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ABSTRACT

The present inquiry is a process of model building and

application. The target issue is "needs assessment", and the

topic, program development in Hawaii under the Education of

the Handicapped Act (EHA).

This report describes the assessment model developed to

estimate EHA-needs in the State of Hawaii; and the results

of the various studies that were undertaken. Construction of

the model is based on the assessment of four categories of

need: normative need, relative need, perceived or felt need,

and expressed needs. These four need-types are defined and

made operational to identify communities having the greatest

need for EHA-services.

The assessment model, combining different approaches,

methodologies and techniques, is multi-level use of

"convergent-stepwise" analysis. Convergent-stepwise analysis

provides a methodological framework in which information

related to the four need-types is identified, defined,

evaluated and given priority in a progressive manner.

In the present study high risk communities are first

determined by analysis of relevant population-based and

service-based statistics. The perceived needs of targeted

consumer groups living in these communities are then

compared, and contrasted with the proposed service needs of

------------------
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professional service providers working with these groups.

Used in combination, data from all three steps provide

a comprehensive data-base for EHA-service development in the

targeted high-risk communities. The "convergent-stepwise"

needs assessment model affords equal consideration of

perceptual indicators of need (e.g., the felt needs of

consumers); the normative perspective of professional

service providers; and comparative indicators-of-need

developed from data related to service availability, use and

demand, and the population characteristics in different

communiti es ,

If the primary objective of a convergent-stepwise needs

assessment model is to generate a variety of usable data,

the primary objective of "multi-level" analysis is to

facilitate input into the development of programs and

delivery mechanisms, at various levels of concern (e.g.,

federal policy v state and local community issues; the

individual needs of EHA program participants). Due to the

restraints of time and resources the present study considers

analysis only at the state and community levels of

assessment.
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PREFACE

Equal opportunity for the disabled child has been a

federal initiative since the Kennedy administration. It has

escalated in the 1970-1980's with the passage of the

Education of the Handicapped Act (EHA) and its Amendments.

Consensual and bipartisan, continuation of this legislation

is likely1. As a national commitment, it will continue to

provide disabled children and their families a fuller

opportunity to participate in American society and to have

full and productive lives.

The Education of the Handicapped Act (PL 94-142), of

1975, mandated that free and appropriate public education be

made available to each and every handicapped child between

the ages of 5 and 17. In addition, Congress authorized the

Preschool Incentive Grant Program, also in 1975, to

encourage services to handicapped children 3 to 5.

Amendments passed in 1983 and 1986 (PL 98-199, and PL 99-

457, respectively), provided further financial assistance to

States to develop and implement statewide, "comprehensive,

coordinated, mUltidisciplinary interagency programs of early

1 Congressional Record, "Education of the Handicapped
Act Amendments of 1986" (Sept. 22, 1986): H 7903.



xix

intervention services for all handicapped infants and

toddlers, and their families". In concert, these laws

provide a continuous chain of Congressional protection for

children with disabilities.

If states want to continue to receive federal EHA

assistance, they must develop state policies under which

appropriate intervention services will be made available to

all handicapped infants, children, youth and young adults,

free of charge, or on a graduated fee scale, by the 1990's.

In sum, this series of laws sends a signal to the Nation's

state and local educational agencies, of the federal

government's commitment to meeting the special education and

related service needs of these children.

The direction of the most recent Amendments is to

encourage early intervention with the youngest aged children

who are "at-risk" for developmental delays. These Amendments

were introduced in response to the overwhelming case that

exists for providing comprehensive services early, as a

means to stem more costly curative/remedial services as

children age, and/or as a disability manifests itself.

The increasing emphasis on the youngest aged children

also necessitates coordination of family-support, health

care and social welfare services, in addition to educational

and related services such as speech, physical and

occupational therapy, and psychological services, guaranteed
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under the initial legislation.

A few provisions contained within the Amendments of

1986 deserved special attention. One is the option for each

state to also serve populations "at-risk", i.e., children

who are at risk of having substantial developmental delay if

early intervention services are not provided2.

In Hawaii special biological and environmental factors

(e.g., high rates of low birth weight babies; a high number

of foreign-born parents), may lead to a high number of young

children at risk for later developmental delays in school.

Therefore, the State of Hawaii chose to exercise the option

to develop services for the at-risk child as well as the

child with diagnosed disabilities.

While laudable, encompassing legislation such as the

recent EHA-Amendments, will be difficult for states to

enact. The broad scope of services--both preventive and

curative, in education, as well as an ample variety of

related services; and the wide range of clientele, (e.g.,

2 The term "at-risk" is left to each state to define.
In Hawaii the following definition was used: "At-risk
children are those with a 20% developmental delay or
children experiencing one or more of the following
conditions: low birth weight, prematurity, birth
complications, genetic or neurological abnormalities,
medical problems, feeding dysfunctions, abuse and neglect,
or are the offspring of parents who are substance abusers,
legal minors, economically disadvantaged, mentally retarded,
or emotionally disturbed."
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at-risk and handicapped children, birth through adolescence,

and their families), will severely burden service resources

of states such as Hawaii.

Therefore, it is necessary to find means to tailor the

development of EHA-services in Hawaii to meet the individual

service needs of the high-risk communities across the state.

The needs of different communities have to be accurately

assessed to design services that are both cost effective and

acceptable to participants. To fully comply with the federal

guidelines, this need assessment process must involve

parents and other relevant service consumers.

The law further expanded the role of the family,

explicitly outlining familial "due process" requirements.

Congress recognized that the family was at the core of early

intervention services, and required that parents participate

in a "full and informed manner".

The potential consumer of EHA-services had to also be

involved in the refinement of federal EHA-policy at the

state level, "to develop a system that fits their individual

characteristics". In addition, each handicapped and at-risk

child's family must receive an "individualized family

services plan", whereas earlier legislation only required an

individualized education plan for the child.
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To assist states, the federal government assembled a

series of three grants to plan, develop and implement needed

improvements to existing state service delivery systems3.

Because of the overrepresentation of the ethnic Hawaiian

child in statistics related to disabled children, a

duplicate series of grants were allotted to the State of

Hawaii4

The first "State Plan Grant" for Hawaii.was awarded to

the Research Corporation at the University of Hawaii, and it

was administered through the State Department of Education.

The additional grant was awarded to the Kamehameha Schools,

a nonprofit organization providing comprehensive educational

services to elementary and secondary school-aged native

Hawaiians.

"Planning Grant" monies had to be used to finance the

statewide need assessments. These assessments had to:

1) develop population-based risk indicators (e.g., rates of

early childhood neglect and abuse); 2) enumerate available

services and determine gaps in service delivery; and, 3)

3 ibid., p , H 7910.

4 ibid., P H 7911. The two agencies in Hawaii that were
awarded the initial set of "planning" grants (e.g., to
conduct the required needs assessments), were the Research
Corporation at the University of Hawaii, and the Center for
Early Education, part of the Kamehameha Schools/Bishop
Estate.
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locate high-risk communities and determine their priority

rank-order of need for EHA-services.

This report describes the assessment model developed to

assess EHA-needs in the State of Hawaii; and the results of

the various studies that were undertaken. Construction of

the model is based on the assessment of four categories of

need: normative need, relative need, perceived or felt need,

and expressed needs5.

While normative need establishes desirable standards,

the second category of need, relative need, is basically

concerned with comparative statistics between populations;

geographic areas and/or with an established standard.

The next category of need, perceived/felt need, is

simply what people (consumers) consider their needs to be,

and is closely associated with people's want-for, and

concern-about-services. In contrast, expressed need is

defined in terms of specific or inferred demand-for-

service6.

5 Jonathan Bradshaw, "The Concept of Need," eds. Neil
Gilbert and Harry Specht, Planning for social Welfare
(Englewood Cliffs, NJ: Prentice Hall, 1977), p. 290-296.

6 Larry M. Siegal, C. Clifford Attkisson and Linda G.
Carson, "Need Identification and Program Planning in the
Community Context," Evaluation of Human Service Programs
eds. C. Clifford Attklsson, Wliliam A. Hargreaves and Mardi
J. Horowitz (NY: Academic Press, 1978), p. 216.
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Between the years 1981-1986 I served as Program

Administrator and Associate Researcher for the Kamehameha

School's Parent-Infant Program, in their Center for the

Development of Early Education. In this capacity I was

placed in charge of their assessment of "at-risk"

populations and "high-risk" communities across the State.

During 1986 and 1987 I served as Resource Specialist

for the Hawaii State Plan Grant, under the Research

Corporation at the University of Hawaii. In this position, I

was responsible for the design and administration of the

State's assessment of the services available to families

with handicapped children.

The present study examines the "convergent-stepwise"

needs assessment model design that was replicated and tested

with both populations, and the results from the two studies.

In combination, these results provide a comprehensive

assessment of the need for EHA-services in Hawaii.

Honolulu, Hawaii
August 1988

------------------------------



CHAPTER I

INTRODUCTION

A. Statement of the Problem

The Amendments to the federal Education of the

Handicapped Act (EHA) place a strain on scarce Hawaii state

and local resources, a strain which can be reduced if

interventions are tailored to meet the specific needs of

individual communities. Present legislation recommends the

provision of a wide range of services, not only those

educational in nature. The latest revisions to the Act will

also expand the target population to include children at

risk for developmental delays, as well as the child with

more obvious handicaps, and expand service delivery to the

entire family, not just the child.

To date school age and preschool children have been

the focus of interventions under the original Act. The

latest amendments, however, could necessitate the delivery

of services to children from birth through adolescence, not

only for those exhibiting frank handicaps, but also children

at developmental risk 1. "Risk" status is sufficiently

broadly defined that it is conceivable that the demand for

services could increase more than ten-fold the number of

children currently identified. Moreover, these amendments

1 United States Congress, Amendments to the Education
of the Handicapped Act, PL 99-457, Sect10n 672 (1) (b),
(1986), recommends services for children "who are at-risk of
substantial developmental delays ••• "
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require the consideration of the needs of the whole family,

not just those of the child, when designing interventions 2

Effective EHA-programming will depend upon priority

decisions based upon a comprehensive understanding of

community needs. It will be necessary for Hawaii State and

local governments to develop mechanisms by which numerous

possible services can be priority rank-ordered to meet the

specific needs in each community and each targeted

population. In this manner, policy/program planners will be

better able to avoid costly provision of broad based

multiple services that will inefficiently utilize limited

resources.

Populations most at-risk or in need of specific

services must be identified 3. This selection process

must, by law and for many ethical and practical reasons,

incorporate the opinion of service consumers as well as the

opinion of professional, political and special interest

groups 4.

2 ibid, Section 671 (a) mandates "comprehensive,
coordinated, multidisciplinary interagency programs ••• for
all handicapped ••• and their families."; and Section 677
which necessitates "individualized family service plans."

3 ibid, Section 628, requires "Planning Grants ••• for
the purpose of assessing needs within the State."

4 ibid, Section 628 states, in part, " ••• establishing a
procedure and design for the development of a comprehensive
••• State plan which includes parent participation ••• "
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The guidelines for the Education of the Handicapped Act

require that parents of at-risk and handicapped children be

empowered to participate in and influence educational policy

and resource allocation in regard to their children. The

legislation specifically gives parents of these children a

role in any aspect of data collection, policy decision

making and program planning relevant to the children 5.

Schooling in former times was more clearly based on a

transactional relationship with the communities served, both

affected by and affecting the population served. Today

additional expectations are also formally built into the

educational system through the specification of regulations

for the receipt of federal funds and the expenditure of

state monies.

Today's pUblic school, like so many other major social

institution, is political. All too frequently decisions made

at the top (if decisions made at the federal and state

levels may be called the top), are irrelevant to the needs

of particular communities. Moreover, when programming

decisions are made outside the community t he r e :L~ often a

backlash of protest from parents and other community

interests.

5 ibid, Section 625 (2), "a written individualized
program plan developed by a mUltidisciplinary team,
including parent or guardian ••• "

-- ~~ ---~---._----------------------
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If the local school could perform relatively

satisfactorily in the eyes of those who send their children

there, then that school would be more likely to generate and

maintain the support it needs to implement policy changes

and make programming decisions. Schools must develop the

means to work more closely with the communities they serve,

to better meet the needs of the children; to better involve

the public; and, to more effectively expend limited

resources.

The most relevant resource for the success of human

services, such as those encouraged under the Education of

the Handicapped legislation, is the perceived need for

services by, and actual participation of, those persons the

programs are designed to benefit. Therefore, the means

planners employ to involve the potential consumers of EHA

services, in formulating and carrying out program

objectives, will determine the quality and quantity of this

essential resource.

The extent to which program planning efforts identify

and meaningfully involve all those directly and indirectly

affected by the EHA, is the extent to which planning efforts

stand a chance of being sustained and eventually successful.

Unfortunately, professional planners often remain tied to

their disciplines rather than focussing on the specific

needs of local communities and schools. Without a

collaborative effort throughout the whole of the community,

-----------------------------
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the many efforts of EHA policy makers and program planners

will not be sufficient to effect on-going change.

However, without adequate vehicles for the unbiased

measurement of community opinion; procedural plans, such as

those proposed by the Education of Handicapped Act, must be

undertaken and progress without qualitative input from the

local community. Traditional means to solicit the felt needs

and opinions of the community (e.g., forums, school boards,

the PTA and mandated councils), have not been satisfactory.

These conventional mechanisms do not generally measure

opinion from a cross-section of the community, and are, all

too often, controlled/influenced by the opinions of

professional educators, politicians and special interest

groups.

A needs assessment model is required that will collect,

measure and juxtapose both lay and professional opinion with

other apropos data, such as popul~tion and service-based

statistics, in order to develop a comprehensive information

base that will help planners determine, community by

community, the need for specific EHA-services. Each aspect

of this overall model must be able to solicit information

from a distinct perspective of "need", and to produce

analyses that can be compared and contrasted between data

sets.

----------------- ._------
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The techniques employed to gather and assess estimates

of need must be adapted to the parameters of the different

data sources. For example, the use of surveys, structured

decision techniques and attitude scaling are best employed

to collect and analyze the opinions of consumers, direct

service providers and other "stakeholders" affected by the

Education of the Handicapped Act. In contrast, secondary

data, such as standardized test scores, health registry

data, and service utilization statistics, are better

considered by computing rates-of-occurrence over time.

The methodologies chosen must be considered in light of

the "type" of need under consideration, i.e., the felt needs

of consumers, or the normative perspective of professionals.

These methods must be scientifically defensible, avoid bias

and methodological contamination. The ideal needs assessment

model necessary to determine EHA-service priorities, must

allow information from the separate methodologies to

converge, permitting the different perspectives of need to

be correlated. In concert, the combination of data-sets will

permit the design and delivery of programs to meet consensus

needs, thereby assuring increased community acceptance and

possible better use of limited resources.

A convergent analysis of secondary data must be first

used to identify communities across the State where at-risk

and handicapped children are most "in need". Time series

analysis of this recorded data can be used to develop risk

-~...~. _._--------------------------~-------~-
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indicators in a variety of life domains, and then viewed

collectively to locate geographic areas where risk for later

developmental handicaps may be greatest. Subsequently, lay

and professional opinion can be gathered and juxtaposed with

the demographic data to provide an overall assessment of

needs, as a preliminary to the design of EHA-services to

meet those needs.

These are the procedures followed in the present study.

The perceived needs of several risk populations are

compared, and then reviewed in light of professional opinion

in appropriate service agencies to help determine optimum

service development in target communities and across the

State. The overall assessment model is an objective attempt

to arrive at a social philosophy regarding the selection of

services available under the Education of the Handicapped

Act, which will be based on an analysis of individual

communities and the needs of the people living and working

in those communities.

This model is needed to provide policy makers,

planners, teachers, research workers, parents and others

affected by the Education of Handicapped Act, with an

adequate data base to determine program priorities, resource

allocations and the construction of interventions, community

by community. A constant discrepancy between the

multiplicity of possible needs and the availability of

resources to meet those needs emphasizes the importance of
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the model's community approach to needs assessment and

priority setting.

Any plan to implement EHA programming will be judged

differently by different constituencies in a community. The

failure of many federal initiatives in the past underlines

the importance of developing local support. EHA initiatives

will also stand little chance of being well attended, or

continued once they become dependent on limited local

resources, if they have not attained the support of the

target population(s).

B. Research Questions

The present study is, primarily, a process of model

building and application. The target issue is "needs

assessment", and the topic, program development in Hawaii

under the Education of the Handicapped Act. Model building

is similar to theory development in that they are both

founded upon a set of assumptions (in this case, assumptions

about "need", and how it should be assessed). Models,

however, are more specific than theories, and deal with

social problems, their causes and solutions (here, the

service needs of families with young at-risk and handicapped

children) •

Models playa central role in the solution of social

problems by developing an understanding about things as they

are v how they ought to be, and by proposing the means to

join the two perspectives. Toward this end a model must
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develop a set of propositions about the characteristics of

social units (e.g., the service delivery system), and the

nature and quality of the human condition within them (e.g.,

are all service needs being met by the current system?).

To accomplish these aims it is necessary for models to

develop data collection schema that will empirically define

specific social elements and interrelationships (e.g.,

service delivery and consumer satisfaction). The data that

is collected must yield information that is both explanatory

and predictive, for the model to be useful in solving social

problems.

A needs assessment model which considers a variety of

data-sets is the multi-level use of "convergent-stepwise"

analysis. This model compares and contrasts information

obtained from different data sources, at different levels of

aggregation, to verify and clarify data from each source. It

is this model that is developed for use in present study.

Convergent-stepwise analysis provides a methodological

framework in which information relative to a variety of EHA

service needs may be identified, defined, evaluated and

given priority in a progressive manner. This model

determines community needs based on incremental use of

multilevel, multitechnique assessment strategies.

The assessment model helps determine, and contrast,

what the local community, special interest groups, the state

and federal governments expect from the Education of
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Handicapped Act, and then delineate, from among the various

demands, intervention priorities at the community level.

This research, however, can only proceed when suitable

communities of at-risk and handicapped children are first

identified and gaps in the services currently available to

them are determined. Therefore, preliminary research has to

first locate high need areas across the State, and then

enumerate existing services/resources (refer to Figure 1).

Once target communities are located, the felt service

needs of potential consumers (e.g., families with at-risk

and handicapped children) can first be measured and

compared, and then contrasted with the service needs

proposed by established special interest groups (e.g.,

political leaders and the professional community), and the

need for services derived from analysis of population and

service-based statistics.

The principal research questions to be answered

consider both the assessment model and the data that are

analyzed: 1) can different perspectives of need be

identified and measured with an integrated model as the one

proposed; 2) can the proposed needs assessment model

delineate these multiple perspectives of need collectively;

3) will the proposed model provide mUltilevel,

multidisciplinary estimates of need, and data-sets that are

able to converge and be correlated one with the other; 4)

can the "felt" needs of high risk populations/communities be

-------------------_._-----------------
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equitably gathered and scientifically measured; 5) are some

specific consumer groups and geographic areas at higher risk

than others; 6) what are the similarities and differences in

the perceived needs of different consumer groups (e.g.,

families at-risk v families with handicapped children); 7)

are the stated needs of consumer groups validated by their

correlative behaviors and/or supported by professional

opinion; and finally, 8) using the results of the convergent

needs assessment model, what are the implications for

planning EHA-services in the State of Hawaii.

C. Theoretical Orientation

All those who would be affected by EHA-services should

in some way be involved in planning them. The goals of the

Education of the Handicapped Act cannot be met unless they

have the support of diverse constituencies in the community.

The more broad based and varied the involvement of pertinent

constituencies, the greater the likelihood that planned

programs will be effective.

For EHA-programming to achieve its purposes it is

essential that special interest, political and lay opinion

be considered equally. Fair and unbiased consideration of

broad-based community opinion may be referred to as the

development of human resources, necessary for the success of

intervention services encouraged by the EHA. Both the

professional and lay communities need to have ownership of

EHA policy and programs designed for individual communities.
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Once the opinion of the local population can be

determined variables that influence consumer participation

in publically provided services may then be incorporated

into program design. Consideration of mUltiple factors

(e.g., service availability, perceived consumer need and the

objectives of services providers, and the statistical demand

for services derived from population-based data), is broadly

referred to as the "ecological" approach to planning. This

broad-based/ecological approach is seen as necessary to the

initial and long-term success of EHA-service development and

delivery in Hawaii.

In actuality, however, the vision of an involved polity

and a fundamentally democratic decision-making process, is

difficult to sustain. A "community" is not an organized

group but only a potential group, and therefore, one cannot

state its interests definitely until that potential group is

somehow mobilized and its desires and needs indicated and

measured.

The issue at hand is how this potential group can be

amassed and its opinions assessed. Traditional methods to

obtain, measure and incorporate community input into

educational decision-making, include:

• meetings of Boards of Education
• school decentralization
• parent/citizen advisory councils
• child advocacy organizations
• court decisions
• parent-teacher-student associations
• community forums and testimonial data (e.g.,

legislative hearings)
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In general these methods lack scientific rigor, and the

data obtained can neither be measured, verified nor

replicated. This present research proposes an alternative

method for assessing and verifying community felt needs:

modified opinion polling and attitude scaling, compared and

contrasted with the normative opinion of professional

service providers and indicato~s-of-need derived from

service and population based statistics.

Techniques employed in the present study circumvent

many of the failings of traditional methods to obtain,

measure and incorporate community input. The greatest

shortcomings of more customary methods (e.g., parent

advisory councils), are that they fail to afford equal

opportunity for broad representation of community opinion,

are non-empirical in nature, are often biased by normative

opinion and have been extremely narrow in their focus 6.

The use of scientific sampling in the present study

increases the validity of testimony provided by informants

representative of the targeted population(s). The use of

structured decision techniq~es ~ith professional informants,

helps to develop consensus opinions across disciplines,

whereas, the use of open-ended questions with consumer

groups, lessens the influence of professional bias. Finally,

6 Lawrence Steinberg, "The Changing Role of Parent
Groups in Educational Decision Making," Partners:
Parents and Schools, ed. A. S. Brandt (Reston, VA:
Assoc. for Supervision and Curriculum Development,
1979), p , 49.

------------------------------
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the use of attitude scaling and cluster analyses permits

measurement and comparison of opinion between groups and

over time.

Sampling and structure not only reduce the influence of

pressure groups, minimized heresay and gossip, but, when

employed in a time-series manner, they may be used to gauge

constituent support over time to guide future planning.

Where surveys and other polling techniques provide a

rough estimate of community opinion, attitude scaling

affords a more precise, valid and reliable indicator. The

multidimensional scaling models allow for the possibility,

indeed the great likelihood, that there is more than a

single dimension underlying community perceptions of need.

When the results are coupled with time-series analysis

of select population and service-based data they provide a

comprehensive assessment of the need for EHA-programs in

individual communities. The combination of risk-status

studies, test score analysis, literature and public opinion

surveys, with normative data, will provide the necessary

descriptive research for the development of EHA-programming

in the State of Hawaii.

This research is both step-wise and convergent.

"Convergent" in that the information has been drawn from a

variety of sources, from the prospective of a variety of

life domains (e.g., education, health, economic, social), in

an effort to determine those domains where there are the
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greatest needs. "Step-wise", in that the collecti on of data

must proceed in stages, i.e. the identification of target

communities must precede the assessment of felt needs in

those communities. In the present study high risk

communities/populations are first determined by analysis of

relevant population-based and service-based statistics. The

perceived needs of several targeted consumer groups are then

compared, and contrasted with the proposed service needs of

professional service providers working with these groups.

It is further recommended that the model be applied at

various levels of data-aggregation. The primary objective of

multi-level analysis is to facilitate input into the

development of programs and delivery mechanisms, at various

levels of concern (e.g., federal and national policy v state

and local community issues, with finally, the individual

needs of participants that actually partake of EHA

services). Due to the restraints of time and resources,

however, the present study considers analysis only at the

state and community levels of assessment. All of the methods

employed are equally applicable to other levels of analysis,

and recommendatio~s are made for further research in the

concluding chapters.

The data to answer the research questions comes from

secondary analysis of statistics available through the

Hawaii State Departments of Education, Health, Social

Services and Housing, Planning and Economic Development; the

------------------------------------------
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u. S. Bureau of the Census; and from primary data collected

from "expert" panels and select populations in targeted high

risk communities. This research is being funded by the State

Plan Grant, federal monies made available to each state

under the Amendments the Education of Handicapped Act; a

separate research grant provided by the Kamehameha

Schools/Bishop Estate 7; and federally-provided state monies

for the prevention of teenage pregnancy 8.

Initial studies, to locate high risk communities, were

conducted during 1984-1985. Studies to solicit and measure

the felt needs of at-risk and handicapped families were

begun concurrent with the high-risk-community studies and

culminated in August 1987.

7 Idem, PL 99-457 Special Rule "Section 633 (a) (3)
of the Act is amended by adding ••• due to the
overrepresentation of ••• native Hawaiians, in statistical
reports of children with handicaps, make one grant ••• to
address the needs of native Hawaiians ••• The grant shall
be in addition to and not in place of any other grant
made to an agency in Hawaii."

8 Adolescent Family Life Act, Title XX of the
Public Health Services Act, Grant No. APH 000507.
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CHAPTER II

REVIEW OF THE LITERATURE

A. Introduction and Historical Review

The concept of "need", though commonplace, must be

defined and made operational in different contexts. For

example, in personality theory a need is "anything a person

wants with sufficient consistency over time for this to be

treated as a feature of his personality,,9. In common usage a

need is "whatever is required for the health or well being

of a person", such as, oxygen, food or love. Before the need

for specific EHA-services can be established, the term must

be clarified relative to disabled children, their families

and the service delivery system.

In this chapter. four categories of need are described

and differentiated. Three approaches to needs assessment are

also presented. The category of "felt" needs is discussed in

greater detail, because of the emphasis on consumer

involvement in the EHA-legislation.

A needs assessment model, combining the various

categories and approaches is then presented, that will

provide a comprehensive perspective of the need for EHA-

programming in the State of Hawaii, and in specific high

risk communities and subpopulations. This model, and the

9 Julius Gould and William L. Kolb (eds.),
Dictionary of Social Sciences (New York: MacMillan,
1964), p , 462.
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individual methods employed in the present study, are

discussed in the succeeding chapter, and the findings of the

overall process are presented in chapter four.

During the past decade increased attention has been

devoted to the educational, psychological, and social-

familial needs of young handicapped children. Beginning with

the 1975 preschool State Implementation Grant and Preschool

Incentive Grant programs of Public Law 94-142, the federal

government has gradually encouraged state and local

governments to increase their services to young handicapped

children 10

EHA needs analysis in the education and human service

sectors must also include the concept of "at-risk"

populations. The "at-risk" metaphor is an elusive one; it

defies clear definition. Yet, it is useful. It causes

service planners to look broadly at the service needs of

children and their families 11

10 American Academy of Pediatrics, Committee on
Children with Learning Disabilities, "Principles of Care
for Infants or Toddlers with Special Reference to PL 99
457", (n.p., n s d , , unpaginated).

11 Roger A. Bell et al., "Service Utilization,
Social Indicator and Human Service Needs Assessment,"
Evaluation of Human Service Programs, eds. C. Clifford
Attkisson, William A. Hargreaves and Mardi J. Horowitz
(San Francisco: Academic Press, 1978), 256-266 •
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Two major amendments to PL 94-142 have accelerated this

service determination process. PL 98-199, the EHA

Amendments of 1983, established a state-level process

des igned:

••• to encourage state-wide planning and coordination of
all early education programs so that handicapped
children and infants [will] have an opportunity to
receive early intervention, infant stimulation and
other needed services to ameliorate the effects of
handicapping conditions and to enhance their
developmental potential 12.

These amendments established and funded multi-year state-

level efforts, known as State Plan Grants, that were

designed eventually to provide for more services to more

children from earlier ages with greater agency

inter coordination.

The 1983 amendments were superceded in 1986 by newer

ones known as PL 99-457. The newer law represented the most

far-reaching federal policy ever implemented for early

childhood intervention, stating that:

It is ••• the policy of the United States to provide
financial assistance to States to: develop and
implement a statewide, comprehensive, coordinated,
mUlti-disciplinary, interagency program of early
intervention services for a t3 handicapped infants and
toddlers and their families •

12 Samuel J. Meisels et a1., "Formulating Optimal
State Early Childhood Intervention Policies" National
Institute of Handicapped Research, n.d., p. 3.

13 Idem, Public Law 99-457, Section 671.

---"_.' _ ..-
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The legislation stops short of mandating universal

services, but it strengthens incentives for the states to

serve the youngest aged children at-risk and their families.

The law further stresses that each service delivery system

must "fit the needs and characteristics of each state".

The State Plan Grant in Hawaii was designed to assess

the needs of children at-risk, as well as children with

diagnosed handicaps. Conditions that may place a child at-

risk for developing handicaps are multiform and often a

matter of degree 14. The definition for children "at-risk"

adopted in Hawaii was very encompassing, allowing for a

variety of biological. emotional and environmental

conditions that may increase a child's chances of later

developing handicaps:

At-risk children are those with a 20% developmental
delay or children experiencing one or more of the
following conditions: low birth weight, prematurity,
birth complications, genetic or neurological
abnormalities, medical problems, feeding dysfunctions,
abuse and neglect, or are the offspring of parents who
are substance abusers, legal minors, economically
disadvanta~5d, mentally retarded, or emotionally
disturbed •

14 Hines Prechtl, "Optimality: A Neu Assessment
Concept~" Infants At-Risk: Assessment and Intervention,
An Update for Health Care Professionals and Parents,
ed., Catherine Caldwell Brown (Skillman, NJ: Johnson and
Johnson, 1981), 1-4.

15 Hawaii State Plan Grant, Technical Report 1:
Agency Questionnaire, (Honolulu: Research Corporation of
the University of Hawaii, 1986), p , 7.
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Caveats particular to Hawaii may also increase the

number of at-risk children living here. Hawaii is a state

peopled by minorities. Many are recent immigrants or one or

two generations removed from different of foreign cultural

settings 16. Being a resort community and a crossroads in

the Pacific, Hawaii has a sizable tr~nsient population, and

a high degree of in-state mobility 17. Hawaii is also a

relatively poor state where a majority of the two-parent

households have both parents employed and away from home a

large part of the day 18. Finally, the cost of living in

Hawaii is the highest in the nation, restricting the

resources available to families, thereby often denying many

families certain stabilizing conditions such as owning one's

own home. These, and other factors, are believed to increase

the ratio of high risk families in Hawaii relative to other

geographic areas on the U.S. mainland.

16 Robert W. Gardner and Eleanor C. Nordyke "The
Demographic Situation in Hawaii", Paper No. 31
(Honolulu: East-West Ctr., Population Institute, 1974),

17 Thomas Burch~ Health of Residents,
and Inmigrants in Hawal~ ono u u: awal~

Department of Health, 1977), 1-2.

18 Thomas Burch, Income of Families with Children
Under Age 17 in Hawaii (Honolulu: Hawaii State
Department of Health, 1978), p. 5.



24

In general, a much smaller percent of at-risk children

than physically handicapped children are identified early in

life since their conditions are often less obvious 19, and

because few agencies are designed specifically to serve the

at-risk child (Head Start programs being one exception).

Indeed, the definition of "risk" adopted in Hawaii could

conceivably place up to 30% of all children in the at-risk

category 20. Therefore, instead of attempting to enumerate

all risk children, the State Plan Grant, in cooperation with

a community agency 21, proposed to analyze extant data to

determine communities statewide where the propensity for

risk was greatest.

Specific ethnic groups in the State were already

suspected to have a higher "propensity for risk". For

instance, Hawaiians and part-Hawaiians 22, in particular

Hawaiian adolescents, have a significantly higher rate of

pregnancy than other ethnic groups 23

19 Alfred Healy, The Needs of Children with
Disabilities: A Comprehensive View (DeMoines, IW: Univ.
of Iowa Press, 1983), p , 13.

20 Idem, Agency Questionnaire, p. 15.

21 Parent-Infant Program, Center for the
Development of Early Education, the Kamehameha
Schools/Bishop Estate.

22 Throughout, pure-blooded Hawaiians and part
Hawaiians will comprise one ethnic category: Hawaiian.

23 Kamehameha Schools/Bishop Estate, Native
Hawaiian Educational Assessment Project, (Honolulu:
Kamehameha Schools Press, 1983), preface.

-~~_._-------------_._------------
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The fact that 30.2% of all births in 1978 were Hawaiian
babies, the highest percentage of any group, compared
to the Hawaiian population total of only 17.7% in the
state, seems to indicate a rapid percentage increase in
this group •••• Surveying statistics from 1968-72 found
the highest rate of pregnancies among the Hawaiian
group (34%). The trend was even more pronounced among
the very young; 11-14: 58 births or 46% ••• What this
means is that the pOPula~~on of Hawaiians (children and
parents) is a young one •

To comply with federal guidelines, the Hawaii State

Plan Grant had to first locate populations of handicapped

children, and age, ethnic and geographic communities most

at-risk, then determine their need for specific EHA-services

25

B. Overview of Comprehensive Approach

The development of an EHA service-delivery system

should be seen as cyclical, beginning with the

identification of needs, leading to program design and

delivery and continuing through the evaluation of the

programs designed to meet the needs originally identified26•

Domains-of-need in the service-delivery context are very

complex to assess. The existing literature indicates that

the process of delivering services at the community level is

associated with a number of variables including neighborhood

24 Christopher Melahn, Developmental Risk
Indicators and Early Childhood Indicators for Native
American Hawaiians, (Honolulu: Kamehameha Schools Press,
1985), p , 22.

25 Idem, PL 99 457 , Sec. 672.

26 Denis F. Thoms, "From Needs Assessment to
Implementation: A Planning and Action Guide",
Educational Technology 18:7, 1978: 5.
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characteristics 27, citizen demands and needs 28,

bureaucratic norms, rules and ideology, public policy making

and decisional processes, and the law 29.

Important to the effectiveness of any effort to improve

services to families with at-risk and handicapped children

is the base upon which such efforts are constructed. An

assessment of "needs" provides one such base 30. In general,

needs assessment is analogous to diagnosis, but is directed

toward institutional change rather than individual change.

The needs assessment/program implementation strategy is

based on the same principles as the diagnostic/prescriptive

process, except that needs assessments provide group data

not individual diagnoses 31

27 Elizabeth Bell, "Needs Assessment in CE,
Designing a System that Works", Mich. Nurse 56:1 (1983):
33.

28 Kenneth Lee, "Need v Demand: the Planner's
Dilemma" Economics and Health Planning, ed. Kenneth Lee
(London: Croom Helm, 1979), p , 52-54.

29 Basil Mott, "The Myth of Planning without Politics",
Am. J. of Public Health 59:5 (1969), p. 797-803; and, Roger
A. Kaufman and Fenwick W. English, Needs Assessment: A Guide
to Improve School District Management (Arlington, VA: AASA
National Academy of School Executives, 1976), p. 25-26.

30 V.A. Kuuskaa, Needs Assessment (Assessing the
Educational and Developmental Needs of Disadvantaged
Children), (mimeo, 1971), p , 32.

31 R. William Houston et al., Assessing School/
College/Community Needs, (Omaha: Ctr. for Urban
Education, 1978), p , xiii.-

-----------------------
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Needs assessment as a basis for institutional

improvement (e.g., the collection of data to better the

delivery of public services), is not a recent approach to

planning, numerous such studies have been conducted in a

variety of disciplines 32. During the past fifteen years

there has developed an increasing sensitivity to the service

needs of the individual community and a concomitant effort

by program planners in education and the human service to

respond.more effectively to those needs 33. Additionally,

there are a number of familiar socio-economic reasons that

make it desirable and prudent for agencies to undertake an

assessment of needs prior to implementing new programming.

These include demands for accountability, clarification of

consumer values and interagency agendas, evidence of

widespread unsolved problems and the increasing competition

for diminishing resources 34

32 Robert W. Heath, "Considerations of Needs
Assessment Design", Working Paper No. 1 (Honolulu:
Kamehameha Schools/Bishop Estate, 1985), p. 3.

33 Richard S. Bolan, "Community Decision Behavior: The
Culture of Planning", J. of the Am. Inst. of Planners 35:9
(1969): 375; and, "Social Planning and Policy Development in
Local Government," Managing Human Services (Washington, DC:
International City Management Association, 1977), p. 94;
and, United Way of America, Guide for Planning, Mana ing and
Funding Health and Human Care Servlces, Alexandria, VA:
United Way Press, 1982), p , 4.

34 ibid., United Way p. 16.
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The information provided by needs assessments can be

used in a number of ways: priorities ranking; resource

allocation; program planning and development; decisions to

erect service-delivery facilities; information, referral and

data base development; community education; and as a guide

for future research/ evaluation applications 35.

Process-stages of needs assessment. As a critical first

step in the design of a system of EHA-services in the State

of Hawaii, a statewide assessment of needs was necessary to

verify that problems did exist in sufficient degree and

extent to warrant intervention, and to verify and map out

the nature and location of these problems and their

attendant target population(s) 37.

Comprehensive studies were needed to elicit the

concerns of all segments of the community affected by the

Education of the Handicapped Act, and to enlist widespread

support in identifying service priorities 38. Since schools

are not isolated institutions but are interrelated with

other institutions in the social area, and since the needs

35 ibid., p , 32.

37 Susan M. Rimmer and Marilyn A. Burt, "Needs
Assessment: A Step by Step Approach", School Counselor 28: 1
(Sept. 1980), p , 60; and, Frank A. Andrews, "Population
Issues and Social Indicators of Well-Being," Population and
Environment 6:4 (1983), p. 226.

38 Idem, Kaufman and English, Needs Assessment: A Guide
to Improve School District Management, p. 29; and, N. C.
Price et al., Comprehensive Needs Assessment (Redwood City,
CA: San Mateo County Superintendent of Schools, 1977), p. 14.
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of parents with at-risk and handicapped children are not

only educational in nature, various service domains and

segments of the public had to be considered in the

assessment process 39.

The identification of needs is the first stage within a

systematic process of change. The result of a proposed

convergent analysis is an integrated and maximally validated

description of the needs in social areas throughout Hawaii,

that provides input into a rational planning process to

design appropriate EHA-services 40.

C. The Concept of Need and its Basis in Values

The concept of "need" is inherent in the idea of

developing EHA-services. In fact, the history of human

service development is the broad recognition of human needs

and the organization of society to meet them 41

39 Center for Social Research and Development, Analysis
and Synthesis of Needs Assessment Research in the Field of
Human Services (Denver, CO: Denver Research Institution,
Univ. of Denver, 1976). p. 24.

