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ABSTRACT

This study analyzed po l.i.cy development and implementation

of P.L. 99-457, which made early intervention services

available to infants and toddlers (children from birth to age

three). states had two important options in implementing the

legislation: selection of the lead agency and choice of the

children to be served.

P.L. 99-457 required states to serve children who have

developmental delays and children with a medical diagnosis

with a "high probability of resulting in disability" (e.g.

Down Syndrome). However, states could also serve children who

were at risk of developmental delays caused by their environ

ment. If states chose to serve children at environmental risk

of delay, services became mandated, with all the legal

requirements and due process rights embodied in the law.

The central question of this study was: Did state policy

about serving environmentally at-risk children differ predict

ably between states that selected Departments of Education as

lead agency and states that selected Departments of Health?

More specifically, did Departments of Health take a more

preventive approach to early intervention than Departments of

Education in choosing to serve environmentally at-risk infants

and toddlers? The study also attempted to determine if 1'4
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antecedent variables (e.g., state economic indicators, past

commitments to education, services for handicapped children,

availability of early intervention services, etc.) influenced

state policy regarding environmentally at-risk children.

~he study examined policy development in 15 states that

chose Departments of Education (DOE) as the lead agency and 15

states that chose Departments of Health (DOH). A second

component of the study examined policy formation in two pairs

of contrasting states: Massachusetts (DOH) and Illinois (DOE);

and Rhode Island (DOE) and Hawaii (DOH).

Only two states elected to serve environmentally at-risk

infants and toddlers. Thus, no relationship between lead

agency and policy on children to be served could be deter

mined. Additionally, no statistical relationship was identi

fied between antecedent variables and state policy on serving

environmentally at-risk children.

Finally, the study examined predictors of success in

policy implementation and concluded that successfully imple

menting federal policy at state level involves factors

infinitely more complex than generally recognized.
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CHAPTER I

INTRODUCTION

Early identification and support of young children with

developmental problems and their families has become a

national commitment with the passage of Public Law (P.L.) 99

457, Education of the Handicapped Act (Blackman, 1988).

congress enacted this legislation in October 1986 as an

amendment to P.L. 94-142, Education of All Handicapped

Children's Act. P.L. 99-457 extended to preschool children

the rights, guarantees, and protections of P.L. 94-142 by

establishing two programs: Title I (also referred to as "Part

H"), which authorizes "early intervention services" for

infants and toddlers (children from birth to age three); and

Title II, which mandates services for preschool children from

age three through six.

This new law has been described as "watershed legisla-

tion" (Dunst, 1988), "the most important child and family

legislation of the decade" (McPherson, 1989), "a bold' state-

ment in a weak area of American public policy" (Healy, Keesee,

& Smith, 1989), and "a new precedent in family policy"

(Krauss, 1990; The Center for the study of Social Policy,

1990). Edelman (1990) described the significance of P.L. 99-

457:

The enactment of Public Law 99-457, the Educa
tion of the Handicapped Act, Amendments of 1986,
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represents a significant accomplishment for profes
sionals serving infants and toddlers and for advo
cates concerned with this critical stage of child
hood. For the first time, federal pOlicy explicit
ly recognized the importance of the earliest years
of child development and the benefits to be'real
ized by providing appropriate services. P.L. 99
457 is based on a broader-than-traditional view of
the nature of the risks faced by infants and tod
dlers and of the remedial steps needed to reduce
these risks.

This legislation represented a statement of national

policy for providing services to handicapped infants, tod

dlers, and their families that relies heavily on the individu-

al states for design and implementation (Brown, 1991; Meisels,,

1991; Pueschell & Mulick 1990; Gallagher, Harbin, Thomas,

Wenger, & Clifford, 1988). P.L. 99-457 decreed that state

Departments of Education must administer Title II and, by

1991, be serving all preschool handicapped children ages three

through six with a free, appropriate, education, provided in

the least restrictive environment. However, Title I permitted

the governor of each state to designate which department or

agency would be the lead agency for implementing the infant

and toddler program.

Governors had the option of designating agencies other

than Departments of Education. In about one-third of the

states, the Department of Education was designated the lead

agency; in another third, the Department of Health was

designee; and in the remaining third, another agency was

selected as the lead (Ysseldyke, 1989). (Appendix A list~

states and governmental entities that designated Departments

2



of Education and Departments of Health as lead agencies.

Appendix B lists states that designated other agencies as the

lead aqency , )

Congress provided this Title I option for states based on

public testimony about the close interrelationship between

health status and development during the first three years of

life (Weiner & Koppelman, 1987). The decision was also based

on the historical precedent of many early intervention

programs that had been initiated in Departments of Health,

frequently through the use of Title V funding for maternal and

child health services (Serial No. 99-120, 1986).'

Another decision left to states in P.L. 99-457 was

defining the population of children to be served. Although

P.L. 94-142 defines specific categories of handicapping

conditions that a child must possess before funds could be

spent to serve that child, one of the central issues left to

the states by the framers of Part H concerned the definition

of who is eligible for services (Shonkoff & Meisels, 1991).

P.L. 99-457, unlike its parent legislation, offered states an

opportunity to expand the definition of "handicapped" to

include children at either biological or environmental risk of

developmental delay (Harbin, Gallagher, & Terry, 1991).

Infants at risk of developmentai delay include infants

born with neonatal drug exposure, infants born to mothers

infected with the HIV virus, and inIants exposed to child

abuse. states must serve infants and toddlers who have

3



developmental delays or have a physical or mental condition

that has a high probability of resulting in developmental

delay. However, at their discretion, states may also include

children under the age of three who are environmentally at

risk of having substantial developmental delays if early

intervention services are not provided. This discretion had

significant financial, medical, and social implications for

the states and their children.

RELEVANCE OF EARLY INTERVENTION TO PUBLIC HEALTH

Early intervention has been a recurrent theme throughout

the history of public health (Farel, 1988; Ibrahim, 1985).

The total impact of children's developmental disabilities on

education, the economy, government, and family is enormous

(Pueschel & Mulick, 1990) and is, therefore, a legitimate

concern for the field of public health.

Programs to prevent medical problems have occasionally

moved from voluntary to compulsory when stakes are high and

where public health methods are very effective. Two examples

are mandated screening for phenylketonuria and congenital

hypothyroidism, and required immunizations for school admis

sion. However, programs for prevention of mental retardation

and other disabilities have generally not been focused with a

visible coordinated thrust, even though the knowledge base for

such disabilities has significantly improved since the early

1970s (Hagerty & Abramson, 1987; Crocker, 1986; Boggs, 1980).

4



Passage of P.L. 99-457 presented a new commitment by the

nation to the prevention of these disabilities (Braddock,

Hemp, & Fujiura, 1987).

New Morbidities. Among the growing number of children at

risk of environmental delay are children in the category of

"new morbidity." "New morbidity" refers to conditions such as

behavioral disorders and socio-economic conditions that can

diminish health status and educational achievement. Pediatri-

cians now find that "new morbidities" are the primary cause

for office visits (Li, Sauve, & Creighton, 1990 i Parker,

Greer, & Zuckerman, 1989).
,

Several studies have focused on

the role of pUblic health in the "new morbidities" of early

infancy, especially among the poor. with the troublesome lack

of national success in reducing the incidence of low birth-

weight and infant mortality among the poor has come increased

recognition of the responsibility of pUblic-health agencies to

intervene as early as possible in the life of the newborn to

reduce these new morbidities (Simeonsson, 1991ai Martin,

Ramey, & Ramey, 1990). David (1990) argued that the most

important disparities in perinatal out.come are caused by

society's inequalities, making it possible to focus after

birth on those adverse factors, by far the vast majority, that

are indeed amenable to change.

Moreover, while the incidence of infant mortality in the

United States has leveled off, the new-morbidity figures for

infants have increased. The popUlation of at-risk infants is

5



growing because smaller and younger infants are surviving

(Squires & Bricker, 1991). In addition, public health

authorities are increasingly concerned about the epidemic of

infants born with neonatal drug exposure from cocaine. The

rise in low birthweights in New York city has been directly

linked to prenatal drug exposure (Joyce, 1990). The devastat

ing effects of cocaine use during pregnancy is an emerging

critical issue for public health (Behrman, 1991; Gittler &

McPherson, 1990; Rosenak, Diamant, Yaffe, & Hornstein, 1990).

Likewise, the rising incidence of HIV infection in adolescents

and women of childbearing age, with the subsequent infection

of newborns, is a public health issue of yet unknown propor

tion (Centers for Disease Control, 1991; Heagarty, 1991;

Hutto, Parks, Lai, Mastrucci , Mitchell, Munoz, Trapido,

Master, & Scott, 1991; Lessner, 1991; MacDonald, Ginzbury, &

Bolan, 1991; & Novick, 1991). Programs to limit the damaging

effects of these detrimental conditions in early life are of

critical concern to public health agencies. These conditions

are most detrimental on poor children whose risks mUltiply

unless early and sustained preventive services are provided

(National Center for Children in Poverty, 1990).

Child Abuse. Also defined as part of the growing num.ber

of children at environmental risk are abused children. The

epidemiology of child abuse underscores the fact that such

violence is a public health problem, community-wide in scope

throughout the United States (Daro, 1988). Straus & Gelles
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(1986) reported that the number of children at risk of abuse

appears to be increasing to the point where their plight and

number seem to constitute the largest single public health

problem awaiting solution (Browne, Davies, & stratton, 1988).

Public health has traditionally assumed little responsibility

for the primary prevention of child abuse, possibly relegating

it to the social weIfare agencies. But the numbers of

children affected and the implications for health status are

staggering, creating a public health problem of enormous

proportion (Justice & Justice 1990).

Health and Academic Performance. Many studies show that

children' s health and academic performance are closely linked.

Children in Need (Committee for Economic Development, 1987)

was the first of several publications by primarily business

organizations to argue that the inadequate health and social

development of poor infants and children are key factors that

can lead to later educational failure (Hamburg, 1987; Berlin

& Sum, 1988; Smith & Lincoln, 1988; National Governor' s

Association, 1989). These publications recognized the urgent

need for early intervention to forestall these problems- (Blum,

1989; Haggerty, 1989; Lear, 1989). The link between health

and education has been described as prominent and persistent

across cultures and time (Marmot, Kogevinas, & Elston, 1987).

Moreover, there appears to be a growing national recogni

tion of the relationship between education and productivity

and the nation's ability to compete in an increasingly

7



challenging global economy (Butler, Singer, Palrey, & Walker,

1987; Wilson, 1987; Council of Chief State school Officers,

1988; Miller, Nicolau, Orr, Valdivieso, & Walker, 1988;

Schorr, 1988). Public health writers have been cognizant of

the complex relationship between economic disadvantage and

health in poor and near-poor young children (Butler, 1987;

Chamberlin, 1988).

studies have demonstrated the effectiveness of early

intervention in improving health. For example, a mUlti-site,

randomized national trial sponsored by the Robert Wood Johnson

Foundation found that comprehensive early intervention was

significant in reducing the developmental and health problems

of low-birthweight babies, (The Infant Health & Development

Program, 1990). Other studies have found a home visitation

intervention program to improve the health of women and of

newborns at environmental risk (Olds & Kitzman, 1990).

Educators have stressed that the current national debate

on educational reform has neglected the area of prevention,

which should demand consideration as an alternative to current

models of delivering education services (Piantar 1990;

Stedman, 1990; Hornbeck, 1989). Other educators have suggest

ed that early intervention needs to be the cornerstone of

educational reform (Hornbeck, 1988). Studies have focused

on the impact of'high-quality infant care in reducing adverse

educational-outcomes (Leviton, Leviton, & Leviton, 1990; Ruff,

Blank, & Barnett, 1990; Martin, Ramey, & Ramey, 1990).
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Public Health Issues. P.L. 99-457 has generated strong

interest among many health-professional groups (Godfrey, 1991;

Leviton, Leviton, & Leviton, 1990; Courney, 1990; Brewer,

McPherson, Magrab, & Hutchins, 1989; Narkewicz, 1989). For

example, pediatricians who were displeased that P.L. 94-142

failed to adequately address health issues and provided no

role for physicians in designing individual educational plans

for young handicapped children have been far more active in

the implementation of P.L. 99-457 (Butler, Palfrey, Singer,

Walker, & Raphael, 1988; A National Conference on P.L. 99-457:

Physician Participation in the Implementation 6f the Law,

1988; Downey, 1990; Healey, 1990; Asch-Goodkin, 1990; Wenger,

McLaurin, Guild, Loda, Gallagher, Defriese, Rich, & Bergsten,

1989). Further, pediatricians have become increasingly

involved in social as well as biomedical issues, promoting

healthy psycho-social adjustment as well as physical growth

and development (Blackman, Healy, & Ruppert, 1992; Green,

1991; Purvis, 1991). P.L. 99-457 has been described as an

opportunity for pediatricians to become more actively involved

with prevention and early intervention (Peter, 1991)."

While public health undergoes self-examination regarding

its mission (Committee for the Study of the Future of Public

Health, 1988; Fox, 1986), the field of public health, with its

traditional focus on prevention, has a clear investment in the

implementation of Part H (Harvey, 1990). The Part H regula-

9



tions imply that early identification should be closely

related to prevention activities (Meisels, 1991).

Farel (1988) argued that public health, through its long,

historic role in prodding public involvement in the provision

of services and its mUlti-disciplinary orientation, is

especially suited to the development of early intervention

services. Although typically most early intervention programs

focus on secondary and tertiary prevention (Meisels & Margo

lis, 1988), Part H provided an incentive for incorporating

primary preventive functions into early identification

activities (Graham & Scott, 1988). Simeonsson (1991b)

suggested that Part H could be implemented from a prevention

perspective, framing services in primary, secondary, and

tertiary approaches. Primary prevention would encompass a

broad array of services and serve the largest number of

infants and families (Crocker, 1982; Guthrie, 1984). The

numbers served under the secondary and tertiary approaches

would be smaller, but the complexity of services would be

greater.

P.L. 99-457 has also focused attention on the equity of

government spending for the old and the young. With the

rising cost of health care, public health must be concerned

with the issues of lIintergenerational equity" and public

spending (Benjamin, Newacheck, & Wolfe, 1991). Inside and

outside of government, it is perceived that the recent growth

in spending programs for older persons has come at the expense

10



of commitments . to programs for other vulnerable groups,

especially children (Tolchin, 1988; U.S. House of Representa

tives Select Committee on Aging, 1986; Axinn & Stern, 1985).

The elderly continue to expand in numbers and power, with the

net result being almost inevitably more money for the old,

less for the young (Klerman, 1991; Gustaitis, 1980). Ove r

the past quarter century, the number and proportion of

children reported to face disabling limitations in their

activities because of chronic conditions has more than

doubled, while the proportion of elders with disabling chronic

conditions has remained virtually unchanged '(Newacheck,

BUdetti, & Halfon, 1986). Some have argued that shifts in

bUdgetary priorities are only beginning now, and much more

significant changes will occur in the 21st century (Berliner,

1987; Axinn & stern, 1985; Preston, 1984). If this pattern of

inequity continues, it will have enormous consequences for the

future of the country in the next century.

statistics portray the results of the nation's inatten

tion to its children in the first few years of life: 1

percent to 2 percent of children are identified as- having

disabilities at the time of birth (Walker, Singer, Palfrey,

Orga, Wenger, & Butler, 1987). In contrast, 8 percent to 9

percent are identified as having disabling conditions by the

time they enter SChool, as many as 11 percent to 12 percent

are estimated to have significant developmental delays

(Szanton, 1988). No other agency is better prepared from its
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historical perspective and its service delivery system to

reaching these young children in these vulnerable early years

than public health (Wallace, Biehl, Ogelsby, & Taff, 1987).

The National Commission on Children was created by

Congress and approved by the President in December 1987 to

serve as a forum to assess the status of children and fami-

lies, to propose new directions for policy and program

development and to build an action agenda for the 1990s. The

commission released this agenda in its report, Beyond Rheto-

ric r A New Agenda for Children and Families (1991). In

Chairman John Rockefeller's preface to this report, the

commission noted:

There is tragic irony that the most prosperous
nation on earth is failing so many of its children.
As a society, we have lacked the vision and politi
cal will necessary to address these problems head
on••• our economic growth is tied to whether and
when the p~oblems facing children and families are
resolved. Our current pattern of neglect is ex
tremely costly.

Part H provided states an opportunity to develop proactive

policy to better meet the needs of its children and families.

PURPOSE OF THIS STUDY

P.L. 99-457 offered states the opportunity to develop a

broad program of mandated services for young children at-risk

(Harbin, 1990: Pontzer, 1989). The development and implemen-

tation of this legislation has been described as a model for

federal involvement in the improvement of services for other

groups of individuals with special needs (Hebbeler, Smith, &
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Black, 1991). Part H has thrust early intervention into the

forefront of the nation I s social policy for children (Shonkoff

& Meisels, 1990). How did states respond to this challenge?

The definition of the population to be served that states

adopted had important pOlicy and fiscal implications (Benn,

1991; Cook, 1991; Harbin, Terry, & Gaguio, 1989; Miller &

Peterson, 1989). Whereas a limited definition of the popUla

tion required to be served would result in services to only

1 to 3 percent of the popUlation between birth and age three,

the more-liberal definition that includes infants and toddlers

at environmental risk could potentially include far more

children, possibly as many as 50 percent of the popUlation of

infants and toddlers in some states or large cities (National

Center for Clinical Infant Programs, 1989; Tingey, 1989). The

fiscal implications are obviously staggering.

A study of how states have implemented P.L. 99-457

provides an opportunity for examining policy formulation in

the important, evolving area. Congress gave states five years

to plan and prepaze before full implementation would be

required (as early as October 1, 1991 if states elected to

meet the minimum time frames). This five-year planning time

should have provided adequate time for thoughtful policy

analysis and implementation.

The purpose of this study was to examine policy develop

ment as it resulted in the definition of the at-risk popula

tion to be served by Part H of P.L. 99-457 and how pOlicy
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developed varied in states depending on the type of lead

agency designated to administer Part H. The study consisted

of two components. The first component consisted of a multi

variate analysis of how the definitions (dependent variables)

differed by the type of lead agency (independent variable).

This component examined how these differences may have been

influenced by various historical, political, and economic

factors (intervening variables). The second component

consisted of a case-study analysis of policy development in

two pairs of states, Massachusetts and Illinois and Rhode

Island and Hawaii.

This study examined the following key pOlicy questions:

How did states select the lead agency to administer Title I?

What definition of the required-to-be-served population did

states develop? Did the definition correlate to the type of

lead agency? Did states elect to serve environmentally at-risk

infants and toddlers? Could the definition that was adopted

be predicted according to the department that was the lead

agency? Did other identifiable, antecedent conditions

(education, special education, early intervention, or~eneral

economic status within the state) influence the policy choice,

regardless of the type of lead agency? What was the influence

of pediatricians as advocates on behalf of young children?

Did this influence differ by the type of lead agency?
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DEFINITIONS

The following are definitions of important terms for this

study:

Biological ·Risk. Biological risk includes any genetic,

prenatal, or perinatal medical disorder of known etiology

whose developmental outcome is well documented (e.g., Down

Syndrome, hearing loss, PKU, fetal alcohol syndrome). The

term also includes the exposure to any potentially noxious

prenatal, perinatal, or postnatal development events such as

asphyxia, intraventricular hemorrhage, and low birthweight.

Developmental Delay. Developmental delay means a

significant delay, as determined by a mUlti-disciplinary team,

in one or more of the following areas of development:

cognition, speech, language, physical, motor, vision, hearing,

and psychosocial or self-help skills.

Early Intervention. Early intervention means finding

that a child between birth and school age has or is at risk of

having a handicapping condition or other special need that may

affect his or her development. Early intervention includes

providing services to the child and family to lessen the

effects of the condition. Early intervention can be remedial

or preventive -- remediating existing developmental problems

or preventing their occurrence (Smith & Strain, 1988).

Environmental Risk. Environmental risks are risks that

arise from the mother-infant (or caregiver-infant) interaction

and from inadequate opportunities for stimulation and health
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care. Factors such as poverty, limited education of the

mother, young age of the mother, and other factors that may

result in abuse and neglect of young children are environmen

tal risks.

Lead Agency. The lead agency is the department or agency

designated by the governor of the state as responsible for

implementing Part H within the state.

IDEA. In P.L. 101-476, passed in 1990, Congress changed

the name of the "Education for All Handicapped Children Act, II

to liThe Individual with Disabilities Education Act." This

change reflected preferred new terminology in the field. In

this paper, "IDEA" and "persons with disabilities" (instead of

"handicappedll ) are used.

ORGANIZATION OF THE DISSERTATION

This stUdy is presented in the following five chapters.

Chapter II reviews relevant literature on each of the diverse

topics central to an understanding of the issues. Chapter III

describes the methodology of the study. Chapter IV presents

the results of the multi-variate analysis and the case stUdy

of the two pairs of states as well as the discussion of the

results. Chapter V examines policy implementation theory as

a way of explaining policy as it was developed in the various

states. Finally, Chapter VI presents the summary, conclu

sions, and recommendations of the stUdy.
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CHAPTER II

REVIEW OF THE LITERATURE

This study examined the development of policy in selected

states as they defined the eligible population of children to

receive early intervention services under Part H of P.L. 99

457. This chapter reviews literature on the following topics

relevant to this study: the concept of risk, the effectiveness

of early intervention, legislation regarding education of

disabled childr~n, and public policy.

CONCEPT OF RISK

Biological Risk. The literature shows that the relation

ship between biological risk factors (adverse prenatal and

perinatal events) and developmental handicaps is well estab

lished (Silverstein, 1988; Shonkoff, & Houser-Cram, 1987;

Tjossem, 1976). The relationship of biological risk to

developmental delay and psychopathology in childhood was first

described in the 1950s (Pasamanick, Rogers, & Lilienfeld,

1956; Lilienfeld, Pasamanick, & Rogers, 1955).

Later studies continued to document this relationship in

even late childhood and adolescence (Gortmaker, Walker,

Weitzman, & Sobol, 1990; Cohen, Velez, Brook, & Smith, 1989).

For example, neonatal bilirubin exposure was shown to produc~

short-term and long-term impact on normal development (Hanson,
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Hughes, Ahlfors, 1991; Seidman, Paz, stevenson, Laor, Danon,

& Gale, 1991). The impact is not only on the cognitive

functioning and school achievement of the child, but on

behavior and mental health as well (Klein & Mannuzza, 1991;

Loeber, 1991; Oberklaid, Sewell, Sanson & Prior, 1991;

O'Callaghan, Sham, Takei, Glover & Murray, 1991; Ross, Liper,

& Auld, 1991).

Biological risk is a category that also includes babies

with low birthweight (Ramey, Bryant, Wasik, Sparling, Fendt,

LaVange, 1992) • The population of biologically at-risk

infants has increased because smaller and younger babies are

surviving in neonatal intensive care nurseries (Saigal,

Szatmari, Rosenbaum, Campbell, & King, 1991; Squires &

Bricker, 1991). Sell (1986) reported a drop in mortality

rates from 49.6 percent in 1978 to 33.9 percent in 1983 for

infants weighing above 750 grams and a drop from 79.1 percent

to 63.9 percent for infants weighing less than 750 grams.

Traditionally the term "low birthweightll (LBW) has

been used to described newborns weighing less than 2,500 grams

and livery low birthweight ll (VLBW) to describe newborns

weighing less than 1,500 grams. But with the increasing

survival of ever lower birthweights, a new term is being used,

"extremely loW birthweight" (ELBW) to describe newborns

weighing less than 1,000 grams.

Studies have focused on the emerging needs of this

popUlation, especially as the needs relate to special educa-
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tion and use of special resources (Brazy, Eckerman, Oehler,

Goldstein & O'Rand, 1.991.; Saigal, Rosenbaum, szatmari &

Campbell, 1.991.). The successes of neonatal int~nsive care

units in increasing the survival rates of low-birthweight

newborns resulted in the increasing need for educational and

supportive services for this population (Aram, Hack, Hawkins,

Weissman, & Borawski-Clark, 1991.; Li, Sauve, & Creighton,

1.990; Richmond & Beardslee, 1.988; Guillemin & Holmstrom,

1.986).

Not only are low birthweight babies surviving at an

increasing rate, the number of births of low~birthweight

babies has been rising. In 1990, Joyce reported that public

health officials were seeing an increasing proportion of

babies born with low birthweight, most probably as a result of

in-utero drug exposure and AIDs infection. The eventual

impact on educational, health, and social services of the

epidemic of infants within-utero drug exposure is still

unknown (Zuckerman & Frank, 1.992; Rosenak, Diamant, Yaffe, &

Hornstein, 1.990; Lewis, Bennett, & Schmeter, 1.989). The

literature shows that AIDS transmission during pregnancy

creates developmental risks for the newborn (Heagarty, 1.991.;

MacDonald, GinZburg, & Bolan, 1.991.; Bale, 1.990).

Environmental Risk. Equally well documented is the

relationship of environmental risk factors to academic and

vocational failure (Berlin & Sum, 1988; Berman, IZu, McClel

land, & stone, 1988; Berruta-Clement, Schweinhart, Barnett,
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Epstein, & Weikart, 1984; and Butler, 1987). Environmental

risks include poverty, inadequate mother-infant interaction,

few opportunities for stimulation, and limited., access to

health care (Hoffman & Drotar, 1991; Shulman, Fisch, Zempel,

Gadish, & Chang, 1991; Aylward, 1990).

The Head Start program was created as a recognition of

the risk that poverty created for educational underachieve

ment. According to Rubin (1990), children living in poverty

constitute the largest group at risk for developmental

disabilities with postnatal etiologies.

Combined Risk. The literature shows that, unfortunately,

biological and environmental risks are not exclusive but are

most frequently overlapping (Chandler & Lubeck 1989; Aylward,

1988; Kochanek, Kabacoff, & Lipsitt, 1987; Slatter, Nagui,

Andrew, & Haynes, 1987; Cohen, Parmalee, Beckworth, et al,

1986) • Children are often at biological risk because of

environmental factors such as socioeconomic circumstances,

poverty, low education of the mother, and young age of the

mother (Vohr, 1991). This combination of risk factors has

been referred to as "double jeopardy" (Parker, 'Greer &

Zuckerman, 1988). Children in "double jeopardy" are recog

nized as being at greatest risk for poor developmental outcome

(Stanton, McGee, & silva, 1991; Aylward, 1990; Hunt, Cooper,

& Tooley, 1988; Escalona, 1982). A family-focused view of

jeopardy, which considers child, family, and environmental

variables to determine risk, has been proposed to explain the
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multiple impact of these factors on educational failure

(Lyons-Ruth, Connell, Grunebaum, & Botein, 1990; Chandler &

LUbeck, 1989).

