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Social-emotional Development in Early Childhood
What Every Policymaker Should Know

Janice L. Cooper | Rachel Masi | Jessica Vick August 2009

The early years of life present a unique opportunity “The infant is embedded in relation ships
to lay the foundation for healthy development. It is
a time of great growth and of vulnerability. Research
on early childhood has underscored the impact of both physical and psychological growth.
the first five years of a child’s life on his/her social-

emotional development. Negative early experiences

can impair children’s mental health and effect their

cognitive, behavioral, social-emotional development.>

with others who provide the nutrition for

//’

The Needs of Young Children

Social-emotional problems among young
children® are common. Prevalence rates of behavioral problems in pediatric
primary care sample of preschool children by age
4 Between 9.5 and 14.2 percent of children between and by gender (N=3,860)
birth and five years old experience social-
emotional problems that negatively impact their

functioning, development and school-readiness.?

4 Approximately 9 percent of children who receive
specialty mental health services in the United
States are younger than 6 years old.*

4 Boys show a greater prevalence of behavior prob-
lems than girls.®

12 15

Some young children have more severe mental
health disorders. Gender
Mental health disorders in young children Boys

Disorder Prevalence

Anxiety Disorders Tto 11% Girls

Simple Phobias Tto11% 12 12

Oppositional Defiant Disorder 1to 26%

. o, Source: Lavigne, J.; Gibbons, R.; Christofel, K. K.; Arend, R.; Rosenbaum, D.; Binns, H. et al. 1996.
d d % ¥

Conduct Disorder 110 5% Prevalence Rates and Correlates of Psychiatric Disorders among Preschool Children. Journal of the

American Academy of Child and Adolescent Psychiatry 35: 204-214.

Attention Deficit/Hyperactivity Disorder 1to7%

* Young children are defined as birth through age 5 for the purpose of this brief unless otherwise noted.
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Family and Environmental Risk Factors

Specific family and environmental factors
can make a child more vulnerable to social,
emotional and behavioral problems.

Neighborhood characteristics and family income
can be risk factors that impact young children’s
social-emotional health and development.

¢ Young children in low-income neighborhoods
are more likely to experience behavioral prob-
lems than children living in moderate or affluent
neighborhoods.”

¢ Young children from households with lower levels
of family income are more likely to experience
behavioral problems that negatively impact their
development.®

Research suggests that up to 50 percent of the
impact of income on children’s development can be
mediated by interventions that target parenting.’

Parents and caregivers play an important role

in supporting children’s healthy development.
Research shows that family risk factors, particularly
maternal risk factors such as substance use, mental
health conditions and domestic violence exposure,
can impact parents’ ability to support children’s
development, and may contribute to behavioral
problems among young children as early as age 3.

4 Young children with these family risks factors
have been found to be two to three times more
likely than children without these family risk
factors to experience problems with aggression
(19% vs. 7%) anxiety and depression (27% vs. 9%)
and hyperactivity (19% vs. 7%)."

Attachment is an important marker for social-
emotional development. Poor attachment, especially
maternal attachment, can negatively impact chil-
dren’s social-emotional health, and development.

4 Almost two-fifths of two-year-olds in early care
and learning settings had insecure attachment
relationships with their mothers. In particular,
research shows that African-American and Latino
young children experience lower levels of secure
attachment than Asian-American and White
children."

Children of parents with mental illness are at a
greater risk for psychosocial problems.

¢ More than two-thirds of adults with mental illness
are parents."”

4 Between 30 and 50 percent of children with
parents who are mentally ill have a psychiatric
diagnosis, compared to 20 percent of children in
the general population.'*

4 Children of parents with a mental illness may also
show higher rates of difficulties with regulating
their emotions, relationship problems and devel-
opmental delays."

Even the mental health problems of non-relative
caregivers affect the quality of children’s early expe-
riences in their care.

4 Adults who work in childcare centers have higher
rates of depression than found in the general popu-
lation.'® Caregivers who report depressive symp-
toms are more likely to be detached, insensitive
and interact less with children in their care than
non-familial caregivers who are not depressed."”



The Role of Foster Care and Child Welfare

Young children in child welfare settings have
greater need and are less likely to receive
services.