40 Gerald Zaltman and Robert Duncan, Strategies for
Planned Change (New York: John Wiley and Sons, 1977), p.
48.

41 Keith A. Neuber, Needs Assessment: A Model for
Community Planning (Beverly Hills: Sage, 1980), p. 13.
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The concept of "needs" does not refer to something in

particular, but rather to something which does not exist,

that is, it refers to a deficit 42. The most widely used

designation of the term "need" is the discrepancy,

deficiency or gap definition, denoting the difference

between some desired, essential or acceptable condition, and

the actual observed or perceived condition 43.

The discrepancy version of "needs" holds that their

assessment is a "formal analysis that documents gaps. between

current and desired results", and then arranges these gaps

in priority order, selecting the progression of needs to be

solved. Assessing needs, therefore, must be a systematic

attempt to define explicitly all the relevant factors, to

objectively collect and analyze data on those factors, and

to make decisions based on results of data collection and

analysis 44

42 Belle Ruth Witkin, "Educational Needs
Assessment: the State of the Art," Educational Planning
3:2 (1976), p. 82.

43 Roger A. Kaufman and Fenwick W. English, Needs
Assessment: Concept and Application (Englewood Cliffs,
NJ: Educational Technology 1979), p. 23.

44 Madeline J. Trimby, "Needs Assessment Models: A
Comparison," Educational Technology (1979): 26; and,
Bowers and Associates, A Guide to Needs Assessment in
Community Education Programs (Reston, VA: Bowers &
Associates, 1976), p , 9.
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A need then, is defined as the difference between what

is and what ought to be 45. To determine this difference

present conditions must be compared with standards, norms or

goals 46. Need, presented in this manner, is essentially a

normative concept, a concept influenced by the community's

standard of living, the socio-political environment and the

availability of resources and technology 47.

Four categories of need are identified in the

literature: normative need, relative need, perceived or felt

needs, and expressed needs 48. While normative need

establishes desirable standards, the second category of

need, relative need, is basically concerned with comparative

statistics between populations; geographic areas and/or with

an established standard.

45 Idem, Houston, School/College/Community, p. 104;
and, Richard E. Klosterman, "Foundatlons for Normative
Planning," J. Am. Inst. of Planners 44:1 (1978), p , 40.

46 "Standa r-ds " are the lowes t limit, "norms" to
average manifestation, and "goals" the desired level
held to be acceptable, from P.T. Beatty, "The Concept of
Need: Proposal for a Working Definition," J.of the
Community Development Society 12:2 (1981): 41.

47 Robert M. Moroney, "Needs Assessment for Human
Services," Managing Human Services, eds. Wayne F. Anderson,
Bernard J. Frieden and Michael J. Murphy, (Washington D.C.:
Int'!. City Management Assoc. 1977), p , 128-154; and,
Fenwick W. English, "The Politics of Needs Assessment,"
Educational Technology (November, 1977), p , 18.

48 Jonathan Bradshaw, "The Concept of Need," eds. Neil
Gilbert and Harry Specht, Planning for Social Welfare
(Englewood Cliffs, NJ: Prentlce-Hal1, 1977), p. 290-296.
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The next category of need, perceived/felt need, is

simply what people (consumers) consider their needs to be,

and is closely associated.with people's want-for, and

concern-about-services. In contrast, expressed need is

defined in terms of specific or inferred demand-for-service

49. To be comprehensive, and to ensure greater reliability

through comparative analysis, a needs assessment model must

consider data related to all four perspectives of need.

There are·a variety of social indicators, and other

sources of information, that could be studied to analyze,

compare and contrast, each type of need. For example, a

comprehensive review of the literature; an analysis of

federal and state policy; a survey of the professional

community; the establishment of acceptable rates-of-

occurrence and performance norms, are several methods used

in the present study to estimate the "normative" need for

specific EHA-related services.

The equity of service availability, or the gap between

services existing in different geographic communities, is

one means used to determine the "relative" need for EHA-

services statewide. A second procedure compares differing

rates-of-occurrence for key population-based indicators of

need (e.g., rates of child neglect and abuse), between

49 Larry M. Siegal, C. Clifford Attkisson and Linda G.
Carson, "Need Identification and Program Planning in the
Communi ty C.ontext," Evaluation of Human Service Programs
eds. C. Clifford Attkisson, William A. Hargreaves and Mardi
J. Horowitz (NY: Academic Press, 1978), p. 216.

----~----------------
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geographic, age, sex, and racial groups around the State and

with the State average. Both methods are used in the present

study.

The "felt" needs of sample target populations are

collected using modified opinion polls and decision making

techniques. The need for specific EHA-services perceived by

families with young handicapped children, are compared with

the perceived needs of teenage parents, and other high-risk

populations 50.

The "expressed" need, or demand for services, is

determined by assessing difficulties with the access to

services. Available EHA-related services statewide are

catalogued, and a five-year prognosis is developed regarding

planned service expansion and reduction. Consumer service

knowledge and utilization patterns are also studied to

determine information gaps and barriers to service use such

as consumer acceptability. Finally, counts of requests-for-

information and aid; and the length of waiting lists for

50 Content analysis of community forums and other
testimonial data (e.g., community council, board of
education and legal/court hearings; ombudsman and consumer
advocate's reports), may provide additional means to
determine felt needs in the community. In the present study
these approaches are not utilized, however, because they are
not easily subject to statistical and comparative analyses;
and, because they are highly subject to respondent bias
(e.g., testimony is only recorded for those who do
participate and voice an opinion).
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specific services are tabulated, and serve as a measure of

u nmet needs 51.

Priority setting. The needs assessment approach

described below is linked with the process of determining

and ranking EHA-service priorities in specific communities,

and incorporates all four prospectives of need. Assessment

results may be employed in a variety of ways by planners: as

a base for a constructive change-oriented process 52; as a

method to enumerate and describe at-risk and handicapped

populations 53; as an analytical procedure to select target

communities 54; a program and resource allocation decision

making process 55; and a process for the ~esolution of many

51 Larry M. Siegal, C. Clifford Attkisson and Linda G.
Carson, "Need Identification and Program Planning in the
Community Context," Evaluation of Human Service Programs
eds. C. Clifford Attkisson, William A. Hargreaves and Mardi
J. Horowitz (NY: Academic Press, 1978), p , 216.

52 Penelope Canaan et al., Molokai Data Book: Community
Values and Energy Development (Honolulu: Univ. of Hawaii
Press, 1981), p , 4.

53 Pascal L. Trohanis, ed., TADS and Technical
Assistance: Readin s on System Design, Needs Assessment,
Consultation and Evaluation Chapel Hill, NC: Univ. of North
Carolina Press, 1982), p , 101.

54 Idem, United Way, Assessment Guide, p. 20; and,
Louis Tannen and Jane Liebman, "Population Based Planning as
a Tool for Health Plan Development," Am. J. of Health
Planners 3:3 (1978), p , 50.

55 Idem, United Way, Assessment Guide, p. 38; and,
William A. Reinke, "An Overview of the Planning Process,"
ed. Wm. Reinke Health Planning, Qualitative Aspects and
Quantitative Techniques (Baltimore: Waverly Press, 1972), p.
61.
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contradictory viewpoints 56. The present assessment model

does not, however, continue to these lengths. The results of

the various studies are presented, and considerations for

further research and future planning are only recommended.

Values and the determination of need. A planner who

uses his own wants and values to determine what is needed by

others, reduces his effectiveness as an agent for change 57.

Ultimately, all personal determinations are colored by value

judgments. "Need", being personal, is both value-laden and

emotion-laden, and is subject to many shades of meaning,

intent and interpretation 58. Therefore, needs assessment in

any setting can have no meaning unless it is tied to local

values and the "inescapable rooting of needs in values" 59

56 David L. Birch, The Community Analysis Model: A
Behavioral Model of Neighborhood Change (Cambridge, MA:
M.I.T. Program on Nelghborhood and Reglonal Change, 1978),
p. 7; and, Fresno Community Analysis Division, Citizen
Survey: Problem Ranking/Rating (Fresno, CA: City of Fresno,
1973), p , 44.

57 C. Westly Churchman and R. L. Ackoff, "An
Approximate Measure of Value," J. of Operations Research
Society of Am. 1 (1954): 110.

58 Charles J. Erasmus, Man Takes Control: Culture
Development and American Aid (Mlnneapolls: Onlv. of
'f.flnnesota Press, 1973), p , 67.

59, Belle Ruth Witkin, Assessing Needs in Educational
and Social Programs (San Francisco: Jossey-Bass, 1984), p. 210.



36

Designing a service-delivery system consistent with

community values increases the chance that programs will be

accepted, utilized and sustained by the community 60

Fundamental cultural characteristics must be kept in mind

during the design and implementation of assessment

methodologies, the determination of needs, and the design of

EHA-services. Regard for cultural differences must be

addressed not only out of consideration for the target

population(s), but also out of concern that the data will be

interpreted accurately, and the increased likelihood that

interventions will be maintained and continued 61

Value jUdgments impinge at several points in the need

determination process 62. For example, in the discrepancy-

gap model of needs, values direct the identification of

ideal states, designation of how large a gap must be to

indicate an actual need, what target states are beneficial

and which are unsatisfactory 63.

60 Ward H. Goodenough, Cooperation in Change (NY:
Russell Sage Foundation, 1963), p. 123; and, Utah Community
Progress, Community Assessment Attitude Survey Guide (Logan,
UT: Utah State Oniv., 1982), p. 3.

61 Idem, Neuber, Needs Assessment: A Model for
Community Planning, p. 43.

62 Idem, Bolan, Community Decision Behavior, p. 384.

63 Idem, Kaufman, Guide, p. 24; and, Egon G. Guba and
Yvonne S. Lincoln, "A Place for Values in Needs Assessment,"
Educational Evaluation and Policy Analysis 4:3 (1982): 315.



37

The role of stakeholders in needs assessment. Human

needs are not singular and easily identifiable entities, but

rather are diffuse and interrelated. EHA problem

identification and solution determination must occur within

the value and attitudinal frameworks and perspectives of all

stakeholders:

Stakeholders not only represent diverse vested
interests and often disparate values, but also
maintain conflicting expectations based on their
particular interests and values. The most
systematic and objective assessment information
must ultimately be filtered through and influenced
by the perspectives of those charged with the
responsibility of translatin g

6ijhe
information into

priorities and program goals •

Needs assessment is, therefore, the act of estimating

or appraising conditions, identifying needs and values, and

setting priorities. An assessment of needs must provide

measures of demands for services; define minimal standards;

estimate gaps and their significance; and guide planning,

research and evaluation activities. Assessments should also

be undertaken periodically since the interpretation of

"need" is influenced by vested interests and values which

change and, because the nature of needs are interrelated,

diffuse and rapidly shifting 65.

64 Guida Fristchi and Todd M. Davis, "Stakeholder
Survey s: A Method and an ExampLe " Mid-Sou th Educational
Research Association, Nashville, TN, 16, November 1983,
p.22.

65 Laurence H. Tribe, C. S. Schelling and J. Voss, eds.
When Values Conflict: Essays on Environmental Analysis,
Discourse and Decision (Cambridge, MA: Ballinger, 1976), preface.
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D. General Approaches to Needs Assessment.

Needs assessment is based on empirical data collection,

however a universally accepted method of collection does not

exist 66. The methodes) of choice will greatly depend on the

type of data being collected 67. For examp Ie, the "s ervi ce

utilization" and "social indicator" approaches described

below are well adapted to the measurement of the demand for

services or "expressed" need, and "relative" needs between

communities 68. Surveys, structured decision techniques and

attitude scaling, are more often used for within-community

assessments and the determination of "felt" and "normative"

needs 69

66 Belle Ruth Witkin, An Analysis of Needs Assessment
Techniques for Educational Planning at State, Intermediate
and District Levels (ERIC, ED 108 370, 1975), p. 7.

67 Belle Ruth Witkin, "Needs Assessment Kits, Models
and Tools," Educational Technology (November, 1977), p , 13.

68 Idem, Bell, "Approaches to Human Service Needs
Assessment," p. 256-275; and, Robert J. Rossi and Kevin J.
Gilmartin, The Handbook of Social Indicators: Sources,
Characteristics and Analysis (NY: Garland STPM Press, 1980).
p , 34; and, Peter Henry Ross i , "Community Social
Indicators," The Human Meaning of Social Change ed. Angus G.
Campbell and Philip E. Converse (NY: Russell Sage
Foundation, 1972), p , 87-125.

69 George J. Warheit, Roger A. Bell and John J. Schwab,
Planning for Change: Needs Assessment Approaches (Rockville,
MD: Alcohol, Drug Abuse and Mental Health Association, DHEW,
n.d.), p , 3.
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Each of these approaches is needed to provide a

comprehensive assessment of community needs 70. Use of

multiple modes of need determination will afford the

assessment process necessary information about the level and

distribution of needs between and within different

communities 71.

The specific approaches to assessment differ in terms

of the nature and source of data, the methods and techniques

used to collect and analyze the data, and the amount of

resources and expertise that are required to complete the

study 72. The selection of a specific approach to needs

estimation, and of the methods/ techniques utilized to

collect data, depend on assumptions underlying the needs

being ass essed 73 For example, which "s takeholder" group,

consumers, service providers, politicians--can best

determine the need for given EHA-services?

70 Randall Cognetta, ed.; and Others, Comprehensive
Needs Assessment, revised (Redwood City, CA: San Mateo Co.
Offlce of Education, 1981), p. 656.

71 Idem, Birch, Community Analysis Model, p. 38.

72 William A. Kimmel, Needs Assessment: A Critical
Perspective (Washington D.C.: Office of Program Systems,
Office of the Asst. Secty. for Planning and Evaluation, U.
S. Dept. HEW, 1977), p , 9.

73 K. D. Tucker, "A Model for Community Needs
Assessment," Report to the Central Florida Community
Colleges' Consortium, Gainesville: Inst. of Higher
Education, Univ. of Florida, 1979.
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To be effective, community-oriented needs assessment

should lead to a series of change-process goals that are

delineated at ever-increasing levels of specification by

methods that incorporate the active participation of all

persons involved in the process of change 74. So far as

possible, in conducting an EHA-needs analysis, all the

stakeholders should be included to achieve intervention

success 75. Any effort to determine a comprehensive

perspective of need that does not include all the

participants in the situation, may run the risk of

presenting a seriously biased starting point for the entire

planning cycle 76.

The recommended model. One model, which combines

different approaches, methodologies and techniques, is

multi-level use of "convergent-stepwise" analysis. This

model compares and contrasts information obtained from

different data sources to verify and clarify data from each

74 Idem, Houston, p. 27.

75 C. Clifford Attkisson and Anthony Broskowski,
"Evaluation and the Emerging Human Service Concept," eds. C.
Clifford Attkisson, William A. Hargreaves and Mardi J.
Horowitz, Evaluation of Human Service Programs (NY: Academic
Press, 1978), p. 19.

76 United States Department of Health, Education and
Welfare, Human Needs Assessment Survey for Columbia and
Boone County, Missouri: Final Tabulations of the Significant
Felt Needs of Local Citizens (Washington, DC: U.S.
Government Printing Office, 1975), p. 4.

-------------------------------~--------
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source 77. This is the model recommended for use in this

dissertation.

Convergent-stepwise analysis provides a methodological

framework in which information relative to a variety of EHA

service needs may be identified, defined, evaluated and

given priority in a progressive manner. This model

determines community needs based on incremental use of

multilevel, multitechnique assessment strategies 78.

The foremost objective of a "convergent" needs

assessment is to collect data from discrete and interrelated

sources for purposes of comparison and utilization in

program planning and evaluation 79. Community education is a

second objective of this form of assessment. For example,

distribution of the data collection instruments and cover

letters, and the pUblicity that is generated, help to make

the community more aware of, and familiar with, the issues

under analysis. The contact with the target communities also

provides an early foundation on which to build rapport and

77 Idem, Siegel, "Need Identification," p. 220; and,
Donald T. Campbell and Donald W. Fiske, "Convergent and
Discriminant Validation by the Multitrait-Multimethod
Matrix," Psychological Bulletin 56 (1959): 92.

78 Idem, Heath, "Considerations," p. 5.

79 G. E. Fryer, Jr., "Use of Cooperative Health
Statistics System Physician Data in Small Area Manpower
Needs Assessment: the Case of Rural Colorado," Public Health
Res ea r ch 97: 1 (19 82): 8 1•

- ------------------------------
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to work towards mutually desirable programs and the long

term continuance of interventions 80.

The model is considered "stepwise" in that the

collection of data must proceed in stages, i.e. the

identification of target communities must precede the

assessment of felt needs in those communities. In the

present study high risk communities/populations are first

determ~ned by analysis of relevant population-based and

service-based statistics. The perceived needs of several

targeted consumer groups are then compared, and contrasted

with the proposed service needs of professional service

providers working with these groups.

If the primary objective of a convergent-stepwise needs

assessment model is to generate a variety of usable data,

the primary objecti ve of "mu 1ti -level" analys is is to

facilitate input into the development of programs and

delivery mechanisms, at various levels of concern (e.g.,

federal and national policy v state and local community

issues, with finally, the individual needs of participants

that actually partake of EHA-services 81. Since resources

available to many local agencies are limited, multi-level

analysis can also help facilitate inter-level cooperative

planning and the development of "network" service delivery

80 Idem, Neuber, Community Assessment Model, p. 86.

81 Robert L. Morasky and David Ammick, "Social System
Needs Assessment," Long Range Planning 11:2 (1978): 47.
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systems 82. Due to the restraints of time and resources the

present study considers analysis only at the state and

community levels of assessment. Recommendations, however,

for subsequent assessments at the national and program

levels are suggested.

As a comprehensive, systematic collection and analysis

process, the convergent-stepwise model employs both primary

and secondary data sources 83. When feasible, to conserve

time and resources, the present study generates new data

(primary data, e.g., collected from surveys), and compiles

previously recorded data (secondary data, e.g.,

epidemiological studies; standardized test data),

concurrently, and then integrates the data sets84• Each

data-set, however, necessitated a different approach to need

definition, different methods of data collection, and

techniques of analysis.

Data Set A: The social indicator approach to need

identification consists of making inferences of need

using descriptive statistics compiled from data found in

82 Idem, United Way, Assessment Guide, p. 38.

83 ibid., p , 14-29.

84 George J. Warheit, Joanne M. Buhl and Roger A. Bell,
"A Critique of Social Indicator Analysis and Key Informant
Surveys as Needs Assessment Methods," Evaluation and Program
Planning 1:3 (1978): 245.
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public records and reports (e.g., censal data) 85. The

underlying assumption of this approach is that estimates of

need in the community can be inferred from select social and

demographic descriptors that correlate highly with specific

needs. For example, the amount of personal income and level

of education are frequently examined as indicators of risk

status 86.

The major advantages of the social indicator approach

include: the availability of data easily secured and

inexpensively analyzed, usually possible employing

individuals with limited research training and technical

expertise. It is also easier to integrate data from a

variety of sources due to common data-recording format

(e.g., census tract tabulations) 87.

However, the use of aggregate demographic data alone,

provide only "proxy" indicators of need 88. Occasionally

there is a tendency to over generalize findings when using

demographic statistics--attempting to equate characteristics

85 Nick L. Smith, "Techniques for the Analysis of
Geographic Data in Evaluation," Evaluation and Program
Planning 2:2 (1979): 119.

86 Idem, Peter H. Rossi, "Community Social
Indicators," p. 87.

87 Idem, Bell, "Approaches to Human Service Needs
Assessment," p. 276-277.

88 Daniel S. Levine and Donald E. Yett, "A Method
for Constructing Proxy Measures of Health Status," A
Determination of Economic Attributes of Community Health
Profiles and Health Indices Report (Washington D.C.:
DHEW No. HSM 110-69-1, 1969), p.15.
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of a group with needs of the individual 89. A comprehensive

analysis juxtaposing population-based statistics with

service-based data and surveys of community felt needs,

could serve to modify this tendency 90.

Data Set B. A second approach to need determination,

the service-utilization approach, uses service-delivery

counts of treated and "wait-listed" cases corroborated by

professional service providers. This data can be obtained

fairly easily from agency or departmental records, and

analyzed at a relatively low cost 91.

The major drawback with this approach is whether need

for services can be accurately expressed by existing demand

for services. In actuality, many intervening variables in

the home and/or the service delivery system, such as

cultural and religious beliefs; service availability, cost

and accessibility; the lack of networking and the continuity

of services, probably interfere with service utilization by

individuals 92. To determine the nature of these intervening

89 G. E. Alan Dever, Community Health Analysis
Germantown, MD: Aspen Systems Press, 1980), p. 146.

90 T. Salvatore, Needs Assessment in Community
Planning: An Evaluation of Ten Approaches (Media, PA:
Delaware County Area Office, Health and Welfare Council,
1978), p , 20.

91 Idem, Bell, "Approaches to Human Service Needs
Assessment," p. 256-265.

92 Idem, Crane, "Service and Facility
Requirements," p. 108-109.

----------------------------------
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variables in target communities, random sample surveys

consumers need to be conducted also 93

Data Set C: The survey approach to need estimation

calls for a systematic process of gathering information

directly from a sample or entire population of

stakeholders94. Usually the survey consists of structured

interviews and questionnaires, or open-ended dialogue

designed to elicit key information from respondents 95.

Carefully designed surveys provide the most direct,

scientifically valid and reliable information about needs,

values and service utilization patterns of individuals 96.

It is difficult however, to validate any specific responses,

and a few respondents may be reluctant to supply information

97. Further, surveys are difficult to design and costly to

operationalize 98. None the less, opinion poll surveys are

93 Idem, Utah Community, Attitude Survey, p. 2; and,
Idem, Lekis, Client Needs, p. 4.

94 Idem, Fristchi, "Stakeholder Surveys," p. 29; and,
Michael Delgado, "A Grass-roots Model for Needs Assessments
in Hispanic Communities," Child Welfare 58:9 (1979): 571.

95 Bernard Hennessey, Public Opinion (North
Scitnate, MA: Duxbury Press, 1975), p , 82.

96 Wilma Burgher and William Duckett, Polling
Attitudes of the Community on Education (Bloomington,
IN: Phi Delta Kappa Press, 1980), p. 9.

97 Idem, Bell, "Approaches to Human Service Need
Assessment," p. 290.

98 Jack Siemiatychi, "A Comparison of Mail,
Telephone and Home Interview Strategies for Household
Health Surveys," Am. Journal of Public Health 69:3
(1979): 244.
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the method of choice when soliciting the felt needs of the

consumer 99

A survey approach to need appraisal also utilizes

structured decision techniques (e.g., Delphi surveys; the

Nominal Group process; DARE and PEARL methods; Simplex

Questionnaires). The techniques are primarily used to

collect data from expert panels, key informants, and

differing special interests groups 100. They suffer from

many of the same drawbacks of surveys and display some of

the same advantages. Their major improvement over surveys is

that they use interactive rounds of discussion or paper and

pencil tasks to generate a consensus opinion among

participants and to structure group decision making 101

The "structured" approach is essentially designed to

collect and weigh opinions and values of different decision

groups, and such social f~ctors as the cost and legality of

alternative interventions, as systematically as possible. By

providing non-confrontational formats, they facilitate the

equitable collection of varying opinions and encourage

(1979): 244.

"Human Need Assessment Surveys:
Problems," J. Am Planning
187.

Jack Drake, Methods for Priority Setting in
Areawide Health Planning (San Francisco: Arthur Young
and Co., 1977), p , 43.

99 James J. Glass,
Selected Methodological
Association 1:3 (1979):

100

101 Dow Scott and Diana Diedrick, "The Nominal
Group Technique: Applications for Training Needs
Assessment," Training and Development J. 36:6 (1982): 26.

--------------- ------ _._------_.
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decisions made on the basis of many, rather than a few,

diverse factors 102

The two major drawbacks of structured decision

procedures are that they require time to initially secure

and later maintain participation of all informants, and

require additional costs for duplication and distribution of

interim results between rounds 103.

Since the Education of the Handicapped Act calls for a

variety of services across disciplines 104 a convergent

stepwise analysis model, combining these various approaches,

is used. For example, needs assessments in the field of

education, long influenced by the discrepancy model and

sensitive to the needs of a variety of pUblics, have long

favored specialized surveys and group decision making

techniques to determine educational policy. Other human

services (e.g., health), have more often assessed needs and

determined policy using social indicator statistics,

service-utilization data and social area analyses 105

102 Olaf Helmer, Analysis of the Future: The Delphi
Technique (Santa Monica, CA: The Rand Corporatlon,
1967), p , 2.

103 Armand Lauffer, Assessment Tools (Beverly
Hills, CA: Sage, 1982), p , 63-120.

Juri Pill, "The Delphi Method: SUbstance,
Contexts, a Critique and an Annotated Bibliography,"
Socio-Economic Planning Services 5 (1971): 57.

104 Idem, PL 98-199 Section 625 (c) (2).

105 Idem, Witkin "State of the Art", p. 4.
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Moreover, since one of the central tenants of the EHA

legislation is to incorporate the perceived needs of

consumers 106, one emphasis of the present research is to

concentrate on the needs of parents with handicapped

children and the needs of various high-risk populations.

Needs determined through surveys of these groups are

compared with needs proposed by professionals participating

in structured decision surveys, and indicators of need

derived from population-based data, and service utilization

statistics.

E. Felt Needs Assessment

Amendments the Education of the Handicapped Act

require "individualized family plans" and consumer

involvement at all points in the planning cycle, as

fundamental to the successful achievement of EHA

objectives. To determine the needs of families with at-risk

and handicapped children, and to plan appropriate services

for the entire family, it is necessary to survey the felt

needs of those families and to involve them in the planning

process 107.

All parties in intervention situations have their felt

needs, these are ultimate referents within us all, the

feeling states by which we determine personal contentment

106 Idem, PL 99-457, Section 677.

107 Idem, Canaan, Molokai Data Book, p. 2.

-------------------------------.- --------
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108. By felt needs we refer to the needs perceived by the

public, rather than the feelings and perceptions of the

expert or planner 109. Perhaps the most serious problems

encountered during program planning are the mutual

adjustment of both the providers and consumers needs;

determining the felt needs of the local population; and

designing programs that both meet those needs and coincide

with local values 110.
An intervention is not successful unless the changes

are accepted by the community's members as something they

want for themselves. Development must come from within. The

community must, in the long run, be able to maintain the

changes that have occurred without outside assistance 111.

To accomplish this, changes must be fully incorporated into

the community's way of life 112

Changes are more likely to occur in a community where

interventions have been designed in response to the felt

needs of its members. In fact, "the best chances for

cooperation may be in communities where there is a strong

108 Kurt Finsterbush, Understanding Social Impacts,
(Beverly Hills, CA: Sage PUblications, 1980), p. 76.

109 Idem, Bradshaw, p. 290.

110 Idem, Goodenough, Cooperation and Change, p. 58.

111 John I. Goodlad, What Schools Are For,
(Bloomington, IN: Phi Delta Kappan Educational Foundation,
1979), p. 79.

112 Idem, Erasmus, Man Takes Control, p.102.
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felt need and where the change process has not yet gotten

under way spontaneously" 113.

Rationale: 1) One important reason for attempting to

develop a series of perceptual indicators of need is that

they are believed to provide the most direct measures of an

individual's judgment of their own well-being 114.

Diagnostic and demographic data (e.g., test scores; socio

economic status) cannot be said to provide a direct

indication of how people feel about their lives. Indeed,

there is reason to believe that there exists only a loose

linkage between the aggregate objective indicators of need

and an individual's perception of need 115.

2) A second reason to develop perceptual indicators is

that they permit "cross -sect ion" comparisons --a form of

comparison necessary for resource allocation, yet difficult

to make solely with objective measures 116. It is difficult

to priority rank-order equally pressing needs based upon

aggregate objective data alone. But by comparing these needs

113 Idem, Goodenough, Cooperation and Change, p. 68.

114 Frank M. Andrews and P. Withey, "Developing
Measures of Perceived Life Quality: Results of Several
National Surveys," Social Indicator Research 1:1 (1974):
2.

115 Idem, Andrews, "Social Indicators of Well
Being," p , 210.

116 Frank M. Andrews, "Subjective Social
Indicators,. Objective Social Indicators and Social
Accounting Systems," Social Accounting Systems: Essays
on the State of the Art, eds. Thomas Juster and Kenneth
C. Land (NY: Academic Press, 1981), p. 187.
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within the same framework--the respondent's point of view,

the determination of priorities is much easier 117.

3) A third reason for developing perceptual indicators

of need is that they afford a check on the adequacy and

range of the objective measures under analysis. Without data

from perceptual measures, it may become very difficult to

decide which of an infinite array of potential population

and service-based data-sets should to be considered. The

development of perceptual indicators can help determine

those aspects of life that concern the target population,

and just how they relate to respondent's sense of perceived

need 118

Implicit in the discussion thus far is the assumption

that perceptual indicators can serve at least two major

assessment functions. First, a basic knowledge function.

With sufficient subjective data EHA-planners can hope to

achieve a better understanding of the causes and conditions

which lead to feelings of need in the community, and

possibly the effects of these feelings on behavior.

Secondly, and more immediately, they may function to

117 Harold L. DeLorme, Pupil Perceived Needs Assessment
(Philadelphia: Research for Better Schools, 1974), p. 2;
and, Delores S. Delahanty and G. Lawrence AIkins, Strategic
Local Planning: A Collaborative Model, Human Services
Monograph Series #23 (Rockville, MD: Project SHARE, A
National Clearinghousefor Improving Management of Human
Services, 1981), p. 38.

118 Talbot Black et al., TADS Needs Assessment
Procedures Manual (Chapel Hill, NC: Univ. of North
Carolina Press, 1980), p. 26.
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identify those problems which are especially "felt" to merit

intervention, that is, the priority rank-ordering of needs.

Additionally, the direct collection of the felt needs

data may lead to more successful implementation strategies

due to a better understanding of the communication

structures between individuals and the preferred means of

contact in the target community 119. Finally, assessment of

perceived needs before and after intervention, may allow

planners to assess the social impact of programs on the

communi ty 120.

Attitude Scaling. An individual's overall perception of

need may be seen as a combination of affective perceptions

of life domains, which are of two types: role situations

(e.g., being a parent), and values 121. Therefore, the use

of attitude scaling techniques, is recommended to analyze

survey data, to help distinguish felt needs in life as a

whole from evaluation of specific life domains (e.g., child

rearing; employment; housing; health). Scaling methods will

afford structure to the determination of felt needs, and

will allow EHA-planners to develop a "cognitive map" from

119 Joseph Woelfel and Edward Fink, The Measurement
of Communication Processes: Galileo Theory and Method
(NY: Academlc Press, 1980), p. 308.

120 Kurt Finsterbush and Peter C. Wolf, Methodology
of Social Impact Assessment (Stroudsberg, PA: Dowden,
Hutchinson and Ross, 1977), p. 34.

121 Idem, Andrews, "Perceived Life Quality," p. 78.

-----------------------~.~---~--_.
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which to infer the relationship between various concerns

122

Scaler maps provide a three dimensional structure of

perceived need from different communities. This structure

allows for the comparison of different felt needs relative

to one another, and too, comparison of distinct concerns

relative to specific subpopulations, and how these concerns

may overlap and cluster together 123. Defining these

structures is not an easy task, but a necessary one ·to avert

the failure of interventions due to the disregard or

misinterpretation of people's felt needs 124.

The felt needs of parents with handicapped children may

differ from the felt needs of families at-risk, and data

must be collected and analyzed for both populations

separately. In addition, specific risk-populations may have

distinct needs that must be considered when planning EHA-

services. To better understand these differences, attitude

scaling should be utilized, because it helps illuminate

variations in the perception of need. To illustrate these

differences, the present research measures and contrasts the

122 Joseph Woelfel, How to do a Galileo Study
(Honolulu: East-West Ctr. Communications Inst., 1977),
p , 23.

123 Peter Dunn-Rankin, Scaling Methods (Hillsdale,
NJ: Lawarence Erlbaum Assoc., 1983), p. 190.

124 John H. Kunkel, "Some Behavioral Aspects of Social
Change and Economic Development," Behavioral Sociology, eds.
Robert L. Burgess and Donald Bushell Jr. (Ny: Columbla Univ.
Press, 1969), p , 335-340.
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needs of families with handicapped children statewide with

the felt needs of several at-risk populations living on the

Waianae Coast of Oahu.

Illustration of felt needs survey approach: the Waianae

Coast area of Oahu is targeted because it has some of the

highest rates at-risk statistics in the State 125. Serious

negative health, social and educational consequences are

associated with several high-risk populations (e.g., low

income groups; people of Hawaiian ancestry; pregnant

teenagers), living in the Coast communities 126. It is

possible that these populations may have a variety of needs,

many of which may go unnoticed by the professional

community.

For example, Wootton and Stringfellow (1978),

interviewed teen parents and discovered that financial

concerns, education, housing and employment, were those life

domains in greatest need. Meanwhile, many of the young

adults were unaware of many of the services available in the

125 Milann Gunnaway et al., A Geographic and Ethnic
Group Analysis of Vital Indicators for Maternal and
Child Health in Hawaii, 1975-1979 (Honolulu: Dept. of
Health, Research & Statistics, 1981), p , 6.

126 Lorraine C. Stringfellow et al., "Adolescent
Fertility in Hawaii, Implications for Planning," Hawaii
Medical J. 37:4 (1978): 105-113.
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community, or did not utilize others because of service

characteristics such as cost and accessibility 127.

Wootton and Stringfellow recommended first the

development of a Family Life Education curriculum in the

schools. This curriculum, they suggested, should include

information on the risks of early parenthood, the importance

of timely prenatal care, and listings of the community

services available for birth control, pregnancy tests and

counseling. They also suggested that initial agency

contacts, such as the physician and welfare workers, could

play key roles in the coordination and referral of services

so that a network of support might be provided to pregnant

and parenting teens 128.

The question addressed in a Family Life Education

survey conducted in 1979 129, was whether agency and

research professionals were well attuned to the concerns of

their teen clients. Responses were solicited from high

school students in the State regarding their knowledge,

attitudes and practices (KAPs) in human sexuality. The

responses of program planning professionals in the fields of

127 Margaret Joan Wootton and Lorraine C.
Stringfellow, "Young Parents in Hawaii," Hawaii Medical
J. 37:2 (1978): 44-50.

128 ibid., p. 49.

129 George Fellez, Jr., Family Life Education and
Counseling nemonstration Project, 1979-1982, Final
Report, (Honolulu: Dept. of Health, Family Planning
SerVlces, 1982), p , 63.

--------------------------------_. -------_.
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education and health, in regard to the teen KAPs, were also

solicited and then compared with the teen responses.

The results of this survey indicated that professionals

appear to be cognizant of many of the sex KAPs of teens.

However, for many topics, there also appeared to be gaps in

professional's understanding. A similar study, with similar

results, was conducted among teens on the Waianae Coast by

Cohn (1979) 130 .
The survey work by Wootton and Stringfellow, Fellez and

Cohn has shed some light upon some of the problems common to

pregnant teens and the gaps in teenage knowledge of the

importance and availability of prenatal care services.

However, a further assessment of the needs of pregnant and

parenting teens on the Waianae Coast appeared to be

warranted in terms of Waianae's continued high rate of

teenage pregnancy and bir~ns, and the health, educational

and social developmental risks associated with early

childbearing and childrearing 131• It appeared that a needs

assessment approach that will expand upon previous research

and give more definition to the needs of pregnant and

parenting teens was necessary if EHA-services hope to be

130 Rebecca W. Cohn, KnOWledge, Attitudes and
Practices of Waianae Coast Adolescents: Implications for
Family Planning Program Development, (Honolulu: Dept. of
Health, Family Planning Services, 1979).

131 Wendy Baldwin and Virginia S. Cain, "The
Children of Teenage Parents," Family Planning
P~rspectives 12:1 (1980): 34-43.

-------------------------------------------
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more successful in preventing risk pregnancies among teens

in the Coast communities.

F. Conclusions

Wants, concerns, problems and goals differ, but are

related to needs and their solutions. "Wants" are a desired

state of affairs, needs are an essential one 132; "concerns"

are beliefs or hypotheses not supported by fact and hence,

are not synonymous with needs 133; finally "problems" relate

to conditions that currently exist, whereas needs imply

something that is absent 134

"Need" is basically an open-ended term, one without

conceptual boundaries. If the term is to .have operational

meaning it must be defined in a specific context, usually by

absolute or relative criteria or standards 135. In short

"need is something that can be shown to be necessary or

useful for the fulfillment of some defensible purpose" 136

132 Ronald D. Frisbie. "Field Analysis: Something
More Than Needs Assessment," Urban and Regional Planning
Institute, Univ. of Hawaii, 25, April 1983.

133 Idem, Price, Comprehensive Needs Assessment, p.
123.

134 J. H. Harless, An Ounce of Analysis (Its Worth
A Pound of Objectives), (McLean, VA: Harless Performance
Gu i 1 d , 1975 ), p , 13•

135 Idem, United Way, Assessment Guide, p.30 •

.._-_._.-----_. ------------------------------
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Needs are not derived from any universal moral order

that defines the goals toward which all people must strive.

Schematically there are several perspectives of community

need, and ultimately the determination of need is influenced

by the personal, social and cultural values of all the

stakeholders involved 137. Central to the Education of the

Handicapped Act is the mandate to combine both professional

and lay opinion in the determination of needs 138. In fact,

an ecological approach, melding data from several assessment

methodologies, is advocated 139.

The literature suggests that two sets of indicators

one consisting of objective indicators, the other of

perceptual indicators, should be collected and monitored

over time to assess various levels of need in the community

140 .• Indeed, there are reasons to believe that subject1ve

indicators provide at least as objective a measure of what

137 J. W. Ashbaugh, et al., "Conducting State and
Local Health Needs Assessments: Designs and Strategies,"
Evaluation Health Profession 6:4 (1983): 413.

138 Jerry Duea and Walter L. Bishop, "Important
Differences in Public and Professional Perceptions of
the Schools," Phi Delta Kappan (Sept. 1980): p. 51.

139 Idem, Goodlad, What Schools Are For, p. 77; and,
Urie Bronfenbrenner, The Ecolo y of Human Development
(Cambridge, MA: Harvar n1V. ress, 9 9 , p , 111.