In recognition of the increasing numbers of young

children exposed to risk factors as a result of poverty,

parental dysfunction, and minority status, interest in

enhancing the resiliency of these children has increased.

Pediatric Annals (1991) published an entire issue devoted to

vulnerability and resilience of children and their families

(Blum, 1991). Unfortunately, medical and social ills do not

occur singly; having one usually means having many (Hoekelman,

1991; Richmond & Beardslee, 1988).

One of the most important longitudinal studies of risk,

examining both biological and environmental risk factors and

their interrelationship, was done in Hawaii. The study

followed a cohort of births on Kauai over a 32-year period

(Werner, 1989). The study began in 1954 with an assessment of

the reproductive histories of all the women in the community.

The study then focused on 698 infants born on Kauai in 1955.

The study was designed to longitudinally follow both survivors

and casualties by monitoring the development of all the

children born in a given period in an entire community (Werner

& Smith, 1977). These children were followed at ages one,

two, 10, 18, and 31-32 years.

As the study progressed, the researchers began to take a

special interest in iihigh risk" children Who, in spite of
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exposure to reproductive stress, discordant and impoverished

home lives, and uneducated, alcoholic, or mentally disturbed

parents, went on to develop healthy personalities, stable

careers, and strong interpersonal relations (Werner & Smith,

1982). The researchers found that the most critical determi

nants of outcome were present in the children when they were

very young. The conclusion pointed to the need for early

intervention programs focused on infants and young children

who appear most vulnerable because they lack some of the

essential social bonds to buffer stress (Werner, 1989).

Summary of Concept of Risk. In summary, the literature

shows that children at biological risk and environmental risk

may be handicapped in their later social, psychological, and

educational development. Moreover, biological and environmen

tal risks are interrelated. Additionally, factors that

determine a child's future success are present in children at

a very young age. The need to find effective ways to reduce

the vulnerability and enhance the resiliency of children with

risk characteristics is obvious.

EFFECTIVENESS OF EARLY INTERVENTION

The literature shows clearly that serving at-risk

populations supports the public health principle that atten

tion to risk factors on a population basis can have more

effectiveness on illness-prevalence than case-by-case treat

ment (Cohen, Velez, Brook, & Smith, 1989; Chamerlin, 1988;
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Mausner & Kramer, 1985). The years since the 1950s have seen

remarkable growth of early intervention programs for both

disabled and at-risk young children (Haring & McCormick, 1990;

Odom & Karnes, 1988). This growth, according to Simeonsson

(1991a), is based on a belief in the value of a preventive

approach and on contributions from pUblic health and develop

mental psychology pointing out the benefits of intervening

during sensitive periods of development. Additionally,

physicians have recognized the beneficial value of these

services to children and families (Palmer, Capute, & Shapire,

1988; Palfrey, singer, Walker, & Butler, 1987). '

Intervention for Children with Disabilities. According

to Guralnick (1988), P.L. 99-457 itself grew out of 20 years

of research and demonstration programs that established that

early intervention services made a positive and important

difference in the lives of children with disabilities and in

the lives of their families (Brown, 1991; Kronenberger &

Thompson, 1990; Beckman, 1983). Authorities in early inter

vention have reported that the importance of providing early

intervention services evokes little controversy (Guralnick &

Bennett, 1987; Harel & Anastasiow, 1985).

Early intervention has been shown to prevent decline in

development in specific popUlations of young children (Gural

nick, 1991; Ottenbacher, 1989). Families are strengthened and

empowered to cope more effectively (Committee on Children with

Disabilities, 1992; Cohen, Agosta, Cohen, & Warren, 1989;
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Merritt & Vaucher, 1987; Blancher, 1984; Mori, 1983). Many

studies and literature-reviews report that the earlier the

intervention, the greater the developmental gaips, and the

less likelihood of developing problems later in childhood

(Cooper, 1981; Garland, Stone, Swanson, & Woodrull, 1981;

Maisto & German, 1979).

Beneficial effects of early intervention have been shown

from secondary analyses of the large numbers of available

research studies, particularly in the form of two meta

analyses (Casto & Mastropieri, 1986; Shonkoff & Hauser-Cram,

1987), or based on conclusions derived from more~qualitative

analyses of the early intervention literature (Guralnick &

Bennett, 1987).

Researchers have used the term "effect size" to aggregate

data across many diverse studies. "Effect size" reflects the

impact of early intervention compared with control or contrast

conditions measured in units of standard deviation. Estimates

indicate that early intervention yields an effect size of

approximately one-half to three-quarters of a standard

deviation. Applied to cognitive development, the most

commonly used measure of child outcome, this effect size means

that children enrolled in early intervention programs can

expect, on average, to achieve an increase on standard tests

of intelligence of approximately 8-12 IQ points in comparison

with children not receiving intervention services (Guralnick,

1991).
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Intervention for Children at Biological Risk. Many

studies have shown the effectiveness of early intervention in

helping children biologically at risk and their families

(Shulman, Fisch, Zempel, Gadish, & Chang; 1991; Barrera,

Doucet, & Kitching, 1990). For example, children with Down

Syndrome, following a generation of early intervention, have

achieved levels of independence previously considered unat

tainable (Bricker, 1986; pueschel, 1986). Low-birthweight

infants demonstrated more cognitive gains and fewer illnesses

and behavioral problems than a control group when provided an

educational curriculum that focused on child development and

family support (Ouden, Ryken, Brand, Verloove-Vanhorick, &

Ruys 1991; Martin, Ramey, & Ramey, 1990; The Infant Health and

Development Program, 1990).

Children at biological risk of developmental delay have

been shown to benefit from early stimulation (Richmond, 1990;

Kilgo, Holder-Brown, Johnson, & Cook, 1988; Mazer, Piper, &

Ramsay, 1988; Resnick, Armstrong, & Carter, 1988; Robertson &

Finer, 1988). A seven-year outcome study of low-birthweight

infants found that intervention prevented cognitive lags among

the children (Archenbach, Phares, Howell, Raub, & Nurcombe,

1990).

Intervention for Children at Environmental Risk. Early

intervention has been shown to be a powerful factor in the

lives of young children environmentally at risk (Cicchetti,

Toth, & Hennessy, 1989; -Greenspan, 1987). Wasik, Ramey,
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Bryant, & sparling (1990) reported on a longitudinal study of

two early intervention strategies that showed cognitive

benefits for environmentally at-risk young children receiving

educational day care. The power of early childhood education

to reduce dropout rates for minorities has been well document

ed (Futrell, 1987). There is evidence to suggest that early

intervention programs do prevent social problems (Fulton,

Murphy, & Anderson, 1991; Roberts, 1991). Children receiving

early intervention services are less likely than other

children to have a serious involvement with the law (Lally,

Mangione & Honig, 1987; Lazar, Darlington, Murray, Royce, &

Snipper, 1982).

Weikart (1989) wrote that research suggests that early

childhood education provides poor children with a "head

start, I' both intellectually and socially. Many poor children

are handicapped when they enter school because they have not

had the chance to develop the skills, habits, and attitudes

expected of children in kindergarten and first grade. This

lack of development is manifested in low scores on tests of

intellectual or scholastic ability. Poor children" may be

advanced in some areas of development, but their lack of

preparedness for school can lead to unnecessary (that is,

preventable) placement in special education classes, failing

grades, repeated scholastic failure, and eventually dropping

out of school.

Studies that evaluated the long-term effects of Head
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start programs have shown conclusively that Head start was

effective in improving the quality of life for children and

families (Zigler & Seitz, 1982; Lazar, Hubble, Murray,

Rosche, & Royce, 1977; Smith & Bissell, 1970). Children with

Head start experience have demonstrated benefits evident even

after 12 years of public school. These children are more

likely to finish high school, get hired above entry level,

enroll in post-secondary education, and score well on tests of

functional competence than their matched peers who did not

attend Head Start. Head-start children were less likely to

require special education, be arrested, be on' welfare, or

become pregnant during teen years (Dumars, Duran-Flores,

Foster, & stills, 1987). According to Guralnick (1991), the

value of early intervention in increasing social competence of

at-risk populations may prove to be one of its most valuable

contributions.

The literature includes two attempts to integrate the

findings of longitUdinal studies of the effects of preschool

education on the lives of poor children, including but not

limited to Head start programs. These studies were-·done by

two groups: the Consortium for LongitUdinal Studies (an

association of twelve educators and psychologists who devel

oped separate longitudinal early childhood education pro

grams), and the Head Start Synthesis Project (a stUdy per

formed by the u.s. Administration for Children, Youth, and

Families by CSR, Inc., a Washington-based consulting firm).
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The latter study examined a decade of Head start projects from

1971-1980.

Both groups confirmed that good preschool child develop

ment programs for poor children help prevent scholastic

failure. First, these programs help improve children's

intellectual performance when they start school. Second, good

preschool programs help reduce the need for poor children to

be placed in special education programs or to repeat grade

levels because they are unable to do the work expected of

them. Third, participation in these programs leads to a lower

high school dropout rate (McKey, Condelli, Ganson, Barrett,

McConkey, & Plantz, 1988; Consortium for Longitudinal Studies,

1983).

The National Governor's Association's report, Time for

Results: The Governor's 1991 Report on Education. pUblished

in 1986, said that quality early childhood programs "reduce

the high school dropout rate, increase the college attendance

rate, increase emplOYment, and reduce the welfare and crime

rates after high school." The efficacy of home visitation as

a type of early intervention to improve health and outcomes of

children at environmental risk has been documented (Bowsher,

1990; Olds & Kitzman, 1990). All studies offer strong

evidence that systematic intervention and support from outside

the family early in the life cycle can increase the positive

outcomes of children growing up at risk (Berlin & Sun, 1988;

BW Associates, 1988 ; Schorr, 1988 ; SChweinhart, Koshel, &

28



Bridgman, 1987).

Policy implications of preschool intervention research

were summed up in an article by Lazar, Snipper, Royce, &

Darlington (1981):

••• well-run preschool programs apparently helped
children from low-income families to improve their
school performances. The benefits were not limited
to the period immediately after termination of the
preschool program, but extended well beyond the
early school years •••• the originators of Head start
were right: high-quality preschool programs can be
one effective weapon in the war against poverty.

Cost Effectiveness of Early Intervention. The litera-

ture demonstrates the cost effectiveness of early 'intervention

services (Smith & Strain, 1988; White & Immel, 1988). The

Ypsilanti Perry Preschool project documented a seven-dollar

return to society for everyone-dollar invested in preschool

programs. The return was measured in reduced school dropout

rates, lower teen age pregnancy rates, lower crime rates, and

greater success in school and empLoymerrt; (Berruta-Clement,

Schweinhart, Barnett, Epstein, & Weikart, 1984). Or as

stated by the Select committee on Children, Youth, and

Families of the u.s. House of Representatives (1988)~ in its

pUblication, opportunities for Success: Cost Effective

Programs for Children, liAs of 1985, we know how to use public

policy to benefit children and to save the Federal treasury

billions of dollars in long-term costs. II The carnegie

Foundation (Hamburg, 1991) described the urgent need for

organized programs for infants and toddlers to address these
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needs.

Studies have shown that the sooner early-intervention

services are provided to children, the more effective and less

expensive those services will be (Ramey, Bryant, Wasik,

Sparling, Fendt, LaVange, 1992; Simeonsson, Cooper, & Schein

er, 1982). For example, the State of Colorado demonstrated

that the lifetime cost for educating a handicapped student

drops significantly if intervention begins early in life

(McNutly, Smith, & Soper, 1985). Based on 1978-79 costs, this

study found that the 1ifetime cost is $37,273 if intervention

begins at birth; $37,600 if it begins at age two;'and $46,816

if not begun until age six (Bricker, 1986).

Investment in early childhood is most cost-effective

because, after early life, the costs to change the child

become increasingly greater (Gallagher & Ramey, 1987).

Researchers have used the term "declining plasticity" or

"malleability" to denote the principle that underlies the

rationale for early intervention: children are resilient to

early quite-negative experiences, but this plasticity becomes

increasingly narrower or more circumscribed with advancing age

(Garmezy, 1991; Barnett & Escobar, 1988; Gallagher, 1987).

Thus, intervening as early and effectively as possible is

important (Aylward, 1990).

Summary, Effectiveness of Early Intervention. In

summary, the literature shows that early intervention can help

children at biological and environmental risk. Ear1y inter-
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vention services are cost-effective for governments. Finally,

the earlier such services are provided, the more effective

they are likely to be.

LEGISLATION FOR EDUCATION OF DISABLED CHILDREN

Historical Perspective. Treatment of disabled children

has a long history, beginning with societies that neglected

and mistreated these children and progressing to current times

when the prerogative of disabled children to obtain services

is seen as a Constitutional right. Peterson (1987) described

the treatment of disabled persons as evolving in four eras.

From the time of the first Greek and Roman civilization until

the Renaissance, the West treated disabled persons inhumanely.

The Judaic tradition and the subsequent spread of Christianity

began a different attitude of protection and pity. Institu

tions and homes were built to shelter the disabled.

The early 1900s began a period of slow expansion in

educational programs for the disabled that continued through

the 1950s. In the 1960s, the present stage began in which

legal action and legislation have expanded rights -·for the

disabled and their families (Purvis, 1991).

Services for persons with disabilities have evolved

slowly over the last century, from services based on charity

to those based on Constitutional right (Singer & Butler,

1987) • Bersani & Nerney (1989) reported that progress

occurred because clinical gains, policy reform, and favorable
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legislation occurred concurrently. As expressed by Zirpoli,

Hancox, Wieck, & Skarnules (1989), the changing social and

political arena moved services for the disabled from exclusion

to inclusion; from discretion to entitlement; from asking for

dimes, to asking for rights; from inadequate, isolated private

institutions, to mainstream, pUblic facilities.

The history of federal policy in the arena of special

education shows that policy has focused on multiple objectives

and strategies to move the united states closer to the

ultimate goal of a national system of services. In less than

twenty years, the nation has moved from a stance'of statutory

exclusion to full civil rights for individuals with disabili

ties, as in the Americans with Disabilities Act, P.L. 101-336

(Valdivieso, 1991). The legislative history of the develop

ment of special education services is diagrammed in Figure 1

on the following page.

Early Childhood Special Education. As Figure 1 shows,

federal involvement in early childhood special education

began in 1965 with the passage of P.L. 89-313. This law

provided for payments for children who were born with -uisabil

ities and who were being served in state-operated programs.

The first demonstration projects, known by the acronym

HCEEP, were funded in 1969. In P.L. 94-142, incentive grants

were provided to states to develop preschool programs.

Technical assistance was provided to states beginning in 1971

to encourage development of preschool services.
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Figure 1.

The Legislative and Judicial History
of Special Education

,------,
I P.L. 89-313 I

!1965 (ESEA) !L --I

...

...

...

...

ISame guarantees
Renamed 94-142

Mandates preschool services. Option
for infant/toddler services

State Planning Grants
for preschool services

Hallmark legislation for special
education for ages 6 to 21

Required states to develop for
full services

IJUDICIAL DEOSIONS • PARC & Mills

Precursor to P.L. 94-142. States given
funds to serve preschool children

Discretionary programs could _.
include preschool children

Established Title VI for special
education services. Established
Federal Bureau for the education
of the handicapped

FrrstFederalgrantprogram
targeted for children and youth
with disabilities
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After ten years of HCEEP, evidence of the program' s

success began to accumulate. The evaluators concluded that

the documented accomplishments of the HCEEP projects were

greater and more varied than for any other education program

previously evaluated (Roy Littlejohn Associates, 1982). These

results provided the backdrop for the development of the

landmark public laws, 94-142 and 99-457.

Judicial Decisions. Concurrent with legislation, two

landmark lawsuits were significant in securing governmental

services for children with disabilities. In a 1972 case, the

Pennsylvania Association for Retarded Citizens (PARC) sued the

Commonwealth of Pennsylvania for failure to provide a publicly

supported education for school-aged children with mental

retardation. The PARC suit was resolved by a consent agree

ment that specified that the state could not apply any law

that would postpone, end, or deny mentally retarded children

access to a pUblicly-supported education.

In a second case, also in 1972, the parents and guardians

of seven District of Columbia children brought a class action

suit against the D.C. Board of Education on behalf of -all out

of-school-children with disabilities (Mills versus Board of

Education). Unlike PARC, Mills was resolved by a jUdgement

against the district school board. The result was a court

order that the District of Columbia must provide all children

who have a disability, regardless of the severity of their

disability, a publicly supported education.
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These two lawsuits reflected jUdicial interpretation of

Constitutional guarantees of due process and equal access for

all citizens, regardless of their disabilities. .The climate

created by the resolution of these two lawsuits paved the way

for the passage of P.L. 94-142.

P.L. 94-142. Although in 1965, Congress initiated

federal support for educating disabled children, the act given

the most credit for reshaping special education services in

this country is P.L. 94-142, liThe Education for all Handi

capped Children Act of 1975." The law was called one of the

most far-reaching :pieces of social legislation ever to benefit

children (Singer & Butler, 1987). This legislation was also

described as the most important health bill passed since

Medicaid (Palmeri, 1989). The law was a revolutionary piece

of legislation, following two key court decisions, which

mandated that all children, regardless of their level of

handicap, could benefit from pUblic education.

In the law, Congress set forth its intent:

It is the purpose of this Act to assure that
all handicapped children have available to them . •
• a free, appropriate public education which empha
sizes special education and related services de
signed to meet their unique needs, to assure that
the rights of handicapped children and their par
ents or guardians are protected, to assist States
and localities to provide for the education of all
handicapped children, and to assess and assure the
effectiveness of efforts to educate handicapped
children. (Weiner & Hume, 1987).

Turnbull & Turnbull (1982) summarized P.L. 94-142 as

containing six innovative principles:
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1. Zero reject: Every school-age individual must be
served; services must be provided at no cost to
families. The state must have a program (often
referred to as Child Find) to identify the eligible
population.

2. Testing, evaluation, and placement: Methods are
described for nondiscriminatory evaluation and
appropriate placement.

3. Individualized and appropriate education: Programs
must be individualized to meet the specific needs
of each child. This is probably the most critical
provision for school-building principals and teach
ing staff _ The individualized educational plan
(IEP) serves as a record that each student's needs
and abilities have been considered and addressed
individually_

4. Least restrictive placement (LRE): This principle
stipulates that disabled students be' educated to
the greatest extent feasible in the company of
their nondisabled peers. However, every disabled
student is not required to be placed in a regular
class or school.

5. Procedural due process: The rights of parents to
protest state or local school districts' actions
that they find discriminatory, inappropriate, or
unfair is derived from the u.s. Constitution and is
essential to getting the law carried out.

6 _ Parent participation and shared decision making:
students' parents, legal guardians, or appointed
surrogates are to be involved at each stage of the
legally defined special-education process. These
persons must give consent for the process to begin,
they must be notified in advance of key actions
regarding their child's special education, and they
must be encouraged to participate in developing the
IEP.

constraints in Implementation. However, implementation

of this law was not without problems. Educating a disabled

student costs more than twice as much as educating a non-

handicapped stUdent (Butler, Palfrey, Singer I Walker, &
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Raphael, 1988). In 1985-86, the average total cost of

educating a student identified as disabled was $6,335; of this

amount, $3,649 came from special education funds, with the

remainder, $2,686, derived from regular education monies.

Expressed as a cost ratio, the total cost of educating a

disabled student is 2.3 times the cost of educating a regular

education student (Moore, strang, Schwartz, & Braddock, 1988).

According to Fogel (1986), states undertook the implemen

tation of P.L. 94-142 in response to the promise that the

federal government would be paying approximately 40 percent of

the excess costs of the program. This "carrot" was effective

in enlisting the participation of all states. However, to

their consternation, school administrations found that the

expensive requirements of the law placed a heavy drain on

local educational resources, while federal support never

exceeded 12 percent of the costs (A Children I s Defense Budget,

Fiscal Year 1989). In a congressional report in 1986, federal

support was estimated to account for only 7 percent of the

total costs of educating disabled children (House of Represen

tatives Report 99-860, 1986). Therefore, many states -conclud

ed that the federal government produced a "heavy stick" with

few "carrots."

Supreme Court rUlings have reiterated and upheld the

intent of Congress: no handicapping condition is too severe

to enable a state to deny educational services to a child

because the child will not "benefit from an education" (Yell
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& Espin, 1990). Thus, states are required to provide all

needed educational services even for the most severely

disabled, including the litigation cost for parents, should

they prevail in gaining special education services for their

child. There is recent suggestion of some shift in direction

in the court rulings (Collins & Zirkel, 1992). Residential

programs for some children vary from $20,000 to more than

$100,000. These costs have an enormous impact on local school

bUdgets. Many courts are balancing the individual needs of

the child against the costs of the proposed program in

determining financial responsibility.

P. L. 94-142 required special education services for

children ages 6-21, and permitted services, at the state's

discretion for preschool children. However, despite the

incentives that were available, within existing legislation,

to develop programs for preschool children with disabilities

and to serve greater numbers of children, the actual numbers

served had leveled and remained steady for a number of years

(Hebbeler, Smith, & Black, 1991). This lack of program growth

provided an incentive for Congress to initiate P.L. 99-457.

P.L. 99-457. With the strong bipartisan support behind

P.L. 94-192, Congress unanimously passed the 1986 amendments

to the law, which have become known as the "Early Intervention

Program for Infants and Toddlers With Handicaps" (P.L. 99

457). This law authorized an early intervention program for

disabled infants and toddlers and their families (Elder,
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1987).

Congress specified the need and the policy with the

following statements (Report Accompanying the Education of the

Handicapped Act Amendments of 1986, 1986):

The Congress finds that there is an urgent and substan
tial need:

(1) to enhance the development of handicapped
infants and toddlers and to minimize their
potential for developmental delay,

(2) to reduce the educational costs to our soci
ety, including our Nation's schools, by m1n1
mizing the need for special education and
related services after handicapped infants and
toddlers reach school age,

(3) to minimize the likelihood of institutional
ization of handicapped individuals and maxi
mize the potential for their independent
living in society, and

(4) to enhance the capacity of families to meet
the special needs of their infants and tod
dlers with handicaps."

It is therefore the policy of the United states to
provide financial assistance to states:

(1) to develop and implement
hensive, coordinated,
interagency program of
services for handicapped
and their families,

a statewide, compre
mUltidisciplinary,

early intervention
infants and toddlers

(2) to facilitate the coordination of payment for
early intervention services from Federal,
state, local and private sources (including
public and private insurance coverage), and

(3) to enhance its capacity to provide quality
early intervention services and expand and
improve existing early intervention services
being provided to handicapped infants, tod
dlers, and their families.

Part H of P.L. 99-457 provided states with an opportunity
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to serve at-risk populations by giving states wide latitude in

defining the population to be served. The following is the

pertinent portion of the legislation:

Section 672 (20 USC 1472) As used in this part --

(1) the term 'handicapped infants and toddlers' means
individuals from birth to age 2 , inclusive, who
need early intervention services because they --

(A) are experiencing developmental delays ••••••

(B) have a diagnosed physical or mental condition
which has a high probability of resulting in
developmental delay.

such term may also include, at the state's discretion,
individuals from birth through age 2, inclusive, who are
a risk of having substantial delays if early 'intervention
services are not provided. (emphasis added)

Peterson (1987) summarized four legislative changes in

P.L. 99-457 that modified P.L. 94-142 to apply to the early

childhood population:

1. All rights and protections under P.L. 94-142 were
extended to 3-5 year old disabled children. An
individual family service plan (IFSP rather than
IEP) was to be developed by a mUltidisciplinary
team of professionals for each birth to three
child, describing services, goals of those servic
es, and duration of services.

2. Federal financial support was increased dramatical
ly to provide for preschool education services and
as incentives to states to develop early interven
tion programs for infants and toddlers with dis
abilities and their parents.

3. The law established federal policy for early
intervention programs for infants and toddlers
(birth through age two) who were disabled or at
risk.

4. The law established that every state must develop
an Interagency Coordinating Council (ICC) to
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develop the state's plan, to oversee the statewide
system of service, and to organize interagency
agreements.

Part H of P.L. 99-457 extended federal responsibility for

the developmental needs of infants and toddlers regardless of

income, and created a pubLi.c capacity to supplement the

health-related services provided by private insurance and

public programs (Lilly & Shotel, J.987). Part H may thus have

created some important precedents. However, despite their

recognition of the importance of early intervention, many

states were hesitant to embrace Part H due to the unfulfilled,

promises of the federal government to adequately fund services

under P.L. 94-J.42.

Issue of Entitlement. Part H has been determined to be

an entitlement program (Turnbull & Turnbull, J.99J.; Bellamy,

J.988), an area generally in which Departments of Health have

less experience than Departments of Education. For instance,

programs such as the Special Supplemental Food Program for

Women, Infants and Children (WIC) is an available program in

each state's health department, but it is not considered an

entitlement. The numbers of children served is based on

available funds, not eligibility. WIC coverage varies by

state, but in J.990 it served only about one-half of its

eligible participants nationwide (Report on Preschool

Programs, J.99J.).

Neither is Head start an entitlement. Legislation is

generally introduced in Congress annually to make this program
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an entitlement to serve all eligible children. However, the

legislation has never passed, although there is increasing

support in Congress and from the administration to set a

target date to create an entitlement for Head start (Klerman,

1991).

The U. S. Department of Education took almost three years

to draft the regulations for Part H (Brown, 1.990; Final

Regulations, 1.989). In contrast to the uniform regulations of

P.L. 94-1.42, state programs under P.L. 99-457 could demon

strate great variability in implementing the federal legisla

tion (Graham & Scott, 1.988).