Thirty-eight percent of children in foster care

are younger than age 6."® Children, ages two- to
five-years-old, in child welfare (including those
in foster care) have a greater proportion of social,

Children under 6 in foster care, FY 2006
Age

Less than
1 year

0 5,000 10,000 15,000 20,000 25,000 30,000 35,000

emotional, and behavioral problems than children
in the general population, and within child welfare,
compared to older children, young children are less
likely to receive mental health services."

¢ One-third of children ages 2 to 5 in child
welfare need mental health services and related
interventions.?

Percentage of children in foster care by age, FY 2006

Source: Children’s Bureau, Administration on Children, Youth and Families, Administration for Children and Families, U.S. Department of Health and Human Services.
2008. Adoption and Foster Care Analysis and Reporting System. Ithaca, NY: Cornell University, National Data Archive on Child Abuse and Neglect.

Race and Ethnicity Matter

Young children of color are more likely to
experience key risk factors.

Young children of color are more likely to experi-
ence factors that put them at risk for poor social,
emotional, and behavioral development. These chil-
dren are also over-represented in child welfare, and
make up the largest proportion of children expelled
from preschool and in specialty mental health care.

4 Among young children victimized in 2007, 49
percent were children of color (African-American
- 21%, Latino — 22%, Asian-Pacific Islanders — 1%,
Multi-racial - 3% and American Indian/Alaska
Natives — 1%).2!

N C C P National Center for Children in Poverty

4 African-Americans are overrepresented in the
population of maltreated children age 0 to 5
(21% vs. 14% in the general population).*

4 Forty percent of the preschoolers in specialty
mental health services are children of color
(African-American - 24.8% and Latino - 13.6%).%

4 In early care and learning settings, African-
American young children are between three and
five times more likely to be expelled than their
peers.**

¢ African-American children are 8.5 times more
likely to have a parent incarcerated than white
children (overall nearly 25 percent of children
under age 5 had an incarcerated parent).”

Social-emotional Development in Early Childhood



Despite research that supports identification, early
intervention and treatment, many young children
do not receive screening, services, or supports.

Inadequate screening prevents recognition of
social, emotional, and behavioral problems.

4 Less than one percent of young children with
emotional behavioral problems are identified.?

4 Nearly 55 percent of family practitioners and
pediatricians report that they did not use a stan-
dardized tool to screen for developmental delays
during routine well-child visits for two-year
olds.”

4 Nearly two to three times more preschool age
children exhibit symptoms of trauma-related
impairment than are diagnosed.?®

4 Only 11 percent of young children who receive
services and supports under Individuals with
Disabilities Act (IDEA) Part B are 3 to 5 years
old.?? Of those, only one to three percent are
children with emotional disturbance. By age nine,
however, the proportion of children as receiving
services for emotional disturbance increases
significantly (5-15%).%

4 Only four percent of young children receiving
early intervention (EI) services through IDEA
Part C are identified as having social-emotional
problems by EI providers. Yet, parents of up to 25
percent of children receiving EI services reported
that their children were over anxious, hyperactive,
exhibited signs of depression and/or problems
with social interactions.’

4 More than 30 percent of parents of children
receiving EI services report problems managing
their children’s behaviors.*

The Failure of Current Service Delivery and Support Systems

Lack of access to treatment

Studies show that many young children with identi-
fied needs and their parents do not receive services.

4 Between 80 and 97 percent of children ages 3 to
5 with identified behavioral health needs did not
receive services.>

4 Even in structured early learning settings such as
Head Start 80 percent of parents needing mental
health services did not receive them.*

More vulnerable young children in child welfare
face obstacles accessing services.

¢ Children ages birth to five in child welfare are
more likely to have developmental delays than
school-aged children despite higher rates of devel-
opmental delays. **

4 Compared to school-age children, young chil-
dren in child welfare (0-5 years) are less likely
to receive services (35% vs. 13%). Very young
children (0 to 2 years) are the least likely group to
receive developmental services.*

¢ Children ages 6 to 10 years old were four times
more likely to access developmental services than
children birth to two years old.*”



Practice Barriers Due to Medicaid and Other State Policies

The policy and practice environments for Barriers for Parents with Mental Illness
young children often fail to incorporate
evidence from research about effective
strategies.

