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Reaching the Hard to Reach: Mobile Development Screening Van

to the Rescue
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Abstract: Currently more than 15% of children have an emotional, behavioral, or developmental concern. In spite of
recommendations by the American Academy of Pediatrics and the Centers for Disease Control and Prevention to
conduct universal developmental surveillance and screening with children at 9, 18, and 24 months of age, fewer than
30% of children under 6 years of age ever receive a developmental screening. Children in low-income and diverse
communities are even less likely to be screened by a medical provider and/or referred for further diagnostic evaluation
when predictive concerns are identified. As part of a cross-agency collaborative effort involving a family resource center,
a child care resource and referral agency, a regional center for developmental disabilities, and a master's degree
program in early childhood education, the Mobile Developmental Screening Van Project conducted outreach to provide
free developmental screening with families of children 0-8 years of age in diverse and low-income communities within
the greater Los Angeles County. Using the Parent Evaluation of Developmental Status (PEDS) screening tool, 94
children were screened over the course of 6 months, with 33% showing 2 or more predictive concerns that resulted in
referrals for further diagnostic evaluation. The feasibility of reaching families in hard to reach communities using a mobile

screening van, as well as study limitations and recommendations for next steps, are discussed.
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INTRODUCTION/BACKGROUND

Decades of research in neuroscience point to the
conclusion that early brain architecture is influenced by
the interplay between genetics, environment, and
experiences during the first few years of life [1].
Furthermore, the neural circuitry developed during
these early years forms the foundation for skills
essential for success in life, such as higher-level critical
thinking, problem-solving, and social and emotional
competencies  (e.g., self-regulation,  motivation,
empathy, compassion, and perseverance) [2].
Numerous longitudinal studies of children who were at-
risk and disadvantaged demonstrate that when young
children participate in high quality, comprehensive early
intervention prior to reaching kindergarten, they are
more likely to achieve long-term positive benefits in
academic, social, and emotional skills [3]. Children with
autism spectrum disorders in particular have a much
better prognosis when they begin evidence-based early
intervention during the first two years of life [4].
Furthermore, these gains continue to grow in value and
benefit children and society throughout the child’s
lifespan. Accordingly, several American Nobel Prize
winning economists argue that intervention for
developmental, behavioral, social, or emotional
challenges will yield the greatest social and economic
returns — when it is provided during early childhood [5].
Simply put, the “early years matter” [6].
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We have seen an alarmingly rapid rise in the
number of children who experience some form of a
developmental delay/disability, learning difficulty, or
behavioral challenge over the past 20 years [7].
According to the Centers for Disease Control and
Prevention (CDC), 1 in 68 children have an autism
spectrum disorder and 15% to 17% have an emotional,
behavioral, or developmental concern [7]. Of great
concern is that fewer than 30% of children under 6
years of age ever receive a developmental screening
[8] — and only 60% of these children screened receive
a referral for further diagnostic evaluation and/or early
intervention services when warranted [9]. Furthermore,
in spite of being able to reliably diagnose autism
spectrum disorder before 2 years of age when
intervention is most effective, the average age of
diagnosis for autism is between 4 and 5 years of age
[10]. Consequently, fewer than 3% of children younger
than 3 years of age and 5% of preschool-aged children
receive early intervention, though research suggests
that 13% would be eligible if identified [11].

There is an even greater disparity in the screening
rates of those children and families hardest to reach,
namely low-income, Hispanic, or African American
children [12,13]. Children of color or those who live in
low-income households are 50% less likely to be
screened using a valid and reliable screening protocol
than Caucasian or Asian children or those who are
affluent [14]. The failure to screen, identify, refer, and
receive early intervention services is rooted in many
factors such as socioeconomic and cultural barriers
(e.g., lack of transportation, difficulty navigating the
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maze of medical, educational or social services, or
language and cultural barriers) [15,16]. Unfortunately,
socioeconomic disadvantage and cultural and /or
language barriers are strong risk factors associated
with developmental disabilities [17].