Summary of Legislation for Education of Disabled

Children. In summary, the literature reports progressive

development of special education for disabled children. It

has been an evolutionary, incremental legislative process,

with each piece of legislation laying the groundwork for

further future expansion. Currently, the federal government

mandates special education for children from age three through

twenty-one through Departments of Education under P.L. 94-142

and its amendments; under P.L. 99-457 Congress gave states the

option to serve infants and toddlers from birth to age three

and granted the prerogative to select the lead agency and to

define eligible populations.

More recently, P.L. 101-476, has further changed pUblic

policy from "education of handicapped children ll to reflect the

more acceptable terms of "individuals with disabilities
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education." In 1991, the signing of the Americans with

Disabilities Act (ADA) has further committed the federal

government to providing full civil rights for p~rsons with

disabilities.

PUBLIC POLICY

The preceding pages have reviewed the literature on risk,

effectiveness of early intervention, and the legislative

history of special education services. But this study is more

than programmatic, it is about how substantive changes are

made within the service-system provided by governments. It is

about policy, how policy is shaped, how it is implemented.

P.L. 99-457 provided a unique opportunity to examine this

policy development in progress. How legislation becomes

policy and how policy is successfully implemented are

important issues to the field of pUblic health (Griss, 1989;

Glazer, 1988; Richmond & Kotelchuck, 1983).

Policy Development. Ilpolicy" is defined in a general

sense as a definite course or method of action selected from

among alternatives and, in the light of given conditions,

intended to guide and determine present and future decisions

(Policy Studies outline, 1979). Policy is also seen as an

operationalizing of social goals, or as a general statement of

aims or goals (Starling, 1988). In government, policy would

thus be the development of the particular objectives of a

government, or an agency thereof, in fUlfilling its mission.
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Policy also includes the methods, means, and extent of

aChieving such objectives. Policies are the rules and

standards that are established to allocate public ~esources to

meet a particular social need (Haskins and Gallagher, 1981).

In a very practical sense "policy" is translated into "who

gets money for what?"

According to White (1984), pubj.Lc policy is simplistical

ly considered to be formulated by elected representatives who

objectively appraise available data about needs, select needs

that are most urgent, review the various strategies for

addressing the needs, select the strategy with'the highest

probability of success based on results of previous research,

and then allocate sufficient funds to develop, implement, and

operate the program (Litman & Robins, 1984; White, 1984).

Policy formulation is usually a convoluted and ever-changing

web of special interests, historical incidents, politics,

imperfect data, and personalities (Brown, 1990).

In an analysis of how the federal government makes

policies for children, a panel convened under the direction of

the National Academy of Sciences (Hayes, 1982) concluded that

the formation of policy is affected by at least the following

six factors:

1. Contextual factors. These include social, econom
ic, demographic, political, and ideological fac
tors, that shape the overall context of decision
making.

2. constituency activities. These include direct and
indirect pressure, exerted by both organized and
unorganized constituencies.
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3. Principles and ideas. These shape a participant's
vision or policy goal.

4. Actors and institutions. These include those that
participate directly in the federal decision-making
process in the legislative, executive, and jUdicial
branches of government.

5. Media presentations. These include television,
radio, and print-media efforts to identify problems
and influence decision-making.

6. Research. .This includes both basic and applied
studies, evaluations of existing programs, and data
describing the demography or status of certain
groups.

These factors continually interact, to greater or lesser

degrees, in the formulation of any policy. Althpugh results

of research make a contribution to the development of policy,

research constitutes only one part of a complex set of factors

that contribute to the formation of public policy (Kizer,

Warriner, & Book, 1988; Turnbull, 1987).

Policy Analysis. "Policy analysis" has been defined as

the application of reason, evidence, and a valuative framework

to choose the best policy among a number of alternatives for

public decisions (McKinney & Hocutt, 1988). A more formal

definition of "policy analysis" is an applied social science

discipline that uses mUltiple methods of inquiry and arguments

to produce and transform policy-relevant information that may

be utilized in political settings to resolve policy problems

(Dunn, 1981; Gallagher, 1981).

Policy analysis can enhance the understanding and

appreciation of the complex issues involved in various policy

options (Budziszewski, 1986).
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problem, outlining criteria for choice, comparing alternatives

and consequences, determining political feasibility, then

making a choice. The product of policy analysis is advice

(Weimer & Vining, 1989).

To consider all possible policy options and to consider

the often-hidden, or unanticipated, consequences of various

options is frequently difficult (Schipper & Guillung, 1991;

steiner, 1981). The relatively long planning phase for P.L.

99-457 (five years) offered a contrast to the usual circum

stances in which policy must be developed quickly prior to an

immediate deadline (Gallagher, Trohanis, & Clifford, 1989).

The usual short planning periods deny planners the opportunity

to consider all alternatives and potential outcomes (Wildav

sky, 1979).

Policy Advocacy. The difference between policy analysis

and policy advocacy is also important. Whereas the outcome of

policy analysis is the selection of a particular policy option

from among possible alternatives, policy advocacy is the

gathering of support for the option that has been selected

(McKinney & Hocutt, 1988). Policy advocacy is the process of

capturing scarce resources and directing their allocation to

particular purposes (Weintraub, 1976).

The same persons responsible for developing the recom

mended policy option may also be those on whom the responsi

bility for advocacy falls (Siegel & Doty, 1978). They are

likely also to be administratively responsible if resources

46



are not adequate in systems where policy implementation and

analysis are not separated. This combination of duties

creates tensions in policy development, especially where a

legally mandated service is involved. Healey, Keesee, & smith

(1989) combine the functions of analysis and advocacy by

stating lithe study of policy formation is an emerging

discipline that offers ways to understand and possibly

influence the use of pUblic resources."

One current dominant method of policy analysis is the

"economic decision model." Public investment in any activity

or program should be carried out only to the extent that its

additional benefits exceed its additional costs (Haskins &

Gallagher, 1981). Does the program have a net benefit? This

model is based on the axiom that government dollars should do

the most good. Advocates for children have focused substan

tial time and effort on demonstrating the "cost-benefits" of

programs, with the pervasive belief that if research findings

can be used to demonstrate the value of such programs,

additional money will be available for operation and expansion

(White, 1984).

However, translating into financial terms many of the

values (e.g., equal access for the disabled, education in the

least restrictive environment, reduced family stresses) that

underline social values is often difficult. Values include

not only selection of the problem but also the interpretation

of empirical data (Wilson, 1987). Social policy is a

47



reflection of the current values of the culture. Fischhoff,

Lichtenstein, Slovic, Derby, & Keeney (1981) stressed that it

is important to recognize that both facts and values influence

policy development.

SUMMARY

Literature on early intervention describes two kinds of

risks: biological and environmental. Biological risks include

such disabilities as Down Syndrome and possibly disabling

conditions such as low birthweight. Environmental risks

include such conditions as poverty, lack of intellectual

stimulation, and low education and young age of the mother.

Research since the late 1950s has demonstrated that

providing services to children at risk very early in the

children's lives can intervene to prevent or reduce the

development of disabilities, academic underachievement,

economic failure, and psycho-pathological behavior. The

earlier these services are provided in a child's life, the

more effective the services will be. Early intervention

services have been found to be cost effective, saving

governments far more than the cost of the services.

Providing special education to children has evolved in

this century to the point where Congress has mandated early

intervention services for preschool children. In landmark

legislation, Congress passed P.L. 99-457, which gives states

with the opportunity provide early intervention services for
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children at risk. Part H of this legislation gives states the

right to determine the administering agency and to define the

target population to be served.

states were given a relatively long period to plan the

implementation of Part H. During this period, states

developed policy, which includes decisions on what shall be

provided, how it shall be provided, who shall provide it, and

who shall receive it.

Policy is a result of several factors, of which research

is only one part (Putt & Springer, 1989). Political and other

considerations also figure heavily in development of the

resulting policy. A study of state development of policy for

instituting Part H can further enhance literature of how

policy gets developed.

P.L. 99-457 offered states an opportunity to integrate a

pUblic health model of prevention with what has previously

been either a special education model or a medical model, both

of which are oriented to treatment or resolution of existing

conditions. The value of preventive health programs has been

recognized by both liberal and conservative policy mak

ers.

There is a void in the literature comparing implementa

tion of policy by different agencies. Only a single article

was located in the literature that in any way addressed this

issue (Dunst, Johanson, Trivette, & Hamby, 1991). This

article compared family-centered early intervention policies
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and practices across Departments of Education, Departments of

Health, and Departments of Human Services to determine whether

they were family-centered or not. This was a survey comparing

the responses of policymakers with providers and consumers

regarding perceptions of policies.

The implementation of Part H offers numerous possibili

ties for studying policy development. state definitions of

eligible population of children represent only the first of

the fourteen required policy components. A number of the

other components may offer interesting insights into differ

ences in policy development between differing lead agencies.
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CHAPTER III

METHODOLOGY OF THE STUDY

RESEARCH PURPOSE

Public Law 99-457 provided a unique opportunity to

observe policy development in process. The five-year time

frame for full implementation encouraged a deliberative,

sophisticated planning approach, providing opportunity for

research on, and analysis of, potential policy options. This

study was undertaken midway through the implementation

process, two and one-half years after states had received

initial funding. The study examined policy development as it

resulted in the definition of the population to be served

under Part H of P.L. 99-457. In 1988, Gallagher, et ale

reported that the definitions and the eligibility criteria

varied greatly among 25 states that had already established a

definition of the population.

The primary purpose of this study was to ascertain

whether the policy decision to serve environmentally-·at-risk

infants and toddlers was related to whether a state's lead

agency was the Department of Education or the Department of

Health. Additionally, the study examines the policy decisions

relative to developmentally delayed and biologically at-risk

infants and toddlers.
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RESEARCH QUESTIONS

This study hypothesized that states where the Department

of Health was the lead agency would develop a broader, less

restrictive definition of the population to be served than

states where the Department of Education was the lead agency.

A broader definition would result in potentially serving a

larger percentage of the total birth-to-three population.

The following specific research questions were explored:

1. Developmental Delay. Did the definition for developmen

tal delay vary by type of lead agency? This study

hypothesized that Departments of Health would define this

category more broadly, would require delay in only one

area for eligibility, and would require delay to be

defined as no more than two standard deviations below the

mean score.

2. Biological Risk. Did the definition for biological risk

vary by type of lead agency? This study hypothesized

that Departments of Health would cover a broader spectrum

of risk than Departments of Education, which would tend

to define risk in specific, discrete diagnostic-' catego

ries.

3. Environmental Risk. What states elected to include this

category in their definition of the eligible population?

The study hypothesized that the two types of lead

agencies would vary most widely in their approach to this

issue: Departments of Health would include at least some
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portion of this population, Departments of Education

would not.

4. Methodology for Policy Development. How was policy

developed in each state? Did the methodology of deci

sion-making vary by type of lead agency?

5. Intervening Variables. What influence did factors such

as a state I s economic condition, commitment to education,

prior involvement in special education, and prior

involvement in early intervention exert on the state1s

policy decisions, and did the influence of these factors

vary by lead agency? This study defined these factors as

intervening variables. The lead agency was the indepen

dent variable; the definitions adopted by states were the

dependent variables.

RESEARCH DESIGN

To test the hypotheses and address the research ques

tions, the study consisted of two components. The first

component tested the hypotheses, using mUltivariate analysis

to examine the relationship between the independent r: depen

dent, and intervening variables. The second component, a case

study analysis, examined two pairs of states to analyze the

process of policy development. Date for these components were

collected between April and October 1990. Thus, the study

reflects the status of policy ~ecisions that had been made

before October 1990.
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COMPONENT ONE

A questionnaire was sent to all 15 states where the

Department of Health was the lead agency and to all 17 states

where the Department of Education was the lead agency. The

data-collection instrument is included as Appendix C. The

instrument was mailed to each state's Part H Coordinator with

an accompanying memorandum explaining the purpose of the

study. states with lead agencies other than Departments of

Health or Education were not studied because so many different

lead agencies were represented in those states.

Some states did not respond in writing. ' For those

states, the data were collected by telephone with the person

designated as responsible for coordinating Part H in the

state. Despite repeated efforts, the survey could not be

completed for two states in which the Department of Education

was the lead agency (Oklahoma & Nebraska). The coordinator

position in each state was vacant at the time. Thus, these

two states were dropped from the analysis, leaving 15 states

in each category of lead agency.

Independent Variable. The independent variable ~or this

study is the lead agency, Department of Education or Depart

ment of Health•. This information was obtained from the u.s.

Department of Education and is shown in Appendix A.

Dependent variables. The definition of the three

categories of children to be served that each state developed

by mid 1990 was determined by responses to the data-collection
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instrument. The eligibility criteria were also obtained for

each of the possible categories of children to be served.

Based on the information received, each state's definition of

"developmentally delayed," "biologically at risk," and

"environmentally at risk" were coded for statistical analysis.

Data for the definition of "developmentally delayed" were

divided into three groups according to the degree of restric

tiveness of the definition. Group 1 consisted of states that

adopted a very restrictive definition requiring delay in two

or more areas totaling more than 25 percent delay or more than

two standard deviations below normal; group 2 consisted of

states that adopted a moderately restrictive definition

specifying a single delay or two delays with less than a 25

percent delay or one standard deviation below normal; group 3

were states that adopted a mildly restrictive definition,

requiring a single delay without a requirement for percentage

or standard deviation.

Data for the definition of "biologically at risk" infants

and toddlers, were grouped as follows: 1 = only categories

specifically mentioned in the P.L. 99-457; 2 = an expanded

definition that. contained a wider range of risk factors,

including very low birthweight; 3 = a broad definition that

included any risk factor that can be documented as producing

developmental delay.

Data for the definition of "environmentally at risk"

infants and toddlers were grouped as follows: 1 = no servic~
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to children environmentally at risk; 2 = service provided to

children environmentally at risk but not provided under Part

H regulations or within the state's definition of children to

be served under Part Hi and 3 = service to children environ

mentally at risk under Part H, making them part of the mandate

and eligible for all procedural safeguards.

In addition to the direct questions answered by this

study, information was also requested on the projected numbers

or percentage of the population that would receive services

under a state's definition and criteria. states were also

asked for their projections on the cost of their system as

well as proposed sources of funding. In addition, states were

asked how they were implementing the policy requirement for

the definition: by legislation, policy statement, or adminis

trative rules. Each state was also asked to supply the date

by which they planned to submit their Year IV application,

another indicator of their level of commitment to the program.

Finally, states were asked to describe the influence of the

state's pediatricians in the policy decisions on the defini

tion of the popUlations to be served.

Intervening Variables. The stUdy attempted to identify

intervening variables that might have influenced the policy

decision on the definition of eligible children to be served,

irrespective of the state's lead agency. Four categories of

potential significance were' identified: 1) the state' s

commitment to education; 2) the state's involvement in special
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education services prior to passage of P.L. 99-457; 3) the

state's involvement in early intervention prior to the passage

of P.L. 99-457; and 4) the economic condition of the state.

Additionally, attempts were made to identify reliable vari

ables that would indicate the commitment of the state to

health care for children, compared with the state's annual

average expenditures on education. Although there are obvious

indicators, such as a state's expenditures for child health,

the quality of the available data was too unreliable to

provide meaningful comparisons.

Using the four categories, this study ident1fied inter

vening variables specific to each category. A total of 14

intervening variables was identified. A state's commitment to

education was measured by the average expenditures per-pupil

for education, average salaries for teachers, and percentage

of students completing high school. A state's involvement in

special education services prior to P.L. 99-457 was measured

by the percentages of children served under P.L. 94-142, the

percentages of preschool children who received special

education services, the average per-pupil expenditures for

special education, and whether the state had a mandate for

preschool special education prior to P.L. 99-457. A state's

involvement in early intervention prior to P.L. 99-457 was

measured by whether services were available, what eligibility

was required for services, what information on expenditure

levels for early intervention services was available, and
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whether there was a state mandate for services for children

from birth to age three. A state's economic condition was

measured by per-capita income, annual unemployment rate, and

the child poverty rate.

The information acquired, from reference sources and from

the survey of states, for each of these variables is reported

in the following sections.

1.. Educational Environment in Each state Prior to P. L.

99-457. Information was obtained on the status of

general education in each state in 1.985, prior to

the passage of P.L. 99-457 , using published data

for all states. This information included the

following data:

a. Average Expenditures per Pupil for Education.

This factor is probably the most frequently

cited as an index of a state's commitment to

education. The information was obtained from

Estimates of School statistics« 1.985, pUb

lished by the National Educational Associa

tion. The average is based on the _. average

daily attendance, divided by total expendi

tures. Average expenditure per pupil for the

30 states in the study ranged of from a low of

$2,1.82 to a high of $6,867. For data analy

sis, states were divided into three groups,

according to three ranges of expenditures, as
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follows: Group 1 = $2,000 - $3,499; Group 2 =

$3,500 - $4,999; and Group 3 = $5,000 and

over. Table 1 shows the results. . (In Table 1

and the following tables, states are listed

alphabetically in two columns by lead agency.

The heading "DOE STATES" denotes states that

selected the Department of Education as the

lead agency. "DOH STATES" denotes states that

selected the Department of Health as the lead

agency. )

b. Teachers Salaries. Probably the' second most

commonly quoted indicator of a state's commit

ment to education in general is what states

pay their teachers. Information on teachers'

salaries was found in Estimates of School

statistics« 1985, published by the National

Education Association. Average salaries for

both elementary and secondary teachers in 1985

ranged from a low of $16,000 to a high of

$39,500. For analysis, the states were placed

in three groups, according to three salary

ranges: Group 1 = $16,000 - $23,999; Group 2 =

$24,000 - $31,999; and Group 3 = $32,000 

$39,999. Table 2 shows the results.
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Table 1

AVERAGE EDUCATIONAL EXPENDITURES PER PUPIL BY STATE

(1985)

DOE states Amount Group DOH states Amount Group

Alabama $2,241 1 Alaska $6,867 3

Colorado 3,398 1 Hawaii 3,596 2

Connecticut 4,477 2 Idaho 2,290 1

Florida 3,409 1 Massachusetts 3,889 2

Illinois 3,517 2 Mississippi 2,205 1

Iowa 3,409 1 New Mexico 3,'278 1

Louisiana 2,821 1 New York 5,226 3

Michigan 3,434 1 Ohio 3,315 1

Minnesota 3,408 1 South Carolina 2,650 1

Missouri 2,993 1 Texas 3,287 1

New Hampshire 2,964 1 utah 2,182 1

New Jersey 5,220 3 Washington 3,437 1

Rhode Island 4,097 2 West Virginia 2,866 1

Tennessee 2,349 1 Wisconsin 3,880 2

Vermont 3,783 2 Wyoming 4,809 2

Source: Estimates of School Statistics, 1985.
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Table 2

AVERAGE SALARY FOR ELEMENTARY AND SECONDARY TEACHERS BY STATE

(1985)

DOE states Salary Group DOH States Salary Group

Alabama $20,200 1 Alaska $39,500 3

Colorado 24,500 2 Hawaii 24,600 2

Connecticut 24,500 2 Idaho 19,700 1

Florida 21,100 1 Massachusetts 24,100 2

Illinois 25,800 1 Mississippi 16,000 1

Iowa 20,900 2 New Mexico 22',100 1

Louisiana 19,700 1 New York 29,000 2

Michigan 28,400 2 Ohio 22,700 1

Minnesota 25,900 2 South Carolina 19,800 1

Missouri 20,500 1 Texas 22,600 1

New Hampshire 18,600 1 Utah 21,300 1

New Jersey 25,100 2 Washington 25,600 2

Rhode Island 27,400 2 West Virginia 19,600 1

Tennessee 20,100 1 Wisconsin 24,800 2

Vermont 19,000 1 Wyoming 26,700-- 2

Source: Estimates of School statistics. 1985.
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c. Percentage of Students completing High School.

A non-fiscal measure of the educational cli

mate in each state studied is the.percentage

of students who completed high school. This

information was obtained from 1980 Census of

PopUlation, Volume 1, Chapter c, published by

the u. S. Bureau of the Census. The percentag

es for the states in this study range from 54%

to 83%. States were divided into the follow

ing three groups: 1 = 54% - 63%; 2 = 64% 

73%; and 3 = 74% - 83%. Table '3 shows the

results.

2. Special Education Services Prior to P.L. 99-457.

This variable was identified in an effort to assess

the level of commitment in the state to special

education services in 1985, (based on pUblished

reports to Congress by the U. S. Department of

Education) prior to the passage of P.L. 99-457.

The specific variables that were compared included

the following:

a. Percentages of students served under P.L. 94

142. States have varied considerably in the

number of children receiving special educa

tional services as a percentage of all chil

dren enrolled in pUblic schools. The data

were obtained from the Eleventh Annual Report
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Table 3

PERCElnAGE OF STUDElrrS COMPLETJ:NG HJ:GH SCHOOL BY STATE

(1980)

DOE states Percent Group DOH states Percept Group

Alabama 57 1 Alaska 83 3

Colorado 79 3 Hawaii 74 3

Connecticut 70 2 Idaho 74 3

Florida 67 2 Massachusetts 72 2

Illinois 67 2 Mississippi 55 1

Iowa 72 2 New Mexico 69 ' 2

Louisiana 58 1 New York 67 2

Michigan 68 2 Ohio 67 2

Minnesota 73 2 South Carolina 54 1

Missouri 64 2 Texas 63 1

New Hampshire 72 2 Utah 80 3

New Jersey 67 2 Washington 78 3

Rhode Island 61 1 West Virginia 56 1

Tennessee 56 1 Wisconsin 70 2

Vermont 71 2 Wyoming 78 _. 2

Source: 1980 Census of Population, Volume 1.
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to Congress on the Implementation of the

Education of the Handicapped Act (1989). This

report provides the percentage of children

being served by states for the 1987-88 school

year. The percentages ranged from 3.89 to

9.90. For analysis, the states were divided

into three groups according to the following

ranges of percentages: 1 = 3.89% - 5.89%; 2 =

5.90% - 7.89%; 3 = 7.90% - 9.90%. Table 4

shows the results.

b. Percentages of Preschool Children Receiving

Special Education Services. Even greater

variation between states is found in the

percentages of preschool children for which

states were providing special education ser

vices. This percentage is based on the number

of children receiving services compared with

the estimated number of resident population of

preschool children in the three-through-five

age group. The source of the data was the

Eleventh Annual Report to Congress on the

Implementation of the Education of the Handi

capped Act (1989). The values ranged from a

low of only .004% of the state's population of

young children receiving services to a high of
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Table 4

PERCENTAGE OF STUDENTS XN SPECIAL EDUCATXON PROGRAMS BY STATE

(1987-88 School Year)

DOE States Percent Group DOH States Percent Group

Alabama 7.95 3 Alaska 7.56 2

Colorado 5.73 1 Hawaii 3.89 1

Connecticut 7.84 2 Idaho 6.02 2

Florida 6.80 2 Massachusetts 9.90 3

Illinois 7.81 2 Mississippi 6.97 2

Iowa 7.19 2 New Mexico 6.80 2

Louisiana 5.00 1 New York 6.15 2

Michigan 6.10 2 Ohio 6.55 2

Minnesota 7.09 2 South Carolina 7.39 2

Missouri 7.19 2 Texas 6.10 2

New Hampshire 5.84 1 Utah 7.14 2

New Jersey 8.72 3 Washington 5.99 2

Rhode Island 7.85 2 West Virginia 8.61 3

Tennessee 7.28 2 Wisconsin 5.77 1

Vermont 7.80 2 Wyoming 7.21 _. 2

Source: Eleventh Annual Report to Congress on the Irnple-

mentation of the Education of the Handicapped Act

(1989).
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only • 046% • For analysis, the states were

grouped as follows: 1 = .004% - • 018%; 2 =

.019% .033%; and 3 = .034% - .048%. Table 5

shows the results.

c. Average Per Pupil Expenditures in Special

Education. Just as the average-per-pupil

expenditure is considered an indicator of a

state's commitment to general education, the

average-per-pupil expenditures in special

education may be considered an indicator of a

state's commitment to special' education.

These expenditures are in addition to the

average per pupil expenditures per state and

reflect additional expense of providing spe

cial education and related services. The

source for these data was the Twelfth Annual

Report to Congress on the Implementation of

the Education of the Handicapped Act for the

expenditures for the 1985-86 school year, and

the Seventh Annual Report to Congress on the

Implementation of the Education of the Handi

capped Act for the numbers of pupils enrolled

in special education for the 1985-86 school

year. The data show a range in expenditures

from a low of '$1,452 to a high of $10,671.