140 Idem, Andrews and Withey, "Developing
Measures of Perceived Life Quality," p. 24.
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they intend to assess as do the objective indicators of what

they try to assess 141.

Due to a commonality of techniques and sources of data

there is not often a clear delineation between needs

assessment and other facets of the planning cycle. For

example, policy analysis 142, forecasting 143, program

planning, research and evaluation 144, all utilize similar

data sources, collection and analysis procedures, and are

employed interconnectedly in the planning process 145

Program evaluation, program research and needs

assessment are parts of the overall planning cycle. All

three are significantly independent processes, yet each may

consume information from the other and, combined, all

produce an information base that is essential for policy

141 Barbara E. Brittingham and Anton J. Netusil,
"The Reliability of Goal Ratings in a Needs Assessment
Procedure," J. of Educational Research 69 (1976): 184.

142 George W. Fairweather and Louis G. Tornatsky,
Experimental Methods for Social Policy Research (NY:
Pegamon Press, 1977), p , 54-89.

143 Seymour Spilerman, "Forecasting Social Events,"
Social Indicator Models, eds. Kenneth C. Land and Seymour
Spilerman Social Indicator Models (NY: Russell Sage
Foundation, 1975); and, William Dunn, Public Policy Analysis
(Englewood Cliffs, NJ: Prentice Hall, 1981), p , 139-218.

144 M. Scrivin, "Research Methodology & Needs
Assessment:" Drug Intel!. Clin. Pharm. 16:1 (1982): 56.

145 Stephen Isaac, Handbook in Research and
Evaluation, for Education and the Behavloral SClences
(San Diego, CA: EdITs, 1980).



61

analysis, and program planning 146. The distinctiveness of

needs assessment is that it requires a forward looking

perspective--from the present to the future. In contrast,

research and evaluation look from present to the past, often

employing the needs information as baseline data for their

own analysis 147.

These process loops encourage refinement throughout the

planning cycle 148. Ongoing refinements will be important to

EHA-projects being designed to bring about changes in value

laden life domains such as parenting. The needs of, and

services available to and utilized by, specific high-risk

communities and at-risk populations, must be identified and

differentiated from comparable groups, if EHA-services are

to be optimally effective and efficiently designed.

146 Idem, Houston, School/College/Community, p. 48.

147 Stephen M. Shortell and William C. Richardson,
Health Program Evaluation (St. Louis: C. V. Mosby,
1978), p 1-37.

148 Edward A. Suchman, Evaluative Research (New
York: Russell Sage Foundation, 1967).
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Chapter III

METHODS FOR OPERATIONALIZING THE

THE CONVERGENT-STEPWISE MODEL

A. Introduction

In the preceding chapter literature pertaining to

various types of needs and general approaches to needs

assessment were combined to formulate a description of a

convergent-stepwise needs assessment model that can be used

t/) determine the need for EHA-services in the State of

~lawaii comprehensi vely. In this chapter the specific

methodologies employed in the present study are presented in

greater detail; in combination they comprise the

operationalization of the assessment model developed in the

previous chapter.

First, population, and then service-based data have to

be collected and analyzed to develop social indicators of

need and service utilization statistics, to determine the

normative, relative and expressed need for EHA-services in

State of Hawaii, and to target high risk communities and

identify populations at-risk for children with developmental

delays. After these needs are determined, the felt needs of

communities and subpopulations at greater risk, and of

families with developmentally delayed children, are gathered

for comparison using surveys of representative samples.

Combined study results and their implications for future

EHA-services are presented and discussed in Chapter Four.
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B. Population-Based Needs Assessment: The Social

Indicator Approach

A major determinant in the location of EHA-services

and the proportional allocation of limited resources, must

be the relative needs of at-risk and handicapped children in

each community. Handicapped children (He) are more likely to

be receiving care services in settings outside the home, and

are, therefore, comparatively easy to locate. It is

difficult, however, to enumerate the children that are at

risk (AR) for developmental handicaps, and therefore to

determine their needs. At-risk children are often less

noticeable, and as a result, less frequently served, than

the child with more obvious handicaps. This is especially

true for the child below the age for public school.

Therefore, the Hawaii State Plan Grant does not attempt

to locate and enumerate individual AR-children, but rather,

the propensity for risk in different communities is

assessed. Using extant data, specific age, ethnic and

geographic communities across the state are compared. The

object is to develop need indexes from a variety of life

domains, and to stratify the analysis in an effort to

identify at-risk populations and high-risk communities.
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Secondary data (e.g., censal and health registry

counts, standardized test scores, social service delivery

data), were initially tabulated and analyzed at the State

level, and then reaggregated at increasingly more confined

geographic levels to help ascertain those subpopulations

that were most at-risk. A convergent analysis of data from a

variety of need perspectives permitted a comprehensive

assessment of overall need in each community.

In very specific terms, the framework developed was

concerned with measuring the extent to which one community

(e.g., census tract "X"; people of Hawaiian ancestry;

teenage parents), could be likened to and compared with

another community (e.g., census tract "Y"; non-Hawaiians;

parents bearing children after 20 years of age). Our

approach was to combine a composite index of academic

readiness with an entire set of socio-economic and

demographic variables, in an objective analysis of need in

each community.

Geographic areas of enumeration (e.g., census tracts),

provided the initial comparative unit for analysis. Next,

data on all people residing in each census tract was

analyzed collectively and then stratified by relevant

demographic variables (e.g., age and sex). The changes in

these variables and other dependent outcomes, were traced

over-time (e.g., trend analysis). The prevalence, incidence
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and trend of these social indicators afforded proxy measures

of need with which to compare different communities.

Because of the primacy of educational needs in the EHA-

legislation, educational indicators of risk status (and

resulting need for EHA-interventions), were developed first.

Using data from the Hawaii State Department of Education,

indexes of need were developed for each kindergartner in the

State who participated in the Department's 1983-84 Early

Provision for School Success (EPSS) program. These data sets

included the name of the school the child attended, the

ethnicity of the child, a receptive-vocabulary test score

(Peabody Picture Vocabulary Test-Revised), and a visual-

motor performance test score (Visual Motor Integration

Test). Data were also obtained on the number and proportion

of students in each school whose family received either Aid

to Families with Dependent Children or General Assistance.

These standardized test scores and socio-economic status

(SES) variables were then combined to create an index of

need for each elementary school in the State149. Schools

were considered to be in greater need when they had low test

scores and a higher frequency of Hawaiian children and

prevalence of welfare assistance.

149 Robert W. Heath, Kenneth Meehan and Gregory
Loos, "Need-Based Identification of Priority Sites for
Parent-Child Services," Working Paper (Honolulu:
Kamehameha Schools/Bishop Estate, 1985). Later revised
by Heath and Jerald D. Plett, 1985.
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Concurrent research developed aggregate socioeconomic

status scores, by census tract, for the general population.

"Socioeconomic status" (SES) refers to a continuum along

which a population can be ranked in terms of personal wealth

and community prestige. SES-scores represent a cluster of

lifestyle variables which are commonly defined by income and

education150. The former is an indicator of material

resources and living standards, the latter reflects

knowledge, values and other related aspects of lifestyle,

i.e., occupational choice. The scores themselves serve as

summary indexes which have been shown to be correlated with

variations in individual attitudes or behaviors and in

social relationships and needs. Low scores usually

correlating with greater risk and higher needs.

The SES index was computed using an equal weighing of

mean years of education and mean income of persons living in

each census tract, gathered from 1980 censal reports.

Relationships between SES-scores and other demographic

variables (e.g., ethnic concentration), were also explored.

Additionally, data from State Departments of Social

Services and Housing; Health; Planning and Economic

Development, were also collected and analyzed to determine

150 Indicators of socio-economic status also
include occupational, residential and similar variables,
which have all been found to correlate highly with
income and educational levels. The later two variables
are studied most frequently because data is easy to
collect and easier to measure than other factors.
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the relative need status of communities in domains other

than education and socioeconomic status. For example, rates

of at-risk pregnancy-related events 151; nuptiality

outcomes152; reproductive potentia1 153; economic need 154;

social service needs155 and the incidence of neglect and

abuse156, were computed and juxtaposed one with another, the

SES and the academic readiness data.

151 Jerald D. Plett and Gregory Loos, "Presnancy
Related 'At-Risk' Events: A Comparison of Hawailans and
Non-Hawaiians," Working Paper, (Honolulu: Kamehameha
Schools/Bishop Estate, 1985).

Fe Caces and Gregory Loos, "Small Area
Analysis: A Profile of Maternal and Child Well-Being
Among Hawaiians and Non-Hawaiians," Working Paper,
(Honolulu: Kamehameha Schools/Bishop Estate, 1985).

152 Jerald D. Plett, Randy H. James and Gregory
Loos, "Nuptiality in Hawaii," 1976-1983, Working Paper,
(Honolulu: Kamehameha Schools/Bishop Estate, 1985).

153 Jerald D. Plett, Randy H. James and Gregory
Loos, "Reproductive Potent ia 1 in Hawaii: A Comparison of
Hawaiians and Non-Hawaiians," Working Paper, (Honolulu:
Kamehameha Schools/Bishop Estate, 1985).

154 Fe Caces and Gregory Loos, "Indicators of
Economic Need: Area Profiles from DSSH Money Payments,"
Working Paper, (Honolulu: Kamehameha Schools/Bishop
Estate, 1985).

155 Gregory Loos and Fe Caces, "Indicators of
Social Need: Area Profiles from Department of Social
Services and Housing Records," Working Paper, (Honolulu:
Kamehameha Schools/Bishop Estate, 1985).

156 Randy H. James and Gregory Loos, "Child Neglect
and Abuse: A Comparison of Hawaiians and Non-Hawaiians,"
Working Paper, (Honolulu: Kamehameha Schools/Bishop
Estate, 1985).
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Resulting clusters of composite indicators were then

converted into priority-rankings to reflect the age/sex/

geographic communities most in need across the State. A

service-based assessment (see below), conducted

simultaneously, was used to identify presently available and

planned services in these same communities, and to highlight

"gaps" between service availability and the proposed need

for services indicated in the demographic data. Finally, the

population-based statistics were used to locate at-risk

populations that were then studied further to determine

their specific "felt" needs.

Methodological limitations occur with the use of

population-based statistics because the precise delineation

of demographic variables (e.g., age), is initially dependent

on the information provided by individuals. Self

declarations of age, ethnic affiliation, area of residence

and other demographic dimensions, obviously could not be

verified since secondary data sources were used.

Demographic and geographic definitions were further

qualified by the rules and collection parameters regulating

the agencies providing the data. The present analyses

utilized data from both State and Federal sources. Often a

variation in counts was inevitable primarily due to

definitional changes of variables like ethnicity, by

different agencies. To avoid difficulty, data from different

sources were not mixed in constructing rates; that is, DOH
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vital statistics were not combined with the Bureau of the

Census data.

c. Service-Based Needs Assessment: Analysis of Service

Availability and Utilization Patterns

Public policy determines what services governments and

the private-sector provide or fail to provide for their

constituencies. Major service decisions (or non-decisions)

are mace in the political arena, often at the national level

(e.g., Education of the Handicapped Act). Decisions are then

handed down for implementation by local service providers

and their locally administered bureaucracies.

The eventual development and delivery of EHA-services

to address the needs of identified at-risk and handicapped

populations, will rest with a network of local service

providers and the availability and allocation of resources

alloted by policy makers. A comprehensive assessment of

needs must employ means to measure service needs in light of

the characteristics of interagency service provision at the

state and local level.

Available State Services and the needs of agencies that

serve the target population were determined by a series of

separate studies:

1) Survey of Agencies157. The Agency Questionnaire (AQ)

157 Gregory Loos and Susan Brown, "Preliminary
Report of Agency Needs," Working Paper (Honolulu:
Research Corporation of the University of Hawaii, 1987).
Later published as Technical Report No.1, Agency
Questionnaire by the State Planning Staff, 1987.
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was one of a set of community surveys developed by the

Hawaii State Planning Grant (SPG) staff to gather data about

sources currently available to families with young children,

o through 5 years, who were developmentally delayed or at-

risk of developing handicaps. The AQ was intended to answer

the following questions in each area from the perspective of

the agency administrator:

Agency Information Who serves young handicapped and at
risk children in Hawaii? Are parents also served? Are
services available throughout Hawaii? How do agencies
pUblicize their services? How do they identify children
in need of service (e.g., child find, screening and
diagnostic procedures).

Client Information How many young handicapped an at
risk children are now being served? What are their
ages, handicaps and level of severity? Where do they
live? What is the agency's estimate of youngsters not
being served?

Service information What services are currently
provided? Are they home or center-based? What changes
are expected within the next 5 years? What barriers
exist that interfere with service utilization?

Personnel Information How many service providers,
professional and paraprofessional, currently serve
our target population? Is this sufficient? What
should be the focus of personnel training? How is
staff training presently provided?

Funding Information What is the cost of serving the
target population? What are the funding sources?

Included in the AQ survey were target population and

item definitions in an effort to establish uniform

understanding among respondents and to avoid erroneous

responses to misunderstood items. Interviews with service

personnel, a review of P.L. 94-142 definitions of
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handicapping conditions, a review of the literature, and

feedback from the Steering Committee yielded 10 definitions

of handicapping conditions and one for children who were at

risk of developing a handicap. Definitions of the

handicapping conditions differed somewhat from those

described in P.L. 94-142 to reflect both the young age of

the target population and to encompass definitions used by

agencies other than the State of Hawaii Department of

Education. At-risk was broadly defined to ensure that

agencies would consider all their young clients, especially

the sections on client count, services provided, and

personnel available (for all operational definitions refer

to Appendix A).

The target audience for the AQ was all agencies, public

and private, in Hawaii that currently served young

handicapped and at-risk children, and/or their families.

Service descriptors for more than 1,000 educational, health,

and social service agencies statewide were reviewed to

develop a comprehensive listing.

The completed AQ was sent to administrators in 134

agencies (or, in some instances, sections within agencies)

that appeared to serve the target population. Follow-up

procedures included both mail-out and phone call reminders.

In addition to the agencies referred to above, the AQ

was sent to a 10% sample of preschools licenced by the State

(n = 36). A shorthand version was also sent to 281
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pediatricians, general and family practitioners, and 170

"single person" agencies (e.g., social workers, therapists,

etc.,), who work as contracted personnel.

2) Survey of Personnel158. The reasons for soliciting

the participation of direct service providers were multifold

and could neither be satisfied with a single survey, nor

obtained from a single sample of respondents. Two separate

samples, one drawn from professional service providers, and

the second from paraprofessional personnel were employed,

each affording a portion of the information that was sought.

Respondent samples were drawn from the pool of personnel

enumerated on the earlier administered Agency Questionnaire.

Approximately twenty-five hundred (N = 2,497) care

service workers were available in 1985 to provide services

to at-risk and handicapped children birth through five years

of age, and their families. Two-thirds (64.8%) of these had

four or more years of pro!essional preparation, the

remainder had less formal training (e.g.,

paraprofessionals).

The samples were stratified and prorated by

professional discipline, and degree of training. Responses

on the PQ's were divided into eight disciplines: medicine,

nursing, psychology, education, occupational, physical and

158 Gregory Loos and Susan Brown, "Preliminary
Report of Personnel Needs," Working Paper (Honolulu:
Research Corporation of the University of Hawaii, 1987).
Later pUblished as Technical Report No.2, Personnel
Questionnaire, by the State Planning Staff, 1987.
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speech therapy, and social work. In addition to divisions by

discipline and level of training, respondents were also

divided into three geographical areas: Honolulu, rural Oahu

and the neighbor islands.

Representative samples were drawn at random from a

grand list of personnel statewide compiled from data on the

AQ. Since personnel were not individually identified on the

AQ, the PQ samples were selected by ID-number. Numbered

personnel were associated with specific agencies, and

identified by discipline, level of training and geographic

work area. Once randomly selected on these parameters,

specific names were requested from the agency to match the

selection criteria.

Both surveys addressed similar issues: present and

possible future use of different level personnel in the same

work setting, staff training needs, and barriers related to

service utilization. The professionals were also asked to

address the use of group services with clients (v one:one),

transdisciplinary training, interagency referrals and the

establishment of optimal intervention standards for

different aged children with differing handicaps and levels

of severity. Much of the intent of the questions was to

explore different staffing options, the degree of

responsibility currently assumed by lower level staff, and

whether staff with less training could assume greater

responsibilities, thus freeing higher level staff for more

-- - - - -- ----------------------- -----------



74

technical duties. Answers to these inquiries will help shape

determination of the need for additional personnel and

preferable training options.

3) The services in a single high-risk community were

also researched in a separate study159. The Waianae Coast of

Oahu experiences a number of social, educational, and health

problems that justified its designation as a high-risk

community (refer to population-based needs assessment

results in the next chapter). Many services needed by the

coast communities were not available, others were

overburdened, lack resources, or were underutilized due to a

lack of knowledge of these services by the community (refer

to Yumori and Loos, below).

A questionnaire was mailed to 399 agencies serving

parents, children and families on the Waianae Coast. This

questionnaire was comprised of two sections: directory/

referral type information, and classified information

regarding client profiles, funding sources and rates of

service utilization.

The intent of this survey was to solicit information

regarding successful practices employed by agencies working

in a high-risk community targeted for eventual EHA-services,

and to begin dialoging and networking between agencies. The

159 Valerie Song and Gregory Loos, "Human Services
Available on the Waianae Coast," Working Paper and
Directory, (Honolulu: Kamehameha Schools/Bishop Estate,
1986) •

----------------- --------------------
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Waianae Coast was also chosen as the target community for an

indepth assessment of the felt needs of specific populations

at-risk, described in the next section.

The greatest methodological limitation in using surveys

to collect data, that of selective response patterns, was

basically overcome by the high rates-of-response achieved by

the individual studies. The high rates-of-response also

added a high degree of reliability to the information drawn

from the data.

D. Felt Needs: Assessing the Perceived Needs of High

Risk Families

The conceptual model underlying the interpretation of

felt needs was reasonably straight forward. The basic

concepts included ideas of life as a whole, of specific

role-related situations within that life (e.g., parenting),

and of the evaluative criteria which we call values. In

short, the events occurring in role-specific situations were

assessed by individuals according to their own set of

personal values to produce affective responses that were

measured and scaled relative to one another.

Further, in addition to the individual's evaluation of

life-domains, the assessment assumed that the affective

responses of individuals could be integrated or combined to

produce a general affective evaluation of these same life

domains in the community. Thus the affective responses of a

sample of high risk parents regarding a variety of need
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domains (e.g., education, health, housing, child care,

employment, etc.), may be analyzed collectively to produce a

picture of the perceived needs of all high risk parents in

the same community.

A stepwise convergent analysis was undertaken.

"Convergent", in that information was drawn from a number of

life domains in an effort to determine where there were the

greatest needs. "Stepwise", in that data was initially

analyzed for larger geographic communities (e.g., State-

wide; across school districts), and then reconsidered at

increasingly more confined geographic levels (e.g., in one

high-risk community; with a single at-risk population, i.e.,

teen parents), to ascertain the differing needs of specific

target groups. In all, four separate felt needs surveys were

conducted:

1) In the first type of study160, sample populations

were drawn from three school district across the State:

Kauai, and the Windward and Central districts on Oahu.

Respondents were chosen from lists of parents registered

with the Department of Education; Office of Hawaiian Affairs

voter registration lists; and from a "reversed" telephone

directory. Participants were asked a series of open-ended

questions in either face=to-face or telephone interviews.

160 John Kirkpatrick and Gregory Loos, "General
Values Assessment Regarding Parenting, Education and the
Need for Community Services Among Hawaiians and Non
Hawaiians," Working Paper, (Honolulu: Kamehameha
Schools/Bishop Estate, 1986).

-----~----~
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These questions addressed life roles and values: "what is

important in life" in general; in education, as a parent and

in community service-delivery, specifically.

Responses were tape recorded, transcribed and submitted

to content analysis (CATPAC, Woelfel 1980). In addition, a

cluster analysis (HICLUST, Johnson, 1967), and a separate Q-

sort by a panel of professional service providers and

researchers, were conducted on the results from the content

analysis.

The purpose of this study was to identify concepts and

terminology used by specific populations (e.g., Hawaiians;

people with low incomes), to define and understand life

roles (e.g., parent, student, etc.,); and to identify highly

valued domains of life (e.g., family, education).

2/3) A second set of studies compared and contrasted

the needs of parents with handicapped children161 with the

needs of at-risk families 162. The first study selected

representative samples to match the age, handicap and

geographic distribution of handicapped children acknowledged

on the earlier administered "Agency Questionnaire" (refer to

161 Gregory Loos and Susan Brown, "Preliminary
Report of Families with Handicapped Children," Working
Paper (Honolulu: Research Corporation of the University
of Hawaii, 1987). Later published as Technical Report
No.3: Consumer Questionnaire, by the State Planning
Staff, 1987.

162 Gregory Loos and Linnea Brown, "Felt Needs and
Service Delivery Barriers of Parents on the Waianae
Coast," Working Paper, (Honolulu: Kamehameha
Schools/Bishop Estate, 1985).

------------------------------------_.._------
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"Service-Based" needs assessment, above). The latter target

population consisted of representative samples of parents of

Hawaiian children below 5 years of age, in one high-risk

community (determined through analysis of "population

based" statistics, refer to point 1 above).

Instrument development was a mUltistage process,

initially consisting of interviews with non-random samples

of parents with handicapped children (20) statewide, or with

young children of Hawaiian ancestry living in the Waianae

Coast Communities (24). Interviews were designed using

eleven to twelve open-ended questions, with the intent that

the approach be conversational. Interviews require one and a

half to two hours to complete, and were tape recorded and

transcribed (transcriptions available upon request from

investigator ).

The second stage of instrument development involved two

separate consumer panels (10 parents of handicapped

children; 6 parents from the at-risk community). The task of

each panel was to first read and then synthesize the

responses from the initial interviews, during round-robin

discussions (comprised of three rounds). Using this "nominal

group" process two separate lists of needs were itemized.

Seventy-nine need-items were noted by the handicapped

group. These were then clustered under nine categories of

need: 1) child care/babysitting and respite care (10 items);

2)community needs (2 items); 3) equipment needs (4 items);
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4) family training (9 items); 5) financial assistance (7

items); 6) information services (4 items); 7) professional

services (23 items); 8) support/ counseling (11 items); and

9) transportation services (9 items).

The at-risk panel noted 52 different need items, also

in nine separate need categories: 1) housing (4 items);

2) medical (8 items); 3) educational (7 items);

4) interpersonal relations (9 items); 5) employment and

income (5 items); 6) child care (6 items); 7) transportation

and communication (5 items); 8) legal/advocacy (4 items);

and 9) recreational needs (4 items).

Finally, questionnaires were designed, to assess the

frequency and severity of each need item, and to determine

priority needs for EHA-intervention. These dimensions of

need were assessed by two four-point scales with a range

from occurs "daily" to occurs "less frequently than a month"

(frequency); and from "strongly severe" to "not severe a&

all" (severity).

The questionnaires were than administered to large

representative samples of 134 parents of handicapped

children under five years of age State-wide and 97 Hawaiian

parents with children below age five living in the Coast

communities. Birth certificate data was provided by the

Hawaii State Department of Health for all Hawaiian babies

born on the Waianae Coast of Oahu between 1979 and 1984 (N =
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3,571). A sample (n= 97) was then drawn to represent the

age/sex structure of these births.

In the second study a sample of parents with

handicapped children (n = 134), was selected to represent

the age/handicap/geographic distribution of the estimated

number of handicapped children State-wide, below age five.

The sample was drawn at random from a grand list of parents

across the State compiled from data recorded on the Agency

Questionnaire (AQ). Since consumers had not been identified

individually on the AQ, the Consumer Questionnaire CCQ)

sample was selected by ID-number. Numbered children were

associated with specific agencies, and identified by age,

handicap and geographic area of residence. Once randomly

selected on these parameters, specific names were requested

from the agency to match the selection criteria.

Once completed each questionnaire was coded and

submitted to computer analysis. Taxonomic need scores for

frequency and severity were computed separately, and

combined equally to produce a priority-index of needs by

need item and category, for the whole sample and for some

subgroups.

At-risk parents were also asked to name specific

community agencies they themselves would go to if they

experienced anyone of the 52 need items. They were further

asked to signify their knOWledge and use of 74 care-service

agencies serving the coast. Similarly, parents of
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handicapped children were asked to acknowledge their

knowledge and use of the 94 agencies enumerated on the

Agency Questionnaire.

"Knowledge" of services was determined by asking

respondents if they had "heard of", or "knew the location

of" specific agencies. "Utilization" was similarly assessee

by asking in they had indeed, utilized the services of

specific agencies.

The Agency, Personnel and Consumer Questionnaires

distributed to agency administrators, service providers and

consumers of services for the handicapped, respectively,

also asked respondents to determine the relative impact of

24 "barriers" to service utilization noted during the

initial interviews with parents of at-risk and handicapped

children. Rank-ordered responses of the separate samples

were compared to discern differences in perspective.

4) In the fourth type of study163 the needs of a

specific high-risk population (pregnant and parenting

teenagers, 20 males and 29 females, also living on the

Waianae Coas~), were studied and contrasted with the

perceived needs of older-aged parents (23 males and 33

females), the needs of teen parents proposed by 28 service

providers in the community; and a comparison group to the

163 Wendie C. Yumori and Gregory Loos, "The
Perceived Service Needs of Pregnant and Parenting Teens
and Adults on the Waianae Coast," Working Paper,
(Honolulu: Kamehameha Schools/Bishop Estate, 1985).
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Waianae teen females consisting of 22 pregnant and parenting

teenage females from the Windward area of Oahu.

Using a list of federally mandated care services

(services that were defined as "necessary" services for the

provision of care to pregnant and parenting teens by Title

XX of the Public Health Services Act), respondents rank

ordered 21 services according to the perceived need for

each, and clustered them according to similarity.

Multidimensional preference scaling (MDPREF, Chang, 1968),

and cluster analysis (HICLUST, Johnson, 1967), of the

results helped to construct a "map" of the way respondents

perceived their need for these services and how best they

might be delivered.

The internal structure of a set of needs may differ

from one subgroup to another, and because of this the

determination of need clusters was based not on the

structure which results wh~n respondents were analyzed

collectively, but rather of different demographically

defined subgroups. These enter the conceptual planning model

discussed previously as "role situations" and "values" (see

pages 35, 56-58).

The Waianae survey was designed with the following

questions about pregnant and parenting teens (PPTs):

1) which services are most needed by PPTs?, 2) where are the

gaps in service delivery, the knowledge and utilization of
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services to PPTs?, 3) How might these gaps for PPTs be

filled?

A final issue was related to the differences in

perceptions of need by different stakeholder groups. This

issue involved survey comparisons of informant groups, such

as service providers and the consumers of services. Thus,

the following questions were raised: 1) did Waianae agency

representatives concur with the PPTs on the services most

needed by those teens?, 2) were there differences in the

perceptions of teen (under age 20) and adult (age 20 and

over) clients regarding (a) the priority rank order of

service needs and (b) their gaps in service knowledge?, and

3) were there differences in the perceptions of service

needs between females and males?

How did the affective responses to different life

domains, taken together, explain a group's overall sense of

need? Did prediction models employed with one population

work well with other subgroups? These questions required two

distinct analytic tasks: 1) identification of the structure

for needs assessments in different sUbgroups; and

2) determination of similarities among the structures. It

was believed that these structures, could be identified and

measured, repeatedly, if necessary, using multi-dimensional

scaling techniques.
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Scaling analysis determined a configuration of points

in a multidimensional space which maximized the similarities

of need for the different services, and the associations

between individual services and clusters of services. This

information will assist EHA program planners to design

interventions relative to the needs of distinct risk

populations.

In order to identify "gaps" in present service

delivery, each agency representative was also asked to

specify the degree of service delivery currently provided by

their agency for each of the 21 care services (e.g., no

services; information and referral; advocacy; "as-needed" or

"on-going" services). Each Waianae teen and adult consumer

respondent, on the other hand, was asked to indicate their

level of service knowledge by listing those agencies

(people, programs and/or places) he or she would visit to

receive each of the care services.

For each of the 28 agencies percentages were computed

to reflect the number of respondents in each consumer group

that cited that agency for a given service. A convergent

analysis of the number of agencies who do deliver a given

service, the degree of service delivery afforded by an

agency, and the number of consumer citations per agency or

requests for further information about the provision of a

given service, suggested both service availability gaps and

service knowledge gaps.
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Further combining information about these gaps, with

the consumer's rank ordering of service needs, enabled a

priority-ordering of the gaps in service delivery by the

level of service need. The need for services was then

classified as high, moderate or low level needs, and three

types of "gaps" were identified: 1) service availability

gaps, 2) service knowledge gaps, and 3) case management

gaps.

Some methodological limitations in assessing community

felt needs were overcome by considering both geographic and

demographic (e.g., age or ethnic) stratifications of the

data. Four other broad catagories of limits to the use of
,

perceptual measures, each representing a distinct cluster of

methodological concerns relevant to 1) validity;

2) interpretation; 3) completeness; and 4) utility, were

a Is 0 addressed.

The issue of validity primarily centered on sample

selection and representativeness of the sample. In addition,

scaler plotting required completeness-of-response by all

participants. And, finally, acknOWledgement, by researchers,

that perceptions vary over time.

In the four types of felt needs stUdies, two samples

were truly representational (the survey of parents with

handicapped children and the survey of at-risk families on

the Waianae Coast, studies 2/3), Whereas, the sample of

teens and agency representatives (study 4) utilized exis~ing

-_...._._--------------_._---------------
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groups, and, the study of general values (study 1), utilized

voter registration lists, departmental listings and a

reversed telephone directory, all of which contain selection

biases (e.g., not all people register to vote or have

listed telephone numbers. Indeed, this may be the case for

many of the poor and others considered at-risk).

In the present surveys more than 95% of the respondents

did answer the majority of the questions (less than 5% did

not answer two or more questions on anyone survey). This

high completeness-of-response rate increased confidence in

the validity of studies, since it was doubtful those that

did not answer questions comprised a specific at-risk

population. Whether or not these responses reflected what

was actually needed, could be corroborated by population

based and service-based analyses of the same communities,

and studied again in time as perceptions of need change

after intervention or non-intervention, as the case may be.

Interpretation.of the results was greatly aided by the

content analysis of the frequency-of-words-used conducted in

the initial study and the use of open-ended interviews and

consumer generated instruments in the second two studies.

The use of control populations within and between

communities further aided interpretation of, and increased

the validity of, the results in the fourth study.
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Finally the multidimensional scaling techniques

incorporated a "stress" statistic to indicate the "goodness

of-fit" of the dimensions indicated by all groups of

respondents. This statistic was very low, indicating a "good

fit". Again, a second statistic that acknowledges how much

total variance was accounted for by the dimensions

displayed, indicated that between 53 and 65% of the variance

was accounted for.

Of course, there is an infinite range of human needs

and it was difficult to know where to terminate measurement.

For example, 259 separate items were mentioned by at least

four respondents in the initial study. Of these, however,

only half were mentioned by at least 10 respondents, and

only a quarter were mentioned by 25 or more people, of the

more than one hundred surveyed. The second and third studies

also found that the number of needs alluded to by

increasingly more respondents, progressively declined.

While it is true that the impact of various life

conditions are not known in great detail to everyone, it is

also true that people's perceptions, however uninformed, are

real to the people involved, and who do act on the basis of

them. Perceptual indicators by themselves cannot constitute

an adequate basis for EHA-service planning. However, these

perceptions coupled with objective population and service

based data, are useful. Together, they afford both factual

and affective perspectives of the same situations.
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CHAPTER IV

POPULATION-BASED INDICATORS OF HEED

In this chapter the results of the first "step" of the

needs assessment process will be presented. "Social

indicators" of need are presented that determine those

communities across the State where children are at greatest

risk for later developmental delays. These indicators also

help identify specific subpopulations (e.g., by age and

ethnicity), that are at increased risk of bearing

handicapped children.

A. Educational Indicators of Need

During 1983-84 a total of 10,020 non-special education

and non-SLEP (Speakers of Limited English Proficiency),

students of known ethnic background, were tested during the

Fall semester. This group represented 78 percent of the

12,816 kindergartners shown on the Hawaii Department of

Education's enrollment-figures for October 1983. These

diagnostic test data, from developmental screening tests,

administered to a majority of the five-year-olds statewide,

are employed as "leading indicators" with respect to

planning for and locating children at developmental risk in

Hawaii.

Stanine Distributions. In general, the public school

kindergarten students in Hawaii perform below national

norms. Two ethnic groups, Japanese and Caucasians, show a
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close approximation of the norms for verbal scores (e.g.,

PPVT-R), Hawaiians and Filipinos, in contrast, each display

patterns of achievement similar to the other in which 67.5
,

and 70.6 percent respectively, score in stanines 1-3 (refer

Figure 2).

Figure 2: Stanine Distributions, Peabody Picture
Vocabulary Test-Revised (PPVT-R) Scores, by (4) Major

Ethnic Groupings in Hawaii, 1983

These percentages are more than four times as great as

the 17 percent that would be expected within this range if

these groups matched national norms. Moreover, Hawaiians and

Filipinos show major under-representation in stanines 6-9,

the upper half of the achievement distribution. While

Hawaiians account for about 26 percent of the reported
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scores, they account for 35 percent of the students in

stanines 1 and 2, and only about 7 percent of the students

in stanine 9.

These results show the probable role of cultural and

other factors in influencing diagnostic test performance

and/or readiness for school. To explore this possibility an

academic need index score and a separate SES-index score are

computed for communities across Hawaii.

The educational need-index is developed combining mean

scores from the test battery, i.e., PPVT-R and visual motor

test scores, with indicators of socioeconomic status for

each school (e.g., the percentage of families in receipt of

AFDC and general assistance monies), and too, the number of

Hawaiian children enrolled at each school.

The 15 school-attendance areas of highest need are

identified in Figure 3. Nearly 30% of all Hawaiian

kindergarten children are enrolled in these schools.

Subsequent analyses of social welfare, reproductive and

public health data highlights additional needs in these same

communities relative to rates developed at the State level

and for specific ethnic groups relative to others.
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B. Social Welfare Indicators of Need

Sociocultural retardation (which constitutes 75% of all

mental retardation) is highly correlated with those social

groups that are economically, educationally and socially

disadvantaged 164. Therefore, in this section we analyze

several social welfare indicators of need, and differences

in their rates of occurrence by geographic and ethnic

parameters.

The relationship between aggregate scores for

socioeconomic status (equal weightings of mean years of

education and mean income), and the geographic concentration

of specific ethnic groups are calculated for 200 tracts

containing 880,975 or 91.3% of the State's total population.

A moderate negative correlation (Pearson's) of -0.342 is

found between aggregate SES-scores and the proportion of

Hawaiians li ving in the 200 census tracts.

This suggests that areas with greater concentrations of

Hawaiians tend to be populated with people having lower

levels of education and income relative to areas populated

by higher concentrations of non-Hawaiians. Just how much

these lower levels of education and income contribute to the

Hawaiian child's lower levels of academic readiness revealed

in Section A is hard to determine. However, when planning

early intervention services for the child at developmental

164 Robert B. Edgerton, Mental Retardation, eds. Jerome
Bruner, Michael Cole and Barbara Lloyd, (Cambridge, MA:
Harvard University Press, 1979), p , 49.



93

risk, it would behoove EHA-planners to consider parent

education among programming priorities.

When census tracts are regrouped into larger areas

(e.g., the educational high-risk communities identified in

Section A), a similar association between Hawaiian

concentration and aggregate SES-scores is evident (refer to

Table 1). Although there is some variation in the aggregate

mean SES-scores for these target communities, all fall below

that of the aggregate scores for all other census tracts

combined (10.22). Whereas, with the exception of the Waipahu

community, the proportion of children of Hawaiian ancestry

are consistently higher than that of the State (12.8%), and

that of all other tracts combined (10,6%).

[Table 1, here]

The pattern of welfare payments made by the Hawaii

State Department of Social Services and Housing (DSSH), is

analyzed as a major economic indicator-of-need. The

condition of being a recipient of welfare benefits is a

strong indicator of the economic hardship of individuals,

families and social groupings. What the various programs

(e.g., AFDCj food stamps, medical and general assistance,

payments for the aged, blind and disabled), all have in

common is the prerequisite of being "needy" in order to

qualify for services. Moreover, the individual money payment

programs help illuminate the type of need(s) experienced by

individual groups. For example, Aid to Families with
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Dependent Children is primarily awarded to single parent

families, and assistance for the physically disabled may be

used to locate target families eligible for EHA-services.

Table 1: Socioeconomic Status Scores and Population
Distribution by Ethnicity, for High-Risk Target-Areas,

1980

Target
Area

Oahu
--aai1ula

Waianae
Waimanalo
Waipahu

Hawaii
Pahoa
Keaukaha
Waimea
H110

11!!&
Wailuku

Kauai
Kapaa

OTHER AREAS

Total tor
200 Census
Tracts

SES
Score·

9.12
7.79
8.00
7.63

8.30
9.22

10.13
6.55

9.14

9.32

10.22

1980
Population

14,195
31,487
9,132"

14,606

4,696
3,702
4,607
4,292

10,674

10,497

773,087

880.,975

Number ot
Hawaiians

3,10'
12,600
4,543
1,291

1,012
2,061
1,281

700

2,108

2,168

81,921

112,791

Proportion
Hawaiian

21.9
40.0
49.7
8.8

21.6
55.7
27.8
16.3

19.7

20.7

10.6

12.8

·Mean SES Scores ot census tracts were weighted by their respective population
sizes in calculating mean SES soore tor target areas.

Almost two-thirds (65%) of the active welfare cases

(54,760) receive food stamps; approximately a third (30%),

receive AFDC-payments p and one-fourth (26%)p receive medical

benefits. General Assistance and payments to the aged and

handicapped constitute a much smaller proportion of the

total payments « 4%). Overall, Hawaii County residents

receive a disproportionately high amount of welfare
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services; and, except for the use of medical assistance by

Maui County residents, the per capita distribution of

welfare services on the island of Oahu, is much lower.

While Hawaiians constitute 12% of the State's

population, they account for 20% of the welfare recipients.

Three out of four of the Hawaiian recipients are receiving

food stamps compared with less than two-thirds (63%) of the

combined non-Hawaiian recipients of welfare services. Close

to half (45%) of the Hawaiians receive AFDC, while only 25%

of the non-Hawaiians do also.