There can be many reasons why young children
may be at risk for poor developmental outcomes.
Young children from low-income and disadvantaged
environments are especially at risk for developmental,
learning, or behavioral challenges as they are also
exposed to the added stressors that often go hand in
hand with economic disadvantage, such as parental
stress, inadequate nutrition, poor medical care, or lack
of access to high quality early learning experiences [3].
Numerous studies have documented that exposure to
chronic stress beginning in early childhood has several
potential long-term adverse effects on children’s
developmental, behavioral, social and emotional,
health and well-being [18]. According to the National
Scientific Council on the Developing Child Report [19],
children who have been exposed to 6 or more chronic
environmental stressors (e.g., inadequate parenting,
minority status, single parent, poverty, low-caregiver
education, or parental mental health disorders) are 90-
100% more likely to experience cognitive, language or
emotional delays. Thus, children with both
developmental challenges and environmental stressors
are at even greater risk for poor developmental
outcomes, making it even more imperative to identify
these children as early as possible.

As a result of the increased understanding of
neuroscience and early brain development, the rapid
rise in the number of children exhibiting developmental
challenges, and the dismal failure to identify
developmental challenges early, the American
Academy of Pediatrics [20] and the CDC [7]
recommend universal developmental surveillance.
Universal developmental surveillance is designed to
assess developmental and behavioral risks and
determine if further diagnostic evaluation and/or referral
for early intervention services are warranted for all
children in the first five years of life [21]. Additionally, in
recognition of the urgency to address developmental
delays as early as possible, many neuroscientists also
suggest evaluation of infants at their one-year exam as
a means to ensure children’s access to early
intervention when it can have the greatest impact [22].
Yet, as reported by Shattuck et al. [10], even though
medical professionals can reliably identify children with
autism spectrum disorder by 2 or 3 years of age, the
median age of diagnosis is 5.7 years.

In spite of solid support for early universal routine
surveillance and screening for developmental delays
[23], some have argued against the necessity and
feasibility of large-scale coordinated and
comprehensive community-based screening efforts
[24]. However, just as all children receive routine vision
and hearing screening at well-child visits, it is posited
that children are likewise screened for developmental
delays in the first few years so that problems can be
identified and treated early when intervention can be
most effective [25].

Children aren’t the only ones to pay the price for
failure to identify their developmental needs early and
to ensure access to appropriate supports. Significant
economic costs arise from increased need for special
education, poor academic performance, higher rates of
later incarceration, and lower overall lifetime earnings
[4]. Thus, there is a critical need for a comprehensive
strategy to reach children who are most at risk for
developmental, learning, or behavioral challenges, yet
are the least likely to ever be identified and/or receive
critical early intervention services.

Comparable to the issues identified above, urban
communities located in Los Angeles County encounter
similar challenges and barriers [13]. Historically,
families access needed services through referrals by
medical providers or educational programs; however, in
spite of the increasing numbers of children with
developmental, learning, behavioral challenges and/or
autism spectrum disorders, many children have not
been identified until after they reached kindergarten.
This is particularly evident for children from low-income
and culturally / ethnically diverse communities. Similar
to findings of other studies, families face many barriers
in accessing early developmental screening for their
children, such as lack of access to a stable medical
care provider, lack of transportation, limited English
speaking skills, or lack of knowledge about the
availability of such services [15, 16].

In light of these findings, how can we effectively
screen and refer the hardest to reach children living in
urban communities within Los Angeles County who
may need essential early intervention services? One
successful approach utilized in Los Angeles County to
improve identification of children from low-income and
potential high-risk for developmental disabilities was
the 2-1-1 LA Project, which conducted developmental
screenings via phone interviews with families who had
called in for a variety of health and social supports and
services [13]. As the largest information and referral
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agency in the nation, 2-1-1 LA handles over 500,000
calls per year from individuals who are at greatest risk,
yet have the fewest resources. Results from data
analysis of screenings conducted between December
2011 and February 2012 showed that more than half of
the children screened via phone interviews with
families had a moderate to high risk of developmental
delays [13]. Shockingly, more than one-fourth were
identified as being at high risk for development
delay/disability, indicating a need for further diagnostic
evaluation and over twenty-percent of children
screened were at high risk for autism spectrum
disorder [13].

Clearly, these children in Los Angeles County who
were at high-risk for developmental delays would likely
have never been screened and referred without the
innovative approach implemented by the 2-1-1 LA
Project. Reaching families through technology, such as
phone interviews, relies on families to take the first
step; however, most families are not even aware that
their children are at risk, and therefore are not likely to
initiate screenings through this approach. Thus, the
question asked by our researchers was, what other
approaches might be utilized to reach the children in
these hardest to reach communities?