States were divided into three groups accord-
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Table 5

PERCENTAGE OF PRESCHOOL CHILDREN RECEIVING SPECIAL EDUCATION

SERVICES BY STATE

(1987-1988 School Year)

DOE states Percent Group DOH states Percent Group

Alabama .039 3 Alaska .028 2

Colorado .013 1 Hawaii .012 1

Connecticut •.038 3 Idaho .018 1

Florida .022 2 Massachusetts .036 3

Illinois .038 3 Mississippi .037 3

Iowa .041 3 New Mexico .016 1

Louisiana .022 2 New York .004 1

Michigan .031 2 Ohio .016 1

Minnesota .046 3 South Carolina .045 3

Missouri .021 2 Texas .023 2

New Hampshire .025 2 Utah .019 2

New Jersey .044 3 Washington .035 3

Rhode Island .037 3 West Virginia .037 3

Tennessee .033 2 Wisconsin .043 3

Vermont .020 2 Wyoming .015 1

Source: Eleventh Annual Report to Congress on the Implemen

tation of the Education of the Handicapped Act

(1989) •
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ing to the following ranges of expenditures

per pupil: 1 = $1,461 - $4,531; 2 = $4,532 

$7,599; 3 = $7,600 - $10,671. Table 6 shows

the results.

d. states Providing Preschool Services Prior to

P.L. 99-457. Although subsequent to the

passage of P.L. 94-142, states were not re

quired to provide services to preschool chil

dren ages 3-5, they could claim federal fund

ing if they chose to do so. A state I shaving

voluntarily chosen to serve preschool children

prior to the passage of P.L. 99-457, might be

a significant factor in determining whether it

would chose to have an expanded definition of

eligible children under P. L. 99-457. The

source for this information is the Eleventh

Annual Report to Congress on the Implementa

tion of The Education of the Handicapped Act

(1989) • Table 7 provides information about

state mandates to provide preschool services

prior to P.L. 99-457.
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Table 6

EXPENDJ:TURES PER PUPIL FOR SPECIAL EDUCATION AND RELATED

SERVICES BY STATE

(1985-86 School Year)

DOE States Amount Group DOH States Amount Group

Alabama $1,776 1 Alaska $6,554 2

Colorado 4,151 1 Hawaii 6,197 2

Connecticut 4,461 1 Idaho 2,412 1

Florida 3,808 1 Massachusetts 3,729 1
,

Illinois 6,214 2 Mississippi 1,970 1

Iowa 3,194 1 New Mexico 3,485 1

Louisiana 3,442 1 New York 9,348 3

Michigan 2,670 1 Ohio 10,671 3

Minnesota 5,626 2 South Carolina 1,452 1

Missouri 2,805 1 Texas 2,362 1

New Hampshire 4,465 1 Utah 1,625 1

New Jersey 2,413 1 washington 3,635 1

Rhode Island 4,878 2 west Virginia 2,105 1

Tennessee 1,462 1 Wisconsin 5,270 2

Vermont 2,496 1 wyoming 5,431 2

Source: Twelfth Annual Report to Congress on the Implemen
tation of the Education of the Handicapped Act (for
total state expenditures) and the Seventh Annual
Report to Congress on the Implementation of the
Education of the Handicapped Act (for numbers of
students) •
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Table 7

STATE MANDATE FOR PRESCHOOL SERVICES PRIOR TO P.L. 99-457

BY STATE

DOE states Mandate DOH states Mandate

Alabama No Alaska Yes

Colorado No Hawaii Yes

Connecticut Yes Idaho No

Florida No Massachusetts Yes

Illinois Yes Mississippi No

Iowa Yes New Mexico Yes

Louisiana Yes New York No

Michigan Yes Ohio No

Minnesota Yes South Carolina No

Missouri No Texas Yes

New Hampshire Yes Utah Yes

New Jersey Yes Washington Yes

Rhode Island Yes West Virginia No

Tennessee No Wisconsin Yes

Vermont No Wyoming No

Source: Eleventh Annual Report to Congress on the Appropri
ate Public Education of All Handicapped Children
(1989).
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3. Provision of Early Intervention Services Prior to

P.L. 99-457. Data were gathered from states to

determine if each state was providing ~arly inter

vention services to children from birth to age

three in 1985, prior to the passage of P.L. 99-457.

This study presumed a possible relationship between

a state's level of commitment to providing early

intervention services prior to P.L. 99-457 and its

decision to serve an expanded population under the

new legislation. None of this information was

available previously in a published format. It was

obtained and quantified based on interviews with

Part H Coordinators. Charged with responsibility

for implementing P.L. 99-457, they were assumed to

be the most knowledgeable about the history of

service delivery system in their states. Unfortu

nately, the data reflects much guesswork and esti

mates on their part.

a. Availability of services. Part H Coordinators

were asked to describe the level of early

intervention services in their states prior to

P.L. 99-457. They were asked to classify the

available services according to the following

groups: 1 = very limited services; 2 = limit

ed services available, but not statewide; and
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3 = broad range of services available state

wide. Table 8 shows the results.

b. Eligibility for services. Part H Goordinators

were also asked to indicate program eligibili

ty in their state for early intervention

services prior to the passage of P.L. 99-457.

They were asked to indicate eligibility ac

cording to the following categories: 1 = very

restrictive eligibility, serving few children,

primarily only children with severe disabili

ties; 2 = more liberal eligibility, providing

services to some children with moderate dis

abilities; and 3 = a liberal eligibility,

serving any infant or toddler with a signifi

cant delay in at least one area. states were

grouped according to these categories. Table

9 shows the results.

c. Expenditures for early intervention services

prior to P.L. 99-457. The initial intent of

the study was to obtain information" on the

level of expenditure per child for early

intervention services prior to P. L. 99-457.

However, it became obvious almost immediately

that this information was not available. Not

a single state could supply a reasonable

estimate of prior state expenditures for early
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Table 8

PROVJ:SJ:ON OF EARLY J:NTERVEN!l'J:ON SERVJ:CES PRJ:OR TO P.L 99-457

BY STATE

DOE states Group DOH states Group

Alabama 2 Alaska 2

Colorado 2 Hawaii 3

Connecticut 3 Idaho 1

Florida 1 Massachusetts 3

Illinois 2 Mississippi 1

Iowa 2 New Mexico 3

Louisiana 2 New York 3

Michigan 3 Ohio 3

Minnesota 3 South Carolina 2

Missouri 2 Texas 3

New Hampshire 2 Utah 2

New Jersey 3 Washington 1

Rhode Island 1 West Virginia 2

Tennessee 3 Wisconsin 3

Vermont 1 Wyoming 3

Source: Component One Questionnaire
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Table 9

CRXTERXA FOR EARLY XNTERVENTXON SERVXCES PRXOR TO P.L. 99-457

BY STATE

DOE states Group DOH states Group

Alabama 2 Alaska 2

Colorado 2 Hawaii 2

Connecticut 2 Idaho 1

Florida 2 Massachusetts 3

Illinois 2 Mississippi 1

Iowa 2 New Mexico 3

Louisiana 2 New York 3

Michigan 2 Ohio 3

Minnesota 2 South Carolina 1

Missouri 2 Texas 3

New Hampshire 2 Utah 1

New Jersey 3 Washington 2

Rhode Island 1 West Virginia 1

Tennessee 2 Wisconsin 3

Vermont 1 Wyoming 2

Source: Component One Questionnaire
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intervention services. Consequently, the

question was changed to determine if state

budgets contained line item expenditures for

early intervention services prior to P.L. 99

457. The information is descriptive only and

provides no way of ascertaining levels of

fiscal commitments from states. Table 10

shows the information.

d. Presence of a state Birth Mandate. Prior to

the passage of P.L. 99-457, seven states had a

"birth mandate, II state legislation requiring

that infants and toddlers with an obvious

handicapping condition be provided early

intervention services from the time of birth.

Because these states already had a system in

place to serve disabled young children, this

study examined the data to determine if those

states might have been more likely to serve an

expanded definition of eligible children after

the passage of P.L. 99-457. The source for

this information was the Eleventh Annual

Report to Congress on the Implementation of

The Education of the Handicapped Act (1989).

Table 11 shows the information on "birth

mandatie" states~·
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Table 10

EXPENDITURES FOR EARLY INTERVENTION PRIOR TO P.L. 99-457

BY STATE

Massachusetts Yes

Mississippi No

New Mexico Yes

New York Yes

Ohio Yes

South Carolina No

Texas Yes

Expenditures*

Yes

Yes

No

DOE states

Alabama

Colorado

Connecticut

Florida

Illinois

Iowa

Louisiana

Michigan

Minnesota

Missouri

New Hampshire

New Jersey

Rhode Island

Tennessee

Vermont

Expenditures*

No

Yes

No

No

No

No

No

No

No

No

No

Yes

No

No

No

DOH states

Alaska

Hawaii

Idaho

utah

Washington

West Virginia

Wisconsin

Wyoming

No

No

No

No

-. No

Source: Component One Questionnaire

*Indicated by the presence or absence of a line-item expendi

ture for this purpose in the state bUdget.
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Table 11

BIRTH MANDATE PRIOR TO P.L. 99-457 BY STATE

DOE states Mandate DOH states Mandate

Alabama No Alaska No

Colorado No Hawaii No

Connecticut No Idaho No

Florida No Massachusetts No

Illinois No Mississippi No

Iowa Yes New Mexico No

Louisiana No New York No

Michigan Yes Ohio No

Minnesota Yes South Carolina No

Missouri No Texas No

New Hampshire No Utah No

New Jersey No Washington No

Rhode Island No West virginia No

Tennessee No Wisconsin No

Vermont No Wyoming No

Source: Eleventh Annual Report to Congress on the Implemen
tation of The Education of the Handicapped Act
(1989).
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4. state Economic Indicators

The economic status of a state could influence the

level of commitment the state was willing to make

toward early intervention services, regardless of

any other factor. The economic status of each of

the states in 1985 was examined based on the fol

lowing indicators:

a. Per capita Income, 1985. The per capita

income of an area has traditionally been used

to determine i ts relative economic status.

The source for this information was the sta

tistical Abstract of the United states, 1989:

National Data Book and Guide to Sources, 109th

Edition, page 451, published in Washington,

D. C., by the U. S. Department of Commerce. The

per-capita income levels ranged from $7,483 to

$14,199. states were divided into three

groups according to the following ranges of

per capita income: 1 = $7,483 - $9,721; 2 =

$9,722 - $11,960; and 3 = $11,961 - $14,199.

Table 12 shows the results.

b. Annual unemployment percent of state. As

another economic indicator, the annual employ

ment percentage of each state was examined.

This information was available for 1987, the

first year of implementation of P.L. 99-457.
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Table 12

PER-CAP:ITA :INCOHE BY STATE

(1985)

DOE states Income

Alabama $ 8,681

Colorado 11,713

Connecticut 14,090

Group DOH states

1 Alaska

2 Hawaii

3 Idaho

Income

$13,650

11,003

8,567

Group

3

2

1

Florida 11,271 2 Massachusetts 12,510 3

Illinois

Iowa

Louisiana

Michigan

11,302

10,096

8,836

11,019

2

2

1

2

Mississippi

New Mexico

New York

Ohio

7,483

8,8'14

11,765

10,371

1

1

2

2

Minnesota 9,928 2 South Carolina 8,890 1

Missouri 10,283

N Hampshire 11,659

New Jersey 13,129

Rhode Island 10,892

Tennessee 9,290

Vermont 9,619

2

2

3

3

2

3

Texas 10,373

Utah 8,535

Washington 10,866

West Virginia 8,141

Wisconsin 10,298

Wyoming 9,782

2

1

2

1

2

2

Source: statistical Abstract of the United states, 1989:
National Data Book and Guide to Sources, 109th
Edition, page 451.
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The data enable examination of how this eco

nomic indicator may have influenced policy

decisions regarding the implementation of the

legislation. The source for the data was the

Statistical Abstract of the united States,

1989: National Data Book and Guide to Sourc

es, 109th Edition, page 396, published in

Washington, D.C., by the u.s. Department of

Commerce. The rates ranged from a low of 3.0%

to a high of 10.9%. States were grouped into

three categories according to the following

ranges of unemployment: 1 = 8.3% - 10.9%; 2 =

5.6% - 8.2%; and 3 = 3.0% - 5.5%. Table 13

shows the results.

c. Child Poverty Rate. As another economic

indicator of both a state's commitment to

children and the general economic status of

the state, the estimated average rate of child

poverty was examined. This rate was an aver

age for a five-year period from 1983 -through

1987. The source for this information was the

publication by the Children's Defense Fund of

Washington, D.C., S.O.S. America! A Child

ren's Defense Budget (1990). The rates ranged

from a high of 3"2.1 to a low of 6.2. states
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Table 13

ANNUAL PERCENT UNEMPLOYMENT BY STATE

(1987)

DOE states

Alabama

Colorado

Connecticut

Florida

Illinois

Iowa

Louisiana

Michigan

Percent Group DOH states Percent Group

7.8 2 Alaska 10.8 1

7.7 2 Hawaii 3 .8 3

3 • 3 3 Idaho 8 •0 2

5. 3 3 Massachusetts 3 •2 3

7.4 2 Mississippi 10.2 1

5.5 3 New Mexico 8.9 1,

10.9 1 New York 4.9 3

8. 2 2 Ohio 7 . 0 2

Minnesota

Missouri

New Hampshire

New Jersey

Rhode Island

Tennessee

Vermont

5.4

6.3

3.0

4.0

3.8

6.6

3.6

3

2

3

3

3

2

3

South Carolina 5.6

Texas 8.4

utah 6.4

Washington 7.6

West Virginia 10.9

Wisconsin 6.1

Wyoming 9.0

2

1

2

2

1

2

1

Source: statistical Abstract for the United states, 1989:
National Data Book and Guide to Sources, 109th
Edition.
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were grouped according the following ranges: 1

= 23.5 - 32.1; 2 = 14.8 - 23.4; and 3 = 6.2

14.7. Table 14 shows the results.

5. state Health Indicators for Children

Although discovery of data indicating the commit

ment of states to health care for children, com

pared with the annual average expenditures on

education, was deemed desirable, none could be

found despite extensive searching. Only global

measures such as infant mortality rates could be

found. These rates are not considered sensitive

enough to reflect state commitment to health care

for children. These rates are probably more re

flective of population characteristics within a

state.

Each of these 14 intervening variables was analyzed to

determine any statistical relationships between the

variables and the definitions of eligible populations

that states developed, irrespective of the type-.of lead

agency. The results of this analysis are presented in

Chapter IV, pages 100-120.
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Table 14

ESTIMATED AVERAGE RATE OF CHILD POVERTY BY STATE

(1983-1987)

DOE states Rate Group DOH states Rate Group

Alabama 31.7 1 Alaska 12.7 3

Colorado 16.2 2 Hawaii 16.7 2

Connecticut 11.8 3 Idaho 12.7 2

Florida 21.1 2 Massachusetts 14.1 3

Illinois 22.8 2 Mississippi 32.1 1

Iowa 21.3 2 'New Mexico 27:5 1

Louisiana 30.6 1 New York 23.6 1

Michigan 22.7 2 Ohio 20.2 2

Minnesota 16.3 2 South Carolina 23.5 2

Missouri 20.5 2 Texas 23.3 2

New Hampshire 6.2 3 Utah 13.2 3

New Jersey 15.5 2 Washington 16.9 2

Rhode Island 16.7 2 West Virginia 30.4 1

Tennessee 25.2 1 Wisconsin 15.8 2

Vermont 16.1 2 wyoming 15.5 -, 2

Source: S.O.s. America! A Children's Defense Budget, 1990.
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COMPONENT TWO

The second component of this study was a detailed

analysis of policy using case studies of two pairs. of states:

Hawaii and Rhode Island; New York and Illinois. Hawaii chose

the Department of Health as its lead agency; Rhode Island

chose the Department of Education. However, the two states

are similar in size and county government structure, and both

are "minimum allocation" states. (The allocation formula for

Part H is based on the census of children in the birth-to-age

three cohort. Small states such as Hawaii and Rhode Island

receive a "minimum allocation" because of their small census

of infants and toddlers.)

New York chose the Department of Health as its lead

agency; Illinois chose the Department of Education. Both are

large states with large concentrations of environmentally at

risk children. This analysis of policy decisions attempted to

identify how the differences among the states influenced the

definition of eligible children that the states adopted.

Each of these pairs of states was reviewed in two-way

tables based on the results of the first component-·of the

study. Additionally, interviews were conducted with four

knowledgeable sources in each of these states to obtain

information about the process each state used in developing

the definition. These four people included the Part H

Coordinator, the Chair of the Interagency Coordinating

Council, a parent representative on the Interagency Coordinat-
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ing Council, and the Chair of the state I s Chapter of the

American Academy of Pediatrics.

Questions. The case study asked the following questions

to each person in these states:

A. What was the process in your state for the selec

tion of the lead agency?

B. Do you know why this agency was selected?

C. Did the presence of pediatricians on Interagency

Coordinating Council influence the policy that was

developed?

D. Is the policy administrative or legislative? How

was this decision between administrative and legis

lative policy made?

E. If the policy is legislative, is it permissive or

mandatory?

F. What process (administrative, community-based, or

collaborative) was used to determine the definition

of the population of children to be served?

G. Were other unique factors present in your state

that appeared to influence the policy development?

SUMMARY OF METHODOLOGY

This study was designed to identify and analyze statisti

cal relationships between the choice of lead agency states

selected to administer P.L. 99-457 (independent variables),

the definition of eligible populations each state developed
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(dependent variables), controlling for educational and

economic factors that may have influenced the definition

selected (intervening variables). Fourteen intervening

variables were identified. In addition, two pairs of states

were selected for analysis of policy. Information about

policy decisions in the four states was obtained by interview

ing four persons in each state.
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CHAPTER IV

RESULTS AND DISCUSSION

This chapter discusses the results of the statistical

analysis for Component One and describes the results of the

policy analysis for Component Two. The chapter includes not

only the results of the study but a discussion of the results,

which leads to an expansion of the original study 'design. The

expansion is contained in Chapter V.

Implementation of P.L. 99-457 in the states and territo

ries is an ongoing, fluid process; however, for this study,

the results reflect the status of policy decision-making from

March through August 1990. The data collection for Component

One was completed during that period. For Component Two, the

interviews were concluded by March 1991. Additional informa

tion in this chapter provides a picture of the state of

implementation across the four states studied in Component Two

into 1992.

COMPONENT ONE

The independent variable in this study is a state' s

selection of the Department of "Education or the Department of

Health as the lead agency for implementing Part H of P.L. 99-
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457. The dependent variables are states' definition of

"developmental delay," states' definitions of "biological

risk," and states' decision to provide services to children

environmentally at risk of developmental delay. Data for the

three dependent variables were collected by mail or, when

necessary, by telephone. This information was then coded for

statistical analysis. Finally, the study gathered and coded

data on 14 "intervening variables." Intervening variables

selected were factors that may have influenced states'

decisions on the dependent variables independent of selection

of lead agency. All data were examined to identify any

significant statistical relationships between the variables.

Dependent Variables

Descriptive analyses of the data provided some interest

ing comparisons between the independent variable and each of

the dependent variables. Tables 15 and 16 show the results of

the survey, with each state categorized based on the defini

tion it selected for each of the dependent variables.

For further analysis, an average score was obtained for

each of the states; the average reflects their overall

approach to defining the population to be served. The average

score for Department of Education (DOE) states was 1.64 and

for Department of Health (DOH) states, 2.04. This outcome

suggests that the DOH states showed a general tendency toward

a less restrictive definition of the popUlation.
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Table 15

DEFINITIONS OF CHILDREN TO BE SERVED UNDER P.L. 99-457

IN STATES WITH DEPARTMENTS OF EDUCATION AS LEAD AGENCY

Developmental Biological Environmental
state Delay Risk Risk Average

Alabama 2 2 1 1. 67

Colorado 1 2 1 1.33

Connecticut 1 2 1 1.33

Florida 2 3 2 2.33

Illinois 2 2 1 1.67

Iowa 2 2 1 1.67

Louisiana 1 2 1 1.33

Michigan 3 2 1 2.00

Minnesota 2 2 1 1.67

Missouri 1 3 1 1.67

New Hampshire 2 2 1 1.67

New Jersey 2 2 1 1.67

Rhode Island 1 1 1 1.00

Tennessee 1 2 1 1.33

Vermont 3 3 1 2.33

Total Average 1. 645

KEY: 1 = Restrictive definition

2 = Limited definition

3 = Liberal definition
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Table 16

DEFINITION OF CHILDREN TO BE SERVED UNDER P.L. 99-457

IN STATES WITH DEPARTMENTS OF HEALTH AS LEAD.AGENCY

state

Alaska

Hawaii

Idaho

Developmental
Delay

2

3

2

Biological
Risk

3

3

2

Environmental
Risk Average

1 2.00

3 3.00

1 1.67

Massachusetts 3

Mississippi 2

New Mexico 2

New York 2

Ohio 3

South Carolina 2

Texas 3

utah 2

Washington 2

West Virginia 2

Wisconsin 2

Wyoming 2

Total Average

3

2

3

2

3

3

3

2

2

2

3

1

3

1

2

1

1

1

1

1

1

1

2

1

3.00

1.67

2.33

1.67

2.33

2.00

2.33

1.67

1.67

1.67

2.33

1.33

2.045

KEY: 1 = Restrictive definition

2 = Limited definition

3 = Liberal definition
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Developmental Delay. The first dependent variable

examined was the definition adopted for "developmental delay."

The definitions were scored 1, 2, or 3, with a score of "1"

denoting a very restrictive definition, requiring a delay in

two or more areas and meeting a percentage of more than 25

percent delay or two standard deviations below the mean. This

definition would result in a state's serving very few infants

and toddlers under the age of three. A state would serve only

children with global or severe disabilities, probably no more

than .025 percent to .050 percent (less than one percent) of

the population.

A score of "2" denotes a more liberal definition with a

requirement of a single delay of 25 percent or two delays, but

without the percentage or standard deviation requirement.

This definition would result in a state's serving an apprecia

bly larger portion of the population. However, the eligibili

ty would still be relatively restrictive, creating a mandate

for no more than perhaps 2 percent of the population.

A score of "3" denotes that a state's definition was very

liberal, establishing eligibility based on a single delay

without a percentage or standard deviation requirement. This

definition would create eligibility for a much larger percent

age of the population, possibly as many as 10 percent of

children under the age of three.

Separate stepwise multiple regression analyses were

conduced for each of the three dependent variables. In each
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analysis, variability in the dependent variable was examined

as a function of the independent variable (Department of

Education states or Department of Health states) r . Table 17

shows the results of the stepwise regression analysis for the

first dependent variable (definition of "developmental

delay") • One predictor variable (the intervening variable

measuring prior availability of early intervention services)

was retained in the final step of the analysis. The regres

sion coefficient for this variable was significant. Thus, the

variable was related to the other predictor variable: lead

agency. The coefficient of determination indicates that 22

percent of the variance was accounted for by variability in

the two predictor variables, which state lead agency and prior

availability of early intervention services.

Table 17

REGRESSION ANALYSIS FOR DEFINITION OF DEVELOPMENTAL DELAY

Coefficient of Determination

Adjusted R Square

F test

Probability

Degrees of Freedom, Regression

Degrees of Freedom, Residuals
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0.220122

0.162353

3.81040

0.0349

2
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Table 18 provides the descriptive analysis by state lead

agency in the form of a cross tabulation of DOE and DOH states

and the dependent variable measuring the de~inition of

"developmental delay." A chi-square analysis was conducted to

determine if there was a significant difference between DOH

and DOE states on this dependent variable. The analysis shows

a significant difference between the two groups at the .05

level (chi-square = 7.55556, df = 2, P = 0.0229).

Table 18

DEFINITION OF DEVELOPMENTAL DELAY BY LEAD AGENCY

Definition DOE DOH

1 (Restrictive) 6 0

2 (Limited) 7 11

3 (Liberal) 2 4

Total 15 15

As Table 18 shows, six DOE states adopted the most

restrictive criteria; none of the DOH states did so. "Twice as

many DOH states as DOE states adopted a liberal criteria.

This result suggests that DOH states are more likely than DOE

states to be inclusive rather than exclusive. However, this

outcome may have occurred because DOH states have more limited

experience with mandated services; the DOE perspective may

reflect wariness created by a history of adversarial relation-
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ships resulting from the experiences of DOE states in imple

menting P.L. 94-142.

Biological Risk. The second dependent variable analyzed

was the definition adopted by each state for "biological

risk. II A score of "1" denotes a state's electing to serve

only categories of risk specifically mentioned in the legisla

tion. A score of "2" denotes an expanded definition that

encompassed a wider range of risk factors, including very low

birthweight newborns. A score of "3 II denotes a very broad

definition that included any risk factor that could produce

developmental delay.

Table 19 shows the results of the stepwise regression

analysis for the second dependent variable (definition of

"biological risk"). One predictor variable (percent of stu-

Table 19

REGRESSION ANALYSIS FOR DEFINITION OF BIOLOGICAL RISK

Coefficient of Determination

Adjusted R Square

F test

Probability

Degrees of Freedom, Regression

Degrees of Freedom, Residuals
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0.176431

0.115426 _.

2.89207

0.0728

2
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dents in preschool special education classes) was retained in

the final step of analysis. The analysis reaches borderline

significance. The coefficient of determination indicates that

18 percent of the variance was accounted for by variability in

this predictor variable and the lead agency.

Table 20 provides the result of the comparison between

DOE states and DOH states and their definitions for dependent

variable two. Chi-square analysis did not show significance

(chi square = 3.74332, df = 2, P = 0.1539).

Table 20

DEFINITION OF BIOLOGICAL RISK BY LEAD AGENCY

Definition DOE DOH

1 (Restrictive) 1 1

2 (Limited) 11 6

3 (Liberal) 3 8

Total 15 15

This study anticipated that variation here might" be more

dramatic, with personnel from a health perspective having a

greater appreciation of the adverse impact of biological

insult on the child' s developing central nervous system.

However, the chi-square analysis failed to identify signifi

cant differences between the two groups of states.
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Nevertheless, the anticipated result was realized in that

more than twice as many DOH states as DOE states did select a

liberal definition of "biological risk." These findings have

important implications with the increasing number of articles

in the professional and popular Iiterature regarding the

potential impact on schools of the large numbers of in-utero

crack, ice, and cocaine babies who are entering school systems

(Behrman, 1991). Most of these children would receive early

intervention services only in a state adopting a liberal

definition.

Environmental Risk. This was the most critical variable

examined, forming the main hypothesis of the study. To

reiterate, it had been anticipated that approximately one-half

the states would elect to include environmentally at-risk

infants and toddlers in their definition. This was the

premise that spawned the study to examine the differences

between states that chose to serve environmentally at-risk

children and those that did not.

In coding the results, the score "111 indicates that a

state elected not to serve environmentally at-risk-· infants

and toddlers related to Part H. This designation does not

exclude the possibility that some programs in each of those

states might be providing some level of services to this

population. The score "2" indicates states that were making

a commitment to serve environmentally at-risk children,

possibly through some form of a tracking system, but did not
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include such children in the state's definition of children to

be served. Therefore, no mandate to serve the children would

exist, and this group of children would not be e~igible for

procedural safeguards. The score "3" indicates states that

included the environmentally at-risk population within their

Part H definition, creating an entitlement and providing all

procedural safeguards.

Table 21 shows the results of the stepwise regression

analysis for the third dependent variable (definition of

"environmental risk"). The overall analysis reached border

line significance (F = 3.99453, df = 1, 28; P = ~0554). One

variable was retained in the final step of the analysis: an

intervening variable measuring prior eligibility for early

intervention services. The regression coefficient for this

Table 21

REGRESSION ANALYSIS FOR DEFINITION OF ENVIRONMENTAL RISK

Coefficient of Determination

Adjusted R Square

F test

Probability

Degrees of Freedom, Regression

Degrees of Freedom, Residuals
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0.124875

0.0936207

3.99543

0.0554

1

28



variable was significant. The coefficient of determination

indicates, however, that only 12 percent of the variance in

the dependent variable was accounted for by variability in the

independent variable (lead agency).