The opposite is true for medical assistance payments,

which is proportionately smaller among Hawaiians (12%), than

among non-Hawaiians (19%). Though the medical needs of

Hawaiians are probably no less than their needs in other

service domains, these services appear to be less utilized

by the Hawaiian. Unlike other assistance services, medical

benefits are paid directly to the service provider, not the

consumer. The lower utilization, by Hawaiians, of medical

benefits may indicate a lack of acceptability for medical

service providers acknowledged by the State, and/or use of

medical services in general by Hawaiians (refer to Table 2).

[Table 2, here]

- ._------ ----- ---
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Table 2: Welfare Caseload, by Type of Services
Ethnicity of Recipient, 1985

Hawaiian

Type of Service n

Non-Hawaiian

n %

All Cases

n %

Food Stamps 8,355

Aid to Families wi
Dependent Children
(AFD C) 4 , 9 12

Medical Assistance 1,323

76.0

44.7

12.0

27,408 62.6

11,28425.8

12,675 29.0

35,763 65.3

16,196 29.6

13,998 25.6

General Assistance

Aged, Blind and
Disabled

241

80

2.2

0.7

557

768

1.8 1,030

637

1.9

1.2

Total Cases 10 ,990* 43,770* 54,760*

*"Total Cases" are fewer than sum of all types, because
clients can be eligible for multiple services. All (%) are
based on the total number of cases.

In three target-sites (Waimea, Waimanalo and Wailuku),

Hawaiians have food stamp reception-rates lower than

Hawaiians statewide; and in four areas (Waimea, Wailuku,

Keaukaha and Waimana10), the rates of AFDC payments are a Lso .

lower than for Hawaiians across the State. In only one target

area (Waimea) can the same be noted for non-Hawaiians.

Although Keaukaha has low AFDC rates, it has high food stamp

reception-rates, suggesting that these may be poor but intact

families (refer to Appendix B).

Wailuku and Waimea have lower-than-State-rates for the

receipt of medical assistance, for both Hawaiians and non-

Hawaiians. In Waimanalo this is only true for the Hawaiian.
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Though there is indication of economic need for

H~waiians at the State level, one is tempted to reconsider

the designation of risk for Hawaiians in two of the target

sites: Wailuku and Waimanalo, and in Waimea for all

ethnicities, since their target area rates are lower than the

state-level rates.

In other areas, Pahoa for example, both groups exhibit

excessively high reception-rates for food stamps, AFDC and

medical assistance: 536%; 505% and 276%, respectively, higher

than rates for the State as whole. Extremely high reception

rates are also found in Waianae, Hilo, Waipahu, Hauula, and

Kapaa. However, when ethnicity is considered, it is the non

Hawaiian rates of welfare reception in these target areas

that contribute greatest to their at-risk designation (e.g.,

Non-Hawaiians in Pahoa exhibited food stamp and AFDC rates

637% and 654% higher than Non-Hawaiians statewide).

Of the 10,321 reported cases of child neglect and abuse

in Hawaii during the period 1980-1985, 33% are confirmed for

abuse and another 17% for neglect. While the number of

reported cases increase during this time period, the percent

of confirmed cases decrease in both catagories.

Hawaiians comprise 24% of all abuse cases and 18% of the

neglect cases, and are more likely, along with Samoans and

Filipinos to be confirmed for abuse. Japanese, Samoans and

those of "mixed ethnicity" have higher neglect confirmation

rates.
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Certain types of abuse are more prevalent for certain

age or sex groupings. For example, neglect is experienced

more at the youngest ages (e.g., under age five), and sexual

abuse at the older ages. Female victims tend to be older than

males, boys being abused less than girls as they grow older.

Sexual differences are most striking for sexual abuse (93%

female), and psychological abuse (59% female).

The statistics for mean age of victims at the time of

reporting most likely underestimates the age at which

abuse/neglect began, and tells nothing of the duration of

maltreatment. Nevertheless, on average, abuse victims are 9.3

years of age and neglect victims 6.4 years of age. Other

variables noted by the research include:

5.1% of all abuse cases also experience neglect,
compared with only 10.1% of the neglect cases
experiencing abuse.

27.7% of the abuse cases, and 55.5% of the neglect
cases involve other siblings.

12.5% of all confirmed cases have one or more earlier
reports which went unconfirmed.

Mothers make up most (65.6%) of the perpetrators for
neglect; and fathers (46.6%), of the abusers. The mean
age for male abusers is 35 years, and for neglect 33.2
years. The mean age for female abuse perpetrators is
32.4 years and 30.0 for neglect.

For abuse cases non-Hawaiian "fathers" (including
step, foster and adoptive fathers), make up 51.1% of the
caretaker-perpetrators compared with only 38.6% of the
Hawaiian fathers.

The more stable a person's marital status (e.g.,
married or living together), the less likely they are
to be a perpetrators of either neglect or abuse.
Hawaii~ns perpetrators are more likely to be "never
married", than are non-Hawaiians.

-_. _...--_._-- ------- .- -- .
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Abusive mothers who conceive while adolescents are more
likely to be confirmed for physical and/or sexual abuse,
whereas abusive women bearing after age 20 are more
likely to neglect, threaten or psychologically abuse
their children.

Caucasians (26.1%), Hawaiians (21.5%) and Filipinos
(11.6%), are more likely to be confirmed for abuse;
while Caucasians (39.5%), Hawaiians (15.2%), and those
of "mixed ethnicity" (9.1%), are more likely, to be
confirmed for neglect.

26% of the Hawaiian abuse/neglect victims are children
with "special problems" (e.g., emotional disturbance,
learning disability, premature birth).

The three most frequent antecedent events contributing
to cases of abuse are "parenting problems" (34%),
"family problems" (18.8%) and "family violence" (13.1%).
Whereas, for neglect they are "fami ly problems" (21%),
"parenting problems" (18.4%) and "child care problems"
(17.2%).

Among Hawaiians, mental retardation and mental health
problems of the children account for 9.2% of all
antecedent events leading to child neglect, compared
with only .9% for non-Hawaiian children.

There is a high incidence of unemployment among all
caretaker-perpetrator~.Additionally, 31% of all female
p erp etrators are "homemakers" withou t earned income.
This means 71% of all female caretakers who are
perpetrators are without earned income. An unemployed
male caretakers' probability of being a perpetrator
ranged from 77 - 93% depending on ethnicity and the type
of abuse.

Nearly 52% of all female perpetrators, and 41.4% of
the males receive welfare assistance. AFDC is the most
frequent category of aid received.

These results suggest that marital and employment

status, combined with other factors such as the lack of

family stability and a child's handicapping condition, may

contribute greatly to the prevalence of neglect and abuse

among specific ethnic groups (e.g., the Hawaiian). In turn,
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neglect and abuse are often the antecedents of developmental

delays during childhood (e.g., emotionally disabilities).

All the target areas exhibit a high incidence of both

neglect and abuse, primarily abuse (with the exception of the

Pahoa area which has more cases of neglect) (refer Table 3).

It is likely that these high rates help contribute to the

designation of the areas as high-risk communities in Section

A above.

[Table 2, here]

The pattern for the provision for child care services,

protective custody and other social services provided by the

State afford a perspective of social need irrespective of

economic need, since level of personal income is not a

mandatory criterion for the receipt of these services. In

general, social services are provided by the State for

individuals and families that are experiencing problems and

conditions that actually or potentially prevent "achievement

or maintenance of a stable home life". Abuse and neglect,

unemployment and problems with family functioning account for

the majority of the precipitating events that led to State

provided social services.

The most used services include employment and training

services; protection services, day care and foster care, and

individual/family adjustment services. Lesser used services

include adoption and family planning, health support,

homemaker, chore and social rehabilitation services.

-------_.
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Number of %of %of
Target Area Reported Reported Reported

Cases N Cases N Cases

Waipahu ZT2 108 39.7 40 14.7

Wai'anae 887 335 37 .8 126 14.2

Hau'ula 200 74 37 .0 29 14.5

Waimanalo 118 65 55.1 15 12.7

Keaukaha 46 10 21.7 8 17.4

Pahoa 8 2 25.0 5 62.5

Waimea 15 5 33.3 2 13.3

Hilo Union 26 9 34.6 4 15.4

Wailuku 60 25 41.7 19 31.7

Kapa'a 250 84 33.6 78 31.2

Table 3: Incidence of Confirmed Abuse and Neglect by High-Risk Target-Area, 1980-1983

a
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Child abuse (49.2%), problems with family functioning

(19.4%), and child neglect (18.1%), account for the vast

majority (86.7%) of the precipitating factors that prompt

social service delivery in Hawaii. Protective services are

afforded to half (46%) of the registered cases, another fifth

receive either individual or family adjustment services,

(12.6%), day care (6.5%) or foster care (3.7%) services.

One in four clients (26.4%) are of Hawaiian ancestry, no

other ethnic group receives as many social services and only

the Samoan exhibit a higher rate of service reception (refer

to Figure 4). The Hawaiian crude service rate is 336% higher

overall, than the non-Hawaiian rate.

Figure 4: Percent Distribution of Social Services, by
Ethnicity of Recipient, 1984

I. Howoiion'(26.4".)

2. ccuecslcn (21.7)

3. Mixedl (14.26)

4. Filipino (7.44)

5. Somoan(5.08%)
6. Orientol Z (4.48)

7. Other (6.73)

8. Ethnicity Unknown (13.91)

------------------------ ----------
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Five of the high-risk target sites have service

reception-rates in excess of the State's average (21.9%). In

fact, the Waianae Coast has an overall service rate 336%

higher than the State average and 134% higher than Kapaa, the

target area with the second highest rate (refer to Table 4).

Table 4: Distribution of Social Services, by High-Risk
Target-Area, 1984

Target Area TotaJ SociaJ Services Rates of Service Provision
(Census Tracts) Provided per JOOO PopuJation

N % CSR

Waianae (96-98) 2,3J4 11.06 73.49
Kapaa (402,403) 575 2.75 54.78

HauuJa (lOJ, J02) 775 3.70 54.60

Wa irranaJ0 (l13) 460 2.20 50.37

Waipahu (82, 87) 540 2.58 36.97

Wairrea (217) 91 .43 19.75

Pahoa (221) 32 .15 19.06

Hi10 Lhion(203) 65 .31 15.14

Wai luku (309, 310) 155 .74 14.52

Keaukaha (206) 53 .25 14.32

Other (raraining en 75.&3 1&.46

State (TotaJ en 20,931 100.00 21.&9

The aggregate educational, social and economic risk-

indicators for specific geographic areas in the State of

Hawaii have located communities which exhibit higher rates of

risk. For example, children living on the Waianae Coast of

Oahu demonstrate extremely poor readiness for school. In this

same community, there is comparatively lower social and

economic stability i.e., their low SES-score, and an increase

of attendant problems (e.g., high rates of child neglect and

--------------------_._----------
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abuse, and receipt of state-provided social services and

money payments).

Analysis has also identified certain ethnic populations

in the State (e.g., Hawaiians, and, to a lesser extent

Filipinos, Samoans and people of "mixed e t hn i cLt y "}, that are

at greater risk for these same problems, than are other

ethnic groups (e.g., Japanese, Caucasian).

The "convergent" analysis now considers reproductive and

pUblic health indicators of need, again dis aggregated by

ethnicity and geographic distribution. In addition, greater

consideration of age-specific rates is undertaken, since the

frequency of pregnancy-related events and overall estimates

of reproductive potential depend greatly on the age

structure of the population.

C. Reproductive Indicators of Heed

Fertility. The overall pattern of reproduction in Hawaii

is relatively clear, and the separate patterns for ethnic

groupings, are distinct from one another. The General

Fertility Rate (GFR), which includc~ differentiation of rates

by age and sex (e.g., to women 15-44 years of age) is higher

for Hawaiians than non-Hawaiians (by 14%, 92 v 78 births per

thousand). Age-specific rates for women 10-49 are shown in

Table 5.
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Table 5: Age-Specific Birth Rates, by Age and Ethnicity
of Mother, 1970 and 1980

1970 1980
Age State Hawaiian Non- State Hawaiian Non

Hawaiian Hawaiian

10- 1Jt 0.8 1.6 0.6 0.5 0.6 O.!I
15-19 59.2 93.5 !l9.3 !l8.1 72.5 38.9
20-24 182.1 292.4 163.0 121.0 181.20 115.0
25-29 168.0 176.9 166.2 132.5 1!19.3 129.4
30-34 89.0 101.9 86.9 86.9 78.2 88.!I
35-39 31.4 !ll.0 36.8 32.5 .23.2 3!&.8
40-!&4 9.1 11.8 8.7 5.4 2.9 6.0
45-!&9 0.6 2.2 0.4 0.3 0.3 0.3

Age-specific fertility drops for every age group of

Hawaiians, with the most notable decline experienced by 20

24 year olds. Non-Hawaiian rates also drop for every age

group with the exception of the 30-34 age group. Except for

the above-thirty age group (in 1980), all Hawaiian age-

specific fertility rates are greater than for non-Hawaiians.

The largest proportiou of Hawaiian fertility is

experienced by 20-24 year olds, and for non-Hawaiians by the

25-29 age-group (36% and 31% respectively in 1980). Hawaiian

fertility rates are more elevated at the younger ages, the

15-24 groups accounting for 50% of Hawaiian fertility in both

1970 and 1980. The ages 15-29 accounting for 75% fertility

among Hawaiians in 1970, and 79% in 1980.

Hawaiian mothers are experiencing childbearing

relatively early compared with non-Hawaiian mothers. The

differences between the 1970 and 1980 mean/median ages

further indicate that the two groups are diverging, Hawaiian
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ages decreasing and the ages of non-Hawaiian mothers

increasing (refer to Table 6). The total fertility rate, or

number of babies a women will be expected to bear in her

reproductive lifetime, is higher for Hawaiian women than for

non-Hawaiians (2.5 to 2.1 children, or 23% higher for

Hawaiians).

Table 6: Mean and Median Ages of Mothers, by
Ethnicity, 1970 and 1980

State
Hawa11an
Non-H8laiian

Mean

26.5
25.7
26.8

Median

25.~

23.~

26.3

Mean

26.9
25.6
27.3

Median

26.6
25.0
27.0

The fertility picture is clear -- Hawaiians are

experiencing higher levels of reproduction than non-

Hawaiians. Moreover, the age-sex structure of the Hawaiian

population, leaves a greater proportion of the Hawaiian

females within the reproductive ages: 15-44 years of age

(refer to Appendix B).

Both Hawaiian and non-Hawaiian populations are aging,

but the differences are still great (the median age for

Hawaiians in 1980 is slightly under 20 and over 30 for non-

Hawaiians). Nearly one-third of the Hawaiian population is

comprised of women in the reproductive years, compared with

29% for non-Hawaiians.

The combination of three factors: 1) high age specific

fertility rates, 2) "young" population structures, and 3)
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high proportions of women in their reproductive years,

especially the youngest ages when fertility is the highest,

results in a clear Hawaiian/non-Hawaiian distinction. The

outlook for the future is one of continued higher levels of

natural increase in population for Hawaiians.

The State population is expected to increase in annual

births over 6%, up from 18,000 a year to nearly 20,000. Non

Hawaiians will increase 2% (from 13,000 to 13,500 births),

whereas Hawaiians will show an increase of 15% (from 5,600 to

6,400). The proportion of the population that is Hawaiian

will increase from 18% in 1980, to 21% in the year 2000. The

Hawaiian population, though aging, can be expected to remain

much younger than that for non-Hawaiians (refer to Appendix

B) •

An overall population increase from 965,00 in 1980 to

1,390,000 in 2000, will result in a 44% population increase

in just 20 years. Growth, indicated as doubling time,

indicates that Hawaiians will double their population in 27

years and non-Hawaiians in 42 years. Over 86% of the Hawaiian

proportion of the increase in population will be due solely

to natural increase, while migration alone will account for

over 70% of the non-Hawaiian increased population (refer to

Appendix B).

Huptiality, or the rate of marriage and divorce, is an

important factor in population dynamics as well as child

development. It affects fertility, socioeconomic stability,

------_._--_. _ .... __ .
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and such varied things as school attendance, labor force

participation and housing needs, and is integral to the life

of a young child.

In Hawaii, the number of grooms and wives increases

every year between 1976-1983. Over this 8-year period

approximately 70% of the non-Hawaiian, and 75% of the

Hawaiian, grooms/brides are marrying for the first time

(refer to Figure 5).

[Figure 5, here]

The age of the groom/bride is one of the most important

nuptial statistics, for it is closely related to fertility,

total reproduction, the duration and stability of marriage.

First marriages for both Hawaiians and combined Non

Hawaiians are highest at the younger ages. However, Hawaiian

males age 20-24 have a first marriage rate 78% higher than

non-Hawaiian males (85.1 v 49.3), and 16% higher than

Hawaiian females at these same ages (85.1 v 74.7) (refer to

Figure 6).

[Figure 6, here]

Over one-sixth of Hawaiian grooms and 70% of Hawaiian

females marry in the youngest age-grouping, 15-19. Hawaiians

15-19 showed a percentage distribution 129.3% higher for

males, and 75.1% higher for females, than marriages to 15-19

year old non-Hawaiians. Over 80% of Hawaiian females are

first-order' brides by age 25, compared with only 63% non

Hawaiians.
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Hawaiian marriages show a mean number of years-of

duration which are slightly longer than for non-Hawaiians. On

average, however, the duration of marriage increases for all

groups over the 8-year study period. During the period

between 1976-1983, Hawaiians experience less than 15% of all

divorces statewide. The trend is generally down for both

sexes. Three-fourths of

all divorce occurs before age 40, with Hawaiians showing

higher proportions at younger ages (average 1 year younger).

In general, however, both ethnic groupings exhibit similar

rates of divorce. Unfortunately, Hawaiians consistently have

greater rates of divorce for marriages involving children.

This is true at the State level, and even more pronounced in

the targeted high-risk communities.

Table 7 summarizes the marital status in the high-risk

target communities. With the exception of Hauula, all these

sites experience a higher-than-State average proportion of

divorces in marriages involving children. For any given area,

the Hawaiian rate is greater by at least ten percentage

points. In the Waianae, Waipahu, Pahoa and Waimea sites, the

figures for Hawaiians exceed 80%, or four-out-of-five

divorces in marriages involving children.

[Table 7, here]
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Late Prenatal Pregnancy Delivery Low Birth Low Apgar Birch
Care Complications Complica t ions Weight Score AncmaHils

All (250.0) (72.1) (209.2) (63.4) (66.8) (9.5)

Hauula' 303.5 56.2 188.2 44.0 115.3 18.2

Waianae 306.2 70.0 184.5 72.9 87.4 7.2

Waimanalo 288.4 110.5 220.1 72.3 73.9 1;.1

Waipahu 323.2 84.4 188.6 85.2 84.4 9.9

Pahoa * 403.0 43.9 196.1 48.2 77.2 6.[,

Keaukaha * 421. 9 32.6 219.1 81.6 46.6 14.0

Waimea' 326.0 49.1 211.3 40.2 72.9 14.9

H110* 337.9 42.6 207.0 71.5 56.3 15.2
Wailuku 320.7 47.0 163.5 75.9 42.5 9.9
Kapaa 319.6 109.6 297.3 71.2 88.6 11.2

Hawaiians (274.6) (65.5) (176.3) (61. 0) (63.2) (9.7)
Hauula' 341.5 16.3 113.8 32.5 89.4 24.!.
Waianae 293.2 66.9 179.6 72. 7 92.4 5.2
Waimanalo • 251.2 110.2 218.8 66.5 66.5 17.8
Waipahu' 292 .0 85.5 174.0 88.5 79.6 8.8
Pahoa' 430.9 44.7 199.2 '. 44.7 28.5 4.1
Keaukaha x 411.8 25.2 243.7 84.0 63.0 12.6
Waimea' 379.9 56.8 196.5 65.5 65.5 26.2
Hila' 371. 7 41.9 209.4 52.4 20.9 15.7
Wailuku * 361.9 48.3 142.1 75.1 53.6 8.0
Kapaa" 335.7 125.3 264.8 63:8 68.6 9.5

Non-Hawaiians (244.6) (73.5) (216.4) (64.0) (67.6) (9.4)
Hauula • 294.8 65.3 205.2 46.6 121.3 16.8
Waianae 313.9 .71. 8 187.5 73.1 84.5 8.3
I<aimanalo 325.7 110.7 221.5 10.' 81.4 16.3
Waipahu 328.2 84.2 190.9 84.7 85.2 10.0
Pahoa" 393.0 43.7 195.1 49.5 94.6 7.3
Keaukaha s 434.6 41.9 188.5 78.5 26.2 15.7
Waimea' 298.0 45.1 219.0 49.7 76.7 9.0
Hl1o' 324.0 42.9 206.0 79.4 70.8 15.0
Wailuku 299.7 46.3 174.4 76.3 36.B 10.9
Kapaa 312.9 103.0 310.9 74.3 97.0 11.9

Table 7: Marriages and Divorces, and Divorces Invol ving
Children, by Ethnicity, for High-Risk Target Areas,

1978-1983
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The young age structure and early-aged marital patterns

of the Hawaiian will contribute to an increasing number of

Hawaiian children in the future. Unfortunately, their high

numbers of single parent families will likely contribute to

the children's greater risk status. Indeed, this may already

be part of the problem in the high-risk communities targeted

in Sections A and B.

D. Pregnancy-Related Indicators of Risk

Marital status and other socioeconomic factors (e.g.,

level of income), are strongly associated with pregnancy

related risk-status. However, more than 100 medical and

clinical factors have also been identified, and account for

approximately one-third of all at-risk deliveries.

Birthweight of the child and a number of other clinical

factors have been associated with later child development,

and are here examined for babies born in Hawaii between the

years 1968-1981. The variables studied include:

• incidence of pregnancy
• live births
• spontaneous abortions
• induced abortions (1971-1981)
• infant mortality
• neonatal mortality
• prenatal care
• low birth weight
• illegitimacy rates
• congenital anomalies (1974-1981)
• complications of pregnancy (1974-1981)
• Apgar scores at 5 minutes (1978-1981)

-------- ------------------------ -------------._-
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Levels of pregnancy and three outcomes of pregnancy:

live births, spontaneous and induced abortions, are first

analyzed. In the 14 years under study 308,099 pregnancies are

reported in Hawaii, growing in number from 15,500 in 1968 to

26,000 in 1980 and averaging 22,000 annually. Of these 14.9%

are experienced by teen mothers, with the balance (85.2%),

being reported to women 20 years and older. About one in

every five pregnancies is experienced by a women of Hawaiian

decent.

Nearly three-fourths (73.9%), of all pregnancies in

Hawaii result in live births (over 80% of all Hawaiian and

72% of all Non-Hawaiian pregnancies). The number of

pregnancies attributed to all teens doubled over the period

of analysis.

The proportion of births experienced by Hawaiian teens

(31%), account for the largest proportion of all births to

teen mothers, and 21% of all births to Hawaiians--double the

non-Hawaiian teen to adult ratio of 10.6%. For the State as a

whole and each non-Hawaiian group studied, birth rates drop

more for teens than adults.

There is an average of 101.5 teen spontaneous abortions

per 1.000 live teen births. Hawaiian teens however,

contribute only 27.6% of the total at a rate of 77.1 per

1,000 live births. Filipino teens also exhibit a rate below

the State average (65.9), however Caucasian rates (148.1) and

those of Japanese teens (128.5), exceed the State mean.

------- -------------
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Overall, adult spontaneous abortion rates are 107 per

1,000, but Hawaiian women at 82.6 per 1,000, comprise only

15% of the adult total and are the lowest of the major ethnic

groupings. Caucasian and Japanese adult rates are greater

than the State average.

The State rate of induced abortions, 1971-1981, is 310.1

per 1,000 live births. The Hawaiian rate, at 206.7, is one

third below the State rate, however, one out of every ten

Hawaiian abortions is to an ethnic Hawaiian teen. This ratio

of teen-to-total abortions is higher for Hawaiian teens than

any other ethnic group.

The greatest rate of teen induced abortion 1,550

abortions per 1,000 live births, is experienced by Japanese

teens, a rate two and one half times as great as the next

highest group, the Caucasians at 623.

Figures 7 and 8 display the distribution of pregnancy

outcomes for Hawaiian and non-Hawaiian teens and adults,

1968-1981.

[Figures 7/8 , here]

Two termdnal outcomes of live birth are considered:

infant mortality or the number of deaths to infants under one

year of age, and neonatal mortality defined as deaths within

28 days of birth. The latter statistic accounts for 76.5% of

all infant deaths between 1968 and 1981 (2,227 of 2,913).

~.~-~.- -~~~_._~~~ ~-~_._.--~-----------------
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The State's infant mortality rate decreases from 15.5 in

1968 to 9.8 in 1981, comparing more than favorably with

national rates (22.7 and 11.8 respectively). Hawaiians,

however, experience the highest infant mortality rate of the

major ethnic groupings in Hawaii (16.1 per 1,000), and the

combined Hawaiian teen and adult rate is 25.8% higher than

the State rate over the entire period of analysis.

Hawaiian teens account for nearly 43% of all infant

deaths to teen mothers. Their rate of 21,2 is 18% higher than

the State average and 32% higher than the average for

combined non-Hawaiian teens. The Hawaiian adult rate is 30%

lower than the Hawaiian teen rate but still 22% higher than

adults of other ethnicities. A sharp decline in neonatal

mortality is experienced in the mid-1970's with the advent of

neonatal intensive care units. However, both before and after

this time, Hawaiians exhibit the highest rates. Although the

Hawaiian rates decline, the decrease is less than for the

other major ethnic groups. Hawaiians account for nearly 26%

of all the (2,227) neonatal deaths recorded during the period

of analysis.

Hawaiian teen rates of neonatal mortality are 16.8%

higher than the State average, and are elevated over rates

exhibited by Hawaiian adults--though they draw closer over

time. Hawaiian adults show the highest ethnic specific rates,

and their rate of decrease is also less than for non

Hawaiians.
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Figure 9 compares trends in four outcomes of pregnancy

(spontaneous and induced abortions, infant and neonatal

mortality), for teen and adult females, of Hawaiian and non

Hawaiian ancestry.

[Figure 9, here]

Prenatal care, in particular, early reception of

prenatal care, is associated with favorable outcomes of the

pregnancy-related at-risk events being studied. The earlier a

pregnant women receives care the less risk she is likely to

experience, either to herself or the child.

Teen births numbered nearly 30,000 over the 14-year

period. Slightly more than 50% of the births received

prenatal care in the first trimester. Teen and adult levels

of early prenatal care increase during the period, 29% and

42% respectively. In general, Hawaiian, Filipino and Japanese

teens, and Hawaiian and Filipino mothers all have lower than

the State average for early prenatal care (refer to Figure

10). Among the adults, Hawaiians, at 62.6 early visits per

100 live births, are nearly 13% lower than the State average,

and 26% lower than the Japanese adults, the ethnic-age

grouping having the highest levels of early prenatal care.

[Figure 10, here]
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A favorable trend across the State for both age

catagories, is the reduction in levels of women receiving

late (e.g., third trimester) or no prenatal care. Teen rates

decrease from 14.3 per 100 live births in 1968 to 8.5 in

1981; adults from 7.5 to 4.5 for the same years.

Low birth weight (LBW), defined as a birthweight of

2,500 grams (5.5 lbs.) or less, is both the sequela and

antecedent of risks associated with pregnancy, and has been

associated with developmental delays as the child ages. There

are 17,680 LBW live births reported during the 14-year

period, a rate of 7.8 such births per 100 live births. The

State rate shows a decline from 9.2 in 1968 to 6.8 in 1981;

this represents a decline of 26%.

Hawaiian teens contribute 1,134, or 34% of all teen LBW

babies. The 14-year teen rate is only slightly elevated over

the State rate (10.6 to 10.4). The situation for Hawaiian

adults is much the same as that for Hawaiian teens. And, as

with teens, the adult Hawaiian rate of 7a8 is midway between

Caucasians (5.9) and Filipinos (9.8), and slightly lower than

the Japanese rate (8.1).

Out-of-wedlock births have serious consequences for both

mother and child, in particular the adolescent parent.

Mortality of both mother and child, birth anomalies,

complications with the pregnancy, incidence of low birth

weight, and late or no prenatal care, have been found to

increas e.
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Hawaiian data clearly show the link between age of

mother and legitimacy status of the pregnancy. The overall

State rate of 127.1 illegitimate births per 1,000 live

births, is comprised of the combined teen rate of 402.7 and

the much lower combined adult rate of 86%, a difference of

over 368%.

For Hawaiian teens and adults, illegitimacy rates are

considerably elevated over those for other ethnic groups.

Hawaiian teens account for 49% of all teen births that are

out-of-wedlock, 32% higher than Filipino teens, the only

other ethnic group to exceed the State average. The State

adult rate is 79% lower than the teen rate, however, rates of

illegitimacy for adults also increase 118% from 1968 to 1981.

In particular, the Hawaiian adult rate increases 123% from

119 in 1968 to 264 in 1981 (refer to Figure 11).

Overall, there are 8,593 complications of pregnancy

reported between 1974-1981, with teens accounting for nearly

15% of these. The combined age rate for the State of 63.7 per

1,000 live births, is comprised of the teen rate of 73.3 and

the adu It rate of 62.3. Caucas ian teens and adu Its are the

only major ethnic group to exceed their respective-age State

averages.

Apgar scores have proved to be moderately strong

predictors of later child intellectual development; children

scoring in the moderate range (4-7) and the low range (below

4) at five minutes after birth are believed to be at the

-----------
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greatest risk. Apgar score data in Hawaii is only available

after 1978.

Between 1978-1981 there are 286 cases of births with

Apgar scores in the 4-7 range, and 49 cases with scores below

4. Hawaiian teens experience 43% (124) of the moderately

depressed scores, and 39% (19) of the severely depressed

births (compared with 40% of the overall births).

Adult levels of these scores are lower than for the

teens of all ethnicities. No adult ethnic group is

experiencing rates significantly different then the other

adult ethnic groupings.

Adults and Hawaiians experience higher rates of

congenital anomalies, however, incidence is so low that

meaningful trend analysis is not possible. The same is true

for Apgar scores. The trends for teen and adult rates of low

birth weight babies, complications of pregnancy and

illegitimate births, are shown in Figure 11.

[Figure 11, here]



250

200

150

LOW BIRTH WEIGHT COMPLICATIONS OF PREGNANCY
250

200

150

100

50

100

50

'"s:.........
en

C1>
>

...........-
-e ....J

a:: 8
o

...
C1>

Q.

200

150

100

50

t,. 5~

250

200

150

100

50

74 75 76 77 78 79 80 81

69 71 73 75 77 79 81 74 75 76 77 78 79 80 81

YEA R

Figure 11: Trend Analysis of Three Pregnancy-Relate
At-Risk Events, by Age, 1968-1981





COMPLICATIONS OF PREGNANCY
250

150

100

50

74 75 76 77 78 79 80 81

250

200

150

1000

900

800

700

600

500

; 400

300

200

100

1000

900

800

700

600

125
ILL EGI TIM ACY

69 71 73 75 77 79 81

100

50 ~
..

~ .......
~:~_":_lIiI:IJ" __,. .

.../--
74 75 76 77 78 79 80 81

YEA R

500

400

300

200

100

I ,

69. 71 73 75 77 79 81
___ State

__.~.- Hawaiian

Trend Analysis of Three Pregnancy-Related
~-Risk Events, by Age, 1968-1981

••••nDn.. Non ··Hawa; ; an

---Hawaiian Trend





126

Tables 8 and 9 are provided for comparing the relative

risk of different age and ethnic groupings across the

pregnancy-related risk events under analysis. All rates

(Table 8), are gi ven as the incidence of the "at-risk"

indicator per 1,000 live births. The four ethnic groups are

also ranked according to the severity of risk (Table 9); that

group having the most favorable rate is given a rank of 1.

That ethnic group exhibiting the least favorable level of

risk is given a score of 4. "Raw scores" give the ranking on

individual at-risk events; column totals give each group a

cumulative score for all the risk areas. The lowest column

total indicates that group with the lowest overall level of

pregnancy related risk. This measure is crude at best, as it

affords an equal weighing to the various indicators. However,

it does serve the purpose of highlighting the relative risk

among ethnic groups.

[Tables 8/9, here]
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8: Pregnancy-Related At-Risk Indicator Rates, by
Ethnicity and Age

.:
6 .
~ .

~Ifj ,f s ~
~ ~ ~ r! ~

~. ~
~

~t s .#~ $ cJ' '§iTeens co ~ ~

Spontaneou::i Abortions 101.5 115.4 77.1 148.1 128.5 65.9 .

Induced Abortions 5'4.1 691.0 290.6 622.6 15.51.6 387.6

Infant Mortality 18.0 16.1 21.2 14.8 16.6 16.7

Neonatal Mortality 13.6 12.3 15.8 10.8 14.4 13.8

1st Trim. Prenatal care
S03.3 517.0 479.1 .567.7 483.0 473.6

3rd Trim. Prenatal Care 124.9 1190 135.3 97.8 118.4 128.2

Low Birth Weight
103.7 102.5 105.6 77.1 107.5 144.7

tfIegitimacy
402.7 ]24.4 539.9 238.7 340.5 407.9

Complications 7].3 75.5 69.8 93.7 48.8 63.1

Congenital Anomalies Aq 7 q In .. 7.A OJ I 8.0

Table

82.6 127.1 127.1 93.3

112.7 2".7 315.3 207.2

14.7 11.4 10.6 11.8

10.5 ~.1 8.1 9.3

4

9 2 8.9

12.0 11.4

106.6 '112.4

274.8 296.9Induced Abortions

tfIegitimacy

Adutts

Spontaneous Abortions

Neonatal Mortality

Low Birth Weight

3rd Trim. Prenatal Care

Infant Mortality

Congenital Anomalies

1st Trim. Prenatal care

Complications
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;)000"~ ,s CZI
.

..~ ~ :' 0
~ !'a. ~ ~

of ~ ~ ~
Teena e (ji -§' ~

Spontaneous Abortions , I. , 1

Induced Abortions 1 3 4 2

Infant Mortality 4 2 1 3

Neonatal Mortality
4 1 3 2

1st Trim. Prenatal Care
J 1 2 4

3rd Trim. Prenatal Care
I. I '2 3-

Low Birth Weight
'2 , , 4

Illegitimacy
_...L 1 , J

Complications , I. I 2

Congenital Anomalies 10 2 1 3

Total 31 20 22· 27

Ranking
10 1 2 3

Table 9: Pregnancy-Related At-Risk Indicator
Rankings, by Ethnicity and Age

;)000,s .~ ~

ff ~ ~ ~
of ~ ~ ~

Adults :!' o· -§i ~

Spontaneous Abortions _t-~,J.s 3.S 2

Induced Abortions 1 3 10 2

Infant Mortality 4 2 1 3

Neonatal Mortality 4 2 1 3

1st Trim. Prenatal Care 4 2 1 3

3rd Trim. Prenatal Care 4 2 1 3

low Birth Weight 2. 1 3 4

Illegitimacy 4 3 1 2

Complications ) 4 1 2

Congenital Anomalies I. , , ,
Total

31 24." 17.'> 27

Ranking
I. ., 1 ,
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Tables 10 and 11 present these same statistics for the

target high-risk communities. These smaller areas vary

greatly in population size, using the number of births over a

six year period (1978-1983) as a gauge, Hilo is the smallest

with 657, or about 100 births per year. Waianae is the

largest with 5,170 births, closer to a 1,000 per year165

A major feature common to all the target sites is the

high illegitimacy ratio, higher in every target community

than for the overall State ratio of 178 per thousand. Site

ratios range from 189 per thousand for Waimea to 378 for

Waianae. With the exception of Wailuku for Hawaiians and

Waimea for non-Hawaiians, all other subarea ratios exceeded

200 per thousand. In half the sites Hawaiian ratios are the

worst, in the other half non-Hawaiian rates are poorer. Most

noticeable are the non-Hawaiian ratios in Waianae, Waimanalo

and Keaukaha, where nearly half of all births are born out-

of-wedlock.

Waimanalo has the highest infant mortality rate for all

ethnicities at 19 per thousand, followed by Waianae and

Waipahu each with 13. However, the Hawaiian rates in these

same areas are 32, 27 and 26, respectively, indicating higher

risk.

165 One caveat is necessary in interpreting statistics
derived at these smaller levels of aggregation. Due to the
small numbers involved in calculating many of the
indicators, caution must be exercised in their
interpretation. Rates must be regarded as highly tentative
and subject to random fluctuations.
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Hauula has a fetal death rate of 45, while Waipahu is

significantly worse at 242 per thousand, nearly 1 fetal death

for every 4 live births. Though statewide non-Hawaiians

experience fetal death rates higher than Hawaiians (183 to

168 per thousand), the Hawaiian fetal death rate in all the

targeted communities exceeds that for non-Hawaiians. Thus,

the target areas show risk attributes which could not be

inferred at the larger aggregations.

[Table 10, here]

In all the targeted high-risk communities, the incidence

of late prenatal care for the combined ethnicities exceeds

the statewide figure of 250 per thousand. Waimanalo with 288,

ranks the lowest, while Keaukaha at 422 ranks the highest.

Waimanalo was similarly the lowest for Hawaiians (251),

whereas, Pahoa was the worst (431 per thousand). For non

Hawaiians a similar high level and wide range is observed: a

minimum of 295 per thousand in Hauula, and a maximum of 435

per thousand in Keaukaha.

The incidence of complications of pregnancy also varied

widely, falling above and below the statewide average of 12

per thousand. Waimanalo and Kapaa show about 110 per

thousand, while Keaukaha is as low as 33 per thousand for the

combined ethnic groupings. As with late prenatal care there

is no clear pattern between ethnicities.
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5.4

9.1

(18.6)

8.1

25.9

32.4

26.5

12.2

16.8

10.5

2.1

16.5

(8.7)

5.6

5.2

4.9

2.4

1.5

2.3

8.6

2.7

5.9

Fetal.Death
Rate··

(180.0)

44.9

'102.1

146.3

242.4

131.3

55.1

88.2

40.9

64.2

164.9

(167.7)

53.8

117.3

150.1

55.7

136.8

'66.7

87.6

59.1

60.5

160.7

(182.6)

42.9

92.9

142.5

, 150. 1

129.3

40.2

BR.5

33.2

MI.2

1(,(,.7

* Rate per 1.000 hirths.