This paper describes a mobile developmental
screening project implemented to reduce the disparities
in how families and their children living in low-income
and diverse urban communities access developmental
screening, and most importantly, early referral and
early intervention [12]. To the best of our knowledge,
the use of a mobile screening van is the first in the
nation. Initial results from the screening project are
reported. Finally, the paper concludes with a discussion
about lessons learned, limitations, and
recommendations for next steps.

METHODS

In order to increase the number of children who
receive early developmental screening and access to
the early intervention services to which they are entitled
under the Individuals with Disabilities Education
Improvement Act, 2004 (IDEA) [26], the Family Focus
Resource Center (FFRC) Director and staff
conceptualized the Mobile Developmental Screening
Outreach Project. As the result of a generous grant of
$50,000 from the CVS Caremark Foundation, the
FFRC acquired a custom designed and equipped van
to conduct mobile outreach in underserved
communities in Los Angeles County [27].

The FFRC is a parent-focused non-profit
organization that is authorized to provide parent
support, information, and referrals to families of
children with developmental delays / disabilities. The
FFRC is partially funded under Part D of IDEA [2004] in
conjunction with state and private grants. The FFRC
operates in partnership with the California State
University, Northridge (CSUN) Michael D. Eisner
College of Education and maintains strong partnerships
with  community agencies empowered with the
responsibility to find and serve children with
developmental needs. In California, the Department of
Health and Human Development via Regional Centers
is the lead agency responsible for child find and early
intervention services for children younger than three
years of age and the California Department of
Education oversees implementation of IDEA for
children from 3 — 21 years of age [26].

Setting

The Mobile Developmental Screening Outreach
Project’s van, painted with bright and cheerful graphics
in both English and Spanish, went into hard to reach
urban communities located in Los Angeles County with
large numbers of low-income and / or culturally,
ethnically, and linguistically diverse families [27]. The
van participated in community events, such as child
and family play days that typically attract a few hundred
to a few thousand families of young children. The van
was strategically placed near activities targeting very
young children and an inviting play area was set-up
consisting of a large grass like rug, an array of age
appropriate toys and activities, and a canopy for shade.

The play area was available to all families and
young children, regardless if they were interested in
completing a developmental screening. Additionally,
there was no limit as to how long children were
welcome to stay and play. This served a two-fold
purpose. First, we wanted families to feel welcome and
free to participate without a sense of obligation to
complete a developmental screener. Second, by not
making the developmental screening a condition for
their children being there, we would be more likely to
attract a random sampling of families, versus families
who were already concerned about their child’s
development.

Adjacent to the play area were two large folding
tables and chairs. One of the tables displayed a variety
of informational materials related to development and
resources available to families in the community. The
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second table served as a place where families could sit
and complete the developmental screener while their
children played nearby under supervision by Early
Childhood Education graduate students from CSUN.
Once the parents completed the screener, they were
invited to review results in the privacy of the
comfortable seating area inside the van with one of the
specially trained early childhood education graduate
students and a supervisor.

Participants

In addition to the FFRC, there were three other
primary partners: the Child Care Resource Center
(CCRC), the North Los Angeles County Regional
Center (NLACRC), and CSUN graduate students from
the Early Childhood Education Master's degree
program (ECEMA).

Child Care Resource Center (CCRC)

The CCRC is a local member of a network of 600
national, state, and county nonprofit agencies affiliated
with Child Care Resource and Referral (CCR&R). As
one of the larger CCR&R’s in the United States, the
CCRC provides programs, projects and services to
35,000 children and families each month and covers a
geographical area of over 22,000 square miles that
includes Los Angeles and San Bernardino Counties.
Several times a year, the CCRC hosts events at a
variety of public locations such as parks, which attract
large numbers of families who have children younger
than 5 years of age. Partnering with an agency such as
CCRC, that has deep roots in the communities we
wanted to reach, allowed the FFRC Mobile
Developmental Screening Van to potentially reach
large numbers of children at these events. Additionally,
the CCRC served an important role in helping to
advertise in advance to families, child care providers,
and preschool programs that the van would be present
at their events and what its purpose was.

