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Q. You mentioned programs might be wasting resources when it comes to screening.  
Is there a difference between  evaluation and assessment of children with a  
developmental delay than for children who have a diagnosis? 

CD. One of the things we learned with TRACE is that people confuse assessment and evaluation 
with intervention planning.  In many cases, children are made to go through multidisciplinary 
evaluations for eligibility determination that aren’t necessary.  That multidisciplinary assessment 
could be used for more functional assessment or intervention practices.  Part C doesn’t seem to have 
moved very far in terms of understanding that development tests are not very good tools for 
intervention planning.  Using them for both purposes, we end up making children go through 
processes that are unneeded because no one who does functional intervention would ever use to 
help them plan outcomes for a child.  We need to differentiate between these two procedures.  This 
is what I suggest results in a lot of wasted resources:  If I child is obviously eligible, we should move 
on to the intervention part of the process. 

Q. Providers I work with lament the complexities of conducting referrals for CAPTA 
cases.  They feel that the state’s Department of Health and Human Services could be a 
go-between for these referrals and identify the obvious cases (which they would then 
refer early on) and rule out the others, reducing the extensive amount of time needed 
for evaluations. Do you have any thoughts on how to approach this given the extensive 
amount of time used on evaluation? 

CD. We developed our algorithm long before CAPTA was put into law.  We could insert a step, 
probably as a part of the environmental / at-risk, because a CAPTA child should be considered at-
risk for environmental factors; I believe that abuse or neglect makes those children eligible by the 
federal criteria.  States will have to determine which of those children are truly eligible for 
themselves after determining whether the at-risk status is substantiated enough for eligibility. 
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Q. After a child is screened and sent to evaluation, what should the expected eligibility 
rate be following evaluation? 

CD.  Well, if you’re using incidence data in terms of at-risk, in my experience, it falls around 6%.  
I’ve seen a few studies that go as high as 12%, but they are using criteria we don’t often see.  Most of 
the time, the research I see comes at a rate of around 4-8%.  There are two background papers on 
the TRACE website that talk about different types of eligibility that include national studies of 
incidence for various disabilities and at-risk conditions. 

• Dunst, C.J., Fromewick, J., Lucas, M. (2004). Sources of Information on Risk Registries Useful for 
Child Find. TRACE Milemarkers 1(2). 
http://www.tracecenter.info/milemarkers/milemarkers_vol1_no2.pdf  

• Dunst, C.J. (2004). Sources of Information About Risk Factors and Risk Assessment Practices. 
TRACE Milemarkers 1(6). http://www.tracecenter.info/milemarkers/milemarkers_vol1_no6.pdf 

Q. How are you arriving at 6% for incidence of at-risk? 

CD: Well, that doesn’t count children with substantial abuse or neglect.  You start with operational 
definitions of what constitutes an identified condition, a developmental delay, biological at-risk 
factors.  What that stuff is all identified, you mine your available databases to figure out what the 
percentage would be.  That’s how the incidence figures are put together.  First you need a working 
definition that you can apply to existing data (or collect new data) to determine a percentage for 
incidence. 

CB: It appears that people are using these operational processes for both developmental delay and 
for identified conditions, so that a child might be brought into services for an identified condition, 
only to be assessed as not having a delay later, pushing the child away from services and ignoring 
their actual identified condition. 

CD: That’s correct; we saw this kind of thing often in our work with practitioners at the street-level.  
If they were working with a child with Down Syndrome at 8 months of age, and developing at a 7 
month level, the child would be found ineligible because of “insufficient delay”, despite having an 
identified condition that ought to make them eligible.  This is not so much a problem with how the 
state criteria are written, but how it’s being implemented locally by the tools being used. 

Q. I have been trying to move the staff at our agency away from developmental 
evaluation tools for children who have an established condition or established 
eligibility, but it’s a struggler to move people away from these tools toward a more 
functional approach.  Other than this article, do you have something else I can use to 
convince these staff? 

CD. The president’s committee assessed that eligibility determination is too complex.  I would try to 
convince people that too much of our resources are spent on the determination side and not enough 
resources are spent on the actual intervention side.  It’s overly cumbersome, and states often make 
things more complex.  I don’t know how these things got so out of whack in the last 20 years.  We 
are screening too many children.  The key is for states to find ways to get the already-eligible 
children (like children with a diagnosed condition) into the program and into receiving services 
without bogging them down with needless extra eligibly determinations that service no one, rather 
than using a real intervention planning tool. 
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Q. Has anyone used the DC:0-3R diagnoses for identifying eligible conditions 
(Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and 
Early Childhood: Revised)? 