** Rate oer 1.000 oregnancies.

Table 10: Negative Outcomes of Pregnancy, by Ethnicity,
for High-Risk Target-Areas, 1978-1983
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High risk deliveries also fluctuated around the State

average of 209 per thousand. Wailuku registers the lowest at

164, and Kapaa the highest at 297; again with no clear

differences between ethnicities.

In seven of the ten subareas, the incidence of low birth

weight babies is higher than the State average of 63 per

thousand. Some areas (Hauula) are consistently lower for

Hawaiians (33), and for non-Hawaiians (47); while other sites

(Waipahu) is consistently higher (Hawaiians at 89, and non

Hawaiians at 85 per thousand).

Most of the targeted communities exhibit higher rates of

low Apgar scores overall, and by ethnicity, than the State

average. And, for birth anomalies, all sites except Waianae

and Pahoa, have higher than the State average of occurrence.

[Table 11, here]

The target area profiles reveal a more complex picture

of need than is apparent at the State level. Distinctive

patterns by ancestry earlier identified are no longer as

clearcut in the face of conditions that may be characterizing

whole target sites. Thus, differences between ethnic

subgroups might be confounded by overall conditions

prevailing at each target site.



Late Prenatal Pregnancy Delivery Low Birth Low Apga:
Care Complications Complica tions Weight Score

All (250.0) (72.1) (209.2) (63.4) (66.8)

Hauula • 303.5 56.2 188.2 44.0 115.3

Waianae 306.2 70.0 184.5 72.9 87.4

Waimanalo 288.4 110.5 220.1 72.3 73.9

Waipahu 323.2 84.4 188.6 85.2 84.4

Pahoa • 403.0 43.9 196.1 48.2 77.2

Keaukaha • 42l. 9 32.6 219.1 81.6 46.6

Waimea • 326.0 49.1 211. 3 40.2 72.9

Hilo· 337. 9 42.6 207.0 71.5 56.3

Wailuku 320.7 47.0 163.5 75.9 42.5

Kapaa 319.6 109.6 297.3 71.2 88.6

Hawaiians (274.6) (65.5) (176.3) (61.0) (63.2)
Hauula. 34l. 5 16.3 n a.s 32.5 89.t.

Waianae 293.2 66.9 179.6 72.7 92.4
\/a imana 10 * 251.2 110.2 218.8 66.5 66.5
Waipahu· 292.0 85.5 174.0 88.5 79.6
Pahc a s 430.9 44.7 199.2 " 44.7 28.5
Keaukaha '" 411. 8 25.2 243.7 84.0 63.0

Waimea· 379.9 56.8 196.5 65.5 65.5

Hilo· 371. 7 41.9 209.4 52.4 20.9
Wailuku· 361. 9 48.3 142.1 75.1 53.6
Kapaa· 335.7 125.3 264.8 63:8 68.6

~on-HawaHans (244.6) (73.5) (216.4) (64.0) (67.6)
Hauula ... 294.8 65.3 205.2 46.6. 121.3
\JiI ianae 313.9 .71. 8 187.5 73.1 84.5
Waimanalo 325.7 llO.7 221. 5 78.2 8l.4
tJa ipahu 328.2 84.2 190.9 84.7 85.2

Pahoa" 393.0 43.7 195. 1 49.5 94.&
Keaukahal< 434.6 41.9 188.5 78.5 2&.2
Wa imea'" 298.0 45.1 219.0 49.7 7&.7

Hi 10 '" 324.0 42.9 206.0 79.4 70.8
\-Ia iluku 299.7 46.3 174.4 76.3 36.8

Kapaa 312.9 103.0 310.9 74.3 97.0

Table 11 : Pregnancy-Related At-Risk Indicators, by
Ethnicity, for High-Risk Target-Areas, 1978-1983
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371. 7 41.9 209.4 52.4 20.9 15.7
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244.6) (73.5) (216.4) (64.0) (67.6) (9.4)
294.8 65.3 205.2 46.6. 121.3 16.8
313.9 .71.8 187.5 73.1 84.5 8.3
325.7 110.7 221. 5 78.2 81.4 16.3
328.2 84.2 190.9 84.7 85.2 10.0

393.0 43.7 195.1 49.5 94.6 7.3

434.6 41.9 188.5 78.5 26.2 15.7

298.0 45.1 219.0 49.7 76.7 9.0

324.0 42.9 206.0 79.4 70.8 15.0

299.7 46.3 174.4 76.3 36.8 10.9

312.9 103.0 310.9 74.3 97.0 11.9

Table 11 : Pregnancy-Related At-Risk Indicators, by
Ethnicity, for High-Risk Target-Areas, 1978-1983
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E. Summary

Educational risk. The verbal ability of children in

Hawaii, and their readiness for school upon entry, is well

below national norms. Analysis of diagnostic test data

indicate that children of Hawaiian ancestry and Filipino

ancestry score significantly below national norms (70.6% and

67.5 % observed in stanines 1-3 v an expected distribution of

17%), indicating an established academic delay upon school

entry.

Fifteen elementary school catchment areas across the

State are targeted as high-risk communities based upon the

ethnic affiliation and aggregate test scores of their

children. Forty percent of these schools are located on the

Waianae Coast of Oahu, another 20% elsewhere in rural Oahu

and the remainder on the neighbor islands (26.7% on the east

coast of the Big Island). None of the targeted sites are

located in the City and County of Honolulu.

Social welfare indicators of risk are developed from

data available with the Hawaii Department of Social Services

and Housing and the U.S. Census Bureau. Low socioeconomic

status scores are found to moderately correlate with people

of Hawaiian ancestry. Hawaiians (approximately 12% of the

State's population), also receive a disproportionately high

percentage of money payment services (20%); and family

adjustment, day care and other social services (26%).
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However, they utilize notably less medical assistance

services (12%).

Hawaiians comprise 24% of all reported child abuse cases

and 18% of the neglect cases, and are more likely, along with

Samoans and Filipinos, to be confirmed for abuse. Japanese,

Samoans and peop le of "mi xed" ethni ci ty ha ve higher neglect

confirmation rates.

Mar,ital status, income, age and sex, as well as

ethnicity, are found to correlate differently with confirmed

rates of neglect and abuse. Marriages of less stability,

families with lower income, are more likely to abuse and

neglect their children. Females are more likely to be

perpetrators of neglect and men of abuse. Boys are abused in

different ways than girls (e.g., physical v sexual), and much

less frequently as they age.

Specific antecedent events (e.g., family problems), are

associated with different forms of neglect and/or abuse. Most

notably, one-fourth of neglected/abused Hawaiian children

(26%) are children with "special problems", such as being

born prematurely or having a diagnosed developmental

disability. One in ten (9.2%) perpetrators of Hawaiian

ancestry also have diagnosed mental health problems, compared

with only one in a hundred (.9%) of non-Hawaiian

perpetrators.
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Extremely high money payment reception-rates are found

in six of the high-risk target areas. Pahoa and Hilo on the

Big Island, Waianae, Hauula and Waipahu on Oahu, and Kapaa on

the island of Kauai, exhibit rates of reception 200-600%

higher than for the State as a whole. Five of the high-risk

target sites also have social service reception-rates in

excess of the State's average (21.9%). In fact, the Waianae

Coast has an overall service rate 336% higher than the State

average and 134% higher than Kapaa, the target area with the

second highest rate. All of the target sites exhibit a high

incidence of neglect and abuse.

Reproductive Patterns in Hawaii are contributing to

continued population growth. The combination of high age

specific fertility rates, "young" population structures and a

high proportion of women in their reproductive years, results

in a clear Hawaiian/non-Hawaiian difference. Hawaiians will

double their population in 27 years v 42 years for non

Hawaiians. Over 86% of the Hawaiian increase will be due to

an increasing number of births, while 70% of the non-Hawaiian

increase will be due to migration alone.

Hawaiians marry young. Seventeen percent of Hawaiian

males and 70% of Hawaiian females marry between 15-19 years

of age (129.3% and 75.1% respectively higher than for non

Hawaiian males and females). Though Hawaiians tend to divorce

less, a higher proportion of their divorces occur at the
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younger ages, and they have a greater rate of divorce for

marriages involving children.

All of the high risk target sites (with the exception of

Hauula on Oahu), have higher rates of divorce with children

involved than the State as a whole. Four out of five Hawaiian

marriages involving children living on the Waianae Coast, in

Waipahu, Pahoa and Waimea, end in divorce. In examining the

relative levels of pregnancy related risk events, ethnic

differences are found to exist. Hawaiians of all ages

experience sUbstantially more out-of-wedlock births and rates

of infant mortality, than the other major ethnic groups in

the State. Hawaiians and Filipinos alike, exhibit higher

rates of congenital anomalies and neonatal mortality. On the

other hand, these same groups have sUbstantially lower rates

of spontaneous and induced abortions than Caucasians and

Japanese. Japanese teen rates of induced abortion are 540%

greater than that of Hawaiian teens, who had the lowest rate

among ethnic adolescent groupings. These differences may

reflect both cultural and economic disparities.

Caucasians are the only ethnic group above the State

average for complications of pregnancy, despite being the

only group to exhibit better than State averages of first

trimester (and less late) prenatal care. Caucasians also

experience the lowest rates of low birthweight babies, at a

rate only 53% that of Filipino teens and 79% that of Filipino

adults, the ethnic group having the highest rates of LBW-

---- ---- ._------_._-----------------
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births. These differences may reflect a variety of factors

(e.g., mother's body size, nutrition, economic and/or

familial stress, etc,).

Overall, teen mothers exhibit significantly poorer rates

of these at-risk events (with the exception of congenital

anomalies which may increase with age), than did adult

females of all ethnicities.

Most of the target areas exhibit worse rates of

pregnancy-related risk than the State as a whole. A major

feature common to all the target sites is the high

illegitimacy ratio, higher in every target community than for

the overall State ratio of 178 per thousand. Site ratios

range from 189 per thousand for Waimea to 378 for Waianae.

Also notable are the high rates of late prenatal care ranging

from 288 per thousand in Waimanalo to 422 in Keaukaha (State

average is 250). Waipahu experiences one fetal death for

every four live births.

F. Implications for Further Assessment and Future Planning

Assessment. The "convergence" of population-based

statistics has been used to identify communities and

sUbgroups ( e.g., people of Hawaiian ancestry; teenage

parents), statewide where there is a greater propensity of

risk for later academic delays. Comparative analysis of data

sets from different social domains (e.g., education, social

welfare, reproduction and health), suggest that these

communities/subgroups may have multiple needs. For example,
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high aggregate rates of divorce and illegitimacy, child

neglect and abuse, welfare and social service reception are

also associated with communities/subgroups exhibiting below

normal readiness for school indicated by diagnostic test

scores taken upon entry to school.

Using aggregate secondary data, however, it is difficult

to determine the degree of correlation between these

variables. At the program level ("step") of analysis,

undertaken with actual participants in an intervention166, it

will be necessary to continue this line of investigation

using a case study approach.

It is important to learn if specifi~ social welfare,

reproductive and health variables of children in Hawaii do

correlate highly with the incidence of poor academic

readiness. Those variables that are found to correlate

highest could then be used as proxy indicators of need during

early childhood. Interventions could be begun sooner with

those children that exhibit multiple risks.

To extend the usefulness of the present analysis over

time it is recommended that the comparative analysis of

aggregate educational, social welfare, reproductive and

health data be ongoing. This would be much more manageable if

a few "key" indicators of need from each domain could be

identified and stUdied, rather the broad array undertaken

166 Retrospective analysis of children with diagnosed
disabilities could also be undertaken to determine the
degree of correlation between these various factors.
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above. Time series analysis of aggregate data will help to

determine the effect of programs at the community/subgroup

level, and to track shifts in the level of relative risk

between areas.

Planning. In order to collect and analyze aggregate data

from different sources it will be necessary to locate a

central data repository and hire the necessary personnel. It

will also be necessary to mandate that all relevant data

sources participate and to erect policy to determine the type

of analysis that should be undertaken.

Using coded files to maintain confidentiality, it would

be advisable that a risk registry be developed on all

children living in the state. Various risk factors could be

weighted and assigned scores; children achieving a threshold

score would then become eligible for intervention services.

The risk registry data could also be used to confirm

correlate factors of risk, to supplement the case study

analysis recommended above. The same data repository

established to maintain the ongoing needs assessment could

also be used to manage the risk registry.
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CHAPTER V

RESOURCE-BASED INDICATORS OF NEED

The second "step" of the needs assessment model, a

review of available services in the State, and consumer

service-utilization patterns, in this Chapter, helps identify

potential and existing gaps in the service delivery system.

In combination with the population-based statistics developed

in Chapter Four, an analysis of the service-based data will

enable us to target high-need communities across the State.

That is, communities eXhibiting high rates of at-risk

conditions, and few available services and/or poor service

utilization patterns.

A. Service Availability

In Hawaii, there are both public and private services

available to families witt a~-risk and handicapped children.

More than half (n = 55, or 61%), of those surveyed with the

Agency Questionnaire (AQ) are privately supported, compared

with 35 (39%) that are publically funded. The Department of

Health accounting for 21 (60%) of the publically available

services (e.g., maternal and child health services).

Thirty-three (41%) of the programs report serving both

the at-risk and the handicapped child (e.g., Head Start); 27

(34%) serve only children with diagnosed handicaps (e.g.,

Easter Seal Society); the remaining 20 (25%) serving the at

risk child, but not the handicapped (e.g., the Kamehameha
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Schools). Eighty-one (84%), also provide services

specifically for families of at-risk children, and 75 (79%)

include services for families with young handicapped

children.

The bulk of the services are located only on Oahu

(n=36), however an equal number of agencies (n=35) provide

services statewide. Among the neighbor island communities,

Maui County has more available services than either Hawaii or

Kauai counties.

The AQ-survey classifies (71) services as either direct

services to children (n = 35), information and referral

services (n = 11), or services to families (n = 25) (refer to

Appendix A). Survey participants are asked to designate the

degree of service their program provides for each of the

targeted (71) services. The range of responses included:

none; information and referral; advocacy; as-needed or

ongoing direct services (defined in Appendix A).

Agencies differ in the scope of "ongoing"167 services

they provide. More than half of the agencies (n = 48, or 55%)

limit their services to less than 14 of the targeted

services, whereas, only 15 (17%) provide an "extensive" array

of services (more than 28). Comparison of private and public

service provision, finds a lower percentage of privately-

167 Ongoing services are those having established
facilities, regularly schedules operations, allocated funds,
resources and assigned personnel.
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supported programs affording an extensive array of services

(14% v 22% for publically funded programs).

All the target services are provided by at least one

agency in the State, with parent education the most

frequently cited service (by 49 agencies) and music therapy

the least cited, by a single agency (refer to Table 12 for

the most and least available services).

[Table 12, here]

Seventy percent of the most "available" services are

direct services to the child, and 30% are for the families of

at-risk and handicapped children. None of the targeted

"information and referral" services are noted among either

the most or least available services (refer to Table 13).

[Table 13, here]

One must be careful in drawing conclusions from service

availability data alone, regarding the "need" for more

services. For example, there is little to justify that there

is no additional need for parent education, or that more need

does exist for music therapy, based solely on the number of

existing services alone.

In response to a question about service sufficiency,

more than half (55%) of the AQ-agencies experience an

increased demand for more services during 1985, the remainder

report that demand didn't change. No agencies report a

decrease in demand.

------------------------------------------ -



Table 12: Most and Least Available "Ongoing" Services
for Disabled Children in Hawaii, 1985

Response (N = 83-88)
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Service

Most available

Parent education (3)
Parent counseling (3)
Individualized service planning (1)
Screening (1)
Parent training (3)
Follow-up (1)
Case management (1)
Functional assessment (1)
Medical follow-along (1)
Diagnosis (1)

Least available

Music therapy (1)
Legal services (3)
Therapeutic nursery (1)
Neonatal intensive care (1)
Sibling support groups (3)
Transportation for parents (3)
Foster care (1)
Drop-in center (3)
Domiciliary care (1)

n

49
47
45
45
45
43
41
36
36
34

1
3
3
4
4
4
4
5
5

%

56
54
52
52
51
49
47
41
41
39

1
3
3
5
5
5
5
6
6

(1) Direct services to at-risk/handicapped children = 56%
(2) Information, awareness, interagency referral = 0%
(3) Services to families = 44%
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Table 13: Most Available "Ongoing" Services, by Category,
for Disabled Children in Hawaii, 1985

Category and service

Direct services to at-risk/handicapped children

Nuber
reported Percent

Individualized serv,ce planning
Screening
Pollow up
Case lIalulguent
Functional 88seSSllent
Medical tollow-along

Intoraation/reterral/inte~encvservices

Interdisciplinary assessllents
Transition assist progr8lls
Central point ot intake/referral
Transdisciplinary assessllents
Public awareness progr8lls

Services to the f8llily

Parent education
Parent cOUDseling
Parent support 2roups
Advocacy

45
4~

43
41
38
38

31
29
25
2~

24

49
47
32
30

(52)
(52)
(49)
(47)
(41)
(41)

(38)
(33)
(29)
(29)
(28)

(~8)

(54)
(37)
(38)

Further, agency administrators are asked to indicate

expected changes in service delivery within the next 5 years.

Options included: no change; plan to implement; plan to

expand; plan to decrease or discontinue, service. Very few

agencies expect major changes. Overall, service availability

is expected to increase somewhat as plans for new or expanded

services exceed those that are expected to decrease or be

discontinued (Table 14 lists those services anticipated to

increase most in number).

-~ -- . -------------------------
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Table 14: Services for Disabled Children in Hawaii Most
Likely to be Implemented or Expanded, 1986-1990

Acencies reportine expected
changes

Service I.ple.ent Expand
D ~ D ~

Parent education (3) 1 (1) 20 (25)
Parent support croups (3) 4 (5) 18 (20)
Parent traininl (3) 2 (3) 17 (22)
Developaental services (1) I (1) 18 (2S)
Public awareness procraDs (2) I (1) 17 (21)
Respite care (1) 6 (8) 11 ( 14)
Interdisciplinary assess.ent (2) 4 (5) 12 (15)
Parent cOUD8ellnl (3) 0 (0) 14 (18)
Awareness tor high school students (2) 5 (8) 10 (t2)
Poll0. up (1) 1 (1) 13 (16)

(1) Direct services to at-risk/handicapped children = 30'
(2) Intoraatlon. awareness. interalency referral = 3~

(3) Services to taailies = 40~

It is interesting to note that three of these services:

parent education, parent training and parent counseling are

also reported as "most available ongoing services" (refer to

Table 13); indicating an increased demand for already popular

services. Three other services are in the category

"information and referral", not represented in Table 13.

Few services are expected to be discontinued, the most

frequently noted is "developmental services"~ and that by

only three agencies. Overall, however, 52 individual services

are identified for discontinuation by at least 2 agencies,

modifying the overall net gain indicated in Table 14.
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B. Staff Development

More than two and one-half thousand (N = 2,679)

personnel in 13 disciplines are currently available to serve

the target populations, but administrators estimate that an

additional 619 (23.1~) are needed to serve them adequately.

Nearly half (n = 1,227, or 45.~) of current personnel are in

the nursing/public health field, followed by 375 (14%)

educators. In terms of "needed" personnel, 235 additional

nursing/public health staff are requested (a 19.2~ increase).

The disciplines with the highest increased need, however, are

in audiology/hearing (a 195.2~ increase, or 101 persons), and

speech therapy (a 86.2% increase, or 86 persons) (refer Table

15) •

[Table 15, here]

Administrators are asked to rate the need for additional

staff development in each of the (71) targeted service areas,

and for an additional (21) special topics (e.g., strategies

for working with the at-risk child; interpersonal

communication; lobbying for parents and professionals). Each

service/topic is scored on a 4-point scale from (1) no need

for staff development to (4) high need for staff development.

Table 16 lists those services/topics most frequently reported

by agencies for additional staff training.

[Table 16, here]



148

Table 15: Personnel Presently Available, and Additional
Personnel Needed, to Serve Disabled Children in Hawaii,

by Discipline, 1986

Present Additional Percent
Discipline nOBber nuaber needed increase

Audiology/bearing 52 101 194.2
Dental 17 0 0.0
Dietetic/nutrition 62 3 4.8
Bducation 375 33 8.8
Medicine 116 7 6.0
Nursing/public bealth 1,227 235 19.2
Occupational therapy 69 15 21.7
Ophtbalaology 34 3 8.8
Pbysical tberapy 65 13 20.0
PsycboBetry/diagnostic 131 3 2.3
Psycbology 55 11 20.0
Social work 317 58 18.3
Speech therapy 159 1.37 86.2

Total/Average 2.679 619 23.1

Services to families (category 3) and direct services to

children (category 1), comprise 98% of the services noted in

Table 16. Six of the medium-high need topics for staff

training: parent education, parent training, individualized

service planning, screening, parent counseling and functional

assessment--are also reported among the most frequently

available ongoing services (refer to Table 13), not only

indicating a demand for continual staff development, but

perhaps, increased demand from the community for these

services. This demand speculation is further supported for

three of the services: parent education, training and

------------ ---_._-_._-_._- - -_.
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counseling--since they are also noted as services likely to

be implemented and expanded in the future (refer Table 14).

Table 16: Services for Disabled Children in Hawaii with
the Highest Indicated Need for Continued Staff

Development, 1986

Agency response

"MediUII/Higb" "High"

Service n \i n ~

Parent training (3) 29 (35) 12 (15)
Parent education (3) 26 (31) 10 (12)
Parent support groups (3) 24 (28) 9 ( 11)
Individualized service planning (1) 24 (29) 12 (15)
Crisis intervention (3) 23 (28) 8 (10)
Developaental services (1) 23 (29) 9 (11)
Screeningl (1) 23 (27) 9 (10)
Interdisciplinary assess.ent (1) 23 (28) 9 (11 )
Parent counseling (3) 22 (28) 8 (10)
Advocacy (3 ) 22 (28) 11 (14)
Functional assessaent (1) 22 (26) 10 (12)
Transdisciplinary assess.ent (2) 22 (22) 9 (11 )

(1) Direct services to at-risk/handicapped children = 42~

(2) Inforaation, awareness, interagency referral = 8~

(3) Services to faailies • 50~

Other topics also frequently cited for further staff

development include the topics: strategies for working with

at-risk children; with emotionally handicapped children;

interpersonal communication skills; building active

parent/volunteer involvement and developing parent leaders.

One strategy to meet the increasing demand for more

personnel could be to use a greater number of lower level,

and less costly, personnel. Staff development for these
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employees could be conducted using transdisciplinary,

inservice and on-the-job training rather than lengthier and

more costly preservice training168 .
Currently, professional personnel are employed more than

paraprofessional employees (definitions are found in Appendix

A), to work with at-risk and handicapped youth below age six,

this is especially true for the youngest aged children.

Forty-six percent of the paraprofessionals have worked with

3-5 year olds, while only 9% have experience with children 2

3 years of age. In contrast, 49% of the sample of

professional service providers have worked with the older

aged group, and 35% with the 2-3 year olds (refer to Tables

17 and 18).

Table 17: Employee Experience in Hawaii with Disabled
Children 0-5, by Employee Level and Age of the Child,

1986

Age Rank Mean % Rank Mean %

3-5 1 49 1 46
2-3 2 35 2 9
0-1 3 27 4 4
1-2 4 26 3 5

168 Philip H. Coombs, World Crisis in Education: The View
from the Eighties (New York: Oxford Univc Press, 1985), pc
21-26.
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Table 18: Employee Experience in Hawaii with Disabled,
Children 0-5, by Employee Level and Disability of the

Child, 1986
Category Rank Mean % Rank Mean %

At-risk 1 59 1 29
Other health impaired 2 44 5 18
Multiply handicapped 3 40 5 18
Learning impaired 4.5 39 2 24
Orthopedically impaired 4.5 39 5 18
Speech/language impaired 6 38 3 22
Mentally retarded - mild 7 36 7 16
Hearing impaired/deaf 8 34 8 15
Mentally retarded - moderate 9 33 10 12
Mentally retarded - severe 10 29 12 8
Visually impaired/blind 11 23 11 11
Emotionally disturbed 12 22 9 14
Deaf and blind 13 12 13 7

Samples of professional and paraprofessional staff

responded to a set of questions regarding job responsibility

for 35 tasks related to education, health, and social

services. Respondents noted the degree of expertise (e.g.,

none, awareness, application, development, or prescription/

evaluation; for definitions refer to Appendix A), required

for each task by different level employees. Table 19

emphasizes that a greater degree of expertise is required as

staff advance in the work setting.

Paraprofessional (Level I and II), staff are currently

expected to have high levels of expertise in only three of

the thirty-five task areas addressed by the Personnel

Questionnaires (PQ's): recordkeeping and data management;

information and referral; and the provision of health

services. Conversely, professional workers believe that lower
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level staff (with appropriate training), could assume a

higher degree of responsibility (e.g., above mere

"awareness"), for 8 (Level I workers) and 27 (Level II

workers) of the targeted tasks.

Table 19: Recommended Degree of Employee Expertise Across
(35) Tasks, by Employee Level (I-IV), Summary of

Professional's Opinions, 1986

Level

Degree of expertise I II III IV

None Required 1 0 0 0
Awareness 26 8 0 0
Application 8 27 4 0
Development 0 0 25 0
Prescription/Evaluation 0 0 6 35

Note: Tasks equally reported in two cate
gories were placed in the one requiring the
highest degree of expertise.

In general, professionals believe that paraprofessional

staff can assume (one to one, dyadic and group) interventions

that are presently the responsibility of Level III and IV

workers (refer to Table 20). "Developmental" and

"prescription/evaluation" services are still considered the

domain of the professionally trained worker (refer to Table

19) •

[Table 20, here]



Table 20: Present and Optional Use of Personnel Across
(35) Tasks, by Employee Level (I-IV) and Intervention

Setting, Summary of Professional's Opinions, 1986

Response

Present Optimal

Level n % n %

One-to-One Intervention

I 12 15 8 10
II 12 15 39 47

III 30 36 26 32
IV 27 33 9 11

Not applicable 1 1 0 0

Total 82 100 82 100

Dyadic Intervention

I 5 6 4 5
II 10 12 21 26

III 27 33 34 42
IV 32 40 19 24

Not applicable 7 9 3 3

Total 81 100 81 100

Group Intervention

I 5 6 6 7
II 10 12 24 30

III 33 41 34 42
IV 22 27 17 21

Not applicable 11 14 0 0

Total 81 100 81 100

153
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Responses to staff training needs indicate that training

is not a "medium to high" need for administrators,

professional or paraprofessional personnel. Of the three

groups, only the professional service-providers indicate (by

at least 50% of the respondents) that any topic is a "medium

high" training need. The eight tasks where training is

indicated by this group are: adaptive equipment, crisis

intervention, current research issues, family counseling,

interventions to facilitate child development, parent

training, alternate curriculum/intervention models and the

use of computers in the work place.

Paraprofessional personnel recommend that the majority

of their training should be inservice (e.g., workshops) or

on-the-job training (e.g., observation and feedback).

Professionals recommend on-the-job training for beginning

paraprofessionals (Level I workers), inservice training for

more experienced paraprofessionals and entry-level

professionals (Levels II and III workers), and preservice

training for the most experienced professionals (Level IV)

(refer to Table 21).

[Table 21, here]
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Table 21: When Staff Development "Should Occur" Across
(35) Tasks, by Type of Training and Employee Level (I-IV)

Summary of Professional's Opinions, 1986

Level

Type of training I II III IV

Not necessary 1 0 0 0
On-the-job 20 6 3 2
Inservice 14 29 23 6
Preservice 0 0 9 27

C. Clientele Served

Administrators were asked to enumerate the number of

children served by age of child, type and severity of

handicap (refer Table 22). While individual agencies reported

non-duplicated counts, totaling these numbers gave duplicate

information since families with handicapped and at-risk

children tend to be multiple-agency users. Therefore,

service-delivery counts exceed estimates of the number of

actual children receiving services.

[Table 22, here]

The service-delivery data have two uses: 1) it helps

document the belief that families with handicapped or at-

risk children have a variety of needs, needs that are not

often met with the narrow focus of services available from

many agencies; 2) service delivery information is also useful

to develop estimates of the actual number of children in the

State needing services (refer Method 2, below).



Number of services provided by age of

Target population

Mentally retarded: Mild

Moderate

Severe

Profound

Learning impaired

Speech/language impaired

Hearing impaired/deaf

Visually impaired/blind

Deaf/blind

Emotionally disturbed

Orthopedically impaired

Other health impaired

Multiply handicapped

Total handicapped

Total at-risk

Total handicapped/at-risk

o

72

29

18

24

20

35

62

7

2

5

104

428

189

995

4,765

5,760

1

95

40

24

22

44

49

108

12

5

29

125

523

200

1,276

16,217

17,493

2

79

46

26

23

94

139

117

15

3

31

115

555

206

1,449

16~22~

17,670

3

.98

41

26

15

353

284

154

25

3

93

139

666

193

2,090

20,814

22,904

4

155

56

24

6

787

345

170

25

2

243

161

826

209

3,009

29,439

32,448

lNumbers refer to number of services provided, not individual children.
2Numbe r s in this column reflect information from agencies unable to report t

Table 22: Service-Delivery Profile of Disabled
Children in Hawaii, by Age and Disability, 1985





Number of services provided by age of child

0 1 2 3 4 5 20-5 Total

72 95 79 98 155 61 0 560

:! 29 40 46 41 56 50 0 262

18 24 26 26 24 23 0 141
I 24 22 23 15 6 4 0 94

20 44 94 353 787 922 0 2,220

35 49 139 284 345 362 0 1,214

62 108 117 154 170 129 12 752

7 12 15 25 25 18 0 102

2 5 3 3 2 7 0 22

5 29 31 93 243 147 0 548

104 125 115 139 161 171 546 1,361

428 523 555 666 826 589 142 3,729

189 200 206 193 209 240 18 1,255

995 1.276 1,449 2,090 3.009 2,723 718 12,260

4,765 16,217 16~221 20,814 29,439 21~029 8,933 .117,418

t 5.760 17 .493 17,670 22,904 32.448 23.752 9,651 129,678

rr of services provided, not individual children.
1 reflect information from agencies unable to report by age •

.e 22: Service-Delivery Profile of Disabled
dren in Hawaii, by Age and Disability, 1985
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In Hawaii there is not presently a central registry or

other mechanism to enumerate individual children that are

either at risk for developmental delays, or frankly

handicapped. Therefore, the only way to ensure a nonduplicate

count would be to enumerate all clients from each agency by

name and cross reference lists to eliminate duplication.

Confidentiality eliminated this possibility.

To provide the best estimate of the number of children

by age and handicap, three methods are employed:

1. counts of "key" agency (e.g., DOE preschools, DOH
infant programs, Easter Seals), enrollments are totaled.

2. developing a weighing factor based upon the average
number of agencies used by a sample of families with
young handicapped children, and then· dividing this
factor into the total number of services provided by all
agencies. This factor (3.75 services per family) is
derived from 20 interviews with families.

3. downward extension of the number of older children by
age and handicap (e.g., the percent of special education
students in grades 2 through 6 as a proportion of the
total student populat:on for those grades).

Results of the first two estimates (N = 1,343 and 3,269

children, respectively), while not providing a consensus

estimate, does present a justifiable range. The differences

between the first and second estimates with that of the third

(5,353 children) can be considered as an estimate of the

unserved or not-yet-diagnosed client population.

It must be recognized that regardless of the child-find

techniques employed some handicapping conditions,

particularly processing disorders (e.g., mild mental

retardation, learning and communication disorders), are
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difficult to diagnose until the child is of school age and

faced with academic demands. National data suggests that

while 10% of 5-year-olds are diagnosed as handicapped, only

2% of these are diagnosed at birth169

Privately-funded services tend to serve fewer clients

than the publically funded ones. Fifty-seven percent of the

private programs have 50 or fewer clients that are young at

risk or handicapped children, compared to 23% of the public

agency programs. Large caseload sizes are found in 42% of the

public agencies, but in only 10% of the private programs. The

incidence of medium-sized caseloads are similar--35% public

and 33% private. More AQ-agencies report having small

caseloads (1-50 clients), than medium (51-500 clients) or

large caseloads (over 500 clients) (refer to Table 23) •

. [Table 23, here]

The geographic distribution of clients compared with the

distribution of all children 0-4 years of age (enumerated on

the 1980 census, refer to Table 24), shows that Honolulu and

Central school districts on Oahu, and the Hawaii district,

receive less service requests than might be expected.

Conversely Maui and Kauai districts exhibited higher

distributions of services than might be expected.

[Table 24, here]

169 Idem, Healy, The Needs of Children, p. 13.
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Table 23: Current Caseload Size, by Number and Percent
Distribution of Agencies in Hawaii, 1985

Agency responses

Saall (1-50 clients)

Mediua (31-500 clients)

Large (over 500 clients)

Total

33 ( 43.7~)

27 ( 33.~)

19 ( 22.5!t)

80 (100.0~)

Note: Ten agencies did not report client
data.

Table 24: Percent Distributions of Disabled Children 0-5
Served in Hawaii During 1985 and All Children 0-4 in 1980,

by School District

District

Honolulu
Central
Mau!
Leeward
HawaU
Windward
Kaua!

~ service
request

24.7
13.5
12.8
12.7
11.3
8.9
7.7

, distribution of 0
to 4-year-olds, 1980

30.3
17.2
10.6
12.2
15.2
8.2
6.3

These disparities may indicate that multiple agencies

are not utilized extensively on Oahu (esp. in the Honolulu

and Central districts), and are used more on the neighbor

island (except for Hawaii); or that there are indeed more

handicapped children not yet identified in some communities

more than in others.
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Most agencies (69%) feel that professional referrals and

word-of-mouth are their most successful child-find

strategies. While only 19 agencies specifically budget funds

for child find, 57 agencies provide pUblic information

brochures that are updated at least annually.

Eligibility criteria for receipt of services varies

among agencies. Age is the most frequently reported parameter

(29 agencies, or 32%), followed by certified disability (25

agencies, or 24%) (refer to Table 25).

Table 25: Eligibility Criteria for the Receipt of
Services, by Type and Frequency of Agency Response, 1986

Criteria Agency responses

Age 29 (3~)

Certified disability 22 (24*)

Incoae l? (19*)

Residency 14 (16~)

Ability to pay 9 (10~)

Sex 3 ( 3~)

JResponses totaled .ore than 90 as
soae agencies indicated several criteria.

------------------_.__._------- --
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D. Service Knowledge and Use

Professional providers of services, and consumers, are

asked about their knowledge and use of various agencies in

the State that served the target population. Rank-ordered

lists of agencies are developed based upon the number of

parents who "had heard of" and/or "had used" each agency and

the number of providers who "had heard of", "had referred

clients to", and/or "had received referrals from", each

agency. Results indicate that professional direct-service

providers and parents are cognizant of, and use, a majority

of the (94) agencies statewide that serve at-risk and

handicapped children. A review of the top 20 agencies "known"

by providers and consumers shows:

88-95% of the providers "had heard of" these agencies;

54-851 of the consumers "had heard of" these same
a genci es; and,

15 of the top 20 agencies (75%) are common knowledge to
both groups.

The "use" of agency results indicate that consumers with

handicapped children and providers alike, take advantage of

most of the available services:

17 of the 94 agencies (82%) are/were utilized by the
consumers;

providers had referred children to 87 of the 94 targeted
agencies (93%);

these same providers received referrals from 80 of the
94 agencies (851); and,

a comparison of the top 20 "most used" agencies by
consumers and networked with by providers, finds 15
agencies (15%) common to both groups.

---------~----------------------------
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These findings reinforce the belief in multiple agency

use by parents of handicapped children and the existence of

an active interagency service-delivery system. In contrast,

we find that the (74) agencies available to at-risk families

on the Waianae Coast, are not well known or utilized (refer

532

Figure 12).

Figure 12: At-Risk Informants that Know Of, Have Used,
Community Agencies Available to them on the Waianae Coast,
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1. Have YOU heard of the agency?

2. Do YOU know where It Is located?

3. Do you want to know about their services?

4. Are you Interested In using their services?

5. Have you used thIs aqency before?

Approximately as many services were "heard of" by the

at-risk informants, as were not, however, two-thirds of the

respondents do not know the location of the targeted

agencies, nor what services they provide. Perhaps of more

concern, nine out of ten respondents do not care to know more

about, nor utilize, these services. In fact 85% of the sample

---------------------------------------
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had never utilized the services in the past. Indeed, these

factors may contribute to the population's "at-risk"

designation.

E. Barriers to Service Utilization

Agency administrators, direct-service (professional and

paraprofessional) providers and parents of handicapped

children, are asked to assess (24) factors that might inhibit

the pUblic from utilizing services provided by agencies ~hat

serve the at-risk and handicapped child, and their families.

Using a 5-point scale (from 1=strongly disagree to 5=strongly

agree), each barrier statement is assessed relative to the

other. Individual statements are clustered into six barrier

catagories: 1) accessibility/ eligibility issues, 2)

appointment issues, 3) cost issues, 4) lack of acceptability,

5) lack of consumer awareness, and 6) personnel issues. A

review of the rankings by categories of need, for each

respondent group, is shown in Table 26.

[Table 26, here]

These findings indicate a similarity of opinion among

service consumers and providers. Each group indicates tha~

"lack of consumer awareness" is the major barrier inhi biting

greater service use by the public.
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Table 26: Mean Scores for Barriers to Service Utilization,
by Barrier Category and Informant Group, 1986

Respondent

Admin1s- Profes- Parapro-
Category Parents trators sionals fessionals

Lack of consumer awareness 1 1 1 1
Accessibility/eligibility issues 2.5 2.5 4 3
Appointment issues 2.5 2.5 2.5 4
Lack of agency acceptability 4.5 4.5 2.5 2
Cost issues 4.5 4.5 5 5
Personnel issues 6 6 6 6

Differences, however, become apparent when the mean

scores are reviewed (refer Figure 13). In all categories

except lack of consumer awareness, parent-consumer mean

scores are higher, indicating a wider range of factors

barring better use of services by the pUblic. The greatest

discrepancy between mean scores is related to "personnel

issues" (ev g, "staff are impatient, difficult to talk with") j

while all groups rate this category as least influential,

consumer ratings are much higher than the other groups--

especially the opinion of the administrators.