North Los Angeles County Regional Center

(NLACRC)

The NLACRC is a non-profit entity funded by the
California Department of Developmental Services. It is
the lead state agency responsible for finding,
assessing, and purchasing services for children under
3 years of age who have, or are at risk for,
developmental disabilities / delays under IDEA, Part C
[26]. The FFRC developed a memorandum of
understanding with the regional center so that families
could be directly referred from the mobile van

diagnosticians to the regional center for further
diagnostic evaluation and referral for early intervention
services when warranted. In accordance with IDEA,
Part B, children over three years of age were referred
to the local school district for assessment and early
intervention services if appropriate.

California State University, Northridge Early
Childhood Education Master’s Degree Students

As part of a grant awarded by the Michael D. Eisner
College of Education to increase partnerships in the
community, faculty from the Department of Educational
Psychology and Counseling, Early Childhood
Education Masters in Arts Option (ECEMA) trained
early childhood education master’s level students to
administer  developmental screenings and to
communicate with families using family-centered,
culturally responsive interactions. Approximately 40%
of ECEMA students were Hispanic and able to speak
fluent Spanish, which proved to be a valuable
contribution to the project as over 60% of the families
involved in the screening project screened were
Hispanic. As part of their required coursework, students
participated in screening events, typically held on
Saturdays, for which they earned course credit.

Family and Child Participants

The primary audience reached by the mobile
developmental screening project was low-income
families from culturally and ethnically diverse
communities, in particular Spanish speaking families
located in urban communities in Los Angeles County
who frequently lack access to a medical home or
appropriate and timely referrals [29]. Demographically
(i.e., ethnicity, education, poverty level), the
communities in which we conducted the screenings
were comparable to Los Angeles County (Table 1).

Instrumentation

The Parents Evaluation of Developmental Status
(PEDS) was selected for the project because it is
recognized as being evidence-based, accurate, easy to
use, and accessible to individuals from multiple
languages with a range of educational levels [30].
Furthermore, the PEDS has been standardized with a
population that represents the demographics of the
U.S., and has a rating of 85% for sensitivity in its ability
to accurately predict risk for developmental challenges
[31]. The PEDS is designed for children from 0 — 8
years of age and consists of 10 questions written at the
4™ — 5™ grade reading level that can be completed by
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Table 1: Participant Community and Los Angeles County Socioeconomic Indicators
Participant’s Community Los Angeles County
Ethnicity
Hispanic 47.6 47.7
White 33.8 27.8
Black / African American 6.8 8.3
Asian 9.0 13.5
Other race alone 2.8 2.0
Two or more races 0.3 0.3
Education
9" grade or less 13.3 13.7
9" to 12" grade (no diploma) 10.5 9.9
High School diploma or equivalent 22.5 20.4
Some college 22.1 19.6
AA Degree 7.6 6.8
Bachelor’s Degree 16.8 19.3
Professional or Graduate Degree 71 10.2
Poverty level for families with children younger than 18 years of age 18.7 19.8

Source: Percent of Ethnicity, Education, and Poverty Level, 2008 — 2012 (American Community Survey); created on Healthy City.org, 12-10-15.

Table 2: Questions Asked on the PEDS Response Form

Developmental PEDS Questions Age of Predictive Concern
Global/Cognitive Do you have any concerns about your child’s learning, development, 0-8 yrs.
and behavior?
Expressive Language/Articulation Do you have any concerns about how your child talks and makes 0-8 yrs.
speech sounds?
Receptive language Do you have any concerns about how your child understands what 18 mos. - 8 yrs.
you say?
Fine Motor Do you have any concerns about how your child uses his or her 6-8 yrs.
hands and fingers to do things?
Gross Motoe Do you have any concerns about how your child uses his or her 3-8 yrs.
arms and legs.
Behavior Do you have any concerns about how your child behaves? *
Social-Emotional Do you have any concerns about how your child gets along with 0-17 mos.
others?
Self-Help Do you have any concerns about how your child is learning to do *
things for himself/herself?
School Do you have any concerns about how your child is learning 6-8 yrs.
preschool or school skills?
Other/Health Please list any other concerns. 0-8 yrs.