4 Few state mental health authorities (SMHAs) report
policies that improve systems’ ability to identify
adults with mental illness as parents and provide the
types of supports they need to enhance parenting

Despite research that validates the importance of skills.* Specifically, of SMHAs reporting on adults

screening: with mental illness served in their systems:*
4 forty percent of state Medicaid agencies do not — only 23 percent report that they routinely iden-
permit reimbursement for the use of standardized tify them as parents;

screening tools to identify emotional behavioral

ol . hildren® — only 21 percent report that they formally assess
problems in very young children;

their parenting skills; and

4 only 11 percent of pediatricians and eight percent
of family practitioners report that reimbursement
for developmental screenings during well-child
visits was sufficient. When reimbursement is avail-
able, it rarely covers the cost of screening;* and

- only 23 percent report that they provide
services and supports that also focus on their
parenting skills.

Barriers to Treatment by Medicaid and

4 eighty percent of primary care physicians and 96 Other Policies

percent of pediatricians do not formally screen for

maternal depression, in spite of its proven impact ¢ Thirty-one percent of state Medicaid agencies

on caring for young children.* do not permit reimbursement for some types of

treatment of children at-risk for social-emotional

Even proven programs like Early Periodic Screening delay.
Diagnostic and Treatment (EPSDT) and the Early ¢ Forty-four percent of state Medicaid agencies
Intervention Program for Infants and Toddlers do not permit reimbursement for non-physician
with Disabilities of The Individuals with Disabilities providers with early childhood expertise.”

Education Act (IDEA-Part C) with the core philos-
ophy of timely screenings and treatment for young
children have been inadequate, plagued by meager
resources and weak enforcement. Specifically:

4 Seventy-two percent of state Medicaid agencies
report that they permit reimbursement for treat-
ment of maternal depression only if the mother
is Medicaid eligible, regardless of the child’s

4 fifty-five percent of states recommend or require Medicaid eligibility.*

behavioral health screening tools or compo- 4 Only four states use the Diagnostic Classification
nents in their EPSDT programs, but in only 33 of Mental Health and Development Disorders of
percent of these states were these screening tools Infancy and Early Childhood (DC:0-3R), a clas-
standardized;" sification of mental health and related disorders in

4 only 10 states meet the national benchmark that children birth to age 3, with Medicaid support.”

80 percent of children on Medicaid receive an 4 Only half of state Medicaid agencies permit treat-

annual health screening under EPSDT;** and ment reimbursement without diagnosis for young
4 fewer than 15 percent of state Medicaid agen- children

cies reimburse pediatricians for screening for ¢ Only eight states include at-risk children in the

maternal depression.* definition of eligibility for IDEA Part C.*!

¢ Twenty-seven states have no written policies to
guide referrals for infants and children who are
“at-risk” in terms of social-emotional develop-
ment, but not eligible for Part C.**

N C C P National Center for Children in Poverty Social-emotional Development in Early Childhood



# Fewer than half of the states report funding
specific early childhood related services. See table
below.”

Number of states funding early childhood services
by service type

Service type Number of states

Mental health services 22
Screening 18
Mental health consultation 15
Treatment 21
Family treatment 19
Parent depression 8

Practice barriers are caused by stigma and
lack of knowledge.

¢ Parents of children with social, emotional and
behavioral problems were less likely to discuss
these problems with a health care professional
than parents of children with other developmental
problems (20% vs. 80%).**

— When these parents did report problems to
their health care providers, they were still less
likely to access needed services than parents of
children with other developmental problems
(38% vs. 91%).55

Early childhood problems can impair early
school success.

¢ Young children with multiple risk factors are
more likely to fare poorly in achieving bench-
marks for early school success.””

4 Expulsion rates for young children in preschool
are three times higher than children and youth in
K-12 grade.”®

- Among young children, 4-year-olds’ expulsion
rates were 50 percent greater than for three year
olds.”

- Boys were four times more likely to be expelled
than girls.®

Practice barriers are caused by low provider
confidence and competency.

4 Many primary care physicians report that they
lack the confidence to manage children identified
with developmental delay (29 percent of pediatri-
cians and 54 percent of family practitioners).>

Currently access to services that lead to
positive outcomes for young children are
hampered by multiple factors.

4 Diagnosis-focused eligibility criteria ignore the
research on the strong association between risk
and poor child outcomes.

4 Decision-makers ignore the importance of assessing
children’s development within the context of their
home and early care and learning environments.

¢ Eligibility criteria for assessing developmental
delays currently miss many children at risk for
emotional problems.

4 Trained providers are often unavailable.

¢ There are restrictions on funding services in
diverse service settings, and family focused strate-
gies are lacking.