[Figure 13, here]

---------------------------------- -
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F. Summary

Service Availability. A wide variety of services are

available to high risk families in Hawaii. Seventy percent of

the most available ("ongoing") services are direct services

to the at-risk/disabled child and the remaining 30% are

provided for the families of those children.

Information/awareness/referral services are not noted among

the "most available" services. This latter category includes

services such as public, professional and high school

awareness programs; screening and assessment services;

central intake and transition-assist programs; "hot lines",

information and referral services.

All of the 72 targeted services are available in the

State. Some are available from a variety of agencies and are

quite plentiful (e.g., parenting--education, counseling,

training, support services), others are only available from a

few agencies (e.g., legal services; drop-in centers).

Availability alone, however, does not imply that there is a

need for more services of a given type. Need must also

consider demand. For example, many agencies are planning to

implement and expand parenting services during the next

several years, presumably in response to increased demand for

these services despite their present abundance.

Broad-based provision of a variety of services by a

single agency does not occur frequently. More often single

agencies provide only limited services. This requires that

--------------- ~----------------
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clients become multiple agency users, necessitating more

time; transportation between services; the possible

duplication of services and/or conflict between

interventions; redundancy of formalities (e.g., filling out

information forms); and less coordination between

professionals. As the time demands upon clients become

overburdening, their participation may grow less consiscent

or some needed services may not be maintained. The end result

is less effectual interventions for the child.

Transdisciplinary and interdisciplinary services are

infrequent; bilateral agreements between agencies are few in

number and mostly informal; joint-agency programming and/or

requests for funding are virtually non existent. This means

that many agencies may be competing with one another for

clients, limited resources, and priority of intervention. If

coordination cannot be achieved at the agency level it may

behoove the State to develop a case management system to

coordinate scheduling, interventions and the exchange of

information at the client level.

The statewide distribution of services tends to favor

downtown Honolulu, rather than rural Oahu and the neighbor

islands. Even though many agencies provide services to these

outlying areas, they do so as outreach from a main office in

Honolulu. Few agencies establish field offices in these outer

communiti es .
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Conversely, in Chapter Four it was shown that all the

targeted high-risk communities are located outside of

Honolulu. Their elevated risk status may, indeed, be related

to the lack of available services. For example, the Waianae

Coast of Oahu is the only area in the State not within thirty

minutes of a Level I or II hospital, and the medical center

located there does not stay open 24 hours 170. This situation

may contribute to the Coast's increased incidence of

pregnancy-related risk.

Though most agencies do not plan to decrease the number

of services they provide, expansion of existing services or

the implementation of new services, is not being planned for

in great numbers either. The mandate of the EHA-legislation

(to serve more children at-risk), plus the continued growth

of the State's popula~ion, will likely overburden existing

resources in the near future.

Service Knowledge, Use and Barriers to Use. Service

providers and families with handicapped children are

relatively aware of, and use, available services. In dramatic

contrast, families in the at-risk community are not aware of

the majority of the services available to them, and have

utilized much less of them.

170 Idem, Song and Loos, Services Available on Waianae
Coast, p , 1.
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It is conceivable that a degree of their risk status is

related to their lack of knowledge and use of services;

simply, they do not know where to go when needs arise.

Indeed, there is consensus among agency administrators,

service providers and consumers alike that the greatest

barrier to increased service use is the consumer's lack of

awareness. This information gap is heightened by a lack of

available ongoing information and referral services within

agencies or provided by the State (see above).

Staffing. Because established standards do not exist for

interventions with at-risk and disabled children by age,

handicap and level of severity, it is difficult to propose

how much staff is needed in the State by discipline and level

of training. Overall, agency administrators suggest that a

23.1% increase is needed in personnel, across disciplines, to

meet present demand. The largest needed increases are in

therapy: audiological (194.2%), speech (86.2%), occupational

(21.7%) and physical (20.0%). The largest number of personnel

are needed in nursing/public health (235), speech therapy

(137) and audiological therapy (101).

Presently, paraprofessional staff (those with less than

two years formal training), are infrequently utilized by

agencies, and then only for data management and support

services. By using lower level staff for less technical

duties (e.g., information and referral; case management),

higher level staff could be freed to assume more complex



170

responsibilities (e.g., diagnostic and prescriptive

services).

Professional level informants feel that lower level

staff, with the proper inservice of on-the-job training,

could assume more direct service responsibilities. These

informants further propose that less formal staff training

formats (e.g., workshops), will be the best way to develop

the skills of lower level personnel (v college coursework).

The paraprofessional informants also signify that they

would prefer the less formal formats for continued staff

development. Another area agencies might cooperate in could

be the development of interagency trans disciplinary-training

programs, each focussing on the domains they are most

competent in.

Clientele. Without universal screening and a central

registry it is difficult to say with certainty how many

children are at-risk or disabled. Using national estimates,

5-10%171 of each birth cohort under age six have diagnosable

disabilities. Or, by using a weighting factor for multiple

agency use by families with disabled children (as in the

study above), a fair estimate can be made since most of the

young children with diagnosed handicaps are receiving

interventions.

171 The number increases as the child ages because
disabilities become more noticeable.

~ ~~---_._---------------------
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Estimates of the number of children at-risk for later

developmental disability are much more difficult to make.

These children are much less noticeable, and not as likely to

be receiving intervention services--especially at the

youngest ages.

Agencies participating in the present research do

acknowledge serving ten times the number of at-risk children

as those with more frank disabilities. However, because the

at-risk child is less likely to be receiving services, and

therefore, to be a multiple agency user, the actual number of

children at-risk must be a good deal greater.

Indeed, if all the children at-risk were identified and

afforded services, the present service delivery system could

not meet the demand. In the future this can only become worse

with new and/or expanded service availability not expected to

increase greatly, and the number of qualified personnel

already inadequate to meet present demands (see above).

G. Implications for Further Assessments and Future Planning

1) It would indeed be a convenience to the public to

have a statewide, comprehensive, information and referral

service available to them. Further, if these services are

located centrally in Honolulu, it would be best to include

toll free telephone services to the neighbor islands.

This same agency could also keep records of a~ailable

and anticipated services. They could also estimate the demand

for services based upon requests for information they
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receive. This information could serve as an ongoing service-

based assessment of needs. It is conceivable that this agency

could be located with the data repository proposed in Chapter

Four. They could share the same research staff.

2) Currently, there is no universal screening of all

children in the state, let alone a standard battery of

screening and diagnostic instruments. If a risk registry is

established, universal screening and standardized

instrumentation would be essentia1172.

In this same vein, common data collection forms and

interagency (NCR) forms should be developed. This would aid

in the standardization of information for research and

planning purposes, and hopefully improve interagency

transfers of clients and the continuity of care they receive.

3) It will be necessary to establish service delivery

standards, by discipline, for workers that intervene with

young at-risk and handicapped children. These standards

should account for the child's age, handicap and its level of

severity. They should be established for different levels of

employee, and for a variety of work settings (e.g., one:one,

dyadic and group interventions)173.

172 The Agency Questionnaire listed 257 different
instruments. Sixty-three (72%) of the agencies use at least
one of these instruments (the Denver Development Screen, and
Peabody Picture Vocabulary Test-Revised, were most used,
each by 24 agencies).

173 Data necessary for this research was collected from
the professional respondents in the present study, for six
disciplines: nursing; social work; teaching; and
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These standards could then be applied to the number of

personnel presently available v the number of clients that

are known or anticipated, in order to forecast the number and

type of personnel that are, or will be, needed.

4) Presumably a variety of staff training needs will be

required over time. A variety of training options are

available, and should be explored further to fit the staff

development needs in the State. For example, many mainland

colleges and universities provide extension campuses,

correspondence and cooperative education programs that may

meet the training needs in Hawaii174.

In state, the Office of Manpower Training in the

Community College system, provides training programs on an

"as needed" basis. And, in the service delivery system

itself, transdisciplinary-interagency training workshops

could be developed. These, and a variety of other options

need to be explored, to meet the escalating need for new

personnel.

(These options and the increased use of inservice v

preservice training could also help keep trained personnel in

Hawaii. All too frequently, skilled personnel leave Hawaii

for more attractive salaries offered elsewhere.)

occupational, physical and speech therapy. However, the
necessary funds and time for analysis was not available.

174 Data regarding such services was solicited by the
present researcher, and is available with the Research
Corporation of the University of Hawaii.

--------------------_.__ .--
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5) Another consideration here in Hawaii, is that many

agencies-both pUblic and private, depend heavily on federal

grants and corporate giving. With the advent of federal

block-grants, many categorical services have become

threatened with a loss of funds. Prior to planning new or

expanded services by these agencies, it would be prudent to

profile recent federal spending and to forecast funding gaps

that may occur 175.

175 The author, in a separate survey (Loos, Smith and
Roseman, 1985), forecast maternal and child health funding
priorities using a panel of experts and state directors of
MCH services. Results from this study indicate several
potential future gaps in health services for parents with
young children. Services such as childhood developmental
screening and health care for youth, in particular the
adolescent population, are believed likely to lose both
federal and private funding. In fact, with the exception of
child abuse and neglect prevention and family planning
services, most of the programs selected as high-priority
services for ongoing funding, tended to be high
technical/curative medical care rather than preventive.

---_ .._-----------------------
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CHAPTER VI

THE "FELT" NEED FOR COMMUNITY SERVICES

Once high-risk communities are targeted during steps 1

and 2 of the needs assessment process, consumers from these

communities, and members of high-risk groups, must be

surveyed to determine their perceived need for specific EHA

services. The perceptual indicators of need developed during

this third step of the overall process are then contrasted

with the need for services proposed by the professional

community, and indicated by the population and service-based

data, to develop implications for planning EHA-programs at

the community level.

A. Value Perceptions of Needs

The word-counts, and cluster and Q-sort analyses, of

interviews with Hawaiian and non-Hawaiian respondents, show

some differences in viewpoint between the two ethnic

subgroupings. Of these, the Hawaiian attention to social

relationships, in which an emphasis on children is great, is

the most stable difference.

Throughout the interviews ethnic Hawaiians simply talk

about children more often than do non-Hawaiians. Hawaiian

respondents also seem more involved in social networks, but

the evidence for this is not as strong as the evidence for

greater interest in children. The emphasis on social ties is

apparent, however, in the relatively high score for "social"

values among Hawaiians represented by word frequencies for
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"peop Le" , "community", "together", and the like, as evident

in Figure 14. Comparing percentages of word frequencies in

the category, the difference between Hawaiian v non-Hawaiian

scores (9.9%), is the greatest of all categories.

Figure 14: Word Groupings "What are the Important Things
in Life?", Hawaiian and Non-Hawaiian Respondents, 1985

l-'ercent distributions derived from Q-sort of content analysis of open-ended interviews.

QUESTION 1: What are the important things in life?
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A closer examination of subgroup responses in regard to

"education", "parenting" and "employment" allows for a

comparison of Hawaiian and non-Hawaiian differences in value-

emphasis. While both agree that these are important matters,

they view them differently.
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The tendency for the combined non-Hawaiian group to

mention "job(s)", "business" and "economics" more frequently

in relation to the subjects they believe that the schools

shou ld teach, sugges ts that this group links edu cat ion and

employment more strongly than do Hawaiians.

Discipline, as a responsibility of the schools, is also

mentioned by persons of all ethnicities. However, the low

representation of Hawaiians (only 4 of 44), is noteworthy.

The data also suggest that some subdivisions of the sample

i.e., by sex: women; and by income: the poor, indicate that

these groups are more apt to be unquestioning of professional

advice; other subdivisions (e.g., by ethnicity: Hawaiians)

are less likely to be so. (Hawaiians do mention respect for

elders, but here the results suggest a more generalized

attitude. )

"Family" is strongly valued by all informants, but the

non-Hawaiian respondents' discussion of family commitments

focuses on their support for their children and spouse.

Hawaiian respondents emphasize 'a wider network of social

relationships, and on others both as individuals and as part

of larger social groupings (e.g., "kids"; "community"), while

non-Hawaiians focus on particular relationships (e.g.,

"hus band"; "wife").

The basic school subjects, rather than social, home and

family studies, are viewed by non-Hawaiian respondents as

essential for youth in preparation for adulthood. Hawaiian

_ ...-.~.--------
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respondents seem more likely to mention home and family

studies (refer to Figure 15).

Fi gure 15: Word Groupings "What Subjects Should Schools
Teach Youth Today to Prepare them as Better Adults?",

Hawaiian and Non-Hawaiian Respondents, 1985

Percent distributions derived from Q- sort of contentanalysisofopen-ended interviews.

QUEST ION 2: What subjects should schools teachyouthtoday toprepare them as
better adults?
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The strong Hawaiian distinctiveness in the data, the

consistently high frequency of talk about children, is most

striking in the discussions on educational curricula.
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Hawaiians speak of the selection of school subjects as a

choice depending on personal interests of the child, while

non-Hawaiians speak of education and courses in general, as

these relate to later employment potential.

Evidence of informants' respect for children as

decision-makers emerges clearly in 27 (of 97) protocols,

while explicit "parent decides" arises only in 10. This

acceptance of children as decision-makers appears more among

the protocols of Hawaiians (13 of 44 cases), and other non

Caucasians (11 of 27 cases), than in the protocols of

Caucasians (3 of 26 cases).

Hawaiian parents may wait in trepidation as a young

person experiments in cohabitation and parenthood without the

benefit of marriage. Their preferences are clear, but so is

their conviction that they cannot run their children's lives.

When Hawaiians evaluate a young person of 16-20 as

"doing well", this evaluation is based upon their assessment

of the person's capacity to assume present and future

responsibilities for a household. In contrast, the

evaluations made be Caucasians and Orientals are shaped

almost entirely by a person's educational and career choice.

In other words, Hawaiians, in particular, are preoccupied

with a young person's preparation for becoming a good parent

in his or her own right.
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Broadly speaking women and most men interviewed

appreciate the demands of parenting. Many informants make it

clear that the work of childrearing devolves on both parents,

and the younger male respondents seem interested and willing

to learn. The words used by Hawaiians when discussing

parenthood suggest an emphasis on interpersonal understanding

between parent and child. Whereas, the non-Hawaiian

informants seem more pre-occupied with the parent side of the

relationship.

There was no consensus opinion about the desirability of

early pregnancies (e.g., during the teenage years). On the

one hand, parenthood involves great responsibilities for

which young people are seen as largely unprepared; demanding

new psychic and material resources, and ruling out other

activities which may be valued (e.g., higher education;

travel). Hence, teenage pregnancies are often viewed as

regrettable, i.e., many respondents approving of birth

control until a couple is ready for parenthood. On the other

hand, as a few informants suggest, if people wait until they

are secure and "ready", they may never have children. Again,

many do not approve of abortion, presumably hoping that the

pregnant teenagers, however unready, will become parents.

Parenthood, is strongly valued, and in general, early

pregnancies are viewed more as involving bad timing than as

disasters.
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For informants from all ethnicities parenthood is viewed

not just as a good thing, but as being a contributive element

to adult life that separates the young and immature from

those who are fully adult. It demands the resources a person

or couple can muster: affective, intellectual, and material.

Parenthood is viewed as so demanding that preparation seems

worthwhile (e.g., parenting education). Yet, while parenting

demands total concentration, respondents feel that no

preparation can completely equip one to be a parent.

The discussion of "services needed" by non-Hawaiians is

sparse; Hawaiians, however, have much more to say about the

service needs of parents with young children. Indeed, if EHA

program planners hope to satisfy a large Hawaiian clientele,

they may have to deal with a broad spectrum of needs and

issues. The main difference between respondent pools arises

with regard to health services, where Hawaiians score 6.8

units below non-Hawaiians (refer to Figure 16).

[Figure 16, here]
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Figure 16: Word Groupings "What Services do Expectant
Parents and Parents with Young Children in your

Community Need 7", Hawaiian and Non-Hawaiian, Low and
High Income Informants, 1985

Percent distributionsderived from Q-sort of content analysisaf open-ended interviews.

QUESTION 4: What services doexpectantant parents or parentswith young children
in yourcommunity need?
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Many respondents, representing all ethnic groups,

mention prenatal classes and well-baby clinics as necessary

services for parents, and doctors stand out as trusted

figures. Generally, however, people are interested in having

a wide range of services in their communityo Medical
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services, information and referral services, and preschools

are often mentioned in the interview protocols. Most

frequently, however, requests for services that could be

provided by a center with day care facilities seem to be

preferred by the respondents. Many respondents mention baby

sitting arrangements and a place where young mothers .could

learn from each other's experiences (e.g., "talk story"), as

important for young couples.

Hawaiian, more than the non-Hawaiian informants, state

that advice and help available to young mothers from kinship

groups conflict with that from professionals. Many

respondents feel these conflicts can be reconciled through

the establishment of centers where day care is available

and/or where, mothers can: organize their own respite/baby

sitting arrangements; share information and deal with

emotional issues among themselves; and have access to a

professional staff providing information, counseling,

enrichment materials, and for visits by experts and

specialists as needed.

The major different viewpoints in Hawaii's society are

perhaps, a reflection of social class differences, not

ethnicity. Data suggest that differences between high and low

income groups are notably greater than differences between

Hawaiians and non-Hawaiians.
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An example of this is the sUbgroup analysis of the

notion of "community" (often vaguely stated, and not defined

by the interviewers), where respondents were allowed to

express what they meant by the term. The particular reasons

given by respondents to explain why people like their

communities fall into several categories. In 45 cases

respondents praise the people; in 30, the environment and the

climate: that the community is good for their children (13

cases); that the pace of life is good (6 cases); and that

life in the community is of economic benefit to them (4

cases).

A distinction between relational (e.g., family) and non

relational (e.g., climate) views of the community is highly

correlated with income differences: 47% of the relational

responses are from informants with family incomes under

$15,000., and only 29% from those with family incomes over

$20,000.; for the non-relational responses, the comparable

figures are 14% and 62%.

While 71% percent of the relational viewpoints are made

by women, and 76% are made by Hawaiians, the majority of the

respondents in both these groups (83% and 87% respectively),

also come from the low income subpopulation. Non-relational

views are not clearly associated with sex or ethnicity. They

are voiced equally by nearly as many Hawaiians as are

relational views, but Hawaiians form a much smaller

proportion (41%) of those expressing non-relational views.

----_~-----------------------------



185

Other words emphasized more by the low income group deal

with a range of relationships, but notably include verbs that

refer to a person's attitudes and social ties (e.g., to

"need", "want", "love", "care"). In contrast, the high income

sample includes terms suggesting a non-relational approach to

issues (e s g , , "church", "life", "job").

Socioeconomic differences reflect the values and needs

of people, as much as, and possibly more than ethnic

cultural ones. People with greater income have access to a

wider range of services precisely because they can afford

them; whereas, people of lower income must rely more on

family, friends and neighbors.

B. The Felt Needs of Families with Handicapped Children

A second felt needs study asks parents with handicapped

children to indicate the number of people they could depend

upon for support (e.g., financial, emotional, time), with

their child. Although the average response is about 9 people

per family, the wide range (0-55) and low mean (0.1-2.2)

number of support persons indicate that families with

handicapped children lack adequate support systems.

Informants seem most comfortable requesting assistance from

their immediate and extended families (blood relatives), and

agency personnel. Neighbors and coworkers are mentioned

infrequently (refer to Table 27).
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Table 27: Support Networks Available to Families with
Disabled Children in Hawaii, Mean Number and Range

of People, by Network Type, 1986

Category

Immediate family
Extended family (blood relative)
Agency personnel (school teachers, therapists,

babysitters)
Friends
Extended family (in-laws)
Neighbors
Church members
Calabash relatives
Coworkers

Total

No. of available people

Mean Range

2.2 0-10
1.8 0-20

1.8 0-11
1.1 0-12
0.9 0-12
0.5 0-10
0.5 0-10
0.2 0-7
0.1 0-4

9.1 0-55

Though the majority of the respondents are employed full

or part-time (respondents: 55%, spouses: 73%), in a variety

of positions, Lncomes of only $10,000. - $20,000., are

reported most frequently. Thirty-one respondents are single

income families. Ten percent were never married and another

11% are either divorced, separated or widowed (n = 14).

Fifty informants provide comments regarding the

additional costs they have incurred related to the

handicapped child: 60% of these are related to higher medical

costs in general, and for operations and special equipment;

14% for increased on-island and between island

transportation; 10% for increased insurance costs; and

another 16% for other necessary services (e.g., special
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education needs, babysitting, and nutritional needs, i.e.,

special foods).

Forty-four respondents mention specific effects the

child has had on their employment status. The time demands of

the handicapped child caused 23 people to quit their jobs,

and another 27 to say they have not been able to seek work

(refer to Table 28).

Table 28: The Effect on Employment of the Parent After
Having a Handicapped Child, 1986

Comment

Have not worked since child was born due to time demands
Had to quit
Had to change from full- to part-time
Must take a lot of time off
Need competent/reasonably priced child care
Need flexible work hours
Employer made allowances
Other (thinking of quitting; had to move to Honolulu; had to

change career)

Total

Response

n %

12 27
10 23

5 11
5 11
4 9
3 7
2 5

3 7

44 100

Families with handicapped children are at greater

socioeconomic risk because both their incomes and available

sources of support are reduced. Needs, other than economic

ones, however, appear to be of greater importance to families

with handicapped children. Of the nine categories of need

identified, the "need for financial assistance" ranked fourth

in priority'behind the need for more professional services,
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information services, and transportation services. Services

needs in these three categories are often "more frequent" and

"more severe" than the need for financial services.

In contrast, items of need in the remaining five

categories: community services; family training; counseling

and support; equipment; and child care and respite services,

in the main, are less severe than the need for financial

assistance, and occur less frequently (refer to Tables 29 and

30). Overall, the average categorical mean score for the

"severity" of needs (3.06), is substantially higher than the

overall mean for "frequency" (1.84).

Table 29: "Most Severe" Needs of Families with
Handicapped Children in Hawaii, by Need Category, Rank and

Mean Score, 1986

Rank
order Mean Category

1 3.24 Transportation
2 3.23 Professional Services
3 3.13 Financial Assistance
4 3.11 Information
5 3.04 Equipment
6 3.01 Support/Counseling
7 2.97 Community
8 2.90 Child Care/Respite
9 2.85 Family Training
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Table 30: "Most Frequent" Needs of Families with
Handicapped Children in Hawaii, by Need Category, Rank and

Mean Score, 1986

Rank
order Mean Category

1 2.27 Information
2 2.01 Professional Services
3 1.89 Family Training
4 1.86 Community
5 1.84 Transportation
6 1.82 Financial Assistance
7 1.71 Support/Counseling
8 1.60 Equipment
9 1.59 Child Care/Respite

Among the top 20 most "frequent" items of need, the

majority (75%) are categorized as either a need for

information or a specific professional service. In contrast,

informational and professional services are not often found

among the least frequently needed services (only 10% of the

bottom 20 need items come from these two categories.

Among the top 20 most "severe" need items, the majority

(85%) are listed as either a transportation need or a need

for professional services. Of the 20 least severe needs the

majority are child care/respite needs (6 items), family

training needs (6 items), support/counseling and equipment

needs (2 items apiece); refer to Tables 31 and 32. The

definite implication is that frequency of need and severity

of need are each distinct parameters in determining the felt

need for services among families with handicapped children.
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Tables 31: Most and Least Severe (20) Need Items, for
Families with Handicapped Children in Hawaii, by Category

1986

Percent within category

First 20 Last 20

Category n % n %

Professional Services 13/23 57 1/23 4
Transportation 4/9 44 0/9 0
Information 1/4 25 1/4 25
Financial Assistance 1/7 14 1/7 14
Child Care/Respite 1/10 10 6/10 60
Equipment 0/4 0 2/4 50
Support/Counseling 0/11 0 2/11 18
Family Training 0/9 0 6/9 67
Community 0/2 0 1/2 50

Table 32: Most and Least Frequent (20) Need Items, for
Families with Handicapped Children in Hawaii, by Need

Category, 1986

Percent within category
(frequency column)

First 20 Last 20

Category n % n %

Information 3/4 75 1/4 25
Professional Services 12/23 52 1/23 4
Family training 2/9 22 0/9 0
Transportation 2/9 22 2/9 22
Financial Assistance 1/7 14 2/7 29
Support/Counseling O/U 0 5/11 45
Child Care/Respite 0/10 0 5/10 50
Community 0/2 0 0/2 0
Equipment 0/4 0 3/4 75
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Comparison between the top twenty need items on both the

frequency and severity lists, shows ten items in common

(refer to Table 33). Eight of these most needed items are

from the category Professional Services, and one item each

from Information Services and Financial Assistance. These

items represent "priority" needs for families with young

handicapped children.

Table 33: "Priority" (20) Need Items for Families with
Handicapped Children in Hawaii, by Frequency and Severity

Ranks, 1986

Rank order

Category

Professional
Services

Information

Financial
Assistance

Need statement

Need for more individual therapy time (OT.
PT. speech)

Need for less lag time between diagnosis and
program entry

Need for straightforward information from
medical personnel

Need for better follow-up/information after
b1rth or diagnosis

Need for earlier identification of handi
capping condition

Need for more the~apy to occur in the class
room

Need for more conveniently located profes
sional sl:!rvices

Need for better coordination between medi
cal personnel/services and other services

Need for awareness of ali available services

Need for eligibility to be based upon need
of child, not income/assets of family

2 4.5

6 2.5

7 8

8 12.5

10 8

11 12.5

13.5 17

19.5 6

1 19

4.5 19

IF = Frequency. 2S = Severity.

C. The Felt Needs of Families with Children At-Risk

Though many of the categories of need for at-risk

families are similar to those of families with handicapped
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children (e.g., financial assistance, child care,

transportation), they are distinct and differently rank-

ordered by frequency and severity (refer to Table 34). Figure

17 displays the "priority" standardized mean scores for all

(52) need-items within the nine categories of need176.

[Table 34 and Figure 17, here]

The Employment/Income need-category is ranked highest

(by frequency, severity and priority), for the at-risk

sample, whereas, Transportation/Communication, Recreation and

the Medical Services need-categories are ranked lowest: 9, 8

and 7, respectively.

The pattern is less consistent for the middle ranked

categories. The severity-of-need scores for Educational needs

are greater than their frequency-of-need scores, but scores

for both parameters of need are sUfficiently high to make

this the second "priority" category of need. Conversely,

Legal/Advocacy needs occur more frequently but are less

severe, however, the combination of scores make this the

third "priority" category ~f need. The frequency and severity

of Child Care, Housing and Interpersonal Relationship needs

appear to be equally as great, leaving these categories mid-

ranked among the nine categories of need.

176 The use of standardized mean scores allows for
greater comparison between the index scores for frequency,
severity and priority.



Need
Category

Frequency
Standardized Frequency Frequency

Mean1 STD2 Rank

Severity
Standardized

Mean1

1 Housing (items 1-4) 51.31 0.52 6 51.50

2 Medical Services (items 5-12) 50.00 0.47 7 50.06

3 Education (items 13-19) 53.51 0.46 4 54.44

4 Interpersonal Relations (items 20-28) 51.62 0.43 5 51.24

5 Employment/Income (items 29-33) 63.69 0.37 1 62.36

6 Child Care (items 34-49) 53.52 0.48 3 53.81

7 Transportation/Communication 26.52 0.59 9 25.72
(items 40-44)

8 Legal/Advocacy (items 45-48) 53•.93 0.61 2 53.53

9 Recreation (items 49-52) 45.90 0.73 8 47.34

1
Mean = 50. STD

2Raw Score STD

10

Table 34: Frequency, Severity and 1
Families At-Risk, by Need Category, R,

Mean Scores, 1985





Severity
Frequency Frequency Standardized Severity Severity

STD2 Rank Meanl sm2 Rank

Priority
Standardized Priority Priority

Mean1 STD2 Rank

~93

0.52 6 51.50 0.49 5 51.49 0.49 5

0.47 7 50.06 0.45 7 50.16 0.44 7

0.46 4 54.44 0.45 2 54.08 0.43 2

0.43 5 51.24 0.41 6 51. 27 0.42 6

0.37 1 62.36 0.31 1 62.89 0.32 1

0.48 3 53.81 0.47 3 53.69 0.47 4

0.59 9 25.72 0.59 9 26.03 0.59 9

0.61 2 53.53 0.59 4 53.75 0.58 3

0.73 8 47.34 0.72 8 46.63 0.71 8

e 34: Frequency, Severity and Priority Needs of
s At-Risk, by Need Category, Rank and Standardized

Mean Scores, 1985
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25. KIll socloUzlng need.

26. Reduce cuiture/roce conflict need.
27. Peer counse11 ns need.
28. Kill trouule retot tnc need.
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40. Need tnrorrerton on publIc tronsnortotlon.
41. ~ better bus service.

42. Need orivcte tronsoortotlon.
43. Need nore roods.

44. Need substdtzed nhone service.

45. Heed osslstonce deoUm with ooencres

46. Centrol InfofTllOtion center need.

47. Need fanlly low.
48. Need heln: rooe/lTOlestotlon.

49. Sore oork-nloY ground need.

SIJ. Need ITOre recreatlon roctrttv.
51. Heed 'lIJre outdoor kid nrocrons,

52. !feel! 'lIJre slllY'ler recreat Ion erosroas

ores for Priority Needs of Families At-Risk in Hawaii,
eed Item and Category, 1985
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The correlation between the frequency, severity and

priority ranks of individual need-items is very high ().9)

for the at-risk sample. The top-third highest ranked need

items by frequency, severity and priority, are shown in Table

35. Of these, a third of each list is comprised of all five

need-items noted under the category Employment/Income.

Indeed, three of these items: the need for "more jobs", "area

jobs" and "more income", are repeatedly ranked 1,2,3 for

severity, frequency and priority.

[Table 35, here]

Two of the six Child Care need-items are also high

ranked on all three indexes: the need for affordable/quality

preschools and the need for flexible hour day care. The

remaining top need-items are usually four of the seven

Education needs: educational programs for children with

special needs, after school programs, child development/

family life education, or, education for preparenting/sex

education; or four of the nine need-items related to

Interpersonal Relationships: the need to reduce child abuse,

information about child discipline, programs for children

having trouble relating to other children, or the need to

reduce spouse abuse.

None of the four Recreation need-items, nor five

Transportation/Communication need-items, appear among the top

ranked needs. Of the four Housing need-items, only one: the

need for low-cost housing, appears; and, only the need for
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24-hour medical services, among the eight medical need

items, is also high-ranked. The comparative ranking of all 52

need-items by severity, frequency, and priority, are shown in

Appendix B.

D. The Felt Needs of a Specific High-Risk Population

What are the services needed most by specific high-risk

populations, and, do their perceptions of need differ from

different consumer groups and/or providers of services? The

final felt needs study addresses these questions, comparing

the responses of male and female pregnant and parenting teens

(PPTs), with older-aged expectant parents and parents of

young children (EPPs), and agency representatives (ARs)

providing services in the target community (the Waianae Coast

of Oahu).

In a comparison of the services ranked in the top third

(most needed) by agency representatives (ARs) and the Waianae

PPT-females (refer to Appendix B), it appears that both

groups agree on the high need for "child care services",

"family planning", and "medical care: (services for the)

mother". However, the PPT-females need for "medi cal care:

child", "financial ass istance", "employment counseling", and

"consumer education/homemaking" is greater than their need

proposed by the AR-informants. With regard to the latter

three services, it seems that PPT-females are more concerned

with services which enable them to deal with



Rank

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

Frequency

More Jobs

Area Jobs

More Income

Job Training

Affordable/Quality Preschools

Low-Cost Housing

Career/Vocational Planning

24-Hour Medical Services

Reducation of Child Abuse

Flexible-Hour Day Care

Information about Child
Discipline (12)

Help for Victims of Rape and
Molestation (12)

Counseling for Children Having
Trouble Relating to Other
Children

Child Development/Family Life
Education

Special Education

After-School Programs

Preparenting/Sex Education

Need-Index Scoring Method
Severity

More Jobs

Area Jobs

Hore Income

24-Hour Medical Services

Help for Victims of Rape and Molestation

Reduction of Child Abuse

Job Training

Affordable/Quality Preschools

Low-Cost Housing (10)

Career/Vocational Planning (10)

Information about Child Discipline

Flexible-Hour Day Care

After-School Programs

Special Education (15)

Counseling for Children Having Trouble
Relating to Other Children (15)

Child Development/Family Life Education

Reduction of Spouse Abuse

Table 35: Most Frequent, Severe and Priority Need Items (
by Rank, for At-Risk Families, 1985
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Need-Index Scoring Method
Severity

More Jobs

Area Jobs

More Income

24-Hour Medical Services

Help for Victims of Rape and Molestation

Reduction of Child Abuse

Job Training

Affordable/Quality Preschools

Low-Cost Housing (10)

Career/Vocational Planning (10)

Information about Child Discipline

Flexible-Hour Day Care

After-School Programs

Special Education (15)

Counseling for Children Having Trouble
Relating to Other Children (15)

Child Deve1opme~t/Fami1yLife Education

Reduction of Spouse Abuse
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Priority

More Jobs

Area Jobs

More Income

24-Hour Medical Services

Job Training

Affordable/Quality Preschools

Low-Cost Housing

Reduction of Child Abuse

Career/Vocational Planning

Help for Victims of Rape and
Molestation

Flexible-Hour Day Care

Information about Child
Discipline

Counseling for Children
Having Trouble Relating to
Other Children

Special Education

After-School Programs

Child Development/Family Life
Education

Reduction of Spouse Abuse

Most Frequent, Severe and Priority Need Items (17)
by Rank, for At-Risk Families, 1985
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practical and economic realities. In this vein, it may be

observed that the Waianae PPT-females place less importance

on the need for "parent education", "parent support", "family

life education", and "counseling families", preventive and

interrelational services, than do the ARs.

In Figure 18 the mean ratings-of-need for the 21

targeted services, by AHs and Waianae PPT-females are

converted to scaler scores. Differences in perceptions of

need between the two groups are portrayed by criss-

crossing lines from one group's scaled scores to the other's.

The steepness of slope indicates the degree of difference

between the perceptions of ARs and the Waianae PPT-females

for a given service.

[Figure 18, here]

A second group of PPT-females from the Windward Coast of

Oahu served as a comparison group for the Waianae PPT

females. Nine of the top ten most needed services of each

PPT-female group are the same, though they are differently

rank-ordered. There is a greater emphasis on economic needs

in the case of the Windward PPT-females, with employment

counseling services and financial assistance at the top of

their ordering of services.
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Figure 18: Service Priorities, Comparison of Scaler
Scores Between Waianae Agency Representatives and Pregnant

and Parenting Teens-Females, 1984

Parent Ed

Chi ld Care

Ed Serv/Voc Couns
Faal Planning

Faro Li fe Ed

Counse Ii n9 Fam

Hed Care/Han

Nutri tion Inf

Parent Support
Med Care/Chi Id
Horne C<lIre
Ha tern I ty Couns

H~an Sex Info
Financial Asst
Cons~ Ed/Home
Employment Couns

Mental Hlth Couns 43.

82.8 Hed Care/Child
82.1 Financial Asst

75.4 Child Care

70.6 Employment Couns

68.8 Fam Planning
68.0 Consum Ed/Home

65.9 Hed Care/Hom

64.4 Nutrition tnf

60.0 Ed Serv/Voc Couns
59.4 Fam life Ed

54.2 Parent Ed
52.9 Counseling Fam

49.0 Horne Care

41.2 Parent Support

36.8 Transportation
36.5 Residential Serv
36.3 Maternity Couns

31.4 Hental Hlth Couns

Residential Serv 25.
VO Screen/Treat 23.
Adoption Couns 22.

Transportation 27. 27.2 Human Sex Info

1
Agencv Representatives

Service prioritization comparison
Representatives (ARs) and Waianae
Teen (PPT) females.

20.2 VO Screen/Treat

17.2 Adoption Couns

Waianae PPT Females

between Waianae Agency
Pregnant and Parenting
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These comparisons strongly suggest that their are

specific needs for distinct high-risk populations. And that,

professional service providers do not always perceive these

needs in the same priority order as the client in need of

services.

Expectant parents and parents with young children (e.g.,

ages 0-5), EPPs on the survey, were also asked to priority

rank order the 21 target services. They were instructed to

base their jUdgments upon their anticipated demand for

services on the Waianae Coast and their personal needs which

have gone unmet by agencies presently serving the Coast

communities (refer to Appendix B).

The rank-ordering of services by EPP-females appears to

be more similar to that of the ARs than of the Waianae PPT

females. The EPP-females rank parent education, and services

to counsel families, more highly than do PPT-females. In

addition, EPP-females display fewer economic concerns, rating

the need for financial assistance, employment counseling, and

consumer education/homemaking much lower than do PPT-females.

Finally, the rank-orderings of service needs were

computed for Waianae EPP and PPT-males (refer to Appendix B).

Since the two male groups of informants are quite similar in

their priority ranking of service needs, they are combined

during subsequent analyses. The needs of the males appear to

closely parallel those of the PPT-females. The males seem to

be very much in need of "financial assistance" and
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"employment counseling" services, although, as might be

expected, less so with "consumer education/homemaking"

services.

The rank-order correlation matrix of all five informant

groups is shown in Table 36. As may be seen, the correlation

of felt needs between the PPT-females and EPP-males

respondents is highest, from .68-.79, and those between the

ARs and the PPT groups are the lowest, from .39-.42. The

rank-order correlation between ARs and the EPP-females,

however, is much higher. This difference might be explained

by the fact that ARs are more demographically similar to EPP-

females than to the PPTs, and therefore, their values or

priorities for services may be more similar.

Table 36: Correlation Matrix Rank-Ordering of (21) Care
Services, by Four Informant Groups, 1984

Waianae
PPTF

Windward
PPTF

Waianae
PPTM

Waianae
EPPM

Agency
Reps.

.391*

.415**

.419**

.454**

Waianae
PPTF

.788**

.781**

.740**

Windward
PPTF

.764**

.684**

Waianae
PPTM EPPH

.769**

Waianae
EPPF .686**

* Significant at
** Significant at

.610** .611**
the .05 level
the .01 level

.695** .678**
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The rank-orders of the Waianae provider and consumer

respondents, are further analyzed using a multidimensional

attitude scaling program (MDPREF, Chang, 1968). This program

performs a linear factor analysis on each group's rank

profiles of the 21 services and plots individual preference

vectors to the configuration of the 21 service stimuli. The

factor analysis of each group's rank profile data reveals an

interpretable three dimensional solution. This analysis helps

us to identify factors that underlie felt needs in different

subpopulations (refer to Appendix B).