*Behavior and self-help are not scored as predictive concerns at any age, although the are considered when interpreting results.
Source: Brothers KB, Glascoe FP, Robershaw NS. PEDS: Developmental milestones: An accurate brief tool for surveillance and screening. Clin Pediatr 2008; 47:

271-9.

parents in about 5 — 10 minutes [31]. The PEDS
questions are open-ended with the first question
eliciting concerns in areas of global / cognitive
functioning and the final question in other areas such

as health issues. The remaining eight questions
(relating to expressive / receptive language, fine / gross
motor, social-emotional, behavioral, self-help and
academic skills) are more specific and prompt parental
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responses of “no”, “yes”, or “a little” in addition to
parents’ verbatim descriptions of the nature of their
concerns. When administered skillfully, the results from
the PEDS are more likely to be coded and scored
accurately, thus leading to appropriate referrals. Of
particular relevance to this project, is that the PEDS
has been normed in a variety of settings including
health care, Head Start, and early childhood care /
education programs making it appropriate for use in
community-based settings. See Table 2 for an example
of questions from the PEDS Response Form.

Procedures

The Mobile Developmental Screening Van
participated in five community events throughout the
Los Angeles County Area over a 6-month period of
time. These events were organized by one of our
partnering Agencies, were typically held on Saturdays
in order to attract families of young children, and lasted
for several hours. The van was stocked with PEDS
protocols, informational materials, and children’s
activity coloring books in both English and Spanish. In
addition to the FFRC staff and CSUN faculty who were
present for the duration of all events, there were a
minimum of four graduate students (English and
Spanish speaking) who were scheduled for three-hour
shifts in which they alternated between facilitating
children’s play near parents, administering the
screening protocol, or discussing the results with
families. The van was positioned near areas that would

Screening Procedures

attract the largest possible numbers of families with
young children and had a large designated area of age
appropriate play materials and activities [27].

As parents approached the van, graduate students
under the supervision of FFRC staff and CSUN faculty
explained to families that we were there to provide free
developmental screenings and invited them to
complete a short questionnaire. Parents were provided
with the PEDS Response Form and given the option of
completing the PEDS independently or via interview by
one of the trained graduate students. If parents were
not interested, then we provided information on
development and community resources. If parents
agreed, then they were led to a private area where they
completed and signed an informed consent form that
included information about the child’s age, gender,
ethnicity, zip code, and prior educational history. The
PEDS Scoring Guide suggests providing parents with
limited reading skills an alternate way of completing the
form without having to identify themselves as not being
able to read [30]. Scoring of the PEDS followed the
procedures outlined in the earlier section of this paper
that describes the PEDS instrument. See Figure 1 for
steps used to conduct the developmental screenings.

RESULTS

During the first phase of the Mobile Developmental
Screening Outreach Project, we participated in five
separate events located in geographically diverse

Step 1: Families and children were invited to engage in play activities in the van play area. We explained what
| we were doing and offered a free developmental screening for their child that would take a few minutes.

parents to complete the PEDS while graduate
students engaged children in play activities
nearby. Parents could complete the PEDS on
their own or a trained graduate student would
\_ask questions in an interview format. Y,

Yes-2 or more pTdictive concerns ,l,

Gtep 4: Graduate students and staff shared \
results with family and explained the next step of
a diagnostic evaluation and provided information
about how to go about this.

For children younger than 3 years we assisted
families in completing and processing the

g ) s
Parents signed the consent and information Yes We shared developmental information and
form and we explained how to complete the <no> | community resources.
\_PEDS. y \_ J
KSteP 2: We provided a private place for ) Step 3: Graduate students reviewed results with

| understood before scoring the PEDS.

parents by asking follow-up questions to make
sure all of their concerns were recorded and

\ J

No- predictive concerns

-
If there were no predictive concerns, we shared
information about development and community

resources.
\. J

\

rstep 5: FFRC staff followed up within 2 weeks
with families who had predictive concerns about

referral application for the regional center.
For children over 3 years we provided contact

\cniames and numbers for their local school
istrict. /

their child and offered further assistance with
navigating the system if desired.

\. J

Figure 1: Flowchart shows the step-by-step process used for screening children.
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urban communities over the period of 6 months.
Through these five events, the van project reached 94
families.