Table 22 provides the descriptive analysis by state lead

agency, a cross tabulation of DOE states and DOH states and

the dependent variable measuring the definition of "environ

mental risk." Chi-square analysis was conducted to determine

any significant difference between DOH and DOE states on this

dependent variable. The analysis did not show significance

(chi-square = 2.3600, df = 2, P = 0.3073).

As Table 22 shows, the overwhelming majority of states,

regardless of lead agency, chose not to include environmental

ly at-risk children in their definition under Part H or even

to design a tracking program to methodically follow this group

for early identification of delays. The only two states that

Table 22

DEFINITION OF ENVIRONMENTAL RISK BY LEAD AGENCY

Definition DOE DOH

1 - Restrictive 14 11

2 - Limited 1 2

3 - Liberal 0 2

Total 15 15
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chose to serve environmentally at-risk children were DOH

states: Hawaii and Massachusetts. No DOE state chose to serve

these children.

Summary of Analysis ~f Dependent Variable by Lead Agency.

Although chi-square analysis of the definitions adopted by

lead agency failed to identify significant relationships

between the definitions and the lead agency, there were some

interesting trends. To examine the decision-making in total

rather than by category, the definitions, based on eligibility

criteria, were combined into a single overall score. Table 23

shows the results.

Although there were only limited statistically signifi

cant relationships between the definitions of "developmental

delay" and "environmental risk" and the lead agencies, there

was an interesting pattern. Nearly twice as many DOE states

Table 23

SUM OF DEFINITION CHARACTERISTICS BY LEAD AGENCY

Definition DOE DOH

1. (Restrictive) 21 1.2

2 (Limited) 19 1.9

3 (Liberal) 5 1.4

Total 45 45
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as DOH states adopted a restrictive definition. An equal

number of states of each group adopted the limited definition.

In the crucial area of reaching as many children as possible,

almost three times as many DOH states as DOE states adopted a

liberal definition.

As previously shown in Tables 15 and 16, the average

composite scores for the individual DOH states were higher

than for the DOE states, again reflecting movement toward a

less restrictive definition. That so few DOH states failed to

include environmentally at-risk children within their defini

tion was disappointing; however, the basic assumption of the

study (that Department of Health states would adopt a more

preventive approach by making a broader population of children

eligible for services) is evident in the overall trend of the

results.

Intervening Variables

In the anticipation that a large number of states would

choose to include environmentally at-risk infants and toddlers

within their definition, the research design of this study

specified an extensive set of intervening variables for

examination to determine if these might have been more

influential than the type of lead agency on the definitions

children to be served (the dependent variables).

Separate stepwise multiple regression analyses were

conducted for each of the three dependent variables. In each
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analysis, variability in the dependent variable was examined

as a function of the independent variable (Department of

Education states or Department of Health states) and 11

intervening variables. Table 24 presents a correlation matrix

showing the relationship between each dependent variable, the

independent variables, and the intervening variables.

To examine the impact of the intervening variables on the

independent variable (DOE or DOH state), a series of chi

square analyses was conducted. The numerical results of the

analysis appear in Tables 25 - 42 and Appendix E.

state commitment to Education. Three variables were used

to examine the states' commitment to education: average per

pupil expenditures, average teacher salaries, and percentage

of students completing high school. Table 25 shows a cross

tabulation of DOE states and DOH states by the intervening

variable measuring average-per-pupil expenditures.

For average-per-pupil expenditures, there were no differ

ences between the two groups of states. They were virtually

identical in their average-per-pupil expenditures for educa

tion. Interestingly, about two-thirds of both groups of

states were clustered in the lowest category. Among DOE

states, only New Jersey spent over $5,220 per pupil. Within

the DOH states, Alaska and New York were the two states with

the highest per-pupil expenditures.
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Table 24

CORRELATION MATRIX OF STUDY VARIABLES

Dependent Variables (Definitions)

Intervening Variables Developmental

Educational expenditures 0.07865
p=0.67955

Teacher salaries 0.0000
p=1.0000

Percent HS graduates 0.15504
p=0.4133

Percent students in SE 0.19281
p=0.3074

Percent students in PSSE -0.13316
p=0.4830

SE per pupil expenditures 0.17434
p=0.3568

Prior EI services 0.20781
p=0.2705

Eligibility for EI services 0.23146
p=0.2185

Per capita income 0.08069
p=0.6717

Unemployment percentage 0.06907
p=0.7168

Childhood poverty rate 0.16760
p=0.3760

Independent Variables

Biological Environmental

-0.01698 0.12971
p=0.9290 p=0.4945

-0.15164 0.12869
p=0.4238 p=0.4979

0.13388 0.18464
p=0.4806 p=0.3287

-0.07284 -0.15013
p=0.7021 p=0.4284

-0.12935 -0.04879
p=0.4957 p=0.7979

-0.02823 0.05590
p=0.8823 p=0.7692

0.14206 0.18402
p=0.4539 p=0.3303

0.33310 0.35338
p=0.0721 p=0.0554

0.06967 0.20696
p=0.7145 p=0.2725

-0.01491 0.24044
p=0.9377 p=0.2006

0.14472 0.12283
p=0.4454 p=0.S179

Departments of Education 0.19612
p=0.2990

Departments of Health 0.09759
p=0.6079

N = 30

1-tailed test of significance

Correlation Coefficient = Pearson '.s R
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Table 25

AVERAGE-PER-PUPIL EXPENDITURES BY LEAD AGENCY

Group DOE DOH ..

$2,000 $3,499 10 9

$3,500 $4,999 4 4

$5,000 over 1 2

Total 15 15

Chi-square analysis did not show significance (chi square

= 0.385965, df = 2, P = 0.8245). Additionally, when this

variable was examined individually across the three defini

tions, there were no significant relationships found: develop

mental delay (chi square = 4.21053, df = 4, P = 0.3783);

biological risk, (chi square = 7.96299, df = 4, P = 0.0929);

and environmental risk (chi square = 6.01382, df = 4, P =

0.1981).

The second variable examined in this category was the

average teacher salaries in each group of states. Table 26

shows the grouping of states by lead agency. As with the

variable of expenditures-per-pupil for education, -tihe two

groups of states were virtually identical in average teacher

salaries. Among DOH states, Alaska was one state that skewed

the results at the higher end of the spectrum.

Chi-square analysis of this variable in relation to the

lead agency did not show signiricance (chi square = 1.07692,
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df = 2, P = 0.5826). Chi-square analysis also did not show

significant relationship between this variable and the

definitions: for developmental delay (ohL square 0.913462, df

Table 26

AVERAGE TEACHER SALARIES BY LEAD AGENCY

Group

$16,000 - $23,999

$24,000

$32,000

$31,999

$39,999

Total

DOE

8

7

o

15

DOH

8

6

1

15'

= 4, P = 0.9226); for biological risk (chi square = 5.20465,

df = 4, P = 0.2669); and for environmental risk (chi square =

2.66683, df = 4, P = 0.6150).

The third intervening variable examined in this category

of education was the percentage of students graduating from

high school in the states. Table 27 shows the data.

Table 27

PERCENTAGE OF STUDENTS

COMPLETING HIGH SCHOOL BY LEAD AGENCY

Group DOE DOH

54% 63% 4 4

64% - 73% 10 6

74% - 83% 1 5

Total 15 15

104



As the table shows, DOH states had a larger percentage of

students graduating from high school than the DOE states.

However, chi-square analysis did not show the diff·~rence to be

significant when examined by lead agency (chi square =

3.66667, df = 2, P = 0.1599). Neither was the relationship

between this variable and the definitions significant:

developmental delay (chi square = 2.36111, df = 4, P =

0.6697); biological risk (chi square = 1.62600, df = 4, P =

0.8041); and environmental risk (chi square = 2.74375, df = 4,

P = 0.6016).

The states' commitment to education prior td the passage

of P.L. 99-457 can be shown by combining the states' scores

for the three individual variables into a single number for

comparison. Table 28 shows the comparison. Although the two

groups of states had a similar number of states in the

category of low commitment, the two groups varied consider

ably, in composite, with DOH states showing a generally higher

commitment to education than DOE states.

Table 28

COMMITMENT TO EDUCATION BY LEAD AGENCY

Group DOE DOH

Low commitment 22 21

Medium commitment 21 16

High commitment 2 8

Total 45 45
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Involvement in Special Education Services Prior to P.L.

99-457. The commitment of a state to serve children with

disabling conditions was examined, using four var~ables: the

percentage of students receiving special education services,

the percentage of preschool children receiving special

education serv-ices, the expenditures for special education,

and existence of a state mandate to provide preschool services

prior to P.L. 99-457. The results are displayed in Tables 29

32 and discussed in the following paragraphs.

The first of these variables examined was the percentage

of students receiving special education services in each

state. As Table 29 shows, the distribution of these groups is

virtually identical across lead agency. When this variable

was examined related to the lead agency, chi-square analysis

did not show significance (chi square = 0.247619, df = 2, P =

0.8835). Neither was significance shown when this intervening

Table 29

PERCENTAGE OF CHILDREN RECEIVING

SPECIAL EDUCATION SERVICES BY LEAD AGENCY _.

Group DOE DOH

3.89% - 5.89% 3 2

5.90% - 7.90% 10 11

7.91% 9.91% 2 2

Total 15 15
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variable was examined across the three dependent variables,

the definitions: developmental delay (chi square = 2.36508, df

= 4, P = 0.6689); biological risk (chi square = 1.,34759, df =

4, P = 0.8533); and environmental risk (chi square = 5.14929,

df = 4, P = 0.2723).

The second variable examined in this category of inter

vening variables was the percentage of students in each state

enrolled in preschool special education. Table 30 shows the

data. The distribution suggested that DOE states were serving

a higher percentage of preschool students prior to P.L. 99-457

than states where the DOH became the lead agency: This is an

understandable finding in that if a DOE state was serving a

significant number of preschool students, the DOE may have

been more likely than the DOH to be designated as the lead

agency for the state.

Table 30

PERCENTAGE OF PRESCHOOL CHILDREN

RECEIVING SPECIAL EDUCATION SERVICES BY LEAD AGENCY

Percentage

.004 - .018

.019 - .033

.034 .048

Total

107

DOE

1

7

7

15

DOH

6

3

6

15



Chi-square analysis of the differences by lead agency

showed borderline statistical significance (chi square =

5.24835, df = 2, P = 0.0725). There was no statistically

significant relationship between the variable and the three

dependent variables, the definitions: developmental delay

(chi square = 3.79121, df = 4, P = 0.4350); biological risk

(chi square = 3.18564, df = 4, P = 0.5273); and environmental

risk (chi square = 3.58978, df = 4, P = 0.4644).

The third variable examined in this category was the

amount spent by each state for special education and related

services. Table 31 shows the data. Both groups' were skewed

at the lower end of expenditures. Only two states, Ohio and

New York, DOH states, spent more than $7,600 per child.

Chi-square analysis of the relationship between the

variable and the lead agency did not show significance (chi

square = 2.57143, df = 2, P = 0.2765). Nor was significance

Table 31

EXPENDITURES PER PUPIL FOR

SPECIAL EDUCATION AND RELATED SERVICES BY LEAD AGENCY

Group DOE DOH

$1,461 - 4,531 12 9

$4,532 - 7,599 3 4

$7,600 10,671 0 2

Total 15 15
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shown when the variable was examined across the definitions:

developmental delay, the probability (chi square = 1.90476, df

= 4, P = 0.7533; biological risk (chi square = 8 •.16654, df =

4, P = 0.0857); and environmental risk (chi square = 2.34286,

df = 4, P = 0.6730).

The third intervening variable examined in this category

was existence of a state mandate for preschool services prior

to P.L. 99-457. As Table 32 shows, there was virtually no

difference between the two groups of states in this variable.

When examined by type of lead agency, the chi square analysis

showed no significant differences (chi square = 0.0000, df =

1, P = 1.0000). Neither was significance shown when this

variable was examined across the three dependent variables,

the definitions: developmental delay (chi square = 0.361991,

df = 2, P = 0.8344); biological risk (chi square = 0.885620,

df = 2, P = 0.9567); and environmental risk (chi square =

1.53394, df = 2, P = 0.4644).

Table 32

EXISTENCE OF A PRESCHOOL MANDATE

PRIOR TO P.L. 99-457 BY LEAD AGENCY

Mandate

Yes

No

Total
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DOE

9

6

15

DOH

8

7

15



To summarize the results in this second category of

intervening variables, Table 33 was prepared by collapsing

into a single composite numerical value all the characteris

tics related to determining the special education environment

prior to P.L. 99-457. Table 33 clearly shows that any

individual differences within the variable are offset when

combined to produce a total picture of the special education

environment by lead agency. The differences are negligible.

The distribution is even more similar than in the first

category of intervening variables (the educational environ

ment). The figures suggest that the states were remarkably

similar in their commitment to special education prior to P.L.

99-457, showing few differences that might affect their

eventual policy decisions relative to the definitions of the

population to be served under Part H.

Table 33

COMMITMENT TO SPECIAL EDUCATION

PRIOR TO P.L. 99-457 BY LEAD AGENCY

(3 Variables only)

Group DOE DOH

Low commitment 16 17

Medium commitment 20 18

High commitment 9 10

Total 45 45
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status of Early Intervention Services Prior to P.L. 99

457. Four variables constituted a third category of interven

ing variables to determine the status of early intervention

services in the states prior to P.L. 99-457. These variables

were prior availability of early intervention services,

eligibility criteria for the services, line-item budget

expenditures identifiable for early intervention, and exis

tence of a birth mandate prior to P.L. 99-457.

with the exception of the last variable, this category of

variables was "softer" in that there is less hard data to show

results; the data were dependent on descriptive' information

provided by the persons interviewed. The results are shown in

Tables 34-38 and discussed in accompanying paragraphs.

The first variable examined in this category was the

availability of early intervention services prior to P.L. 99

457. The number of DOE and DOH states offering very limited

services was the same; however, more DOH states than DOE

states offered a broad range of services prior to P.L. 99-457.

Table 34 shows the results.

When this variable was examined to determine whether it

was related to the lead agency, chi-square analysis did not

show significance (chi square = 1.51049, df = 2, P = 0.4699).

Neither were differences significant when this variable was

examined across the three dependent variables, the defini

tions: developmental delay (chi square = 5.66822, df = 4, P =
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Table 34

AVAILABILITY OF EARLY INTERVENTION

SERVICES PRIOR TO P.L. 99-457 BY LEAD AGENCY

Group DOE DOH

Very limited services 3 3

Limited services 7 4

Broad range of services 5 8

Total 15 15

0.2253); biological risk (chi square = 3.05720,'df = 4, P =

0.5483); and environmental risk (chi square = 4.42692, df = 4,

P = 0.3513).

Eligibility criteria for early intervention services

prior to P.L. 99-457 was the second variable in this category.

The criteria were examined to determine if eligibility for

available services was limited to a narrow group of children.

Table 35 compares the two groups of states by eligibility

criteria.

For this variable, there is a fairly normal dis~ribution

of DOE states, but not for DOH states. When this variable was

examined in relation to lead agency, the most significant

finding among any of the intervening variables was found (chi

square = 8.85714, df - 2, P = 0.0119). However, the "soft

nature" of data about this variable makes drawing any meaning-
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Table 35

ELIGIBILITY CRITERIA FOR

EARLY INTERVENTION SERVICES BY LEAD AGENCY

Group DOE DOH

Very restrictive 2 5

More liberal 12 4

Liberal eligibility 1 6

Total 15 15

ful conclusions about this relationship difficult. When this

variable was examined in relationship to the three dependent

variables, the definitions, no significance was found:

developmental delay (chi square = 5.11905, df = 4, P =

0.2753); biological risk (chi square = 5.49394, df = 4, P =

0.2403); and environmental risk (chi square = 6.28929, df = 4,

P = 0.1786).

The next variable examined in this third category -- the

availability of information on prior expenditures for early

intervention services -- was probably the "softest" variable

within the study. Interestingly, many more DOH states had

available data than DOE states. Table 36 shows the results.

When this variable was examined in relation to the lead

agency, chi-square analysis showed no significant relation

ships (chi square = 2.53968, df = 1, P = 0.1110). It reached
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borderline significance only for one of the definitions,

biological risk: developmental delay (chi square = 4.86772, df

= 2, P = 0.61.03); biological risk (chi square = 5..24828, df =

2, P = 0.0725); and environmental risk (chi square = 3.52281,

df = 2, P = 0.1.717).

Table 36

AVAILABILITY OF INFORMATION ON

EXPENDITURES FOR EARLY INTERVENTION

SERVICES PRIOR TO P.L. 99-457 BY LEAD AGENCY

Information Available

Yes

No

Total

DOE

2

13

15

DOH

7

8

15

Data on presence of a birth mandate prior to P.L. 99-457

shows that three DOE states had a birth mandate prior to the

implementation of P.L. 99-457; none of the DOH states had one.

Table 37 shows the data. In states with a birth mandate, the

Department of Education was responsible for implementing the

mandate, making it the logical agency to be selected as lead

agency for P.L. 99-457. This study anticipated that already

having a birth mandate to serve this population might result

in states using P.L. 99-457 to expand the population of
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children to be served. However, the data do not support the

anticipation.

Table 37

PRESENCE OF A BIRTH MANDATE

PRIOR TO P.L. 99-457 BY LEAD AGENCY

Mandate

Yes

No

Total

DOE

3

1.2

1.5

DOH

o

1.5

1.5'

In examining the relationship between this variable and

the lead agency, chi-square analysis showed no significant

relationship (chi square = 1..481.48, df = 1., P 0.2235).

Neither was significance shown when the variable was examined

across the three dependent variables, the definitions:

developmental delay (chi square = 0.987654, df = 2, P =

0.61.03); biological risk (chi square = 2.54902, df = 2, P =

0.2796); and environmental risk (chi square 0.666667,-·df = 2,

P = 0.7165).

As with previous categories of intervening variables,

scores in this category were combined to show a composite

picture of states' commitment to early intervention services

prior to P.L. 99-457. Table 38 shows the results.
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Table 38

COMMITMENT TO EARLY INTERVENTION

SERVICES PRIOR TO P.L. 99-457 BY LEAD AGENCY

Group

Low Commitment

Medium Commitment

High commitment

Total

DOE

5

19

6

30

DOH

8

8

14

30

This category of variables showed greater composite

differences between the two lead agencies than did the

previous two categories. However, because of the nature of

the data, and because only two variables were used to show the

composite picture, determining any meaning present is diffi

cult. DOE states showed a fairly normal distribution of

commitment. However, the distribution for the DOH states was

atypical. Although, more than twice as many DOH states as DOE

states showed a high commitment to early intervention, more

DOH states than DOE states also showed a low commitment.

Economic Indicators. The economic health of a state was

examined by looking at three intervening variables: per-capita

income, unempLoyment; rate, and child poverty rate. The

results are displayed in Tables 39 and 40 and discussed in the

following paragraphs.
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The data for per-capita income (shown in Table 39) shows

that the distribution for DOE states are more normal than for

DOH states. The obvious general trend for this indicator is

that DOH states are skewed toward the lower end, suggesting

that DOH states tended to be poorer states.

Table 39

PER-CAPITA INCOME BY LEAD AGENCY

Group DOE DOH

$ 7,483 - $9,721 2 6'

$ 9,722 - $11,960 9 7

$11,961 - $14,199 4 2

Total 15 15

When this variable was examined in relationship to the

lead agency, chi-square analysis showed no significance (chi

square = 0.65000, df = 2, P = 0.7225). Neither were relation

ships significant when the variable was examined across the

three dependent variables, the definitions: developmental

delay (chi square = 1.08333, df = 4, P = 0.8969); biological

risk (chi square = 2.53877, df = 4, P = 0.6377); and environ

mental risk (chi square = 4.18875, df = 4, P = 0.3811).

Data for percentage of unemployment (shown in Table 40)

again suggest that DOE states 'were more robust economically

than DOH states, with a low rate of unemployment.
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states had the highest unemployment percentages, one DOE state

was in this category. A third as many DOH states as DOE

states were in the lowest category of unemploym~nt percent

age.

Table 40

PERCENTAGE OF UNEMPLOYMENT BY LEAD AGENCY

Group DOE DOH

8.3% - 10.9% 1 6

5.6% - 8.2% 6 6'

3.0% - 5.5% 8 3

Total 15 15

Chi-square analysis to examine the relationship between

this variable and the lead agency showed significance (chi

square = 5.84416, df = 2, P = 0.0538). However, there was no

statistically significant relationship between this variable

and the dependent variables, the definitions: developmental

delay (chi square = 0.966811, df = 4, P = 0.9148); biological

risk (chi square = 2.07237, df = 4, P = 0.7225); and environ

mental risk (chi square = 6.30031, df = 4, P = 0.1778).

Information on the rate of child poverty, shown in Table

41, reveals a fairly normal distribution in child poverty

rates for each group of states, producing no discernable
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pattern. The two groups were more similar for this variable

than for either of the two preceding economic variables.

Table 41

STATE CHILD POVERTY RATE BY LEAD AGENCY

Percentage

23.5 - 32.1

14.8 - 23.4

6.2 - 14.7

DOE

3

10

2

DOH

4

8

3

When this variable was examined for its relationship to

lead agency, chi-square analysis showed no significance (chi

square = 0.565079, df = 2, P = 0.7539). Neither were rela

tionships significant when this variable was examined across

the three dependent variables, the definitions: developmental

delay (chi square = 2.51323, df = 4, P = O.6423); biological

risk (chi square = 4.12834, df = 4, P = 0.3889); and environ

mental risk (chi square = 4.54714, df = 4, P = 0.3370).

When the economic characteristics were combined into a

composite picture, the total pattern, shown in Table 42,

reveals greater differences than in any of the three preceding

categories of intervening variables. DOE states had a more

robust economic climate and the DOH states in the years since

Part H began. However, generally better economic conditions

in DOE states were inversely related to definitions of the
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population of children these states decided to serve. The

more robust the economy, the fewer children served.

Table 42

ECONOMIC STATUS INDICATORS BY LEAD AGENCY

Economy

Depressed

Mixed

Robust

Total

DOE

6

25

14

45

DOH

16

21

8

45'

Summary of Results for Component One

The results of the analysis were compromised by the

unanticipated low number of states that elected to include

environmentally at-risk children within their definition of

the population to be served. Among DOH states, two chose to

include environmentally at-risk children within their defini

tion; however, none of the intervening variables were signifi

cantly related to that decision. These two states, Hawaii and

Massachusetts, are discussed further in Component Two.

When cross tabulation was completed for each intervening

variable to determine if there were significant relationships

between these variables and the dependent variable (the

definitions adopted by each state), no statistically signifi

cant relationships were found. However, although the rela-
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tionships were not statistically significant, there was a

definite trend toward more-liberal definitions in DOH states,

even though their economies appeared to be weaker than

economies in DOE states.

COMPONENT TWO: CASE STUDY

The original intention in component Two was to analyze

the policy development process across two pairs of states.

Two states were to be large population states and two were to

be small population states. One of each pair was to represent

each of the independent variables (DOE or DOH state). Also,

one of each pair was to have elected to serve environmentally

at-risk children. The intention was to compare New York (DOH)

with Illinois (DOE) and Hawaii (DOH) with Rhode Island (DOE).

However, when New York elected not to serve environmentally

at-risk infants and toddlers, Massachusetts (DOH) was substi

tuted for comparison with Illinois. This sUbstitution

entailed significant additional research because the New York

interviews had already been completed.

In the following pages, comparative background ~nforma

tion is outlined for each state. Some of this information

mirrors information contained in the discussion of intervening

variables, but it provides updated information to reflect

later economic conditions in each state. The pairs of states

will be compared by the dependent and intervening variables.

They will then be examined by their policy process.
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Information for the policy portion of the analysis was

obtained through in-person and telephone interviews with four

persons from each state. The four were selec:ted as key

knowledgeable persons regarding the process of policy develop

ment. These four were the Part H coordinator, the Interagency

Coordinating Council (ICC) Chair, a parent member of the ICC,

and the Chair of the local Chapter of the American Academy of

Pediatrics. If there was general agreement among the four,

only the general response is reported. If there were signifi

cantly different perspectives stated, those variances are

described.

Large states: Massachusetts and Illinois

General Description of states. Massachusetts is the 13th

ranked state in population (six million). It contains 8,264

square miles, ranking it 45th in size among the states. Its

racial composition in 1990 consisted of 90 percent white, 5

percent black, and 5 percent other. Industry is its principal

economic base. From 1986 through 1990, it had a second-term

Democratic governor, replaced by a Republican governor in

1991. The legislature was predominately Democratic since

1986. In 1990, the state faced a six-to-seven million dollar

shortfall in its state budget.

Illinois is the 6th ranked state in population (eleven

million) and 24th in size (56,345 square miles). Its racial

composition in 1990 consisted of 78 percent white, 15 percent
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black, and 7 percent other. It also is principally an

industrial state. From 1986 into 1992, it had Republican

governors, with a slight Democratic majority in ~he legisla

ture. In 1990, its state government was operating with a

deficit of approximate $400,000,000.

Table 43 summarizes some of the pertinent comparisons

between the two states. The source of this information is the

1992 World Almanac and Book of Facts.

While the unempLoyment; rates in the two states were

similar in 1990, Massachusetts was somewhat better off

economically with a 10 percent higher per-capita income. This

Table 43

COMPARISONS BETWEEN MASSACHUSETTS AND ILLINOIS

(1990)

Characteristic

Population

Per capita income

UnemploYment

Students per teacher

Average teacher salary

Massachusetts

6,016,425

$22,642

6.0%

14.0

$36,090

Illinois

11,430,602

$20,303

6.2%

Hi.9

$34,729

better economic status may be reflected in the lower students

per-teacher ratio and higher average teacher salaries. One

variable not included in the original analysis was the ethnic

composition of each state. Interestingly, Illinois has a
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minority black population (15 percent) three times that of

Massachusetts (5 percent). The relationship of the ethnic

composition of a state with its implications for numbers of

children at environmental risk due to poverty invites further

study.