When the progression of services along dimensions are

studied and the endpoints considered, each dimension is given

an arbitrary label. The dimensions accounting for the highest

proportions of variance (Var.) underlying the service need

rankings by ARs, Waianae PPT and EPP-females, and Waianae EPP

and PPT-males, are listed in Table 37. For example, when the

Waianae PPT-females' plot for dimensions 1 and 2, and

dimensions 1 and 3 are examined, it appears that these

females voice their service needs in terms of immediate

concerns such as financial assistance and medical care:

child, relative to distant concerns such as VD-screening and

adoption counseling services.

Service availability and service knowledge gaps are

determined by an analysis of the number of agencies on the

Waianae Coast who currently provide some degree of service

delivery for the 21 target services, combined with the number

-_ .._---_._-- ----.- ---------------------------
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of consumers that are able to cite those agencies, and/or

request information (RI) about a given service, helped

suggest both service availability and service knowledge gaps.

Further, combining information about these gaps with clients'

felt need rankings of services, provides

Table 37: Preference Factors Underlying Priority Rank
Ordering of (21) Care Services, by Four Informant Groups,

1984

Waianae 1. Immediate v Remote Needs
EPP & PPT 2. Pregnancy v Parenting Concerns
Males 3. Critical v Noncritical Needs

TOTAL VARIANCE EXPLAINED

Group
Agency

Reps.

Waianae
PPTF

Waianae
EPPF

Dimension
1. Personal v Impersonal Needs
2. Health Care v Functional Support

Systems
3. Noncritical v Critical Needs

TOTAL VARIANCE EXPLAINED

1. Immediate v Remote Needs
2. Education v Care Services
3. Independence v Support/Counseling

TOTAL VARIANCE EXPLAINED

1. Adult v Child Concerns
2. Community v Family Services
3. Economic Management v Parenting

Management
TOTAL VARIANCE EXPLAINED

% Var.
34.5%
15.2%

9.3%
59'":OI

47.9%
10.0%
7.0%

64.9%

35.0%
14.2%

9.7%
58.9%

36.5%
8.8%
7.7%

53.0%

a priority ranking of gaps in the service delivery system on

the Waianae Coast. High, moderate and low level service

needs, are identified according to three types of service

gaps: 1) service availability gaps; 2) service knowledge

gaps; 3) case management gaps (refer to Tables 38 and 39).

"Service availability gaps" are those where few direct

services are currently available and/or widely accessible

(e.g., they are located in Honolulu, not on the Waianae

--------------------------------
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Coast). And, where less than (LT) 50% of the consumer group

are able to cite any of the appropriate agencies which offer

ongoing direct services; and finally, where a large

proportion, more than (MT) 30%, of the consumers request

information about the service.

Table 38: Service-Delivery Gaps for Waianae
Teens-Female, 1984

Services Svc. L.T. M.T. Svc.
Unavail. 50% 30% Avail.

Cite RI
1. Availability Gap

2a. Knowledge Gap
as. Knowledge

3. Case
HIGH LEVEL NEEDS

Pregnant and

M.T. L.T.
50% 30%
Cite RI

Gap
Management Gap

Consumer Education
Homemaking Svcs

Employment Counsel
Educational Svcs &

Vocat ional Coun
Family Life Educ
Child Care Svcs
Nutrition Infomatn
Financial Assist
Family Planning
Med Care: Mother
Med Care: Child

MODERATE LEVEL NEEDS

X
X

X

X
X

X
X

x
X

X
X
X
X

X
X
X
X
X
X
X

X
X
X
X
X
X

X
X
X
X

Home Care Svcs X
Parent Support Grp X
Parenting Education
Counseling Families

LOW LEVEL NEEDS

X
X
X
X

X
X
X
X

X
X

Residential Svcs
Transportation Svc
Adoption Counsel
Mental Hlth Coun
Human Sexuality

Information
VD Screen & Treat
Maternity Counsel

X
X
X

X
X
X
X

X
X

X
X
X
X

X
X

X

X
X
X X X
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Table 39: Service-Delivery Gaps for Waianae Expectant
Parents and Parents with Young Children, 1984

Services

HIGH LEVEL NEEDS

Svc. L.T. M.T. Svc.
Unavail. 50% 30% Avail.

Cite RI
1. Availability Gap

2a. Knowledge Gap
2b. Knowledge

3. Case

M.T. L.T.
50% 30%
Cite RI

Gap
Management Gap

Educational Svcs &
Vocational Coun X

Parenting Education
Family Life Educ
Counseling Families
Child Care Services
Family Planning
Financial Assist
Med Care: Child
Med Care: Mother

MODERATE LEVEL NEEDS

X
X
X
X

X
X
X
X
X
X
X

X
X
X
X
X
X
X
X

X
X
X
X
X

X
X

Consumer Education
Homemaking Svcs

Home Care Services
Parent Support Grp
Mental Hlth Coun
Employment Counsel
Nutrition Infomatn
Maternity Counsel

LOW LEVEL NEEDS

Residential Svcs
Adoption Counsel
Transportation Svc
Human Sexuality

Informat ion
VD Screen & Treat

X
X
X

X
X
X

X
X
X
X

X
X
X

X
X

X
X
X
X
X

X
X
X

x
X

X
X
X
X

X
X

x
X
X

X
X

There are two categories of "service knowledge gaps".

The first are those where ongoing direct services are

available and are accessible, however, there are relatively

--_._----------------_ ..... -_.__...._.....
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few citations (less than 50%) by the consumer group for

agencies who offer the direct service. In addition, a

substantial proportion of the consumer participants (more

than 30%), request information about the service.

A second category of "service knowledge gaps" occurs

when more consumer citations exist (more than 50%), but,

where a comparable proportion of the consumers (more than

30%) still requests information about services.

"Case management gaps", are those direct services that

are both available and accessible, and where consumers appear

to have knowledge of the agencies which offer the service

(more than 50% cite agencies), and, where there are few

requests for information about these services (less than 30%

of the participants). However, neglecting these services

(e.g., medical care: child), may result in developmental

delays in children (e.g., the early detection of a

handicapping condition).

It is possible that some services may appear as

availability gaps for some consumer groups (e.g., employment

counseling for PPT-females), and not for other consumer

groups (e.g., EPP-females), if current services are tailored

for specific age/sex groups. Some services may be listed as

one type of gap for certain consumer groups, and a different

type of gap for a second consumer group (e.g., nutrition

services is listed as a case management gap for EEP-females

and a service knowledge gap for PPT females). These latter

----~-----------------------------------
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differences in gap designation are due to the larger

proportion of EEP-females to PPT-females who request

information and/or know of available services.

The service knowledge data for the combined PPT and EPP

male informants is generally lower than either female group,

suggesting that males may be much less knowledgeable about

where to go for services, or possibly, differently inclined

to service use than are female consumers. Therefore, since

most of the male gaps consist of service knowledge gaps, they

are not included on Tables 38 and 39.

By clustering the targeted services according to

similarity, consumer groups are able to suggest possible

means to fill service delivery gaps. The idea is to identify

perceived service clusters with the possibility that similar

services might be consolidated. For example, a specific

service which consumers feel is needed, and is not presently

available to the Coast communities, could perhaps, be located

with an agency perceived to provide similar and existing

services. The resulting service clusters by each informant

group, are identified in Figure 19.
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High level availability gaps forPPT-females such as

consumer education/homemaking, employment counseling,

educational services and vocational counseling, may be

fulfilled by locating the former with agencies providing

nutrition services (as suggested by ARs), or with agencies

offering parent education (as suggested by the PPT-females).

Both these latter services are currently provided by several

agencies that service the Coast. Similarly, employment

counseling, educational services and vocational counseling

become clustered with other counseling services since this is

how the PPT-females cluster them. Similar solutions can be

sought for other high and moderate service availability gaps.

E. Summary

Value Differences. The more noticeable differences in

point of view are found between ethnic Hawaiians and non

Hawaiian informants, and between low and high income groups.

Other demographic divisions of the sample (e.g., by sex;

geography; and religious affiliation), did not provide

consistently distinct sUbgroup differences.

Throughout the interviews ethnic Hawaiians talk about

children more often than do non-Hawaiians. Hawaiians (and

other non-Caucasians) expect children to be their own

decision-makers more than Caucasians do. For example, teenage

pregnancies are often viewed as involving bad timing rather

than as disasters by Hawaiians.
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When Hawaiians evaluate a young person of 16-20 as

"doing well", this evaluation is based upon their assessment

of the person's capacity ~o assume present and future

responsibilities for a household. In contrast, the

evaluations made be Caucasians and Orientals are shaped

almost entirely by a person's educational and career choice.

Hawaiians speak of the selection of school subjects as a

choice depending on the personal interests of the child. Non

Hawaiians speak of education, and courses in general, as

these relate to later employment potential.

Hawaiian respondents also seem more involved in social

networks. Hawaiian respondents emphasize a wider network of

social relationships, and talk of others both as individuals

and as part of larger social groupings (e. g., "kids";

"communi ty" ), whi Le non-Hawaiians focus on parti cu lar

relationships (e.g., "husband"; "wife").

The discussion of "services needed" by non-Hawaiians is

sparse, Hawaiians, however, have much more to say about the

service needs of parents with young children. The main

difference, however, between the two ethnic groupings arises

with regard to health services, which are mentioned

significantly less by Hawaiians than by non-Hawaiians.

Many respondents, representing all ethnic groups,

mention prenatal classes and well-baby clinics as necessary

services. Medical services, information and referral

services, and preschools are often mentioned also. The most

_._------ ---- ----------------------------
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frequent requests, however, are for services that could be

provided by a center with day care facilities. Many

respondents mention baby-sitting arrangements and a place

where young mothers could learn from each other's

experiences, and where professional personnel could be

available to them for advice. Apparently, advice from kinship

groups often conflicts with that from professionals, and

young parents become confused.

Categories of need for at-risk families are similar to

those of families with handicapped children (e.g., financial

assistance, child care, transportation), however, items-of

need within categories are distinct and differently rank

ordered, by frequency and severity, by the two groups. In

general, need-items for the at-risk group are more generally

stated, whereas, for families with handicapped children, they

are made specific.

Families with handicapped children are at great

socioeconomic risk because both their incomes and available

sources of support are reduced. Needs, other than economic

ones, however, appear to be of greater importance to these

families. Of the nine categories of need identified, the

financial need category ranked fourth in priority behind the

need for more professional services; information services;

and transportation services. Items-of-need in the remaining

five categories: community services; family training;

counseling and support; equipment; and child care and respite
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services, are rated as less severe than the need for

financial assistance, and occur less frequently.

Among the top 20 most "frequent" items-of-need, the

majority (75%) are categorized as either a need for

information (e.g., awareness of available programs and

eligibility criteria), or a professional service (e.g., more

therapy; straightforward explanations; better location and

follow-up of services; improved transition-assist services).

Among the top 20 most "severe" need items, the majority

(85%) are listed as either a transportation need (e.g., more

and better trained bus aides; more seatbelts), or a need for

professional services (e.g., earlier diagnosis, and providing

parents with straightforward information; less staff turnover

and "lag" time between diagnosis and program entry; more

therapy, and improved. communication between professionals;

affordable legal assistance).

Comparison between the top twenty need items on both the

frequency and severity lists, shows ten items in common, and

represent "priority" items-of-need. Eight of these most

needed items are from the category Professional Services

(more therapy; convenient location and better coordination of

services; earlier identification by, and straightforward

information from, professionals; less lag time/better follow

up), and one item each from Information Services (better

awareness),and Financial Assistance (eligibility to be based

upon need, not income). These items represent

-----------------------------.- ----------- ._-
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"priority" needs for families with young handicapped

children.

The Employment/Income category of need is ranked highest

(by frequency, severity and priority), by the at-risk sample,

whereas, Transportation/Communication, Recreation and the

Medical Services need-categories are ranked lowest: 9, 8 and

7, respectively. The pattern is less consistent for the

middle ranked need categories. The severity scores for

Educational needs are greater than their frequency scores,

but scores for both parameters of need are sufficiently high

to make this the second "priority" category of need.

Conversely, Legal/Advocacy needs occur more frequently but

are less severe, and the combination of both scores make this

the third "priority" category of need. The frequency and

severity of Child Care, Housing and Interpersonal

Relationship needs appear to be equally as great, leaving

these categories mid-ranked among the nine categories of

need.

Three items-of-need: the need for "more jobs", "area

jobs" and "more income", are repeatedly ranked 1,2,3 for

severity, frequency and priority. Two of the six Child Care

need-items are also high-ranked on all three indexes: the

need for affordable/quality preschools and the need for

flexible hour day care. The remaining top need-items are

usually four of the seven Educational needs: educational

programs for children with special needs; after school

---------------------------------------------
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programs; child development/family life education; or,

education for preparenting/sex education, or four of the nine

need-items related to Interpersonal Relationships: the need

to reduce child abuse; information about child discipline;

programs for children having trouble relating to other

children; or the need to reduce spouse abuse.

None of the four Recreation need-items, nor five

Transportation/Communication need-items, appear among the top

ranked needs. Of the four Housing need-items, only one: the

need for low-cost housing, appears; and, only the need for

24-hour medical services, among the eight medical need

items, is also high-ranked.

The service needs of a specific high-risk population

(pregnant and parenting teens: PPTs), when compared with

older-aged consumers (EPPs) and the proposed needs of PPTs

made by service providers (ARs), are found to be distinct.

ARs and PPT-females do agree on the high need for child

cere services; family planning; and medical care: (services

for the) mother. However, the PPT-females' need for medical

care: child; financial assistance; employment counseling; and

consumer education/homemaking, is greater than their need

proposed by the AR-informants.

PPT-females voice their service needs in terms of

immediate concerns such as financial assistance and medical

care: child, relative to distant concerns such as VD

screening and adoption counseling services.PPT-females are

..~-~~---~~------------------------_.
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concerned with services which enable them to deal with

practical and economic realities, and place less importance

on the need for parent education; parent support; family life

education; and counseling families, preventive and

interrelational services, than do the ARs.

The rank-ordering of services by EPP-females is more

similar to that of the ARs than the PPT-females. The EEP

females rank parent education, and services to counsel

families, more highly than do PPT-females. In addition, EPP

females .display fewer economic concerns, rating the need for

financial assistance, employment counseling, and consumer

education/homemaking much lower than do PPT-females.

The needs of PPT and EEP-males closely parallel those of

the PPT-females. The males are in need of financial

assistance and employment counseling services, but, as might

be expected, less so with consumer education/homemaking

services.

These comparisons strongly suggest that there are

specific needs for distinct high-risk populations. And that,

professional service providers do not always perceive these

needs in the same priority order as the client in need of

services.

Distinct values and service needs do exist for different

geographic communities, and high-risk populations

differentiated by their risk condition, income, age, sex and

ethnicity. However, there is also a "convergence" of felt



216

needs among these groups. For example, each group states that

they have a high need for more information about the services

that are available to them.

Each informant group, whether service provider, consumer

or the general pUblic, also agrees that there is a need for

higher quality/more affordable/more flexible hour child care

services (preschools and day care). Many informants suggest

that these services should be located in a multi-service

center, permitting clients access to professional staff in a

variety of disciplines.

All informants (with the noticeable exception of

Hawaiians in the first study), suggest that medical services

need to be improved (made more accessible, and with better

continuity). Prenatal services and medical services for the

child (e.g., well-baby clinics), are specifically mentioned.

To a lesser degree, Lmpr-ored medical care services for the

mother are also discussed. The need for more, and improved,

therapy (e.g., speech) services, is emphasized by families

with handicapped children.

All consumer groups (with the exception of EPP-females)

give a high priority rank-order to income and employment

needs (e.g.$ financial assistancej more jobsj employment

training and vocational counseling). Most respondent groups

also give high priority to parenting education and family

planning/counseling services.
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Both the at-risk respondents and the families with

handicapped children require more, and affordable, legal

services. The at-risk infor~ants and the ARs in the final

study, agree that there is a high need for families

experiencing child and/or spouse abuse. Families with

handicapped children are the only group to high-rank the need

for improved transportation services, and better staff

development.

F o Implications for Further Assessments and Future Planning

1) Secondary analysis of the interview protocols,

considering demographic variables such a~ age, sex, level of

education and rural-urban areas of residence, should be

undertaken to determine value differences that may exist in

addition to those established for ethnic and income

subgroups. This analysis could be subcontracted to graduate

schools at the University of Hawaii (e.g., social work,

public health or education).

2) At the program level ("step") of analysis, a repeat

of the felt needs surveys could be undertaken to develop

individual-client need-profiles. The complete instrument

development process could be duplicated in its entirety, or

the same list of needs can be reused, to contrast the need

profiles of program participants with the original (larger

general public) sample.
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These studies will directly assist intervention leaders

to design programs to meet the most pressing needs of program

participants. The studies will also further the needs

assessment research that has already been undertaken. For

example, demographically, how similar are the program

participants with the original survey sample, and, as an

extension of the same question, how similar are their need

profiles. The degree of congruence between both samples on

these parameters, can be used to validate the origin~l survey

results, and to substantiate the continued use of felt need

surveys/attitude scaling for EHA-program planning and

research.

As a planning endeavor, the resulting three-dimensional

scales developed from the responses of the actual program

participants, will assist intervention-leaders to design

personalized programming. This personalized approach will

contribute to the success of the intervention in a variety of

ways. "Individual family service plans", required by the EHA

legislation, could more accurately be developed based upon

the need-priorities of each respondent.

Further, the three-dimensional plot will serve as a

"map" for intervention leaders, denoting the consumer's

priority felt needs, and the order the consumer would prefer

them to be addressed. The plots will visually illustrate the

association of different needs that exist in the minds of

_..- -- --------------
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participants, and the factors underlying the determination of

need by each participant.

These need association maps will present interveners

with recommended approach strategies. For example, if program

leaders want the address X-category of needs, because they

have been deemed important to Hawaii's EHA-plans, the scaling

maps will identify the degree of association between X-needs

and all other needs held by participants. If needs other than

X are given more priority by program participants, the

scaling maps will illustrate possible ways they can link X

needs with the preferred needs of the participants, and

address them both at the same time.

This approach strategy will increase the likelihood that

participants will remain in the program (e.g., because their

priority needs are being addressed). The continued

participation of clients, will also reassure EHA program

leaders that their own plans will also be addressed--if not

immediately, over time.

3) Follow-up surveys, either with the program

participants at the end of their intervention, or a repeat of

the present study in the target community several years after

interventions are begun, will help to evaluate the social

impact of interventions. The use of standardized

multidimensional scaling programs (e.g., Galileo), will

precisely measure the shift in attitudes over time.
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Social impact analysis will help determine whether

targeted needs are being addressed, and hopefully being

abated, and which new needs are coming to the fore. Impact

analysis can also help clarify where interventions are going

awry, or "missing" their targeted goals, so alterations in

intervention strategies can be made.

4) Since the analytical programs are available in the

large computer located at the University of Hawaii, this

research can subcontracted with the School, and/or conducted

by telephone through an agency having an account with the

University. Data repository research staff, recommended in

Chapters Four and Five, could also assume- a major

responsibility for this work.

--- --------------------------
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CHAPTER VII

RESEARCH SUMMARY, IMPLICATIONS AND CONCLUSIONS

A. Summary of Research

The recent amendments to the Education of the

Handicapped Act are designed to encourage statewide service

delivery systems, throughout the Nation, for disabled

children and their families. Federal grants are made

available to states to plan, develop and pilot programs to

meet the needs identified in each state, and in targeted

high-risk commu nit ies.

The emphasis of these grants is on the need for early

intervention services for children from birth to age six.

Early intervention services must be designed to meet the

child's developmental nee~~ in any of the following areas:

cognitive development, physical development, language and

speech development, psychosocial development, or self-help

skill development; service provision must include the family;

and, be provided by qualified personnel.177

A "statewide system of coordinated, comprehensive,

multidisciplinary, interagency programs providing appropriate

early intervention services to all infants and toddlers, and

their families," must include, but not be limited to, special

education, remedial therapy, psychological and health

177 Idem, PI 99-457, Sect. 672.

------------------------- ----------------
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services, parent and family support services, and social

services. Services must be publically supervised, provided at

no cost, and available to all in need "before the beginning

of the fifth year of the State's participation."178

State Planning Grants require states to collect and

assess data to determine the service needs of children who

are experiencing developmental delays or who have a diagnosed

disability with a high probability of resulting in

developmental delay. Such a term may include children who are

"at-risk" of having developmental delays if early

intervention services are not provided. A separate grant is

also made available to Hawaii for the purpose of addressing

the specific needs of native Hawaiian children due to their

overrepresentation in reports of children with developmental

delay.

To be comprehensive, the needs assessment process must

compare statistical data related to service demand,

availability and use; with the opinion of experts and service

providers from a variety of disciplines; and, the felt need

for services of families at-risk and families with children

that are developmentally delayed. A "convergent~stepwise"

needs assessment model, combining these various perspectives

of need, has been used in Hawaii to target high-risk

communities (e.g., geographic and demographic groupings;

178 Idem, PL 99-457, Sect. 676.
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children with diagnosed disabilities), and to priority rank

order the services they need.

The model does achieve a convergence of population and

service-based indicators-of-need, within and between data

sets. Communities where the risk of developmental delay in

children is greatest are identified, e.g., the targeted

geographic areas; families with handicapped children; people

of Hawaiian ancestry; pregnant and parenting teens. These

subgroups exhibit high rates of population-based risk status,

and poor service knowledge and utilization patterns; placing

them in greater need of EHA-services.

These groups should be addressed first by EHA

interventions in an effort to effect the greatest number of

needs with the limited resources available to the State.

Interventions should be developed to meet the specific needs

of each group.

For example, children of Hawaiian ancestry are found to

be at greater developmental risk then children of other major

ethnic-groupings in Hawaii. This is found to be true for a

variety of socio-cultural and medico-clinical factors. The

Hawaiian population, parents and children, is a young one.

The median age for people of Hawaiian ancestry is below 20,

and over 30 for non-Hawaiians, leaving a greater proportion

of Hawaiians in the reproductive ages. Indeed, the median and

mean ages of mothers for non-Hawaiian and Hawaiian mothers

are diverging, the Hawaiian decreasing and the non-Hawaiian
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increasing. Hawaiian mothers of ~ll ages experience higher

rates of fertility than do non-Hawaiian mothers.

The marriage rates of Hawaiian men and women are

markedly greater at the youngest ages (15-24 years), than the

combined non-Hawaiian rates. Though Hawaiians tend to stay

married longer, their divorce rate at the youngest ages is

high, as is their rate for divorces involving children. They

also exhibit the highest rate of children born out of

wedlock.

Hawaiians receive a disproportionately greater number of

many welfare services (e.g., Aid to Families with Dependant

Children; Food Stamps), but have significantly lower rates of

utilization for Medical Assistance. In surveys, Hawaiians

repeatedly indicate a much lower concern for health and

medical needs/services than do non-Hawaiians, and are more

apt to receive late, rather than early, prenatal care.

Though they are less likely to abort or bear low birth

weight babies, than non-Hawaiians, they do have higher rates

of complications with pregnancy and congenital anomalies at

birth. They also experience higher rates of neonatal and

infant mortality than do non-Hawaiian mothers.

Hawaiians have the highest rates of confirmed neglect

and abuse of the major ethnic groups in the State; one

quarter of all Hawaiian children abused and neglected have

"special problems" (e.g., diagnosed disabilities; birth

complications). Hawaiians also receive a disproportionately

----------------------------
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high number of social services provided by the State (e.g.,

child protection services; day care and foster care;

employment training).

Those communities having a high proportion of residents

of Hawaiian ancestry are more likely to have lower mean

levels of general education and levels of income (e.g., lower

SES-scores). Children from these communities in particular,

and Hawaiians in general, enter school markedly less prepared

then children from other communities or children who are non

Hawaiian (e.g., the Hawaiian child exhibits lower verbal and

visual-motor integration skills upon entry into

kindergarten).

People of Filipino ancestry experience high rates of

some of these same negative risk indicators, but not nearly

so many, nor as frequently, as do people of Hawaiian

ancestry. On average, the frequency and rate of these same

risk indicators are usually much lower for people of

Caucasian and Japanese ancestry.

Adolescent parents exhibit at-risk indicators at much

higher rates than do parents over twenty years of age. Teen

parents do represent a distinct sub-population with needs all

their own. In contrast with older-aged parents, the felt

needs of teen parents are more immediate and concrete (e.g.,

employment training; financial assistance; child-care

services), v the need for long-term preventative services
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(e.g., family life education and parenting education),

requested more by parents over 20.

Certain geographic areas are found to exhibit at-risk

indicators at much higher rates than the rest of the State.

In general, these communities have demonstrably higher rates

of pregnancy-related at-risk factors, higher rates of child

neglect and abuse, and higher rates-of-reception for state

provided welfare and social services. Children from these

communities enter kindergarten significantly less ready than

do children elsewhere in the state. All these communities are

located outside the vicinity of Honolulu, and many are on the

neighbor islands. Conversely, these areas. of the State do not

have ready access to the bulk of publically-provided

services.

Many gaps in service availability exist because of the

geographic isolation of S0~e communities, other gaps exist or

are anticipated because they lack operating capital. Many

"ongoing" services, presently available or planned for

expansion, are inadequate because of a deficiency of

appropriately trained personnel (e.g., parent education and

related family support services; remedial therapeutic

services, i.e., aUdiology and speech).

The preparation of adequate personnel can be achieved in

a variety of ways. For example, by permitting lower level

personnel to assume greater responsibility in the work place,

higher level staff can be freed for more technical duties.
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Also, a greater number of staff can be trained by

~ubstituting inservice and on-the-job training formats, for

lengthier and more costly preservice training. Finally, the

capabilities of existing staff can be increased through

transdisciplinary training, and training to work as

intervention teams with client groups instead of providing

primarily one-to-one services.

other service gaps exist because prospective clients are

not familiar with particular agencies or the services they

provide. Indeed, service knowledge gaps may be the greatest

barrier to increased public utilization of many services. It

is shown that the perceived need for serv.ices by some client

groups (e.g., female teens) is different from the perceived

needs of other age, sex, and geographically located consumer

groups, and markedly different from the proposed needs of

these groups made by service providers that work with them.

These differences in service knowledge and the perception of

need, call for increased public awareness programming and

better efforts to understand the felt need for services held

by different publics. Service workers need to be made aware

of the varying needs of different clients, to increase the

participation of certain high risk populations, and reduce

the costly waste of resources for unwanted services.

The "felt need" for specific services is different for

families with children having diagnosed disabilities than for

families living in high-risk communities. The overwhelming

. - -_._--_ .. ---------------
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concern of respondents living in the high-risk community is

about employment/income problems, which may greatly

contribute to their overall risk status. Families with a

disabled child also experience employment and income

problems, but these are not as pressing as their need for

improved information services and greater professional care.

The guidelines regulating the parameters of services

that may be developed under the EHA-legislation, are quite

broad. In general, services may be made available directly to

the child, or to the child's family, to reduce, circumvent or

remediate any factor contributing to the increased

opportunity for further developmental delays. Consensus

regarding the need for specific EHA-services is not

universal. Need determination is dependent on many

demographic factors (e.g., geographic location; age, sex and

ethnicity; and, SES variables, such as income, education and

professional stature), and upon individual values. EHA

services must be tailored to meet the respective needs and

the acceptance of different communities of people.

Primary prevention services (e.g., improved information

and pUblic awareness services; services to stem unintended

teen pregnancies), and secondary prevention services (e.g.,

screening and diagnostic services; the development of a risk

registry), do seem to be needed by many groups. Curative and

remedial services, such as speech and aUdiological therapy,

are needed more by families having children with diagnosed
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disabilities. Financial assistance and employment training,

are more pressing needs in the target high-risk communities

and for teen parents. All informants seem to agree on the

need for improved child care services.

A data base has been established for the State, and the

service needs have been priority rank-ordered for specific

subpopulations. EHA-planners should now be able to design

interventions to meet the particular needs of individual

groups across the State, and to plan for the development of

additional services where gaps exist or are anticipated.

Baseline data may also be employed during program

research and evaluation of initiated services, and

retabulated after intervention to help determine the social

impact of intervent ions. However, additional "s teps" of the

needs assessment model must be undertaken in an ongoing

fashion, for the process to be viable over time; these are

considered below.

B. Implications for Further Research and Future Planning

In the concluding section of each of the last three

chapters further needs assessment research has been urged. In

each section a continuation of the present "convergent

stepwise" model has been proposed.

At the program level of assessment, the model should

next be applied to compare the felt needs of program

participants with their service knowledge and utilization

patterns and their demographic/historical backgrounds. This

------------------------------------------ -- ---------- -.
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analysis can be utilized in a variety of ways. First, it can

be used to compare and contrast those who actually

participate in the EHA-interventions that are developed, with

the profiles of the target at-risk community and specific

high risk populations. This comparison can help ascertain

whether the programs are indeed servicing people they were

designed to serve.

Data will also be useful during program evaluation and

social impact studies, i.e., if intervention-participants do

match the at-risk community's statistical profile (developed

in the present study), do their rates of at-risk indicators

improve after intervention relative to the larger community's

rates?

Program level data will also be useful in designing

"individualized family service plans" required under the

recent EHA-Amendments. Interventions can be tailored to

address the specific service barriers i.e., address specific

felt needs, and/or improve the service knowledge, and the

access and utilization of services, of individual families.

As a continuation of the statewide/target community

level assessment of needs, program level data can be used to

corroborate and substantiate needs identified in the present

study. Using a case study research approach, a correlation
.....

matrix can be developed between key population and service-

based statistics, and the perception of felt need.
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By applying attitude scaling to the program participant

data, in conjuction with the case study data, continued

research could determine factors that underlie various social

practices (e.g., individualized analysis of the population

based risk indicators); various service utilization patterns

(e.g., the lower use of recognized health services by

Hawaiians); and, the personal determination of "felt need" by

program participants (e.g., replication of the pregnant and

parenting teen-studY, above).

If this analysis, over time, identifies a few,

consistant, "key" (population and/or service-based)

indicators of need, the ongoing collection of data to

identify families in need in the future, could be greatly

streamlined; becoming perhaps more efficient, certainly less

costly.

Ongoing collection of suspected "key" indicator data

identified in the present study (e.g., age of mother; rates

of illegitimacy, child neglect and abuse), is recommended

until validation of these, or other, indicators-of-need are

firmly established. Ongoing analysis could serve to validate

the present study results.

If a risk registry is developed incorporating a

universally acceptable and applied screen for validated "key"

indicators-of-need, this data can be used to both target

high-risk communities, and "flag" indi vidual children early

in life that are at an increased risk for later developmental
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delays. This information can be used to plan new programs in

emerging high-risk communities, and to begin interventions

with specfic families when they have reached a "threshold"

level of risk.

At a "meta" (e.g., national and federal) level of

analysis, the convergent-stepwise model should analyze

federal spending policy under block grant funding, and

attempt to forecast the availability of funds in the future

for specific categorical programs.

Presently, it is unknown whether current federal

spending practices (e.g., real dollar and/or an actual

reduction in funds) may contribute to existing service gaps

(e.g., inability at the state and local level to implement or

expand needed services). In turn, changes in the posture of

federal spending affe~t the tenor of corporate and

foundation/trust eleemosynary giving. In their attempt to

counterbalance the loss of categorical funds formerly

available from the federal government, private sector funds

become less available to agencies to initiate newer

categories of service.

Public policy determines what services governments and

the private-sector provide or fail to provide for their

constituencies. Major service decisions (or non-decisions)

are made in the political arena, often at the national level

(e.g., Education of the Handicapped Act). Decisions are then

------------------------------ ---... -
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handed down for implementation by local service providers and

their locally administered bureaucracies.

The eventual development and delivery of EHA-services to

address the needs of identified at-risk and handicapped

populations, will rest with a network of local service

providers and the availability and allocation of resources

a110ted by policy makers. A comprehensive assessment of needs

must employ means to measure service needs in light of

national policy as well as the characteristics of interagency

service providers at the state and local level.

A study of the politics of the larger society will help

to determine the expansion or reduction of federal funds to

support proposed service needs, and whether or not local

service providers will be able to treat clients with specific

needs or forced to restrict the service options available.

Meta-level analysis could be accomplished by combining

assessment strategies, to develop a consensus of opinion

regarding the future availability of funds and technical

assistance to states for needed EHA-services. A trend

analysis of recent philanthropic spending in Hawaii, coupled

with a similar review of federal spending under the current

administration, could highlight emerging "funding

availability" gaps.

Using a separate survey of experts in different

disciplines (e.g., education, public health, social welfare)

state and/or nationwide, probable scenarios for the
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availablity of future funds, could be created. The use of

"structured decision" surveys are recommended (refer to

Chapter Two).

These survey approaches are designed to collect and

weigh opinions and values from different decision groups, and

to consider social factors, i.e., the cost and legality of

alternative interventions, as systematically as possible. By

providing a non-confrontational format they facilitate the

equitable collection of varying opinions and encourage

decisions made on the basis of many, rather than a few,

diverse factors. They are not generally expensive and do not

require technically trained personnel to ~omplete the

ana lys is.

C. Research Conclusions

The central research questions address both the means

and ends of conducting a comprehensive statewide assessment

of need for EHA-services in Hawaii. Half of the questions

deal with the development of a needs assessment model that

would identify and measure various perspectives of need. The

four remaining questions involve consideration of the

assessment results and their implications for planning EHA

services at the community level.

Development of the model began with a review of the

relevant literature. Four types of need were identified:

normative need; relative need; felt or perceived need; and

expressed needs. Germane to the development of EHA-services,
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normative needs were viewed as established desirable

standards for a given service. The second category of need,

"relative need" was basically concerned with the equity of

services, or gaps between services existing in different yet

similar social/geographic communities. The next category of

need, "perceived/felt needs", were what people (consumers)

considered their needs to be. Finally, "expressed needs" were

defined in terms of specific or inferred demands-for

servicei e.g., rates of service requests or services for

which agencies maintain "waiting lists" of potential

consumers, and served as a measure of unmet needs.

An assessment model was developed and enacted in an

effort to collect and analyze data pertinent to the

measurement of these four perspectives of need. The

"convergent-stepwise" assessment model is comprised of three

independent approaches to need determination, each employing

separate data-sets and different assessment strategies.

Geographic and "symbolic" (e. g., by age; ethnici ty; child's

handicapping condition, other) definitions of "community" are

considered during data analysis.

The first approach, the social indicator approach,

develops indexes of need from educational, social welfare,

reproductive and pUblic health data-sets recorded in

aggregate form by, and obtained from, established State

sources (e.g., the Department of Education). Analysis within

and across data-sets did locate specific geographic, ethnic
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and age subpopu1ations across the State having multiple

"high" indexes-of-need across disciplines.

The second approach, the service utilization approach,

catalogues services available in the State, and develops

forecasts of service demands for the future; it also analyzes

the consumer's knowledge of services and their service

utilization patterns, and considers "barriers" to improved

service use. Services by agency, and personnel by discipline,

presently available in the State and proposed for the future,

are identified. Service gaps, knowledge and utilization

patterns, and barriers to improved service use, are proposed.

The final approach, the survey approach, combines

modified opinion polling techniques, with structured

decision strategies and attitude scaling, to determine felt

needs in target communities, and to determine factors that

underlie the perception of need by different subpopulations.

Distinct values and service needs are found to exist for

different geographic communities, and high-risk populations

differentiated by their risk condition, income, age, sex and

ethnicity. However, a "convergence" of similar felt needs is

also found among these groups.

Implications for the development of ERA-services in

Hawaii can be drawn from the data, some of these are

discussed above under point "B". Though specific program

plans can be made based upon the present research, to do so

would be beyond the purview of the study. However, general
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implications for planning, discovered during analysis, will

be presented.

Foremost, individual communities do have distinct needs,

and are not likely to benefit from the' receipt of the same

type of services. A few geographic areas/subgroups (e.g., the

Waianae Coast of Oahu; people of Hawaiian ancestry; pregnant

and parenting teens) exhibit repeatedly high rates of risk

indicators across categories of need. EHA-interventions

developed for these groups could address a variety of needs,

and perhaps serve those families with children at the

greatest risk for developmental delay.

Other areas and groups do not have as many needs, and

planners should not implement services carte blanche,

statewide. This would be a costly waste of scarce resources,

and it could actually contribute to client absenteeism if

participants drop out of programs because they feel their

priority needs are not being served.

Though different communities may exhibit comparable

indications of need, and similar service priorities, they may

require a different intervention approach because of socio

cultural differences and/or differences in factors underlying

their perceptions of need. For example, ethnic Hawaiians seem

to be more child-centered; involved with extended social

networks; and to place different emphases on health/medical

services, the outcomes of formal education, and respect for

the child as decision-maker, than do combined non-Hawaiians.
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Many of the same service needs are indentified by the

separate assessment approaches. For example, ethnic Hawaiians

have high rates of health related indicators of risk; lowered

health service utilization patterns; and less discussion of,

and lower priority for, these services when proposing needed

services in their community. The "convergence" of need

indicators across categories of need, corroborates and helps

substantiate the separate results. It also helps determine a

priority need among a high-risk population.

The priority rank-ordering of need for specific· services

made by different "stakeholder" groups (e. g., agency

administrators v service providers v different consumer

groups) should affect the order in which services are

developed. A few service needs appear to be universal (e.g.,

the need for information services and the need for child care

services); interventions in these areas will likely gatner

support from all stakeholder groups. Further, to better

assure good initial and continued participation it may be

more effectual to first provide services to meet the great es t

needs of targeted consumer groups.

The results of this statewide/community level of

analysis has located "key" indicators-of-need, that are, and

will continue to be, helpful in targeting high risk

communities and priority rank-ordering service interventions.

Further understanding of these needs and the correlation

between multiple needs in individual communities will be
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better understood through subsequent analyses at the program

level of assessment.

It is also recommended that analysis of the support for

services at the national/federal level of assessment should

also be considered in the future to determine funding that

may be available to the State for the development of specific

services. Collectively considered, program, community, state

and national perspectives of need will truly comprise a

comprehensive assesment of needs. Data should be collected on

a regular basis, and compared between data-sets. Convergence

of need indicators across data-sets and levels (steps) of

analysis, will keep the determination of service needs

current and contribute to the timely planning of EHA

interventions in Hawaii.