Characteristics of Children Screened

Children screened through the screening project
ranged in age from 4 months to 6 years, and over 60%
of children were between 18 months and 3 years of
age. Though no formal information related to family
income was collected, estimates from U.S. Census
data for the communities represented in the study
indicate that nearly 20% of families with children
younger than 18 years of age live at the federal poverty
level [28]. The number of children identified by parents
as being Black / African American or Asian were
comparable to the children living in the greater Los
Angeles County. However, in stark contrast, the
number of Hispanic children screened (61.7%) was
markedly higher and White children (7.4%) were
comparatively lower (Figure 2).

Administering and Scoring the PEDS

Scoring and interpretation of the PEDS results
followed the procedures outlined in the PEDS Brief
Guide to Scoring and Administration. After ensuring
that parents’ concerns were recorded accurately and
verbatim, staff scored the results using the PEDS
Scoring Form. Items marked as “yes” or “a little” were
scored as either a predictive or non-predictive concern
depending on the age of the child (See Table 2).
Predictive concerns on the PEDS are those items
with a high probability of moderate to high risk for
developmental challenges at a specific age and were

70

coded as predictive on the PEDS Scoring Form. Non-
predictive concerns on the other hand, represent
items with a low probability of risk for the child’s
chronological age, and were scored accordingly;
however, these concerns may need to be monitored
over time [20]. For example, a parent may indicate
concerns about receptive language development (e.g.,
understanding or listening); however, according to the
PEDS this would not be interpreted as being a
predictive concern until 18 months and older. See
Table 2 for age at which an item is identified as a
predictive concern.

According to the scoring algorithm recommended by
the American Academy of Pediatrics, when parents
indicate two or more predictive concerns about their
children’s development, they were referred for further
diagnostic evaluation. Where parents indicate no
predictive concerns, it was viewed as an opportunity to
discuss normative developmental milestones and to
provide parents with materials and information related
to development.

The results from the Mobile Developmental
Screening Outreach Project were categorized into
three groups: parents with no concerns, parents with
non-predictive concerns, and parents with predictive
concerns. Because parents can report both predictive
and non-predictable concerns for their child, there is
overlap in how the results are reported. Of the 94
children screened, 27.6% of parents did not mark any
items as being of concern.

Using the PEDS scoring algorithm as a guide,
graduate students and staff assisted families with the

60

50

40

30

20

H Children Screened
= Community

Percent of Population

10

Los Angeles County

Hispanic White Black  Asian

Race / Ethnicity

Figure 2: Race/Ethnicity of Children Screened.

Other 2or
Race More
Races

Source: Percent of Race / Ethnicity of Participant’'s Screened, Participant's Community, Los Angeles County, 2008 -2012
(American Community Survey, 2008 — 2012); created on Healthy City.org, 12-10-15.
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next steps. Next steps could be as simple as answering
parental questions and providing information about
development or community resources for families who
did not identify predictive concerns, to assisting with
navigating the referral process for families whose
children required further diagnostic evaluation.

Non-Predictive Concerns

Over 57% of parents reported that they had at least
one non-predictive concern about their child's
development, while 29.7% had two or more non-
predictive concerns. Even though Item 6 (Behavior) is
not a predictive concern at any age and ltem 7 (Social
Skills) is not predictive after 5 months of age, both were
the two items parents indicated most frequently as
being of concern (46.8% and 25.5% respectively).
Families of children who had non-predictive concerns
were provided information about development and
referrals to community based supports such as
parenting classes or Early Head Start / Head Start.

Predictive Concerns

Surprisingly, a substantially high number of parents
(54.1%) reported one or more predictive concerns
about their child’s development, with 32.9% identifying
two or more areas of development for which they were
concerned. The two most frequently reported predictive
concerns were ltem 2 — speech / talking (35.1%) and
ltem 3 — language / understanding (15.9%), both of
which are items strongly associated with high risk for
developmental delay / disability. Whenever families
identified two or more predictive areas of concern, the
screening staff would sensitively discuss the next step
of a more in-depth evaluation by a medical
professional.

Of the 94 children screened, 14 (15%) were referred
to a regional center (children younger than 3 years)
and 11 (12%) to the local school district (children over
3 vyears) for further diagnostic evaluation. Staff
informed parents about how and where they could
have their child evaluated at no cost to them. For
children younger than 3 years old, the FFRC staff
discussed the referral process and offered to help
parents complete a regional center referral application
at that moment. A FFRC staff member would
personally submit the completed and signed application
directly to the regional center on the following business
day and follow-up with families about the status of their
referral. For children over 3 years of age, families were
provided contact numbers for the local school district
office responsible for services related to assessing for

developmental delays / disabilities. FFRC staff followed
up with families within two weeks to see if they had
successfully made contact or if they needed any
additional help.