Comparison by Dependent Variable (Definition). When the

two states were compared by the definition that they developed

of the population to be served, it was found that Massachu

setts adopted liberal eligibility requirements for children

with developmental delay and liberal definitions of "biologi

cal risk" and "environmental risk. II In contrast, Illinois

elected to narrowly define the population in each of the two

required categories of developmental delay and the definition

of "biological risk. II The most significant difference

between the two, however, is their decision on how to serve

children environmentally at-risk. Massachusetts elected to

fully entitle this population, while Illinois chose not to

include them, even in a tracking system. These decisions were

made in 1990. Table 44 shows the comparisons.

Table 44

COMPARISON BY DEPENDENT VARIABLES

Definition

Developmental Delay

Biological Risk

Environmental Risk

Massachusetts (DOH)

3

3

3
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Illinois (DOE)

2

2
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The comparison of these two states coincides with the

hypothesis of the study that a DOH state would elect to define

the population from a prevention perspective, to intervene

early in life to prevent greater disability at an older age.

It is also interesting to compare the two states economi

cally. At a time when the state budget in Massachusetts was

being cut across the board by more than 20 percent in 1990,

early intervention was the only program to receive an increase

in state funds. Even with the continuing fiscal crisis facing

the state, the Republican administration requested, in 1992,

a one-million dollar increase in state funding for early

intervention services.

In Illinois, a larger state with a smaller deficit, no

increase in funding was anticipated. Clearly, some inherent

factors beyond economic conditions influence a state's

commitment to providing early intervention services.

Comparison by Intervening Variables. Table 45 provides

a descriptive comparison between the two states on each of the

intervening variables. For prior educational environments,

the states were almost identical. When examining prior

commitment to special education, there were minimal differenc

es in the first two variables. They were serving approximate

ly the same percentage of preschool children in special

education. Although Massachusetts was serving a much higher

percentage of its school-age population with special education

services, expenditures per student were almost half those of

125



Table 45

COMPARISON BY INTERVENING VARIABLES

Massachusetts (DOH) Illinois (DOE)

Educational Environment

Average per pupil

Teacher's salaries

HS Graduates

Average

Special Education Environment

Percent in SE classes

Percent in PS SE classes

Expenditures in SE

Preschool Mandate

Average

Prior Early Intervention

Prior availability

Eligibility

Expenditures in EI

Mandate

Average

Economic Indicators

Per-capita income

UnemploYment

Child poverty rate

Average
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$3,889 (2)

$24,100 (2)

72% (2)

(2)

9.90 (3)

.036 (3)

$3,729 (1)

Yes

(2.33)

3

3

Yes

No

(3)

$12,510 (3)

3.2 (3)

14.1 (3)

(3)

$3,517 (2)

$25,800 (2)

67% (2)

(2)

7.81 (2)

.038 (3)

$6,214 (2)

Yes

(2.33)

2

2

No

_. No

(2)

$11,302 (2)

7.4 (2)

22.8 (2)

(2)



Illinois. This appears to be a discrepancy, but is likely a

reflection of the poor quality of the data being reported.

Although both states had a prior history of providing

early intervention services, the commitment was clearly

greater in Massachusetts, where services were more available

statewide and where the eligibility criteria were more liberal

than in Illinois. Although both states had a preschool

mandate prior to the P.L. 99-457, neither had a birth mandate

at that time.

However, the greatest difference between the two states

in 1985 was in their economic indicators. Although their per

capita income was similar, Illinois had more than twice the

unemployment rate of Massachusetts and about 40 percent higher

proportion of children in poverty. This factor may have been

a significant predictor for the eventual decision in each of

these states on whether to include environmentally at-risk

young children in their definition of children to be served

under Part H.

Selection of the Lead Agency. For Massachusetts, the

four responders in this study agreed that there ha~·been no

dissension in the selection of the lead agency. The Depart

ment of Health was designated by the Legislature in 1982 to

develop a system of early intervention services. The constit

uency within the state was apparently well satisfied

with the progress being made by the Department of Health in

establishing the system of services.
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In Illinois, by contrast, information collected in this

study indicates that there was considerable difference of

opinion regarding which agency should be the lead agency.

Five state agencies were interested, each lobbying the

Governor's Office for selection. Finally the Governor forced

all to come to the "table" for discussion. As a result, the

decision was made among the five, with the concurrence of the

Governor, that the Department of Education was the agency in

the best position to take responsibility for this program.

There have been differences in the continuity of leader

ship for Part H in each state since the beginning of partici

pation. A 1991 doctoral dissertation (Berman) examined the

impact of continuity and job satisfaction of Part H leadership

across states with its potential impact on policy development.

In Massachusetts, the same administrator served as the Part H

Coordinator from 1987 through 1991. In Illinois, there was

some turbulence in the Part H leadership between 1987 and

1989, when the administrator resigned. Illinois had the same

Part H Coordinator from 1989 into 1992.

Influence of Pediatricians. Although both states had

pediatricians on the Interagency Coordinating Council,

pediatricians did not appear to have a significant influence

on policy development. Pediatric participation on the Council

in Massachusetts was described as "sporadic." In Illinois,

there was pediatric representation on the council, but the

pediatrician did not serve as a vocal advocate for the
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inclusion of environmentally at-risk children within the state

definition.

Policy Basis. In Massachusetts, the policy wc!-s legislat

ed with rulemaking authority granted to the Department of

Health. Legislation was also passed for Illinois, giving

rUlemaking responsibility to the Department of Education.

Interestingly, both pieces of state legislation are described

as "permissive," although by accepting the federal funds, the

services become an entitlement, or mandated. It is apparently

much easier in any state to get permissive legislation enacted

regardless of the long range implications of the' enactment.

Policy Process. In Massachusetts, the policy was

developed through a community based, collaborative process.

The Interagency Coordinating Council and the lead agency

formed work groups that drafted the policy. They then held

hearings throughout the state. There were no substantive

changes made in the policy as a result of the hearings.

For Illinois, a similar process took place. There did

appear to be a much more significant reliance on the use of

data to construct the system. The Interagency Coordinating

Council was involved with the policy development, but signifi

cantly less so than in Massachusetts. For Illinois, the

policy was apparently primarily developed through the lead

agency with outside agencies and groups providing comment only

to policy decisions that had been made within the lead agency.

Unique Factors. For Massachusetts, there was a signifi-

129



cant comment by several people that whenever something needed

to get done, there was "a great deal of luck" present, with

people who knew what to do, working with those who .knew how to

do it, and people who knew' whom to see to get the change

accomplished at the right time.

For Illinois, the deteriorating state of the state's

economy was described as the factor most significantly

influencing the decision on the populations to be served. In

1985, there was a state surplus, which had disappeared with

tough economic times present in the 1988-90 period when

decisions were being made. There was also a change in

administration from a Democratic to a Republican governor that

forced significant policy changes.

Summary of Results. A comparison of the policy develop

ment across these two states offers little insight into why

such significantly different policies emerged. As of January

1992, both states were planning to apply for Year V status by

JUly 1992. Whereas Massachusetts had consistency in Part H

leadership, there was a shift in Illinois in 1989, the midmark

of participation to 1992. There were also significant

differences in other conditions, with Massachusetts having a

broader base and more liberal eligibility criteria than

Illinois. Economic conditions were significantly bleaker in

Illinois. Although there was not a state budget deficit in

1985, Illinois' unemployment 'and child poverty rates were

significantly worse than those in Massachusetts.
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In comparing the process, one very significant factor

discovered may have been the controversy over the selection of

the lead agency. This atmosphere of contention may have

carried over into less enthusiastic cooperation among the

agencies that lobbied to be the key agency. In contrast, in

Massachusetts the selected agency had a track record and the

respect of other agencies for the services it had provided.

These factors may have been significant in the agency's

eventual success in selecting a liberal definition of children

to be served. The policy process itself also differed in the

two states, but the significance of that d1fference is

difficult to ascertain.

In summary, economic conditions, ethnic ratios, and the

spirit of interagency cooperation may be of significance.

However, in the case of Massachusetts, programmatic leader

ship, a factor not yet examined or measured, may have been a

formidable factor in spite of economic troubles.

Small States: Hawaii and Rhode Island

General Descriptions of the states. Hawaii is the 41st

ranked state in population. It is 47th ranked in geographic

size. Its population is mUlti-ethnic, with no ethnic group

constituting a majority. Its principal economic base is

tourism. From 1986 into 1992, Hawaii had a two-term Democrat

ic governor. The two houses of its legislature were heavily

dominated by Democratic Party majorities.

131



Rhode Island is ranked 43rd in population. It is 50th

ranked in geographic size. Its population is heavily white

(90 percent), with less than 4 percent black and 6 percent

combined other. Its principal industries are manufacturing

and services. From 1986 until 1990, it had a Republican

governor; in 1990, a Democrat was elected. The Legislature is

overwhelmingly (approximately 90 percent) Democratic.

Not only are Hawaii and Rhode Island similar in size,

they are frequently compared because of their central systems

of government, with limited county or local autonomy in health

or education. A further similarity found in the study was the

overwhelming almost one-party (Democratic) composition of

their legislatures. In another interesting parallel, both

states are considered "minimum allocation states" for Part H

funding, based on their census of the population between birth

and age three. Therefore, the two states received identical

federal appropriations for each year of participation in Part

H.

The two states are further compared in Table 46. The

source of this information is the 1992 World Almanac-and Book

of Facts. The two states I populations are remarkably similar.

Although Hawaii had a higher per-capita income, the higher

cost of living in the islands probably negated any differ

ence. Of great possible significance were the unemployment

rates in 1990. The rate represented a significant change for

Rhode Island since 1985, when unemployment rates of the two
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states were identical. Interestingly, the more robust economy

in Hawaii was not reflected in educational factors, with

Hawaii having significantly lower average teacher salaries and

a higher students-per-teacher ratio than Rhode Island.

Table 46

COMPARISON BETWEEN HAWAII AND RHODE ISLAND

Characteristic Hawaii (DOH) Rhode Island (DOE)

Population 1,108,229 1,003,464

Per-capita income $20,254 ' $18,841

Unemployment rate 2.8% 6.7%

Students per teacher 19.1 14.5

Average teacher salary $32,541 $37,674

comparison by Dependent Variable (Definition). The

differences between the definitions adopted by these two

states is vivid, as shown in Table 47. These differences

demonstrated on the dependent variable for these two states

represent the greatest variation possible between the" pair of

states, again validating the hypothesis that DOH states would

adopt a more preventive approach toward early identification

and intervention than would DOE states. It is, therefore,

interesting to compare the two states on intervening variables

to determine if this difference might be explained by factors

other than the choice of lead agency.
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Table 47

COMPARISON BY DEPENDENT VARIABLE

Definition

Developmental Delay

Biological Risk

Environmental Risk

Hawaii (DOH)

3

3

3

Rhode Island (DOE)

1

1

1

Comparison by Intervening Variables. with the greater

contrast between these two states in the dependent variables,

it was interesting to compare them on the intervening vari

ables. The comparison by intervening variables is shown in

Table 48. The contrast in educational environments was not

substantial. Whereas Rhode Island had higher average expendi

tures and higher teacher salaries, Hawaii has a higher

proportion of students graduating from high school.

The special education environment was contradictory, as

in the previous pair of states. Whereas Rhode Island had a

far larger proportion of students, including preschoolers,

receiving special education, Rhode Island apparently spent

approximately 25 percent less per student than did Hawaii.

The early intervention climate in the states did differ, with

Hawaii having more extensive services and more-liberal

eligibility requirements than Rhode Island. As with Illinois

and Massachusetts, both of the "smaller states had a preschool

mandate prior to the passage of P.L. 99-457, but neither had

134



Table 48

COMPARISON BY INTERVENING VARIABLES

Hawaii (DOH) Rhode Island (DOE)

Average (1.3)

Prior Early Intervention Services

Available 3

Eligibility 2

Expenditures Yes

Mandate No

Average (2.5)

Educational Environment

Average expenditures

Teachers salaries

HS graduates

Average

Special Education Environment

Percent in SE classes

Percent in PSSE Classes

Cost of SE

PS Mandate

Economy

Per-capita income

UnemploYment

Child poverty

Average

$3,596 (1)

$24,600 (2)

74% (3)

(2)

3.89 (1)

.012 (1)

$6,197 (2)

Yes

$11,003 (2)

3.8 (3)

16.7 (2)

(2.3)

$4,096 (2)

$27,400 (2)

61% (1)

(1.6)

8.72 (3)

.037 (3)

$4,878 (2)

Yes

(2.6)

1

1

No

No

(1)

$10,892 (2)

3.8 (3)

16.7 (2)

(2.3)
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a birth mandate. But unlike the prior set of states, these

two states were virtually identical in economic indicators in

1985. Both states had per-capita incomes in .the average

range, with very low unemployment. Child poverty rates were

below the national average.

Selection of the Lead Agency. In Hawaii, there was

considerable dissention regarding the selection of the lead

agency. The Department of Education had responsibility for

the state planning grant (the forerunner of P.L. 99-457) to

develop preschool special education services. There apparent

ly was a natural expectation that the Department'of Education

would continue as the lead agency for the new program.

Indeed, a letter was written by the Governor asking the u.S.

Department of Education to designate the Hawaii Department of

Education as the lead agency. However, physicians and other

advocates interceded with the Governor's Office, resulting in

a change of designation. The Department of Health was

sUbsequently designated as the lead agency.

However, there was no enthusiasm for the program within

either agency at the level of the Director. At the-program

matic level (Title V for Hawaii), however, there was strong

commitment and interest by the Department of Health i there was

no such commitment at the programmatic level (Special Educa

tion) in the Department of Education. And there apparently

was relief rather than animosity in the Department of Educa

tion at the change in designation of lead agency.
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There was also a change in the lead agency in Rhode

Island. Initially, the Department of Education was the lead

agency, but responsibility for P.L. 99-457, p.a,rt H, was

transferred to the Department of Health in mid-1991. Addi

tionally for Rhode Island, although the Department of Educa

tion was the grantee, much of the initial responsibility for

policy decisions was delegated to the Interagency Coordinating

Council. Several agencies lobbied heavily with the Governor I s

Office to become the lead agency. However, over the four-year

period of initial implementation, the number of contenders

dwindled, leaving only the Department of Health aggressively

seeking to be the lead agency.

The administrator of the Department of Education at the

time was adamant in not wanting the lead agency role. The

process was described as generally one of initial default,

with the Department of Education being the most available, but

with several other agencies interested, dwindling to only the

Department of Health after four years.

There were also differences in Part H leadership, with

Hawaii (like Massachusetts) having continuity thrOUghout the

entire period of Part H participation. In contrast, Rhode

Island probably had the most unusual arrangement for Part H

leadership. Leadership was contracted to a faculty member at

the University of Rhode Island who was outside the bureaucrat

ic departmental organization. '. That arrangement changed with

the transfer of lead agency status to the Department of Health
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in 1991. The Chief of Family Health Services Division assumed

management of the program without any administrative support

staff. A Part H coordinator was not hired until February

1992.

Influence of Pediatricians. Probably the one of the most

significant factors in Hawaii was the influence of pediatri

cians on the Interagency Coordinating Council to effectively

advocate for a broad, inclusive definition of the population.

A pediatrician chaired the committee that arrived at the

definition and successfully shepherded it through council,

departmental, and legislative channels. The local Chapter of

the American Academy of Pediatrics was very active in follow

ing the implementation of the legislation.

For Rhode Island, the Chair of the Council for the first

four years was a medical director for the Health Department;

the Chair was also a pediatrician. The Chair was described as

vocal in arguing for inclusion of environmentally at-risk

children in the definition but not effective in influencing

the decision.

Policy Basis. In Hawaii, the policy was legislative,

with permissive language included in the statute. Rulemaking

was not required by the legislation. In Rhode Island,

legislation was passed with rulemaking required. Although the

Rhode Island legislation mandates services, the size of the

population to be covered is projected to be well under one

percent of the census of children between birth and age three.
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Policy Process. In Rhode Island, perhaps largely because

a university faculty person was the contracted Part H coordi

nator, much of the focus was on developing in-depth studies to

develop comparative cost estimates, based on using single or

multiple risk factors for eligibility. There was much less

reliance on pub'lLc hearings than in other states. The studies

were presented to the council, consisting of agency represen

tatives. Their decisions appeared to be primarily influenced

by the study recommendations.

In Hawaii, each policy component was developed by a

broad-based committee established by the Council. staff

members prepared an extensive review of the issues, including

literature review and cost comparisons as available in the

literature. However, in contrast to Rhode Island, there were

no extensive cost studies commissioned in Hawaii. Based on

their deliberations, the Council's committee developed a

Position Paper on the sUbject, which provided background,

options, and recommendations. These recommendations were then

discussed and debated by the Executive Committee and the

Council. Once a consensus was reached, the recommendation was

forwarded to the Director of the Department of Health for

approval. The Director approved each of the recommendations

made through this process. No public hearings were held.

Unique Factors. For Hawaii, there were probably a number

of significant factors. One" was certainly the generally

robust state economy, especially in contrast to the other
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states studied. Another was the commitment of key individuals

to see that a broad definition of the population of children

to be served was chosen. The influence of key legislators in

supporting the definition also cannot be overestimated.

For Rhode Island, the collapsing economy and diminished

state budget were described as the overriding factors influ

encing the decision on definitions. The bUdget cuts were

distributed so that education was hit harder than health,

another reason for the decision to change lead agencies.

Summary of Results. As with the preceding pair of

states, the issues examined have shed little insight into why

there were the differences. As of January 1992, Hawaii was in

Year V of participation (one of only two such states), while

Rhode Island was on extended Year III participation, undecided

whether or when to apply for Year IV. There was an obvious

contrast between the two states in economic status in 1990.

Although Rhode Island and Hawaii were very similar in 1985,

they were very dissimilar in 1990, with Hawaii having half the

unemployment rate of Rhode Island and a higher per-capita

income. The state economy in Hawaii was far more robust than

in Rhode Island. What is not clear is whether the differences

in the definitions that were adopted would have remained (as

in the larger states) had Hawaii's economy been in the same

state of collapse as was Rhode Island's. Additionally, as

with Massachusetts, Hawaii had" a substantial lead over Rhode
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Island in the extent of early intervention services it was

providing prior to P.L. 99-457.

There were differences in the policy proces~,across the

two states, but the significance of those differences is

uncertain. A factor of great significance may have been the

change in lead agency in Rhode Island compared with the

consistency in Hawaii. The Part H leadership also offered

great contrast, with Hawaii having stability of leadership and

Rhode Island having an unusual arrangement from the onset with

sUbsequent instability.

In summary , although the differences between economic

status, policy process, and administrative continuity were far

greater in this pair of states than in the first two, the

magnitude of the effect, when comparing the outcome for these

small states with the outcome for the two large states, is

difficult to discern. Despite the differences between the two

pairs of states, the outcomes were similar: the DOH states in

each pair adopted a more liberal definition of the population

to be served than the DOE states. Unknown is if this differ

ence would have occurred in the smaller pair of states had the

economic status been as similar as it was in the pair of

larger states.

Summary Comparison for Component Two

The premise for Component 'Two was based on an expectation

that states examined in Component One would differ signifi-
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cantly, based on designated lead agency, in deciding to

include environmentally at-risk infants and toddlers in the

population to be served under Part H. Component Two was

designed to look beyond statistics to find the best explana

tion of the success of some states in comparison to others,

with "success" defined as the inclusion of a broad population

to be served.

What emerges is a conclusion that Departments of Health

may show a greater commitment to serving a broad population,

but it is unclear whether this commitment was a policy

imperative or a result that flowed from factors such as prior

agency leadership in the area, lack of conflict over lead

agency designation, and continuity of Part H leadership. Lack

of success in the DOE states may have resulted less from the

policy commitment than from conflict over lead agency designa

tion and lack of continuity in Part H leadership.

What also emerges is a recognition that there are major

areas left unexplored, namely the pitfalls of implementation.

Chapter V explores other issues that may best explain success

and failure in the state implementation of federal legislation

such as Part H of P.L. 99-457.
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Chapter V

ANALYSIS OF IMPLEMENTATION OF P.L. 99-457

INTRODUCTION

When P.L. 99-457 was passed in 1986, Congress and the

U.S. Department of Education projected that at least half the

states would voluntarily elect to include environmentally at

risk infants and toddlers in their definition of children to

be served. This study was undertaken based on that premise.

However, contrary to expectations, only two states among the

thirty states studied included environmentally at-risk

children in their definition. Therefore, because the number

of states that chose the expanded definition of children was

too small to permit a meaningful comparison, the multivariate

analysis to discern differences between states, including

analysis of mUltiple intervening variables, became virtually

irrelevant.

Not only did most states decline to serve environmentally

at-risk infants and toddlers, the states' overall ~evel of

participation severely lagged behind projected participation

(Salisbury & Bricker, 1991; Harbin, Gallagher, & Lillie,

1989). As of April 27, 1991, only 14 states had met criteria

to receive fourth-year funding, which had been available to

states since JUly 1, 1990 (ThielOe s Hamilton, 1991). Congress

was so concerned about this disheartening level of participa~
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tion, particularly since some of lagging states were those

with the largest congressional delegations (California,

Florida, New York, Pennsylvania, and Texas), that. emergency

legislation was rushed through Congress in one week of June

1991. The legislation provided waivers and extended time

frames to enable states longer periods for planning and

decision-making for their participation (Walsh, 1991).

Nevertheless, as of September 16, 1991, only two states

(Hawaii and Maryland) had met the original congressional

timeline and were approved for fifth-year funding.

Why did this woeful lag in participation occur? P.L. 99

457 was so clearly supported by research (Archenbach, Phares,

Howell, Rauh, & Nurcombe, 1990; Shonkoff & Houser-Cram, 1987;

Zigler & Seitz, 1982), had a strong consumer advocacy constit

uency that included government and business (National Gover

nor's Association, 1989; Berlin & sum, 1988), was supported by

professionals (Blackman, Healy, & Ruppert, 1992; Greenspan,

1987), and was passed unanimously by Congress with a generous

five-year period for planning and implementation. What went

wrong with the implementation phase of the policy? --Govern

ments seemed to be unable to deliver the program, even with

the strong public backing that enacted the program into law

(Harbin & Maxwell, 1991; Mazmanian & Sabatier, 1983).

This study began with an effort to study an original

topic -- differences in implementation-success relative to

different lead agencies -- in an area of increasing impor~
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tance, early intervention. As the nation develops health and

education objectives for the 21st century, an increasingly

crucial question will be: "Which lead agency is best suited

to assume leadership for early intervention and preschool

services?" However, this attempt to help answer that question

was foiled because the number of states that completed

implementation of P.L. 99-457 was too small to demonstrate

measurable differences.

Perhaps more important information can be gained from

qualitative aspects of this stUdy. This information was

gleaned primarily through telephone and in-person conversa

tions with Part H coordinators. Drawing on results of the

study and information in available literature, the chapter

examines what happened with what might have been forecast from

the framework of policy implementation.

The thesis of this chapter can be stated as follows: as

the history of P.L. 99-457, plus the literature on policy

implementation, shows, implementing federal policy at the

state level is fraught with more difficulties than have

heretofore been envisioned. Although the history of --federal

initiatives in special education in early childhood provides

insight into the importance of federal policy in promoting a

national goal, this history also highlights the limits of

federal policy in implementing the goal. Federal policy

Ultimately is limited in what it can do to make a sovereign

state do what the state has not committed itself to do. The
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federal government can entice with carrot but it lacks the

wallop of the stick.

When the federal government enacts a program auch as P.L.

99-457, it hopes for corresponding commitment from the states

to implement the program. However, whether the commitment

hoped for is realized in each state is determined by several

factors, some of which are beyond the scope of federal policy.

These factors include the effectiveness of citizen advocacy

within the state, leadership within the state legislature and

state government, the existence and relative strength of

competing priorities for state resources, and, of ,course, the

economy of the state (Hebbeler, Smith, & Black, 1991).

RESPONSIBILITY FOR IMPLEMENTATION

"Implementation" is defined as "the activities required

to carry out a policy decision" (Sabatier & Mazmanian, 1981;

Bardach, 1977). Thompson (1981) laments that to recognize the

importance of implementation is one thing, to obtain fundamen

tal understanding of these processes is another. Implementa

tion is described as one of the vaguest terms in publie policy

since it refers to the process by which words and intentions

are put into action (policy Studies Outline, 1979). Berman

(1980) argues that policy-makers and citizens alike have

finally identified ineffective implementation as a central

problem because of the disappointing results of social
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policies in education, health, welfare, housing, and urban

renewal.

Where does the power for policy implementation reside,

especially when the policy in question seeks a substantial

departure from the status quo'? A chapter title of one book on

the subject of policy implementation laments that "Great Plans

Do Not Happy outcomes Make" (Judson, 1990). Implementation,

the process of carrying out authoritative public policy

directives, is neither easy nor automatic. According to

Gilbert (1984), some major pUblications skip from formulation

and analysis to evaluation, with almost no attention to the

process of implementation. One author has termed this

omission as the "missing link ll in the study of policy analysis

(Hargrove, 1975).

A frequently voiced criticism of both legislators and

scholars is that they have been far more concerned with the

passage of legislation than with its effective implementation.

Interest in policy implementation and evaluation has occurred

in the academic community, matched by a corresponding shift of

emphasis among legislators from the passage of ma-]or new

policy initiatives to more effective implementation and

oversight of existing programs (Sabatier & Mazmanian, 1979).

However, implementing legislation is sometimes more

difficult than passing it (Duncan, 1973). The gap between

power to develop policy and th~ power to implement is some

times wide, as illustrated in the following anecdotes. The
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first portrays former senate minority leader, Everett McKinley

Dirkson contemplating these words from Article One, section

Eight of the Constitution: "Congress shall have the. power ••• "

Looking heavenward, and commenting wistfully, Dirkson was

heard to say, "I love those words" (Fritschler, 1989).

Unfortunately, as the history of implementation of legisla

tion, including P.L. 99-457 shows, the power of Congress may

sometimes be largely in creating words only. Whereas the

constitution may award power to Congress, it inaccurately

describes the realities of contemporary politics.