APPENDIX A: OPERATIONAL DEFIHITIONS

1. "Target population(s)" definitions utilized on the
Agency, Personnel and Consumer Questionnaires

At-Risk children are those with a 20% developmental delay or children experi
encing one or more of the folloving conditions: low birth-;eight. prematurity,
birth complications, genetic or neurological abnormalities. medical problems,
feeding dysfunctions, abuse or neglect, or are offspring of parents who are
substance abusers, legal minors, economically disadvantaged. mentally retarded,
or emotionally disturbed.

Hentally Retarded refers to significantly subaverage general intellectual func
tioning resulting in or associated vith concurrent impairments in adaptive
behavior and manifested during the developmental period.

Mild (Educable) mentally retarded children have an IQ range 50-55 to
approximately 70.

MOderate (Trainable) mentally retarded children have an IQ range 35
40 to SO-55.

Severe mentally retarded children have an IQ range 20-25 to 35-40 •.

Profound mentally retarded children have an IQ below 20-25.

Learning Impaired refers to children that demonstrate difficulties in learning
intellectual tasks or adaptive behaviors; and. where a specific handicapping
condition or environmental disadvantage has not been determined.

Hearing Impaired/Deaf refers to demonstrated difficulty/disability in auditory
attention, focusing, selective listening, sequencing. and memory which all
interfere with receptive communication.

Visually Imoaired/Blind refers to de=onstrated difficulty/disability in visual
attention and focusing. There may be partial sight vith visual acuity less
than 20/70 after correction.

Deaf/Blind °refers to a combination of functional auditory (impairments/deaf
ness) ~ visual (impairments/blindness) disorders.

Emotionall, Disturbed refers to impaired sbility to build and maintain inter
personal relationships; inappropriate behsviors or feelings under normal
circumstances, and/or general pervasive moods of unhappiness or depression.

Orthopedicslly Impaired refers to crippling conditions. such as cerebral palsy
and paralysis. which inhibit or impede the normal development of gross or fine
motor abilities (e.g., spina bifida, paralysis, muscular dystrophy, muacular
sclerosis, arthritis, clubfoot, etc.)

Other Health Impaired refers to all chronic health problems, which limit the
child's strength. vitality, or alertness (such as epilepsy. autism. diabetes.
cardiac problems. cancer, asthma, hemophilia, rheumatic fever, etc.)

Multiply Handicapped refers to children that have t~ or ~ore of the above
handicaps but are not solely in the deaf/blind category.
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2. Service definitions utilized in the Agency and
Personnel Questionnaires.

Direct Services to At-Risk/Handicapped Children 0 Through 5 Years

1. Adaptive Equipment - Toys, materials altered for easier use.

2. Adaptive Physical Education - By recreation therapist.

3. Audiological/Hearing Programs.

4. Case Management - Assuming responsibilities for coordinating all
aspects of a child's progress through screening, diagnosis, treatment,
and follow-up.

5. Day Care for Children With Special Needs - Care in a licensed facility
for less than 24 hours.

6. Dental Care - Provision of dental care.

7. Developmental Services - Provided to facilitate development of cogni
tive, motor, communication, social, and emotional skills.

8. Diagnosis - Professional judgment made regarding a condition based on
the symptoms and providing, as a result, a categorical definition of
the condition.

9. Domiciliary Care - Short- or long-term living arrangements at center
or in the community.

10. Follow-Up - The examination of a child's progress on a regular basis,
to determine if appropriate recommendations are being carried out.

11. Foster Care - Placement of a child in a family home licensed to pro
vide 24-hour care on a continuing basis for children awaiting other
placement or service.

12. Functional Assessment - A child's handicapping condition is compared
to his strengths and weaknesses to find out areas in which additional
help is needed.

13. Home Care for the Chronically III - The services of a professional or
paraprofessional provided to the child in his home or foster home.

14. Individualized Service Planning - Service plan developed around iden
tified needs.

15. Mainstreaming - Opportunities to spend time with qonhandicapped chil
dren are available in educational and recreational settings.

16. Medical Care - Provision of physician, clinic, or hospital services.



17. Medical Follow-Along - Monitoring of a child's medical problems by
maintaining regular communication with the family.

18. Music Therapy - Provided by certified music therapist.

19. Neonatal Follow-Up - Monitoring of child's development after birth.

20. Neonatal Intensive Care - Care provided in intensive care unit follow
ing birth.

21. Nursing Services - Dispensing medicine, catherization, general health
records, etc.

22. Nutritional Services - Dietary analysis, etc. by dietician.

23. Occupational Therapy - The services provided by an ROT for development
of fine motor skills.

24. Ophthalmological/Vision Programs.

25. Physical Therapy - The services provided by an RPT for development of
gross motor skills.,

26. Pre/Perinatal Services - Care for pregnant women who may be more
likely to give birth to a baby with special needs.

27. Psychological Services - By licensed psychologist or psychiatrist.

28. Respite Care - Care for the child which allows parents/families time
for self or other services.

29. Residential Shelter - Emergency living arrangements.

30. Recreation - Activities primarily of a social nature for children with
handicaps and/or their families.

31. Screening - Determination of the need for further assessment of indi
vidual clients.

32. Special Education - Services provided for the development of preaca
demic skills.

33. Speech/Language Therapy - Services provided for the development of
communication skills.

34. Therapeutic Nursery - Infant day care that also provides therapeutic
intervention.

35. Transportation - Agency provides transportation between the child's
home and center.
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Information/Awareness and Interagency Referral Services

36. Awareness for High School Students - Information to students on high
risk factors.

37. Central Point of Intake/Referral - One agency/program that provides a
single point of intake in a community and maintains current informa
tion about community resources in order to make appropriate service
referrals.

38. Hot Line - A single local phone number that can be called for imme
diate illformation.

39. Information and Referral - The development and use of a resource cata
log and retrieval system which can supply information about, and
referral to, appropriate resources.

40. Interdisciplinary Assessments - Each discipline evaluates the child.
A joint meeting is held to share recommendations and develop a com
bined service plan (compared with No. 46 below).

41. Prenatal Information - Advice regarding nutrition, effects of drugs,
birth of baby, etc.

42. Professional Awareness Program - Information for physicians and other
professionals about early childhood intervention services.

43. Public Awareness Program - Information for the general public about
normal development, when to refer, and availability of services.

44. Screening for All Children - Community-wide screening to identify
children with special needs or high-risk children.

45. Transdisciplinary Assessment - Professionals learn to evaluate across
disciplinary boundaries by learning/working together and developing
knowledge and skills in other areas besides their own discipline.

46. Transition-Assist Program - Services to aid transition of clients
between agencies. Services may include: record transfers, inter
agency staff meetings, parent observation, trial visits, etc.

Services to the Family

47. Abortion Counseling/Services.

48. Adoption Counseling.

49. Advocacy - Assisting the parents in accessing the service-delivery
system.
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50. Consumer Education/Homemaking - Home budgeting, shopping hints, home
maintenance, etc.

51. Crisis Intervention - Counseling services which are available on an
emergency basis, immediately responsive to family needs at a time of
extreme stress.

52. Direct Financial Assistance - Financial assistance to offset medical
and service charges.

53. Drop-In Center - A location where parents can drop in and talk to
other parents or staff on an informal basis with child care provided.

54. Drug and Alcohol Counseling - Preventive or curative services.

55. Employment/Vocational Counseling - Job training, career planning, etc.

56. Extended Family Program - Support for family members outside of the
immediate family.

57. Family Life/Sex Education - Sexual identity, sexuality counseling,
provide assistance to agencies and home about responsibility of sexu
ality and parenting.

58. Family Planning/Maternity Counseling - Pregnancy testing, provision of
birth control information/supplies, etc.

59. Genetic Counseling - Counseling regarding areas causing developmental
disabilities prior to birth.

60. Legal Services - Any service of a protective or advocacy nature per
formed by a professional or paraprofessional legal person.

61. Local Newsletters - Program newsletters with information regarding
services.

62. Nutrition Counseling - Counseling or educational program to encourage
children to eat nutritional foods.

63. Parent Counseling - Counseling for parents needing assistance in
coping with situation.

64. Parent Education - Sessions on meeting the needs of the child or the
family, or on accessing the service system.

65. Parent Support Groups - Formal sessions where parents share and sup
port each other.

66. Parent Training Sessions to assist parents in implementing specific
techniques with their child.
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67. Sharing Center - Regularly scheduled meetings that focus on meaningful
activities that involve both parent and child.

68. Sibling Care - Care for siblings so parents can participate in pro
grams.

69. Sibling Support Groups - Sessions to assist sibling to understand the
situation.

70. Toy Libraries - Toys available for parent use with instructions for
use.

71. Transportation - Provided for parents so they can participate in
program.
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3. "Degree-of-service" definitions utilized on the Agency
Questionnaire

0= my agency provides no services in this area.

1= my agency provides only general information about
this service and may refer clients to agencies that
provide direct services--information & referral.

2= my agency directly assists clients in this area,
(e.g., help make appointments, fill out forms,
advocate client position), or may "host" these
services at our facility for other agencies.

3= my agency will provide these services as needed, on
a client-by-client basis only. Resources are
assigned on an ad hoc basis only.

4= my agency provides ongoing services in this area.
We have established facilities, regularly scheduled
operations, allocated funds, resources and assigned
personnel.

4. Definitions describing the "future plans-for
service(s)" on the Agency Questionnaire

0= my agency plans no changes in the current status of
this service in the next 5 years.

1= my agency plans to implement this service in the
next 5 years.

2= my agency plans to expand this s ervi ce in the next
5 years.

3= my agency plans to decrease this service in the next
5 years.

4= my agency plans to discontinue this service in the
next five years.
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5. "Level-of-employee" definitions utilized on the
Personnel Questionnaire

Level I: Works under the direct supervision of one or more
professionals; and has up to 1 year practical
experience, and has a high school diploma.

Level II: Works independently on many tasks; and has either:
2-3 years practical experience or a completed 2-
year associate degree. --

Level III: Works independently and can supervise client
group activities; and has either: 4-5 years
practical experience, or 3 years toward, or a
completed bachelor,s degree.

Level IV: Works independently, and may be responsible for
supervising paraprofessionals or professionals;
and has completed an advanced degree (5 or more
years of college).

6. Employee "defree-of-expertiSe" definitions utilized on
the Personne Questionnaire

0 = "Not Applicable," employee needs no knowledge

= "Awareness," employee needs general information

2 = "Application," employee will carry-out intervention

3 = "Development, " employee will design intervention
methods

4 = "Prescription/Evaluation," employee will assess
need for, and outcome of, intervention

7. options" utilized on the

o = No training necessary

= "Preservice," or formal training prior to
employment

2 = "Inservice," or formal training during employment

3 = "On-the-job," or informal training that occurs in
the work place (e.g., modeling; observation &
feedback)
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8. "Knowledge and utilization" definitions utilized on the
Personnel Questionnaire (check all that apply)

= I have heard of this agency

2 = I have referred clients to this agency

3 = I have received referrals from this agency

4 = I was satisfied with the referral process

(Comments:

= Occurred once, or not at all.

2 = "Rare," once a month or less

3 = "Occasional, " 2-3 times a month

4 = "Constant,n 2-3 times a week

= Not Severe 3 = "Moderaten

2 = "Weak" 4 = "Strong"

to rate

Severity:

10.

9. "Frequency and severity" definitions utilized on the
Consumer Questionnaire and the Survey of the At-Risk
Community (e.g., Hawaiians living on the Waianae Coast)

Frequency:

SD = "Strongly Disagree," In my estimation this is not
a factor inhibiting (my) utilization of (our)
services.

D = "Disagree," Though I have heard of a few
complaints of this nature, for the most part I do
not believe it is a barrier to (my) use of (our)
services.

o = "Occasionally," I have heard this voiced, however,
I have heard an equal amount of comments in
opposition to this point.

A = "Agree,n Though I know this is true, it is less
frequently voiced than other items.

SA = "Strongly Agree," In my estimation this item is
definitely a factor inhibiting (my) utilization of
(our) services.

----------------------------------- -----
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11. Service definitions utilized in the survey of high risk
populations (e.g., PPT's living on the Waianae Coast).

1. ADOPTION COUNSELING

2. CHILD CARE SERVICES

3. CONSUMER EDUCATION
and HOMEMAKING

4. COUNSELING FAMILIES

J. EDUCATIONAL SERVICES
and VOCATIONAL COUNSELING

6. EMPLOYMENT COUNSELING

7. FAMILY LIFE EDUCATION

8. FAMILY PLANNING

9. FINANCIAL ASSISTANCE

10. HOME CAR.E SERViCES

II. HUMAN SEXUALITY
INFORMAnON

Provides information about adoption and
referral as requested to licensed adoption
agencies.

Child play groups, babysitting, day care, pre
schools; sufficient to enable Teen parent to
continue education or to enter into employ
ment; includes referral.

Home budgetlng, shopping hints; suggestions
for means to maintain the home and to meet
child care needs.

Counseling for the immediate and extended
family members of PPT's to promote close
family ties and to support the' involvement of
parents with their teen children.

Helping PPT's complete their high school
studies and develop career plans; referral to
appropriate education and vocational services.

Helping PPT's locate paid employment.

Education services relating to family life and
problems associated with premarital teen sex;
education on the responsibilities of sexuality
and parenting; counseling teens about their
sexual identity; sex counseling for PPT
couples. Does not include family planning (see
number 8 below-r.-

Provision of birth control information and
supplies; abortion counseling and referral as
requested. Does not include pregnancy testing
(see number 12 below)

Assist PPT's in applying for federal aid (e.g.,
AFDC, food stamps, medicare) or other
needed funds (e.g., preschool costs, college
education, erc.)

Home visiting or agency outreach services
available to PPT's in their own homes (e.g.,
public health nurse visits. school tutoring,
etc.l.

Provide assistance to parents, schools, youth
agencies, and health providers in educating
teens and preteens about self-disclpline and
responsibility in human sexuahty; provide
material to support parents as providers of sex
education.
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13.

MATERNITY COUNSELING

MEDICAL CARE: CHILD
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Pregnancy testing; counseling and referral to
family planning and/or adoption services if
desired.

Pediatric services; referral to appropriate
facilities for children.---

14. MEDICAL CARE: MOTHER Primary
including
females.

and preventive health services,
prenatal and postnatal care for

15.

16.

°17.

°18.

19.

20.

21.

MENTAL HEALTH COUNSELING

NUTRITION INFORMAnON

PARENTING EDUCATION

PARENT SUPPORT GROUPS

RESIDENTIAL SERVICES

TRANSPOR TATION

VENE:.REAL DISEASE
SCREENING and TREATMENT

Psychiatric/psychological counseling for mild
(e.g., "post par-turn blues") to severe behavior
disorders; referral to mental health services
and/or other appropriate physical health
services.

Information and counseling about the dietary
needs of mothers and children and the nutri
tional content of foods; food shopping and
preparation.

lnscruction for PPT's to increase their parent
ing skills (e.g., child development information,
teaching and discipline strategies).

Mutual support groups where parents can talk
story, share experiences, and support one
another.

Short term housing; referral to licensed resi
dential care or maternity home services.

Greater public transportation services (e.g.,
bus, taxi) or specialized services (e.g., school
busing for parents and babies, handl-vans).

Medical services to diagnose and treat
sexually-t..ansmitted diseases; referral for
screening and treatment.

---- --- ---- ------------------
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APPEHDIX B: ADDITIONAL RESEARCH DATA

Table 40: Population Distribution by Ethnicity, 1970 and 1980

Ethnicity

-All ethnicities
Caucasian
Japanese
Hawaiian·
Filipino
Other

·includes part-Hawaiian

1970

f1

767,794
254,415
208,478
135,919
73,691
95,291

100.0
33.1
27.2
17.7
9.6

12.4

1980

964,691
283,099
240,817
176,713
137,135
126,135

100.0
29.3
25.0
18.3
14.2
13.2

Table 41: Population Distribution (%) by Age, State, Hawaiian
and Non-Hawaiian, 1970 and 1980

1970
State HaW'n Non-Haw'n State

1980
Haw'n Non

Haw'n

10-14

15-19

20-24

25-29

30-34

3~-39

40-44

45-#9

Total

5.2

4.7

4.3

3.8

3.2

3.2

3.2

2.9

30.5

7.1

5.9

3.6

3.7

2.5

2.6

2.0

29.7

4.8

4.4

4.5

3.9

3.3

3.3

3.4

3.0

30.6

3.8

4.5

4.8

4.4

4.1

3.0

2.5

_2.4

29.5

5.5

6.7

4.7

3.8

3.5

3.3

2.7

1.7

3.5

4.0

4.8

4.6

4.2

2.5

2.5

.Proportions are based on total State, Hawaiian, and non-Hawaiian
populations.
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Fjgure 23: Hawaiian Population Density (%) by Census Tracts for Honolulu and
Vicini ty, 1980
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Figure 24: Hawaiian Population Density (%) by Census Tracts for Rural Oahu, 1980
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February 1985



Target RXD STMPS AFIX: M:DICAL
Area l'Urber Rate 'J N..rrbe-r- Rate' N.rrDer Rate;

Olhu

Hauula 32~ 105.6 194- 62.5 37 11.9
Waianae 1,369 108.7 948 75.2 183 14-.5
Wa irmna10 270 59.4 191 4-2.0 30 6.6
Waipahu 229 176.6 184- 142.5 35 27.1

Hawai i

Pahoa 169 167.0 78 77.1 15 14-.8
Keaukaha 224- 108.7 75 36.4- 18 8.7
Wairrea 64 50.0 25 19.5 15 11.7
Hil0 77 110.0 37 52.9 9 12.9

lVlaui

Wai luku 142 67.4 70 33.2 5 2.4

Kauai

Kapaa 193 89.0 94 43.4 48 22.1

ALL ETHNICITIES

Target ' RXD STAWS AHX: ~ICAL

Area, l'Urber Rate,' l'Urbe-r- Rate' l'Urber Rate<"

-
O:U1u

Hauula 639 57.6 304 27.4 217 19.6
Waianae 1,812 95.9 1,178 62.4 683 36.2
Wairranal0 218 47.5 134 29.2 92 20.0
WaipahU 779 58.5 519 39.0 410 30.7

Hawai i

Pahoa 767 208.2 320 86.9 173 47.0
Keaukaha 221 134.7 105 64.0 62 37.8
Waimea 36 25.9 42 12.6 27 8.1
u: I ~ ..... 0 nl .. I'" .... n





Hawai i

Pahoa 767 208.2 320 86.9 173 47.0
Keaukaha 221 134.7 105 64.0 62 37.8
Waim:a 36 25.9 42 12.6 27 8.1
Hilo 328 91.3 136 37.9 136 37.9

Mlui

Wai Iuku 282 32.9 114 13.3 44 5.1

Kauai

Kapaa 497 59.7 169 20.3 208 25.0

NON-HAWAIIAN

Target RID STPtVPS AfD: M:DIO\L
Area NJrber Rate~ NJrbe-r- Rate NJrber Rat-

-
cahu

Hauula ,967 68.1 498 35.1 254 17.9
Waianae 1,008 101.0 2,126 67.5 866 27.5
Wa lrrana10 488' 53.q. 325 35..6 122 13.4
Waipahu 3,181 68.9 703 48.1 445 30.4

Hawall

Pahoa 936 199.3 398 84.8 188 40.0
Keaukaha 445 120.2 180 48.6 80 21.6
Wairrea 150 32.6 67 14.5 42 9.1
Hilo 405 94.4 173 4D.3 145 33.8

Mlui

Wailuku 424 39.7 184 17.2 49 4.6

Kauai

Kapaa 690 65.7 263 25.1 256 24.4

HAWAIIAN:

Table 42: Recipients of Food stamps, AFDC, and Medical
Assistance, for High-Risk Target Areas, February 1985 N

0'\
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Table 43: Percent of Confirmed Cases by Type of

Abuse/Neglect, Sex and Age of the Victim, 1980-1983

J J J J J J
Phyll10al Sexual PSYohologioal Threat or

!ge or Abuae Abuse Abuae Abuae NeglllOt Total
Viota Boys/Girla Boys/Girls Boya/Girls Boya/Girls Boys/Girls Boys/Girls

o - ~ 32.0 22.9 20.6 9.7 32.2 18.5 35.1 20.2 50.0 ~8.2 39.~ 29.0

5 - 9 36.0 26.5 38.2 16.6 25.2 21.6 21.6 16.8 29.0 2~.9 31.~ 23.7

10-1~ 23·3 29.1 25.3 111.6 29.6 37.0 23.7 36.1 16.2 18.7 21.0 28.2

15-17 8.7 21.5 5.9 32.1 13.0 22.8 19.6 26.9 ~.8 8.3 8.0 19.1

Hun Ase 7.8 9.7 8.8 12.0 8.5 10.5 8.7 10.7 6.2 6.8 7.3 9.2

J or Type
BySu 48.2 51.8 7.1 92.9 111.5 58.5 1I11.9 55.1 52.5 !l7.51 45.9 511.1

, or
Total
Cuea Boy. 511.5 1.4 !l.8 11.0 35.3 100.0

by
Type
aDd Oirla 48.7 15.11 5.6 11.1 10.5 100.0
Sex

1
Inoludes oesea with type unknown and other and known types.

Table 44: Incidence of Confirmed Abuse and Neglect, by
Ethnicit of Victim 1980-1983

Abuae egleot

Etbnio1ty or NUlIlber J or eonril"lllation NUlllber J or
Conri~tion

Viotim Cooril'llllld Total Erf1cimoy Con.ril'lllld Total Efficiency

.!!!!!ill!!l.l 821 211.11 ~ -lli ~ --..12..:..?

I Hon-llawa11an ~ 72.0 ~ ...ill.Q. tus ~
BlAok 95 2.8 38.2 36 2.1 34.6

Ql1neae 32 .95 37.7 12 .69 28.6

Filipino 295 8.8 53.11 85 11.9 35.7

Japaneae 68 2.0 116.6 62 3.9 61.4

Port\I&Ueaa 1I1i 1.3 50.6 26 1.5 37.7

Samoan 253 7.5 61.6 56 3.2 115.5

Vh1te 753 22.3 111.7 560 32.3 37.6

Mixed 789 23.1I 117.3 !l1l8 25.8 39.5

Cltber 97 2.9 115.1 65 3.7 111.1

~ 1211 .1.:l ~ .....ll ..i:..! -12.:.Q.

Total 3371 100.1 117. 6( .lvg . ) 173!l 100.0 38.9
-(Avg.)

1. llawa11ana iooludes pure and part-l!mla11ans

2. H1%ed oon-!lmla11ans iocludell thoae or miXed ethnio anoeatry other than
u.v.U ..... er r-rt.H8v.U_

_ ... _----- -- --------------------------------------



Figure 28: Percentage Distribution of Social "Barriers"
Precipitating the Receipt of Social Services, 1984

1 Child Abuse (49.197<r.)

2 Problems with Family Functioning (19.385)

3 Child Neglect (18.140)

4 Employment ITraining (8.214)

5 Other Specified "Barriers" (5.064)

Figure 29: Percentage Distribution of Social Service
Delivery by Type of Service, 1984

1 Protection Services (46.037%)

2 Individualand Family
Adjustment Services (12.575)

3 Day Core Services (6.455)

4 Foster Core Services (3.746)

5 Other Specified Services (2.613)

6 Other Unspecified Services (28.574)
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Table 45: Reproductive Measures, State, Hawaiian and Non
Hawaiian, 1982

CBR . GFR TFR

Mean
Age of
Mothe!"

Median'
Age of
Mother

State
Hawaiian
Non-Hawaiian

19.5
23.0
18.7

80.5
99.2
76.4

2151
2639
2026

26.8
25.9
27.2

26.4
25.1
26.8

CBR: Crude Birth Rate; number of births per 1000 people.
GFR: General Fertility Rate; births per 1000 women 15-44
years.
TFR: Total Fertility Rate; expected number of births per
1000 women in their lifetime.

Figure 30: Age-Specific Fertility Rates, State, Hawaiian and
Non-Hawaiian, 1970 and 1980
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STATE WITH HAWAIIAN ENBEDDED, 1970 HAWAIIAN, 1970 NON-HAWAIIAN, 1970
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Figure 31: Population Age Pyramids: State, Hawaiian and Non-Hawaiian, 1970 and 1980
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Table 46: Rank-Order Listing of "Ongoing" Services, 1985
267

Response eN = 83-88)
Rank
order

1
2
4
4
4
6
7
8.5
8.5

10
11
12
13
14
15.5
15.5
17.5
17.5
20
20
20
22.5
22.5
24
27.5
27.5
27.5
27.5
27.5
27.5
33
33
33
33
33
37

Service

Parent education
Parent counseling
Individualized service planning
Screening
Parent training
Follow-up
Case management
Functional assessment
Medical follow-along
Diagnosis
Developmental services
Parent support groups
Interdisciplinary assessments
Advocacy
Transition-assist program
Crisis intervention
Central point of intake/referral
Transdisciplinary assessment
Public awareness program
Speech/language therapy
Nutrition counseling
Adaptive equipment
Occupational therapy
Medical care
Consumer edueation/homemaking
Pre/perinatal services
Recreation
Sharing center
Neonatal follow up
Nursing services
Mainstreaming
Local newsletters
Special education
Psychological services
Prenatal information
Audiological/hearing programs

n

49
47
45
45
45
43
41
36
36
34
33
32
31
30
29
29
25
25
24
24
24
21
21
20
19
19
19
19
19
19
18
18
18
18
18
16

%

56.3
54.0
52.3
51.7
51.1
49.4
47.1
41.4
41.4
39.1
38.4
36.8
35.6
35.7
33.3
33.3
29.4
29.1
28.2
27.6
27.3
24.1
24.1
22.7
22.4
22.4
22.1
22.1
21.8
21.6
21.7
21.4
21.2
20.7
20.7
18.4



Table 46, continued
268

Response (N = 83-88)
Rank
order Service n %

37 Physical therapy 16 18.4
37 Information and referral 16 18.4
39.5 Awareness for high school students 15 17.6
39.5 Screening for dll children 15 17.6
41.5 Family life/sex education 14 16.3
41.5 Respite care 14 16.1
44 Professional awareness program 13 15.3
44 Day care for children with special needs 13 15.1
44 Nutritional services 13 14.9
46.5 Ophthalmological/vision programs 11 12.9
46.5 Sibling care 11 12.8
49.5 Transportation for children 10 11.6
49.5 Direct financial assistance 10 U.8
49.5 Drug and alcohol counseling 10 11.6
49.5 Family planning/maternity counseling 10 11.5
52.5 Hot line 9 10.7
52.5 Employment/vocational counseling 9 10.6
55 Adaptive physical education 8 9.2
55 Adoption counseling 8 9.2
56 Toy libraries 8 9.2
58 Extended family program 7 8.1
58 Dental care 7 8.0
58 Residential shelter 7 8.0
61 Home care for the chronically ill 6 7.0
61 Abortion counseling/services 6 7.0
61 Genetic counseling 6 6.9
63.5 Drop-in center 5 5.9
63.5 Domiciliary care 5 .5.7
66.5 Foster care 4 4.7
66.5 Sibling support groups 4 4.7
66.5 Transportation for parents 4 4.7
66.5 Neonatal intensive care 4 4.6
69.5 Therapeutic nursery 3 3.5
69.5 Legal services 3 3.5
71 Music therapy 1 1.2
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Table 47: Parent Interview Questions Utilized to Develop the
Community Questionnaire and Survey of the At-Risk Population

1- What's your routine like on a typical weekday with your handicapped
child? (When you get up. what happens first? what happens next?)

2. What parts of the day are easier than others?

3. What parts of the day are harder than others?

4. Generally. how are things going?

5. Are there some things that are difficult for~? (Things that are
frustrating, stressful. you worry about.)

6. Do these things create difficult situations for you and your family?

7. Since becoming a parent/caregiver what have you found hardest to
handle in the past? Now? What difficulties do you anticipate in the
future?

8. We've been talking abut some difficult or hard to handle times
you've experienced. How do you handle these times?

9. Are there other ways of handling these difficult ~imes which might
work for you?

10. Do family members help you? extended family members? How?

11. Do friends and neighbors help you?

12. What are some of your concerns as a parent/caregiver?

13. Which concerns do you feel most strongly?

14. In what ways have they helped you?

15. Have you ever been dissatisfied with these kinds of help/services?

16. Have you ever felt that these kinds of help/services were inconvenient
for you to use?

17. Have you ever been turned down for help/services?

18. \Yhat changes would you like to see in these kinds of help/services?

19. Are there barriers that interfere with your receiving services you
feel you need?

20. Sometimes people have situations in which they could use some help but
they don't know how or where or even if they can get it. What kinds
of help would you like if you knew they were available?

21. Is there anything else. concerns, or needs you haven't mentioned that
you'd like to share?

22. What would make it ideal for you to use these kinds of help?



Tables 48: Rank-Ordering of (79) Need-Items by Severity,
Frequency Scores, Handicapped Informants, 1985

270
and

Item Rank

Rank
Severity

Rank
Frequency

Catagory/Item

4.5 29
67 33.5

42 43.5
28 51
44.5 58

77 73
78 76

72 77
71 78

79 79

Child Care/Respite

Need for after-school/holiday/summer care
Need for flexible drop-off/pick-up hours for all

care programs
Need for trained caretakers
Need for sitter referral service
Need for costs to be comparable to nonhandicapped

care
Need for parent helper (based on family's needs)
Need for 24-hour emergency care services

(available to handicapped child and/or siblings)
Need for 24-hour in-home care
Need for 24-hour out-of-home care, conveniently

located
Need for extended care (more than 24 hours)

Community

62.5

47

21

60
42

66

55
62.5
70
56.5

46

73
69
74
75

33.5

42

60.5

60.5
67

71

12
15.5
26.5
30.5

36.5

41
51
54
54

Need for improved community acceptance of chil
dren with handicaps

Need for integration/mainstreaming in all commu
nity programs/activities (public/private)

Equipment

Need for financial options (e.g., assistance,
insurance) to obtain equipment (purchase or
rent)

Need for more agency/program equipment
Need for locally available equipment (purchase or

rent)
Need for immediately available loaners

Family Training

Need for help in stress management
Need for help in behavior management
Need for help in future planning
Need for help to ensure that needs/rights are met

by agencies
Need for help in dealing with medical problems and

emergency care specific to child's handicap
Need for help in communication
Need for help in financial planning
Need for help in assertiveness
Need for help in time management

-- ----_.- - ----------------------------- -- -------.---
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Table 48, continued

Financial Assistance

19

52

27

42
22.5
36
62.5

19
34

31.5
76

4.5

2.5

7.5

12.5

36

7.5

12.5
17

31.3
44.5

6

31.3

65

4.5

21

43.5

49
58
63.5
74.5

1
3

4.5
62

2

6

7

8

9

10

11
13.5

17
18

19.5

19.5

24.5

Need for eligibility to be based upon need of
child, not income/assets of family

Need for knowledge of procedures for obtaining
financial assistance

Need for increased insurance coverage for medical
needs

Need for increased insurance coverage for therapy
Need for quick reimbursement
Need for statewide emergency fund
Need for assistance with travel for medical

reasons

Information

Need for awareness of all available services
Need for centralized information and referral

system
Need for knowledge of eligibility criteria
Need for help with forms

Professional Services

Need for more individual therapy time (OT, PT,
speech)

Need for less lag time between diagnosis and
program entry

Need for straighforward information from medical
personnel

Need for better follow-up/information after birth
or diagnosis

Need for more easily understood explanation of
test results

Need for earlier identification of handicapping
condition

Need for more therapy to occur in the classroom
Need for more conveniently located professional

services
Need for more self-help skill training
Need for assistance in placing child in "most

appropriate" program
Need for better coordination between medical

personl1el/services and other services
Need for more coordination as child moves from 0

3 to 3-5 program
Need for greater respect/value of parents' opin

ions by professionals
/

-- ---------- -- -------------------------------



Table 48, continued
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10.5

16

52

31.3
2.5

59
36
15

24.5
10.5

40
48.5
51.3
56.5
39

68
51.3
51.3

62.5
29
58

49.5
38
22.5
14

26

8
1

19

24.5

24.5

28

30.5

33.5
39.5
39.5
47.5
51

59
63.5

22.5
36.5
38
46
54"

56
6S
66

68.5
68.5
71

13.5
15.5
22.5
26.5

33.5

45
47.5
71

74.5

Need for more staff training focused on latest
intervention techniques

Need for more mainstreaming in educational pro
grams

Need for more group programming options and
activities

Need for recreational therapy
Need for minimum staff turnover
Need for a case manager
Need for home-based therapy services
Need for variable schedule for individual therapy

(evenings/weekends)
Need for better interagency referral system
Need for affordable legal assistance

Support/Counseling

Need for support for parents
Need for buddy system (parent-to-parent)
Need for support for fathers
Need for greater empathy training for professionals
Need for psychological counseling (children/

families)
Need for support for siblings
Need for support for extended families
Need for development/reinforcement of personal

faith (e.g., religion)
Need for legal counseling
Need for support for single parents
Need for marital counseling

Transportation

Need for information about available services
Need for affordable services
Need for convenient/flexible services
Need for more training for personnel (knowledge of

first aid, behavior management, etc.)
Need for evaluation/coordination of existing

services
Need for seat belts/restraints on TheBus
Need for bus aides/attendants in Handivan
Need for improved building/street accessibility

(ramps, curb cuts, etc.)
Need for safe/working lifts into vehicles
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Table 49: Rank-Ordering of (52) Need-Items by Severity,
Frequency, and Priority Rankings, At-Risk Informants, 1985

NEED ITEM RANK ORDER BY:
FRE- SEV- PRIOR-

QUENCY ERITY ITY

1. More Jobs
2. Area Jobs
3. More Income
4. 24-Hour Medical Service
5. Job Training
6. Affordable/Quality Preschools
7. Low Cost Housing
8. Reduce Child Abuse
9. Career-Vocational Training

10. Help for Rape/Molestation
11. Flexible Hour Day Care
12. Info. on Disciplining Children
13. Child. Trouble Relate to Others
14. More Special Education Programs
15. More After-School Programs
16. Child. Dev./Fam. Life Programs
17. Reduce Spouse Abuse
18. More Respite Care Services
19. Preparenting/Sex Educ. Programs
20. Peer Counseling Services
21. Ambulance Services
22. Affordable Medical Services
23. Babysitting Network
24. Housing-Location Service
25. Family Law Services
26. Prenatal Classes
27. Outdoor Children's Programs
28. Central Information Center
29. Children's Socialization Groups
30. Assist. Dealing with Agencies
31. More Baby Clinics
32. More Private Housing
33. Safe Parks/Playgrounds
34. G.E.D. Adult Education Classes
35. Parent-Child Socialization Grp
36. Preventive Medical Services
37. Mental Health Counseling
38. Nutrition Education Programs
39. Obstetric Medical Services
40. Adult Socialization Services
41. Evening/Night Child Care Svcs.
42. Convenient Medical Services
430 More Recreational Facilities
44. More Summer-Rec. Programs
45. More Temporary Shelters
46. Improved ReI. w/ Relatives
47. Reduce Cultual/Race Conflicts
48. More Private Transportation
49. Better Bus Service
50. Subsidized Phone Service
51. Info. reo Public Transportation
52. More Roads

1
2
3
8
4
5
6
9
7

11.5
10
11.5
13
15
16
14
18
19
17
21
20
26
23.5
23.5
25
29
28
22
27
30
32.5
31
34
32.5
37
36
38
39
35
40
41
42
43
46
45
44
47
48
50
49
51
52

1
2
3
4
7
8
9.5
6
9.5
5

12
11
14.5
14.5
13
17 .5
16
17.5
19
20
22
24
21
23
27
25
26
28
33
29
31.5
34.5
31.5
34.5
36
38
30
37
39
40
42
43
41
44
45
46
47
48
49
50
51
52

1
2
3
4
5
6
7
8
9

10
1i
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26.5
26.5
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45.5
45.5
47
48
49
50
51
52



Tables 44: Priority Rank-Ordering of (21) Services by Different Informant Groups,

Target Service PPT-Femal~s1

Rank % in
Order top 1/3

PPT-Females

Rank % in
Order top 1/3

Agency

Rank
Order

Medical Care for the Child

Financial Assistance

Child Care Services

Employment Counseling

Family Planning

Consumer Educ. & Homemaking

Medical Care for the Mother

Nutrition Information

Educational Services &
Vocational Counseling

Family Life Education

Parenting Education

Counseling Families

Home Care Services

Parent Support Groups

Transportation Services

Residential Services

Maternity Counseling

Mental Health Counseling

Human Sexuality Information

VD Screening & Treatment

Adoption Counseling

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

75%

78%

72%

55%

57%

55%

53%

40%

37%

33%

16%

16%

34%

10%

20%

16%

3%

0%

3%

6%

3%

3
2

4

9

7

6

10

5

12

8

11

13

14

19

15

18

17

16

20

21

83%

83%

82%

73%

32%

47%

65%

36%

55%

19%

56%

19%

8%

5%

5%

15%

5%

10%

5%

0%

0%

10

14

2

16

4

15

7

8

3

5

6

11

9

18

19

12

17

13

20

21

1 Column 1= Waianae PPT-Females; Column 2= Windward PPT-Femall





,;"i r

,y Different Informant Groups, 1985

PPT-Females Agency Reps. EEP-Females PPT/EPP-Males
Rank % in Rank % in Rank % in Rank % in
Order top 1/3 Order top 1/3 Order top 1/3 Order top 1/3

3 83% 10 36% 2 82% 77%

2 83% 14 32% 9 34% 4 61%

4 82% 2 61% 78% 2 75%

73% 16 19% 10 30% 5 55%

9 32% 4 58% 7 42% 7 41%

7 47% 15 22% 12 30% 10 28%

6 65% 7 40% 4 49% 3 67%

10 36% 8 37% 11 24% 8 34%

5 55% 3 54% 5 39% 6 50%

12 19% 5 56% 7 42% 9 36%

8 56% 1 76% 3 50% 12 16%

11 19% 6 48% 8 33% 11 21%

13 8% 11 39% 16 12% 14 28%

14 5% 9 36% 13 40% 13 15%

19 5% 18 16% 18 21% 18 8%

15 15% 19 4% 19 18% 16 18%

18 5% 12 37% 14 12% 15 22%

17 10% 17 15% 15 18% 17 8%

16 5% 13 20% 17 18% 19 4%

20 0% 20 8% 21 3% 20 8%

21 0% 21 4% 20 9% 21 4%

Column 2= Windward PPT-Females
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