CD. TRACE ended three years ago, but at the time, I never ran into anyone who used that tool.  
Mental Health was not on many states’ radar screens at the time we were looking at definitions. 

Q. Our state found that we cannot change eligibility criteria because we took ARRA 
dollars.  Is it true if we alter eligibility criteria, we have to give back the ARRA dollars? 

ES.  If a state lead agency changes the eligibility criteria, the public is given a chance to comment on 
the proposed definition and the definition must be submitted to OSEP with the annual state 
application. 

Q: Through the APR process, OSEP’s monitoring seems to emphasize eligibility for Part 
C according to developmental delay. To comply with OSEP's requirements, our state 
has a hierarchical eligibility chart. On this chart, developmental delay is primary, 
followed by established conditions, biological risk and finally, environmental risk. Our 
state does serve "at-risk". We must determine whether the child does or does not have 
a developmental delay, so use a comprehensive multidisciplinary evaluation (CME) 
process to determine eligibility. We would prefer to do this differently, but how do we 
argue with OSEP? 

CD.  If a monitor or someone from OSEP is emphasizing delay over identified conditions, I would say 
someone has to have a talk with them.  I think that would be a gross misinterpretation of eligibility 
criteria.  I don’t know why someone would put an overemphasis on delay, as it is only one path to 
eligibility.  Consider changing the order in which you look at conditions vs. delay.  Delay is often 
prioritized simply because it comes first in the list as a part of the written law; this verbiage in no way 
implies prioritization for delay over conditions.  I would put delay behind identified I don’t think the way 
the law is written places delay at a priority over conditions, it just happens to come first in the verbiage of 
the law.  

Q. What is your opinion of using age-corrected norms when evaluating premature 
babies?  To clarify, these premature babies are not so premature as to qualify as having 
a medical condition that makes them eligible. 

CD. The general rule I would follow is that you err on the side of getting children into services, 
especially before 12 months of age.  Some states age-correct up to 24 months (probably because this 
creates uniformity within the Part H / Part C program).  Unfortunately, we never finished a resource 
synthesis we were working on at TRACE that was attempting to look at which combinations of 
medical risk factors of premature and low-birth-weight infants were most associated with long-term 
developmental problems.  The general consensus among physicians seems to be that it isn’t the 
prematurity itself, but the other risk factors like cranial bleeding that place a child at-risk. 

In a 2006 paper Don Mott and I published for the Journal of Intervention titled Use of Presumptive 
Eligibility for Enrolling Children in Part C Early Intervention, we looked at a program of 180 
children, and there were over 60% that could have been eligible based on presenting identified 
conditions that were made to go through a long determination process this is a small program, but 
the criteria were being applied statewide.  Many of these children didn’t get into services until up to 
six months after their assessment, and that’s a tremendous waste of time that could be spent 
performing intervention for a child in need 

• Journal of Early Intervention, 29(1), 22-31. DOI: 10.1177/105381510602900102 
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Q. If you were in a state and looking at the numbers of children coming in and the 
referral rate, and you saw the percentage being made eligible, and it there was a large 
discrepancy between the two numbers, what would you suggest states do to combat 
this high number of referrals and thus have a large percentage of children who are 
never made eligible? 

CD. There shouldn’t be large numbers of referrals.  There can’t be large numbers in practice 
because the incidence is just not that high.  In our work with the American Academy of Pediatrics, 
we were surprised about how little they know about what exactly makes a child eligible for services; 
they had a number of misconceptions about this.  What that tells me is that there’s not good 
dissemination of the information of what constitutes eligibility to these doctors, or there’s been 
slippage over the years where we didn’t provide clarification that was needed.  We helped the 
academy develop a universal referral form that laid out the categories for eligibility to help combat 
over- or under- referring children to the program.  So, if you find an audience is making large 
numbers of referrals that result in ineligible children, check the lines of communication with the 
referral sources to ensure they are using proper criteria for referral. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

For more information on this document or the Webinar series it was derived from, please visit 
http://www.nectac.org/~calls/2010/earlypartc/earlypartc.asp  
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