The second anecdote similarly illuminates the limits of

the authority of the President in regard to domestic policy.

contemplating the problems of General-to-become-President

Dwight Eisenhower in 1952, Harry S. Truman said:

"He III sit here and he III
that! And nothing will happen.
be a bit like the Army. He'll
trating" (Neustadt, 1960).

say: do this! do
Poor Ike--it won't
find it very frus-

In a democracy, control of policy is theorized as resting

with the people. However, as Lindblom (1980) remarked,

despite a powerful democratic tradition, policy-making in the

united states in fact does not respond well to control by the

public. As Sabatier & Mazmanian (1979) observed, the capacity

of public policy to alter social behavior is complex.

If Congress, the President, and the people have limited

influence over policy implementation, as this study indicates,

where does responsibility and authority reside? Literature on

policy implementation was searched to examine this issue.
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REVIEW OF LITERATURE

Analytic literature on policy implementation is of recent

vintage, dating only from 1973 (Pressman & Wildavsky, 1973).

According to Van Horn (1978), much of the literature on policy

implementation has been generally quite pessimistic about the

ability of important policy initiatives actually to effect the

desired social changes. As an example of the pessimism, Brown

(1990) argued that the structural problems in policy implemen

tation have resulted in deadlock and stalemate that amount to

"nonbusiness as usual. II

However, Thompson (1981) expressed a more optimistic

view, suggesting that "where fog shrouds the scorecard, the

null hypothesis should not be preferred." Thompson observed

that the evidence strongly suggested that the implementation

of the health programs he studied did contribute to the health

of the citizenry and help government sustain a reputation for

humane concern.

Federal Goals versus state Goals. The original questions

of this study concerned how implementation of federal policies

differed among states that selected different lead agencies to

oversee implementation. There is a significant body of

literature examining the impact of federal legislation on

state policy implementation. Scholars have suggested that

states are indecisive, antiquated, timid, ineffective,

unwilling to face problems in health and other policy areas,

and indeed obsolete having to rely on federal leadership for
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health and education (Buntz, Macaluso, & Azarow, 1978). Yet,

according to Weatherley (1979), frequently federal legislation

actually emerges based on successful state models.

Much of the literature on policy implementation emphasiz

es that success of federal programs depends on how closely the

programs match the states' own goals and political realities.

Because of the rapidly accelerating federal role in the health

arena in the 1960s and 1970s, and the lack of comprehensive

information concerning the impact of this increased federal

role on the states, a set of policy studies was undertaken at

Yale University to address these issues. The studies found

that federal programs generally facilitated rather than

inhibited the attainment of state health goals. But federal

influence upon goals was secondary to the influence of the

states' political environment (Yale Health Policy Project,

1976a & 1976b). others writers have agreed that the political

environment of the state is the most significant determinant

of federal influence -- both in goals and behavior (Buntz,

MacalUSO, & Azarow, 1978).

A major determinant of a state's level of satisfaction

with a federal program is the degree to which the state

accepts the program's basic goals. A state's opinions

regarding federal programs may go through a "life cycle" that

ranges from strong and vocal opposition to acceptance. This

finding indicates the desirability of a ~lexible approach to

program implementation. If state health officials have a
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considerable degree of "policy space," the chances of success

ful implementation are enhanced (Altenstetter & Bjorkman,

1975).

Studies by Buntz, Macaluso, Azarow (1978) found that, for

the most part, states tend to have reactive goals--they wait

for the formulation of a national goal and then they react to

it. There are economic as well as political reasons for this

posture: "by the time a state has funded employee salaries and

pensions, police, highways, and basic education, there is so

little money left that we have to follow the federal bucks. II

These studies by Buntz, Macaluso, and Azarow examined the

implementation of four federal programs in six states. The

authors concluded that, in general, states' political environ

ments tailor program implementation to suit state preferences.

The dominant influence of state goals can even thwart

goals of federal programs if the federal policies are not

precise. Altenstetter and Bjorkman (1975) examined the impact

of Title V on child health at the state level, finding that

the federal policies were SUfficiently ambiguous and diffuse

to leave the providers dominant, treating diseases and

existing conditions rather than focusing energy on preventive

measures. Federal resources were absorbed by expanding

administrative overhead, resulting in inflated rather than

motivated state bureaucracies. Altenstetter and Bjorkman

concluded that "continuity rather than change appears to be

the most lasting impact of federal initiatives" in the health
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care system. They argued that change occurs only when the

political environment of the state is receptive to change.

Many federal programs, such as Medicaid and various welfare

programs, permit great flexibility for states in implementing

the programs. These programs can set reimbursement levels and

paYment rates that vary significantly from state-to-state.

state Predictors. What is the decision-making process

within a state and how does it influence policy? How can one

determine when the political environment within the state is

receptive to a federal program? As some of the literature

reviewed in the previous section suggests, one indicator of

success of a federal program is the extent to which the

program matches a state's goals. Moreover, a state's goals

are not determined primarily by fiscal resources. For

example, Zimmerman (1988) found that states that spend more

for education do so without undue regard for fiscal capacity;

they generate revenues they need to finance their choices,

choices are not determined by revenues.

Several authors have examined how differences in state

spending indicate differences in state goals. For example,

Zimmerman (1988) found that states' per-capita spending for

education, which together with state per-capita spending for

pUblic welfare was a positive predictor of school completion

rates and positively associated with states' income level,

accounted for almost all of the 'Variance in states' per-capita

taxes. zimmerman also noted that higher state expenditures
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for public welfare and for education contributed to individual

and family well-being, as measured by lower state rates of

suicide and teenage births.

Lindblom (1980) also compared policy making across

states. He found that socioeconomic factors such as the

wealth of the state and its degree of industrialization

counted most heavily for policy-making differences among

states.

Braddock (1987) found extreme variations in state funding

patterns for, and commitments to, community services for the

mentally retarded and developmentally disabled. He asked what

political and economic factors provide the answer? He found

that these questions were not addressed in the literature

(Braddock, 1987).

Other factors also affect state spending patterns. For

example, Wolfensberger (1987) speculated that the variance in

state spending for mental retardation across the states was

only secondarily associated with political and economic

determinants and primarily stemmed from historical and

ideological factors.

Bureaucracy. The bureaucracy is the focal point of the

policy implementation process in modern governments, but

bureaucracies are often overlooked in studying policy imple

mentation. Bureaucracies are complex, complicated, usually

quite dull, and conduct their wor-k outside the glare of

pUblicity. Foltz (1975) has likened the effective manipula~
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vast unexplored area

during mid-nineteenth

bureaucracies to "a

continent of Africa

tion of pUblic

resembling the

century. II

Indeed, bureaucracies may exert an enormous influence on

policy implementation. According to Fritschler (1989),

members of Congress may dream of a Camelot where they control,

direct, or perhaps even sUbstantially influence all of the

actions of the vast army of civil servants charged with

responsibility for implementation, but the hard facts of the

modern policy process often shatter that dream. Once Congress

has approved a basic policy, the forces affecting who gets

what and when and where they get it, shift to a bureaucratic

terrain (Thompson, 1981). Political influence over organiza

tion activity is a much misunderstood phenomenon (Bresnick,

1982).

Although Presidents may head the Executive Branch, they

come and go with greater frequency than the bureaucratic

personnel. The bureaucrat's stance of persistency and

continuity constrain the limits of presidential authority to

initiate change, unless the bureaucracy is in agreement. The

same could obviously be said of a state-level department head.

Nakamura and Smallwood (1980) found that the administrative

bureaucracy gives stability and continuity to the policy

process, but this enables the implementing agencies to outlast

and wear down all but the most" durable policy makers. As a

result, these agencies can end up controlling the policy
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makers who theoretically possess the authority to control

them.

One reason there may have been limited interest in the

process of implementation may have been the classical model of

public administration that has generally been accepted.

Nakamura and Smallwood (1980) argued that the classical model

of administration excluded implementers from any significant

role in the policy process. This model virtually excluded

implementers from any significant role in the policy process.

The bureaucracy was idealized as a highly rationalized,

legalistic authority structure controlled at the top by a

small group of decision makers whose policies were implemented

dutifully by subordinate administrators. Burnham and Weinberg

(1978) proposed that the opposite may be true, with much of

the eventual impact of policy implementation being generated

at the bottom, not the top. Lipsky (1978) argued that the

studies of implementation do not conform to the classic

hierarchical organizational pattern: in many cases, policy is

effectively "made" by the people who implement it. The

implementation environment is characterized by a high degree

of diversity, fluidity, and complexity in actors, arenas,

bureaucratic imperatives, linkages, and mechanisms of compli

ance.

Rohr (1986) observed that, not only does the bureaucracy

operate in an environment of' highly developed political

opportunities and constraints, but bureaucracy is also, in
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many ways, a representative institution. Measured in terms of

social and economic factors, federal bureaucrats are more

representative of the nation as a whole than members of

Congress:

The bureaucracy now has a very real claim to
be considered much more representative of the
American people in its composition than the Con
gress. This is not merely the case with respect to
the class structure of the country, but equally
significantly, with respect to the learned groups,
skills, economic interests, races, nationalities,
and religions. The diversity that makes up the
united states is better represented in its civil
service than anywhere else.

The existence of a bureaucracy with the power to imple-

ment policy assures a more broadly representative decision-

making process than one that relies solely on a legislature.

Bureaucrats, if they wish, can afford to take a somewhat

broader view of an issue because they are not directly

answerable to a narrow constituency as are most elected

officials.

Policy changes must be contemplated and implemented in a

way that creates a "receptive spiritll among those who are "in

the trenches II daily.

services.

CONCEPTUAL FRAMEWORK

This is especially true with mandated

What went wrong in the implementation of P.L. 99-457? In

reviewing the Ld,terature, the conceptual framework that

appears most relevant for answering that question was proposed

by Sabatier and Mazmanian (1979). They postulated a set of

156



five conditions under which a policy decision that seeks a

substantial change can be successfully implemented.

1. The program is based on a sound theory relating
changes in target group behavior to the achievement
of the desired objectives.

2 • The statute (or basic policy decision) contains
unambiguous policy directives and structures the
implementation process so as to maximize the like
lihood that target groups will perform as desired.

3. The leaders of the implementing agencies possess
substantial managerial and political skill and are
committed to statutory goals.

4. The program is actively supported by organized
constituency groups and by a few key legislators
(or the chief executive) throughout the implementa
tion process, with the courts being' neutral or
supporting.

5. The relative priority of statutory objectives is
not significantly undermined over time by the
emergency of conflicting public policies or by
changes in relevant socioeconomic conditions that
undermine the statute' s "technical theory or polit
ical support.

Sabatier and Mazmanian further stated that each condition is

probably necessary if the change sought is substantial and

requires five to ten years of effort. In easier situations,

however, omitting one of the last three conditions might be

possible.

Conditions one and two could be considered national

characteristics; three, four, and five are combined national

and state factors. Each of these conditions will now be

examined relative to the implementation of P.L. 99-457.

Condition 1: The program is based on a sound theory

relating changes in target group behavior to the achievement
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of the desired end-state. This condition is mostly in the

purview of science or researchers to establish the foundation

for the proposed policy. This statute would appe~r to be an

excellent opportunity for using the research as a basis for

policy. The legislation specifically references Congress I

introduction of this legislation in specific response to the

body of literature that had developed describing the efficacy

of early intervention services.

Making early intervention services available for infants

and toddlers is the achievement or end-state desired. As

outlined in Chapter II, a significant body of literature shows

the effectiveness of early intervention for a various groups

of young children.

While there might be some disagreement over whether

cost/utility, cost/benefit, or cost/effectiveness should be

the measurement values (Kaplan, 1989) and over the rigor of

the research design for some of the evaluation studies, no

substantial argument opposes the provision of early inter

vention services. Early intervention appears to be one area

of general agreement between liberals and conservatives,

Democrats and Republicans.

The climate for this condition is national-specific

rather than state-specific. It existed equally for states

that were successful in implementing P.L 99-457 as for states

that did not implemented the legislation.
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Condition 2: The statute (or other basic policy deci

sion) contains unambiguous policy directives and structures

the implementation process so as to maximize the likelihood

that target groups will perfo~m as desired. This condition is

obviously the one most under the control of policy formula

tors, such as legislators. There are six SUbcategories within

this condition.

Subcategory 1. The policy objectives are precise

and clearly ranked. both internally within the

specific statute and in the overall program of

implementing agencies. P.L. 99-457 is relatively

short and quite specific. Although the u.s. De

partment of Education spent almost three years

writing the regulations, and they are several times

as long as the legislation, no criticism that they

are ambiguous has been voiced.

However, whether they are clearly ranked among the

overall priorities of the U. S. Department of Education is

open to serious question and disagreement. Considerable

criticism has been voiced that this program was· of low

priority with the u.s. Department of Education; hence the

long time-delay in the issuing of the regUlations and the

ambivalence of the agency in seeking re-authorization

legislation and additional funding for the program.

While this subcategory of condition 2 may not

have been met, the fact that some states have
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successfully implemented P.L. 99-457 would appear

to make the category's status less important.

However, it is interesting to speculate what the

impact would have been on the states' implementa

tion of P.L. 99-457, had the U.S. Department of

Education issued its regulations more promptly.

Subcategory 2. The financial resources provided to

the implementing agencies are sufficient to hire

the staff and conduct the technical analyses in

volved in the development of regulations, the

administration of permit/service delivery programs.

and the monitoring of target group compliance.

Defining "sufficient resources" presents enormous

difficulty in practice. Certainly arguments could

be that funds provided were insufficient. The U.S.

Department of Education did get a special appropri

ation, including funding for eight full-time posi

tions, to implement the legislation; however, for

the first four years, only four positions were ever

filled. Initially the program was assigned a low

priority.

Under the Reagan administration, disability

issues had a low priority. However by mid-1990,

several factors resulted in a shifting in the

priorities. Increasing concern over HIV-infected

babies, infants born addicted to drugs, and low
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birth weight babies, heightened administrative

interest.

When Lamar Alexander took the helm of U. S.

Department of Education, he brought with him an

interest in both disabilities issues and early

intervention. As Governor of Tennessee, he had

advocated these issues successfully. The growing

interest of Barbara Bush in the program also was a

significant factor in making P.L. 99-457 a higher

priority program.

Had the administration actually fully uti

lized the number of positions provided by Congress

to assist and encourage states in implementation,

would the implementation schedule have been signif

icantly affected? It is difficult to determine.

But the low priority placed on the program by the

U.S. Department of Education may have significantly

influenced some states, especially states where

Departments of Education were the lead agencies.

In some of these states, the available financial

resources from the federal level were not fUlly

utilized.

Lack of financial resources at the state level

was probably not a factor in a state's failure to

fUlly implement PoLo 99-4570 At the state level,

since each state was given an allocation not re-
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stricted to the provision of services, it is argu

able that each state did have sUfficient financial

resources to undertake implementation.

Subcategory 3. Implementation is assigned to

agencies supportive of statutory objectives that

will give the new program high priority. Sabatier

and Mazmanian (1979) stressed that it is extremely

important that implementation be assigned to agen

cies whose policy orientation is consistent with

the statute and who will accord the new program

high priority.

That omission of this condition was a critical

missing component in the implementation history of

P.L. 99-457 can be presumed. We can find no basis

for presuming that the u.s. Department of Education

desired the program or that it has received high

priority there. This issue might be a fruitful

topic for further research.

This search of the literature did not discover

any studies that compared effective implementation

across different lead agencies. Thompson (1981)

examined the implementation of health programs by

various agencies, looking at the priority each

agency assigned to the program and its eventual

success. However, no study has examined variations

in implementation when the same legislation was
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implemented by different lead agencies. In prac

tice, the choice of implementing agencies is obvi

ously limited. Specifically, Sabatier and Mazman

ian (1979) speculate that education is one of the

many policy areas where there is little option but

to assign implementation to existing agencies that

may well be hostile or whose personnel may be so

preoccupied with existing programs that any new

mandate tends to get lost in the shuffle. Many of

those familiar with the legislative history of P.L.

99-457 would agree that this legislation iS'a case

in point.

Subcategory 4. The statute provides substantial

hierarchical integration within and among imple

menting agencies by minimizing the number of veto/

clearance points and by providing supporters of

statutory objectives with inducements and sanctions

sufficient to assure acquiescence among those with

a potential veto. P.L. 99-457 mandated interagency

coordination and collaboration to a degree not

previously present in legislation, even to the

point of requiring the lead agency to lIassign

financial responsibilityll to other agencies. While

perhaps not providing veto points, this condition

certainly produced a great deal of uncertainty
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among agencies and may have weakened rather than

strengthened efforts toward implementation.

Subcategory 5. The decision rules of implementing

agencies are supportive of statutory objectives.

There has not been substantial disagreement over

this component. The decision rules as interpreted

in the regulations are considered generally sup

portive of statutory objectives.

Subcategory 6. The statute provides ample opportu

nity for constituency groups and sovereigns sup

portive of statutory objectives to intervene'in the

implementation process. The intent of this subcat

egory obviously suggests that implementing offi

cials cannot necessarily be trusted to act in a

manner consistent with statutory objectives but

require constant oversight and intervention from

supporting constituency groups and legislative or

executive sovereigns.

Congress intended to use the required Inter

agency Coordinating Councils for this purpose -.in

each of the states. However, since these councils

are appointed by state governors, usually relying

on the recommendations of the implementing agency,

the councils have frequently, either by the ap

pointment process or by the utilization pattern of
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the council, been subservient to the intents of the

lead agency.

One of the recognized deficiencies in P.L. 99

457 was the lack of statute requiring a federal

interagency council. The re-authorization legisla

tion did provide for such a council, albeit without

the consumer participation required for the state

councils.

Although the information was not specifically

collected in this study, it appeared from the

interviews that states that selected their ~epart

ment of Education as the lead agency most frequent

ly tried to "control" the councils by requiring

that the Department of Education representative be

chairperson of the council.

Condition 3: The leaders of the implementing agencies

possess substantial managerial and political ski1l and are

committed to statutory objectives. This condition is probably

one of great significance for the implementation success,

whether at the federal or state level. Policy support is

essentially useless if not accompanied by political and

managerial skill in utilizing available resources. Managerial

skill involves developing adequate controls so that the

program is not subject to charges of fiscal mismanagement,

maintaining high morale among agency personnel, and managing
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internal dissent in such a way that dissidents are convinced

they have received a fair hearing (Bardach, 1977).

There is some evidence to indicate that maint?lining high

morale, commitment, and perhaps even skill becomes increasing

ly difficult over time. Innovative policy initiatives often

attract committed and skillful executives to implementing

institutions, particularly in the case of new agencies. But

such people generally become burned out and disillusioned with

bureaucratic routine after a few years, to be replaced by

officials much more interested in personal security and

organizational maintenance than in taking risks to attain

policy goals (Meir & Plumlee, 1978).

There is a limited body of literature on the relationship

of leadership to successful policy implementation. This issue

is greatly in need of further study. Particularly in compar

ing the two states of Illinois and Massachusetts, "having the

right person at the right place at the right time" was an

attribute of leadership that appears to account for success in

spite of a poor economic climate in those states.

Condition 4: The program. is actively supported by

organized constituency groups and by a few key legislators (or

the chief executive) through the implementation process, with

the courts being neutral or supportive. This is an absolutely

crucial condition. The implementing agencies must be main

tained to provide the requisite-financial resources annually,

as well as assuring that the basic statute is not seriously
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undermined but instead modified to overcome implementation

difficulties.

At the national level, key members of Congres? have been

supportive of the legislation, even after its author, Lowell

Weicker of Connecticut, failed to win reelection. Senator Tom

Harkin and Representative Owen Major were vocal supporters.

The White House was silent. Congress appropriated more funds

each year than requested in the Executive Budget, which

several times requested a zero appropriation.

At the state level, a substantial study would be required

to explore the influence of key legislators or chief execu

tives in the successful implementation of the policy. As a

successful state, Hawaii definitely benefitted from such a

"fixer", a legislator who controls resources and who had the

intention of monitoring the implementation process, Senator

Mamoru Yamasaki. This circumstance, too, is an example of the

influence of leadership on policy success (Asbel, 1978).

According to Bardach (1977), no scholarly studies

describe political figures who play such a zealous and

effective oversight and follow-up role. This topi-e is a

second most important area for further research. To survey

other states on the presence or absence of such a legislative

"fixer" would be interesting.

Condition 5: The relative priority of statutory objec

tives is not significantly undermined over time by the

emergence of conflicting public policies or by changes in
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relevant socioeconomic conditions that undermine the statute's

"technical" theory or po1itical support. Although this

condition may certainly have been a significant factor in many

states, its full impact is difficult to gauge. In comparing

Illinois (which did not fully implement P.L. 99-457) and

Massachusetts (which did fully implement P.L. 99-457, in spite

of the state's unhealthy economic climate), it is difficult to

make a strong case that an economic down-turn alone is the

significant factor affecting implementation success.

Furthermore, although the national economic status could

be termed unhealthy during the implementation period of P.L.

99-457, this situation did not translate into lower federal

appropriations for the program. To the contrary, federal

appropriations were larger each year since passage of the

legislation. Even during the "Gulf War" of 1991, the appro

priations level doubled. But undoubtedly deteriorating state

economies did have an influence in many states.

Summary of Conceptual Framework. This chapter has

attempted to develop a conceptual framework for a theory of

implementation. The theory rests on the five conditions

proposed by Sabatier and Mazmanian. Although the original

intent and methodology of this study did not include the

implementation theory of attention to problems of implementa

tion, data gathered during the study provide an opportunity to

merge some of the study's data "with implementation theory as

described in this chapter.
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Table 49 is an effort to graphically display the incorpo

ration of results of this study of P.L. 99-457 with implemen

tation theory as outlined by Sabatier and Mazm~nian. The

table shows with pluses (+) and minus (-) if the respective

conditions were met in the U.S. Department of Education,

Component One states, and Component Two states. Component Two

states are differentiated into states that selected Depart~

ments of Education as the lead agency and states that selected

Departments of Health as the lead agency. Question marks

indicate that data on the condition could not be determined.

The table is based on data collected during'this study,

on the author's experience as a Part H coordinator for five

years, discussions with Part H coordinators and agency

personnel in other states, and the interviews conducted to

complete Components One and Two of this study. Hummel (1991)

described the method employed here as a "story-telling

approach," managers' interpretations of their world."

Hummel believed the method is a valid means for producing and

accumulating knowledge. It is the same local method as

described by Oshiro (1987) as "talk-story."

There are gaps in the available information. Mazmanian

and Sabatier (1983) suggested that all five conditions

probably must be met for successful implementation. Interest

ingly, the data are difficult to interpret for Condition 2.

Although in general the conditions appear to be met across all

four columns, when looking specifically at the SUbcategories
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Table 49

SUMMARY OF CONCEPTUAL FRAMEWORK ANALYSIS

C0tnponent Two

Condition U.S.DOE Comp One

1.

2.

3.

4.

5.

Sound theory for
changes in behavior

Statute is unambiguous

1) Policy objectives are
precise and clearly ranked

2) Financial resources are
sufficient

3) Agencies highly
supportive of objectives

4) Hierarchical inte
gration

5) Decision rules
supportive

6) Opportunity. for
constituency groups
to intervene in
implementation process

Managerial skill and
commitment to statu
tory objectives

Support by constituency
groups & key legislators

Statutory objectives not
undermined by the emer
gency of conflicting
policies or relevant
socio-economic conditions

+

+

?

+

+

?

+

+

+

+

+

?

?

+

+

?

?

+

+

+

?

?

+

?

?

? -.

+

+

+

+

?

+

+

+

+

+

KEY: + = Knowledge indicates condition was met

= KnOWledge indicates condition was not met

? = Knowledge inadequate to determine
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of the condition, the results become far less clear. Never

theless, if all five conditions must be met for successful

implementation, data shown on the table seem to coincide with

the uneven implementation of P.L. 99-457.

The other interesting requirement of the Sabatier and

Mazmanian concept is that five to ten years is required for

successful, implementation. Although five years initially

seemed like a long period, it was obviously inadequate. with

the extended time frames provided by Congress in the re

authorization legislation in 1991, states had approximately

eight years before having to make a final commitment.

If the implementation conditions proposed by Sabatier and

Mazmanian are reliable, Table 49 would permit a prediction

that the implementation phase of P.L. 99-457 would include

lack of success. Only two of the states that selected

Departments of Health as lead agencies essentially met all

five conditions. For the others, data is either unclear or

indicate problems with meeting at least one of the conditions.

However with a longer time frame, some of these conditions

might be met by a larger number of states.

SUMMARY

Bardach (1977) stated in his classical work on implemen

tation that one important conclusion that emerges is that the

character and degree of many implementation problems are

inherently unpredictable because even the most robust policy,
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one that is well designed to survive the implementation

process, will tend to go awry. His book was not an optimistic

book relative to improving the implementation proGess.

Fortunately, there is more conceptual theory available

now than then to explain lack of success. Further study of

key conditions may eventually shed further illumination on how

to ensure that robust policies have less likelihood of going

awry.

Chapter 6 summarizes the findings of this study and

draws conclusions on how what happened to P.L. 99-457 might

have been prevented, focusing on how this knowledge can be

used to structure future implementation processes to maximize

the probability of success.
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CHAPTER VI

SUMMARY, CONCLUSIONS, AND RECOMMENDATIO~S

This study examined the implementation of Part H of P.L.

99-457. The study was divided into two components. Component

One is based on a survey of states to discover their choice of

lead agency to administer P.L. 99-457 and their definition of

the population of children to be served. The component also

examines intervening variables, using mUltivariate analysis to

try to measure the influence of such variables. component, Two

of the dissertation consists of a case study comparison of two

sets of states.

No relationship between the type of lead agency and the

definition of the population to be served could be established

because too few states decided to include environmentally at

risk infants and toddlers in their definition. An expansion

of the study examined policy implementation theory to gain a

better understanding of why things happened as they did.

SUMMARY

In December 1991, the National Task Force on School

Readiness, chaired by Governor Bill Clinton of Arkansas,

issued its report. This task force examined what was neces

sary to achieve the first of the Education 2000 goals: that by

the Year 2000, all children in American will start aohooL

ready to learn. Their three recommendations to accomplish
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this goal are as follows (The Report of the National Task

Force on School Readiness, 1991):

1. Children will receive the nutrition and.health care
needed to arrive at school with healthy minds and
bodies and the number of low birth weight babies
will be significantly reduced through enhanced
prenatal health systems.

