriminant, 432 
       construct, 432 
       criterion-related (See accuracy) 
       predictive, 432 
  referral rates (differences according  
     to patient mix), 426, 428, 449 
  standards for Screening Tests, 45-47 
       examples of screens meeting  
          standards, 48-57 
  utility, 435-437

Test Items, 424-428 
  how to create, 424-425 
  how to translate, 425-426

Test Scores,  
  age/grade equivalent scores, 430 
  cutoff scores, 430 
  raw scores, 428 
  standard deviations, 428 
  standard scores, 429 
       distributions of,  
       percentiles, 429-440 
       quotients, 429 
       scaled scores, 429 
       T-Scores, 429 
  strengths and weakness of, 437 
       (See also Assessment Level Measures) 
  types of, 428-430

Text 4 Baby (T4B), 127, 137, 386, 388

Theory of Child Development (See 
Vygotsky)

Training (Emerging Professionals), 
279-280, 281-320 
  assessing background knowledge,  
  case examples,  
  challenges, 283-285 
  clinical teaching, 287-293 
  continuity clinics, 293 
  evaluating progress,  
  evaluating training, 314-315 
       (See also Appendix B) 
  fellowship, 294-295 
  further reading for, 315-316 
  goals, 282-283 
  instructional model, 285-286 
  life-long learning, facilitating, 313 
       resources for, 315-317 
  methods of instruction, 286- 
  online resources for, 317-316 
  pre-clinical teaching, 286-287 
  stages of learning, 286- 
  teaching clinical assessment, 296-298 
  teaching developmental domains,  
     15-28 
  teaching developmental-behavioral  
     testing, 302-313 
       working with parents, 117-118, 305 
       building rapport with children,  
          305-308 
       working with special populations,  
          308-312 
       explaining Results, 313 
         ( See also�'LɟFXOW�1HZV� 
  teaching milestones, 294-300 
       (See also Appendix C) 
  teaching observational skills, 295-296 
       observation forms, 300-301 
  teaching Collaboration skills, 298-299

Training Professionals in Practice, 
279-289, 321-342, 343-368 
  challenging assumptions, 322-323,  
     325 
  cross-training across medical and  
     non-medical professionals, 326-329 
  developmental specialists, 336-338 
  goals for, 323-324 
  judging effectiveness, 339-339 
       pre-/post-testing, 339, 517-544 
  planning,/strategies, 324-333, 
  policy/decision-makers, 336-338 
  presentation support, 340 
  primary care providers, 324-326 
       (See also Implementation) 
  remediating, 399 
  researchers, 336-338 
  room/equipment arrangements,  
     333-334 
  self-training, 334-336 
  training-the-trainer, 330-334

Translation Issues, 425-426

Traumatic Brain Injury, 4, 22, 209, 311

Triple P, 132-133 

U
Under-Referral (See Test Construction)

V
Validity (See Test Construction)

Value-Induced Bias (See Judgment 
Heuristics)

Vanderbilt ADHD Diagnostic Rating  
Scale 
  items and scoring  
     (www.pedstest.com/TheBook) 
  when to use, 184-185

Verbal Advice (See Patient Education)

Video instruction (See Patient Educa-
tion)

Vision Impairment, 22, 309, 
(See also Section 504)

Vision Screening, 80-81, 279-280

Vygotsky (Theory of Child Develop-
ment), xiii, 286-7, 318 
  examples of, 18-19

W
Web Support for this Book 

(See www.pedstest.com/TheBook)

Well-Being 
(See Social-Emotional Development) 
(See Mental Health/Social-Emotional  
    Development)

Well-Visits (Well-Child-Visits) 
  components of  
       documentation, 84-96 
          (See also Documentation) 
       elicit/address parents’/patients’  
          concerns, 70-72, 171-173 
          (See also Parents’ Concerns) 
�������H[SODLQLQJ�ȴQGLQJV������� 
          (See also�'LɟFXOW�1HZV� 
       family/child medical history,  
          78-79 
       identify/observe resilience  
          factors, 77-78 
       identify psychosocial risk factors,   
          76-77 
       interpreting results/decision-making,  
           83-84 
       physical exam, 79-81 
       promote development/behavior  

7HDFKDEOH�0RPHQWV��FRQWȇG
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            and anticipatory guidance,  
            81-82 
                (See also Patient Education) 
                (See also Resilience) 
       screen for ASD, 50-51, 74-75 
       screen milestones in all domains,  
         72-74, 176-183 
             social-emotional/mental  
                 health, 75-76, 176-183 
       (See also Psychosocial Risk)  
  encounter forms for, 545-552 
��ȵRZ�FKDUW�RI�WDVNV��ELUWK�WR� 
     6-years), 67-69  
��ȵRZ�FKDUW�RI�WDVNV����\HDUV������ 
  need for evidence-based measures  
     in, 67-68 
         (See also Chapters 3, 4, 9) 
  referral coordination and follow-up,   
     86-88 
       (See also Referral Coordination) 
  resources for, 97 
       (See also Resources) 
  staggering screening/surveillance  
     tasks across, 96-97 
  time management of, 70-71,11 7, 323 
  triage, 83, 109 (See also Parents’  
     Evaluation of Developmental Status)

Worried Well (See Parents’ Evaluation 
of Developmental Status, well-visit 
triage)

Written Language Skills, 21, 174, 178-179
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