DISCUSSION

The results from the Mobile Developmental
Screening Outreach Project demonstrated that using a
specially outfitted van can be an effective strategy for
reaching the hardest to reach families in diverse and /
or low-income communities. A much higher than
expected percentage of children exhibited at least 1
predictive concern (54%), while 32.9% had 2 or more
concerns, indicating a need for referral for further
diagnostic evaluation. Additionally, 30% of parents
completing the PEDS had two or more non-predictive
concerns, which indicated a need for monitoring or
assessment. Similar to previous studies, our findings
suggest that large numbers of children are not being
screened in spite of the increase in prevalence of
developmental learning challenges and the CDC/AAP
recommendations  for  universal  developmental
surveillance and screening at all well-child visits
[10,11,13]. Although medical professionals and state
lead agencies for child find and intervention are largely
responsible for identifying children early, it is evident
that many children continue to fall through the cracks,
and this is especially true for children from culturally
and ethnically diverse communities [9,14].

LIMITATIONS

Although our sample size was relatively small,
families who participated did so from a place of inquiry
about their child’'s developmental status, not in
response to addressing a parent's already underlying
concerns. Even though there was no randomization of
participants, the relatively high number of children with
moderate to high risk for developmental delay/disability
is comparable to findings from other studies and
warrants further investigation to determine if these
same findings occur when the van is deployed on a
larger scale. Similar to the findings of other screening
initiatives, follow-up with families is a challenge, as
many of the families in diverse and low-income
communities are more transient and often reluctant to
get involved with publicly funded programs [11,13,15].
Future implementation of the project will address this
weakness by increasing the engagement of graduate
students who can follow-up with families over a longer
period of time to understand what happens after the
screening and referral process.
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NEXT STEPS

Next steps for the Mobile Developmental Screening
Outreach Project include identifying strategies to scale
up the scope of the project to reach a larger number of
children across a wider geographical area. Additionally,
we are working toward leveraging existing partnerships
and creating new ones with existing agencies, such as
First 5 Best Start Communities, Resource and Referral
Agencies, and Regional Centers. In order to increase
the number of children screened, it would be beneficial
to reach out to trained family childcare providers.
These trained providers care for over 60% of children
younger than three years of age who spend time
outside of their parents home. Early childhood
educators can play an important role in early
identification because they a) have knowledge of
normative development, b) see children in day to day
natural environments, and c¢) can assist parents in
accessing diagnostic evaluations and services. One of
the benefits of involving graduate students in the
mobile outreach project is that they have the
opportunity to engage in real world application of
knowledge they have acquired in their coursework.
Additionally, as more students become trained, they
will be able to implement developmental screenings in
their own early childhood education settings, thereby
helping to make screening a routine practice, which is
critical if we are to reach larger numbers of children
before they enter kindergarten [32].

We know what to do for young children and we
know how to do it. However public policy is slow in
adapting the knowledge gained from neuroscience to
allocate resources needed. The failure to address the
needs of children who are at high risk has far reaching
implications for children, families, communities, and
society as a whole. Children are likely to experience an
increased need for special education, diminished
developmental outcomes, and increased heath
concerns. Families will bear the burden of caring for
children well into adulthood as a result of long-lasting
developmental consequences. Furthermore,
communities will need to allocate precious resources to
provide supports and services for children throughout
their lifespan. Ultimately, society will be impacted by
both the costs for funding special education and
lifelong support, but also by the loss of income that
might have been earned if individuals were able to
overcome their challenges.

Children of low socioeconomic families are
especially at risk due to the compounded effects of

poverty and lack of access to early identification and
intervention. While we have a long way to go to ensure
that all children have access to developmental
screening, the Mobile Developmental Screening Van,
as part of a larger comprehensive approach involving
multiple community agencies, shows promise as an
effective strategy to reach the families and children
who are the hardest to reach, yet most in need of early
screening, identification, referral, evaluation, and
intervention.
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