2. Every parent in America will be a child's first
teacher and devote time each day helping his or her
preschool child learn; parents will have access to
the training and support they need.

3 . A~~ disadvantaged or disab~ed children wil~ have
access to high qua~ity and deve~opmental~y appro
priate preschool programs to he~p prepare chi~dren

for school. (emphasis added)

with the nation rapidly approaching a confrontation with

its espoused Health 2000 and Education 2000 goals, P.L. 99-457

provided an opportunity to replace rhetoric with reality

(Greer, 1992; National Commission on Children, 1991), to

design a service system that would help "ensure that all

children are ready to learn when they reach school."

Although the word "prevention" may have a magic sound and

a joyful meaning because it is born of compassion and hope and

implies avoidance of disability and handicap, while signifying

an outreach for the achievement of the maximum potential for

all humans (Pueschel s MUlick, 1990), the results of the

implementation of P.L. 99-457 suggest that this is a concept

whose time has not yet come. Although the knowledge base for

prevention of mental retardation and academic failure has been

significantly improved since the early 1970s (Crocker, 1986),
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prevention activities have generally not achieved an elevated

visibility or thrust (Boggs, 1987).

Although the only two states who did elect.to adopt a

prevention perspective by including environmentally at-risk

infants and toddlers within their definition were Department

of Health states, far more Department of Health states chose

not to do so, suggesting that the decision in these states was

more likely due to characteristics within those states than to

a policy commitment consistent across Departments of Health.

A good program with a sound theoretical base and strong

Congressional support failed in its promise of implementation

across the states. The failure was so striking that emergency

legislation was rushed through five years later in one week to

rescue the program from almost certain demise. Because of

these unanticipated results, this dissertation raised ques

tions rather than provided answers. Some of the conclusions

and recommendations resulting from those questions will be

addressed.

CONCLUSIONS

Three conclusions emerge from this study of the implemen

tation of P.L. 99-457. The first is that the professional

literature on implementation, particularly in the field of

health, pays too little attention to the possible influence of

programmatic and legislative leadership on successful imple

mentation. The second conclusion acknowledges the surprising
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void found in the literature regarding implementation. The

third conclusion is that, as noted also by Axinn and stern

(1985) and Rosner (1982), American policy continues to be

ambivalent about the relationship between its central govern-

ment and its young.

Leadership. The study raises the possibility that

administrative and legislative leadership may be a more

significant factor in pOlicy administration than previously

acknowledged in the literature (Main, 1987). Bennis (1984),

Chair for Management and Organization of the University of

California School of Business Administration at'Los Angeles

summarized the competencies of leadership:

My goal is to find people with leadership ability,
in contrast to just "good managers"--true leaders who
affect the cUlture, who are the social architects of
their organizations and who create and maintain values.
Leaders are people who do the right thing: managers are
people who do things right. Both roles are crucial, and
they differ profoundly.

Although management literature related to businesses and

corporations is replete with books and articles on the

paramount value of leadership in success (Belasco, 1990;

Howard, 1990; Peters, 1988; Scully, 1987; Peters &-. Austin,

1985; Peters & Waterman, 1982), the literature on policy

implementation in government pays limited attention to this

factor. In the Sabatier and Mazmanian (1979) conceptual

framework for successful implementation, three of the five

areas focus exclusively on theoretical base, statutory base,

and socio-economic conditions or conflicting policies. In
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only two of the areas is the issue of the influence of

leadership addressed.

Bardach (1977) does not discuss leadership i~.a positive

manner, he only negatively addresses the need to counteract

bureaucratic tendencies toward tokenism and massive resis

tance. Lynn (1980) does not mention leadership at all.

Berman (1980) describes the uncontrolled discretion of

implementers at the lower level as being the heart of the

bureaucracy problem. Thompson (1981) fails to address the

issue except to say, "it is impossible to say whether policies

fail because they are bad ideas or because they are good ideas

poorly executed."

He thus raises the issue of incompetence, the opposite of

successful leadership. How does the incompetence of assigned

administrators affect successful policy implementation?

Although the issue is raised in several publications, not a

single reference could be located that included actual study

of this issue. Bardach observed in 1977, "the supply of able,

experienced executives is not increasing nearly as fast as the

number of problems being addressed by pUblic policy. II

Although Bardach noted that the problem was a constraint

rarely recognized, there is no evidence that we now have

greater understanding of the scarcity of talent than in 1977.

Caiden (1991) asked the question, "What really is public

maladministration?" He responded that one looks in vain in
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the literature for treatment of this obverse side of public

administration.

The very best discussion of the phenomena o~leadership

to success was found in Lipsky (1978) in which he advocated

Ilstanding the study of poLi.oy implementation on its head. II

Rather than viewing probability of success by looking the high

levels of government, Lipsky suggested that addressing those

units of government where policy is put into practice makes

more sense. He concluded by stating that we will continue to

be mystified by the failure of policy implementation because

we take for granted something that cannot be taken for granted

the relationship between higher and lower levels of

organizational authority.

How does successful leadership influence implementation?

Belasco (1990) defined the value of vision in an organization

as being the most significant factor in empowering change or

success, the picture that drives the action and activity of an

organization. Berman (1991) found that setting a vision for

the future direction of the state' s early intervention program

was the most satisfying task of Part H coordinators. A

successful administrator is one who can envision a future for

and organization and then inspire colleagues to join the

administrator in building that future (Main, 1987). Scully

(1987) in Odyssey, stated that the best way to predict the

future is to invent it. Yet despite the emphasis in popular

management literature, almost nothing was found in the public
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administration literature to address this as a significant

factor.

Void in Knowledge. The second startling conclusion is

that there is an incredible void in the knowledge base that

would result from empirical studies on implementation.

Careful examination of the Sabatier and Mazmanian conceptual

framework does not reveal how i t evolved. Presumably the

concepts resulted from accumulated knowledge in witnessing

policy implementation over a spectrum of agencies and pro

grams. However, the concept appears to be based on specula

tion rather than systematic study. There is' no detailed

explanation of how the five factors were identified. Nothing

found in the literature suggests that the conceptual framework

had actually been tested against successful and unsuccessful

program implementation. These would appear to be areas well

worth further study.

Berman (1980) argued that analysis should now go beyond

categorizing the seemingly inexhaustible ways of programs to

fail and shift their attention to designing strategies to

improve implementation. However, there appears to be little

significant literature on the sUbject since that time.

There has apparently been no study on the impact of

leadership at either the programmatic or legislative level.

In their later pUblication, Mazmanian & Sabatier (1981),

although paying more attention to the leadership issue, state

that "leadership skill remains a rather elusive concept ...
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They describe leadership as the variable most directly

affecting policy outputs of implementing agencies, yet they

still give it less attention than the other variables they

discuss. They describe the political and managerial elements

of leadership needed, yet they offer no citations or reference

any studies of the sUbject.

Funding for Programs for Children. But perhaps the most

significant conclusion that emerges from the study relates to

the comparison of the federal carrot with its stick. Probably

nothing would have affected the eventual success of this

program than an unequivocal commitment of the federal govern

ment to provide full funding, or funding at least at fifty

percent of the cost of services in each state. Regardless of

any intervening variable or the leadership that existed at the

administrative or legislative levels, this commitment would

have probably significantly encouraged full implementation of

the program in the various states.

Expenditure levels for the major social welfare programs

benefiting children (e.g., education, AFDC, and Medicaid) are

primarily determined at the state level, while spending

decisions for the major social welfare programs benefiting the

elderly (e.g., social security, medicare) are primarily

determined at the federal level. While revenues for all

levels of government are affected by cyclical changes in the

national economy, federal reveriues tend to be more stable than

those at the state or local level. Because programs benefit-
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ing children are state-funded, children's programs tend to be

more vulnerable to cutbacks during periods of economic

downturn (Benjamin, Newacheck, & Wolfe, 1991).

Sidel (1991) argued for a change in these funding

mechanisms if the current comparison of the country's child

mortality and morbidity data with that of other developed

countries is ever to improve. The same is true for early

intervention services. Minkler and Robertson (1991) reasoned

that public health policy should work toward greater genera

tional equity, not toward the greater inequity that currently

exists. These shortcomings suggest several pqssi.'bilities for

improving the status of children's programs, including

shifting the revenue base for many children's programs to the

federal level, earmarking revenues for children by developing,

for example, a children's trust fund, and guaranteeing by law

minimum funding levels for children's programs (Benjamin,

Newacheck, & Wolfe, 1991).

Through a trust, many children's programs would be fUlly

funded or at least partially funded through a stable and

untouchable financing mechanism. In addition, the trust would

not add to the existing federal deficit, and revenues under

the trust could be collected without significant added expense

using the existing collection mechanism for Social Security.

(Sugarman, 1988). This change in funding mechanisms has been

recommend in national reports (National Commission on chil-

181



dren, 1991; National Commission to Prevent Infant Mortality,

1988).

RECOMMENDATIONS

This has not been a value-free dissertation. The

Congressional introductory remarks to P.L. 99-457 were not

value-free. This legislation was the first to recognize the

primacy role of the family in the life of the young child. As

with any business or financial organization, values drive

areas of interest and commitment (Hassan, 1.992; Blinder,

1.987). Although values have a strategic place in policy

formation, they are no less important at the implementation

stage. Conflicts over values permeate all aspects of public

life (Moroney, 1.981). The role that facts and values (princi

ples, standards or qualities considered worthwhile or desir

able) play in policy development and policy implementation has

become a topic of substantial interest (Dokecki & Heflinger,

1.989; Mullan, 1.989; Navarro, 1.983)

Politics has been described as the authoritative alloca

tion of values for a society (Neilson, 1990; Easton7 1953).

Policy implementation is one way these values are distributed.

Public budgets are a very real reflection of the values of a

society (Dempsey, 1981.). Facts and other documentation,

intelligently marshalled and effectively presented, help

create the government access that permits advocates and

governmental leaders to promote human values in policy
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implementation (Braddock, 1987). Not only are values impor

tant guides to decision making, there is an individual

hierarchy of values that influence pOlicy decis~ons (Galla

gher, 1992).

A child's dependency and newness compel a special sort of

commitment to help, to assure that the future will hold some

measure of promise for growth , health, learning, and happiness

(Pueschel & MUlick, 1990). Policy writers argue that the

highest responsibility of pUblic officials is to "recognize

the right thing to do" (Dennard, 1991; Budziszewski, 1988).

Interestingly, Representative Major Owens of New'York, Chair

of the House Sub-Committee on Education, in describing his

frustration over the failure of states to move toward using

PartHto serve environmentally at-risk children, described it

as a failure "to do the right thing."

In A Decent start, Hamburg (1991) argued that we cannot

lose sight of the fact that wise investment in human capital

is the most fundamental and productive investment any society

can make • Constructive development of our people is more

important than oil or minerals, office buildings, or facto

ries, roads, or weapons.

It was with these values that this study was undertaken.

It was presumed that given the opportunity, numerous states

would elect to provide early intervention services for infants

and toddlers to provide them enhanced opportunities to grow

and develop normally, to "be ready to learn when they reach
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school. II It was further presumed that Departments of Health

would be more likely to do this than Departments of Education

because of their historical emphasis on prevention. These

presumptions did not prove to be true.

Yet as the first three recommendations to achieve the

first of the Education 2000 goals, stated earlier in this

chapter, clearly show, the health and education of all

children are inextricably tied. Yet, for a variety of

historical and political reasons, these two facets of child

ren's development have been perceived as separate policy

areas, seldom reflecting the interdependence of the two

fields.

A consortium has been funded by the Prudential Founda

tion, AT&T Foundation, and the Honeywell Corporation to cross

the boundaries between health and education, to develop a more

integrated approach to health and education services (Holsch

neider, 1992). This type of integrative service system holds

real promise for improved services to young children and

families.

Two major recommendations result from this study. The

first is that scholarly study is needed to systematically

address implementation issues, especially as implementation

relates to leadership at various levels of government.

studies are also needed on the impact of bureaucratic incompe

tence on implementation failure. Too little is known about

why good programs fail, how fail-safe strategies can be
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designed, and how movement toward failure can be interdicted

and thwarted.

The second recommendation is that increased attention is

needed to develop new funding mechanisms for children I s

services, if the promise of a better life for America I s

children is to be realized.
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Appendix A

STATES CHOOSING DOE OR DOH AS LEAD AGENCIES

Department of Education

Alabama

Colorado

Connecticut

Florida

Illinois

Iowa

Louisiana

Michigan

Minnesota

Missouri

Nebraska

New Hampshire

New Jersey

Oklahoma

Rhode Island

Tennessee

Vermont

Bureau of Indian Affairs

Guam

CNMI

Palau

Puerto Rico
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Department of Health

Alaska

Hawaii

Idaho

Massachusetts

Mississippi

New Mexico

New York

Ohio

South Carolina

Texas

Utah

Washington

West Virginia

Wisconsin

Wyoming

American Samoa

Virgin Islands



Appendix B

S~ATES CHOOSING OTHER LEAD AGENCIES

state

Arizona

California

Washington, D.C.

Georgia

Indiana

Kentucky

Maine

Maryland

Montana

Nevada

North Carolina

North Dakota

Oregon

Pennsylvania

Virginia

Agency

Department of Economic security (Develop

mental Disabilities)

Department of Developmental Services

Department of Human Services

Department of Human Resources

Department of Mental Health

Department of Mental Health and Mental

Retardation

Department of Human Services

Governor's Office for Children and Youth

Department of Social and Rehabilitation

Services

Department of Human Resources

Department of Human Resources

Department of Human Services

Department of Human Resources

Department of Public Welfare

Department of Mental Health & Mental

Retardation
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Appendix C

COMPONENT ONE DATA COLLECTION INSTRUMENT

state. _ Date. _

Lead Agency _

Person Completing Form. _

Position Title. _

Telephone Number (work) _

Prior to 1986, what best describes the status of early

intervention services for the birth to three population in

your state?

No services available. _

Limited services __

Extensive services _

Mandate existed, _
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What was the eligibility for early intervention services in

1985-86? Attach a copy of eligibility requirements, if

appropriate.

What state-level department(s) was/were providing early

intervention services for infants and toddlers under the age

of three in 1985-86?
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Can you provide a count or estimate of the number of infants

and toddlers (under the age of three) who received early

intervention services in 1985-86?

What were the actual or estimated annual expenditures for

early intervention services in 1985-86?

What is the defined population for your state under Part H of

P.L. 99-457: (fill in, or attach a copy of the definitions) •

Developmental Delay:
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Biological Risk for Delay:

Are infants/toddlers at environmental risk eligible?

Yes No

If yes, how is this population defined?

Describe your eligibility criteria for the above three groups:

(or attach a copy of the listing)

Developmental Delay:
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Biological Risk for Delay:

Environmental Risk for Delay:

How is this policy relating to definitions being implemented:

Legislation~ __

Administrative Rules __

Policy statement _
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What projections have you made of the total numbers, or

percentages, of the population you anticipate to serve in each

of the categories your state will be serving?

Developmental Delay __

Biological Risk. __

Environmental Risk. ___

Do you have cost projections for the total cost of the system,

or the per child cost?

What percentages of the cost do you anticipate funding from

the following sources?

Federal _

state _

Local, _

Medicaid/lnsurance _
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Family Fees, _

other _

When do you anticipate submitting your Year IV application?

Is there a physician on your ICC? Yes

If so, is the physician a pediatrician? Yes

No _

No

Have pediatricians been actively involved in the development

of the definition for your state? Yes No _

If the answer is yes, but there is not a pediatrician on the

ICC, how has this been accomplished?
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Appendix D

COMPONENT ONE CODING FOR STATES

DEPARTMENT OF EDUCATION STATES

DEPENDENT INDEPENDENT INTERVENING VARIABLES

VARIABLE VARIABLE EDUCATION SPECIAL
EDUCATION

EARLY ECONOMIC
INTERVENTION

Iowa 1 1 2

ll.l.inois 2 2 2

ABC

2 2 1

1 2 1

1 2 1

2 3 2

2 2 1

2 2 1

DOE STATE

Alabama

Col.orado

Connecticut

Fl.orida

ABC

1 1 1

1 2 3

222

1 1 2

ABC D

3 3 1 N

1 1 1 N

2 3 1. Y

2 2 1 N

2 3 2 Y

2 3 1 Y

ABC D

2 2 N N

2 2 Y N

3 2 N N

1. 2 N N

2 2 N N

2 2 N Y

ABC

1 2 1

222

3 3 3

232

222

232

1 2 1

3 2 1

2 2 1

1 3 1

2 2 1

2 2 1

1 1 1

1 2 1

3 3 1

Louisiana 1 1 1

Michigan 1 2 2

Minnesota 1 2 2

Missouri 1 1 2

New Hampshire 1 1 2

New Jersey 3 2 2

Rhode lsl.and 2 2 1

Tennessee 1 1 1

Vermont 2 1 2

1 2 1 Y

2 2 1 Y

2 3 2 Y

2 2 1 N

1 2 1 Y

3 3 1 Y

2 3 2 Y

2 2 1 N

2 2 1 N

195

2 2 N N

3 2 N Y

3 2 N Y

2 2 N N

2 2 N N

3 3 Y N

1 1 N N

3 2 N N

1 1 N N

1 1 1

222

2 3 2

222

2 3 3

332

232

1 2 1

1 3 2



DEPARTMENT OF HEALTH STATES

DEPENDENT INDEPENDENT INTERVENING VARIABLES

VARIABLE VARIABLE EDUCATION SPECIAL
EDUCATION

EARLY, ECONOMIC
INTERVENTION

ABC DOH STATES ABC ABC D ABC D ABC

2 3 1

3 3 3

2 2 1

3 3 3

Alaska 3 3 3

Hawaii 2 2 3

Idaho 1 1 3

Massachusetts 2 2 2

2 2 2 Y

1 1 2 Y

2 1 1 N

3 3 1 Y

2 2 Y N

3 2 Y N

1 1 N N

3 3 Y N

3 1 3

232

122

333

2 2 1 Mississippi 1 1 1 2 3 1 N lIN N ]. ]. ].

Ohio 1 1 2

South carolina 1 1 1

Texas 1 1 1

Hew York 3 2 2

]. 2 2

]. 2 3

2 ]. 2

222

]. 1 1

23],

222

1 2 N N

3 3 Y N

2 1 N N

3 3 Y N

2 1 N N

3 3 Y N

3 3 t N

2 1 1 Y

2 3 1 Y

2 3 1 N

2 2 1 Y

2 1 3 N

2 2 1 Y

2 1 3 N

1 2 3

1 1 3

1 1 2

Washington

utah

Hew Mexico2 3 2

2 2 1

3 3 1

2 3 1

3 3 1

2 2 1

2 2 1

2 2 1 West Virginia 1 1 1 3 3 1 N 2 1 N N ]. 1 1

2 3 2 Wisconsin 222 132 Y 3 3 N N 222

2 1 1 Wyoming 2 2 2 2 1 2 N 3 2 N N 2 1 2
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KEY TO TABLES, Appendix D

DEPENDENT VARIABLES
A = Definition of "Developmental Delay"

1 = Delay in two or more areas with more than 25%
of potential or greater than one standard
deviation

2 = single delay greater than 25% of potential or
one standard deviation or two delays with less
than 25% of potential or one standard devia
tion

3 = Single "significant" delay

B = Definition of "Biological Risk"
1 = Only categories mentioned in P.L. 99-497
2 = Expanded definition that includes very low

birthweight
3 = Broad definition that includes any risk factor

that produces developmental
delay

C = Definition of "Environmentally at Risk"
1 = No services provided
2 = Services provided but not under Part H or

state definition of Part H
3 = Full eligibility under Part H

INTERVENING VARIABLES

EDUCATION
A = Average Expenditure per Pupil

1 - $2,000 - $3,499
2 = $3,500 - $4,900
3 = Above $5,000

B = Average Teacher Salary (Elementary and Second
ary)
1 = $16,000 - $23,999
2 = $24,000 - $31,999
3 = $32,000 - $39,000

C = Percentage of Students Completing High School
1 = 54% - 63%
2 = 64% - 73%
3 = 74% - 83%
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SPECIAL EDUCATION SERVICES PROVIDED PRIOR TO P.L. 99-457
A = Percentages of Children Served Under P.L. 94

142 (1987-88 school year)
1 = 3.98 - 5.89
2 = 5.90 - 7.90
3 = 7.91 9.91

B = Percentages of Preschool Children Served
(1987-88 school year)
1 = .004 - .018
2 = .019 - .033
3 = .034 - .048

C = Average Annual Expenditures for Special Educa
tion (1985-86 school year)
1 = $1,452 - $4,531
2 = $4,532 - $7,599
3 = $7,600 - $10,671

D = Providing Preschool Services Prior to P.L. 99
457
Y = Yes
N = No

EARLY INTERVENTION SERVICES PROVIDED PRIOR TO P.L. 99-457

A = Availability of Services
1 = Very limited services
2 = Limited services available, not statewide
3 = Broad range of services available statewide

B = Eligibility for Services
1 = Very restrictive
2 = Moderately restrictive
3 = Liberal

C = Expenditures for Early Intervention Services
Y = Yes
N = No

D = Presence of a "Birth Mandate"
Y = Yes
N = No

ECONOMY

A = Per Capita Income (1985)
1 = $7,483 - $9,721
2 = $9,722 - $ ~1,960

3 = $11,961 - $14,199
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B = Unemployment Rate (1987)
1 = 8.3% -10.9%
2 = 5.6% - 8.2%
3 = 3.0% - 5.5%

C - Child Poverty Rate (Average for 1983 - 1987)
1 = 23.5 - 32.1
2 = 14.8 - 23.4
3 = 6.2 - 14.7
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Appendix E

CHI-SQUARE ANALYSIS BY STATE LEAD AGENCY FOR INTERVENING VARIABLES

Cateqorv Va~iable Chi-Sauar~ DfF Pr~b~J2il_itv

Education Per pupil expenditure 0.385965 2 0.8245

Average teacher salary 1.07692 2 0.5836

Percent of HS graduates 3.66667 2 0.1599

Special Percent students in SE 0.247619 2 0.8835

Education Percent students in PSSE 5.24835 2 0.0725

SE per pupil expenditures 2.57143 2 0.2765
N
0

Preschool mandate0 0.0000 1 1.0000

Early Provision of EI services 1.51049 2 0.4699

Intervention Eligibility for EI services 8.85714 2 0.0119

Expenditures for EI 2.53968 1 0.1110

Birth mandate 1.48148 1 0.2235

Economic Per capita income 0.65000 2 0.7225

~nemployment 5.84416 2 0.0538

Child poverty 0.565079 2 0.7539



CHI-SQUARE ANALYSIS BY INTERVENING VARIABLE BY DEFINITION FOR DEVELOPMENTAL DELAY

Cateqorv Variable Chi-Square D/F Probabi_Litv

Education Per pupil expenditure 4.21053 4 0.3783

Average teacher salary 0.913462 4 0.9226

Percent of HS graduates 2.36111 4 0.6697

special Percent students in SE 2.36508 4 0.6689

Education Percent students in PSSE 3.79121 4 0.4350

SE per pupil expenditures 1.90476 4 0.7533

t\J Preschool mandate 0.361991 2 0.83440.....
Early Provision of EI services 5.66822 4 0.2253

Intervention Eligibility for EI services 5.11905 4 0.2753

Expenditures for EI 4.86772 2 0.0877

Birth mandate 0.987654 2 0.6103

Economic Per capita income 1. 08333 4 0.8969
,

Unemployment 0.966811 4 0.9148

Child poverty 2.51323 4 0.6423



CHI-SQUARE ANALYSIS BY INTERVENING VARIABLE BY DEFINITION FOR BIOLOGICAL RISK

Cateqorv Variable Chi...Scroare DfF E.r~babilitv

Education Per pupil expenditure 7.96299 4 0.0929

Average teacher salary 5.20465 4 0.2669

Percent of HS graduates 1.62600 4 0.8041

special Percent students in SE 1.34759 4 0.8533

Education Percent students in PSSE 3.18564 4 0.5273

SE per pupil expenditures 8.16654 4 0.0857

fIJ Preschool mandate 0.885620 2 0.95670
fIJ

Early Provision of EI services 3.05720 4 0.5483

Intervention Eligibility for EI services 5.49394 4 0.2403

Expenditures for EI 5.24828 2 0.0725

Birth mandate 2.54902 2 0.2796

Economic Per capita income 2.53877 4 0.6377
,

unemployment 2.07237 4 0.722'5

Child poverty 4.12834 4 0.3889



CHI-SQUARE ANALYSIS BY INTERVENING VARIABLE BY DEFINITION FOR ENVIRONMENTAL RISK

Cateqorv Variable Chi-SquarJ~ DfF Erobabilitv

Education Per pupil expenditure 6.01382 4 0.1981

Average teacher salary 2.66683 4 0.6150

Percent of HS graduates 2.74375 4 0.6016

Special Percent students in SE 5.14929 4 0.2723

Education Percent students in PSSE 3.58978 4 0.4644

SE per pupil expenditures 2.34286 4 0.6730

~ Preschool mandate 1.53394 2 0.46440
w

Early Provision of EI services 4.42692 4 0.3513

Intervention Eligibility for EI services 6.28929 4 0.1786

Expenditures for EI 3.52381 2 0.1717

Birth mandate 0.666667 2 0.7165

Economic Per capita income 4.18875 4 0.3811
,

Unemployment 6.30032 4 0.1778

child poverty 4.54714 4 0.3370



Date: _

Phone: _

Appendix F

COMPONENT TWO DATA COLLECTION INSTRUMENT

state: _

Respondent : _

Position: _

1. What was the process in your state for the selection of

the lead agency:

2. Do you know why this lead agency was selected?

3. Did the presence of a pediatrician on the Interagency

Coordinating Council influence the policy that was

developed relative to the population to be served?
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4. Is the pOlicy on definitions administrative or legisla

tive? How was the decision made?

5. If legislative, is it permissive or mandatory?

6. What process was used to determine the definition

(administrative, community-based, collaborative)?

7. Were there other unique factors present in your state

that appeared to influence the development of the policy?
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