4 Children with greatest needs may be stigmatized.

# Services lack family, developmentally appropriate
and culturally competent focus.

The Adverse Impact of Unmet Needs on Young Children

Early childhood problems can affect
adolescent behavior and mental health.

Behavioral problems among young children are
often predictive of later conduct problems, anti-
social behaviors, delinquency and serious mental
health problems.*!



Recommendations for Policymakers

Policy action is needed to improve the social-
emotional development and mental health for
young children and their families.

4 Promote quality child care settings that support
social-emotional development and the mental
health of young children. Preschools with access
to mental health consultation have lower expul-
sion rates.®

4 Prevent severe emotional and behavioral
problems among young children by using child
or family risk-factors to determine service/
supports eligibility and access. Begin by
ensuring that young children who are at-risk are
eligible for IDEA-Part C.

4 Address the lack of trained providers in health,
mental health and early care and education
settings.

— Pediatricians and other providers trained in
identification and management of emotional
and behavior problems were more likely to
accurately identify young children with behav-
ioral problems.®

— Brief primary care provider training that
focused on communication skills, family
engagement and child behavior and develop-
ment was associated with reduction in parental
symptoms and increases in child functioning
among Latino and African-American children.®

Training programs focused on the helping
teachers to promote children’s positive social-
emotional competence are associated with chil-
dren’s increased social skills and a reduction in
problem behaviors.®®

4 Require the use of standardized tools when
screening young children and their parents. A
state that required the use of a standardized devel-
opmental tool improved screening rates by over
50 percent.®

N C C P National Center for Children in Poverty

4 Implement the use of the DC-03R as a tool
for reimbursement for screening and services
for Medicaid and other third-party payers.
Communities and states that use developmentally
appropriate diagnostic classification tools like the
DC-03R provide appropriate fiscal supports for
early childhood social-emotional development-
related interventions.®’

4 Support and fund the use of developmentally
appropriate screening and assessment of very
young children. Comprehensive assessments
were associated with significant increases in the
number of young children identified and appro-
priately served.®®

4 Require and fund the consistent and appro-
priate application of effective intervention
strategies for young children and their families.
Use of empirically supported interventions led to
positive social, emotional and behavioral health
outcomes for young children and their families.®

4 Establish and put into practice policies to
identify parents with mental illness who have
young children, and provide parenting supports
and treatment as needed. Screening for parental
depression can help reduce its negative impact on
young children.”

4 Ensure that home visiting programs can address
the needs of children and their families with
social-emotional and behavioral problems. An
effective home visiting program that embeds an
evidence-based intervention for parents with
depression has demonstrated improved outcomes
for children and their parents.”

4 Create mechanisms, including through
Medicaid to support development and reim-
bursement for onsite mental health consulta-
tion in early care and learning settings. Mental
health consultation is associated with significantly
fewer preschool expulsions.”

Social-emotional Development in Early Childhood



Moving Forward

10

An agenda for social-emotional development in
young children requires:

4 access to services based on risk factors;

4 a comprehensive set of screening, assessment and
treatment and support services;

4 use of effective research informed strategies
designed to address the child, his/her family and
their environment;

4 a bold training and human resource develop-
ment initiative that will equip providers for young
children across all settings with the appropriate
knowledge and skills to meet the needs of young
children; and

4 funding flexibility that supports effective family
focused approaches to the delivery of services
and supports.

The principles of strong effective public policies
must support: a public health framework; a devel-
opmentally appropriate focus; family-based strate-
gies; and services and supports in multiple settings
including the home and early care and learning
settings.

Empirically supported strategies exist to address
the social-emotional needs of young children.

The box on page 11 outlines selected strategies from
prevention to treatment.




Instrument/Intervention

Age

Description

Evidence-based prevention strategies

Triple P Parenting Program®

Birth to 12
years

It is multilevel evidence-based parenting and family support strategy,
which helps increase the knowledge, skills and confidence of parents. It is
a multilevel program that aims at preventing severe behavioral, emotional
and developmental problems in children.”?

® level 1: provides parents with information about parenting

® Level 2: primary health care intervention providing guidance to parents
of children with mild behavior difficulties

® Level 3: primary care intervention for parents of children with mild to
moderate behavior difficulties and provides parents with skills training

* Level 4: intensive group or self help parenting program for parents of
children with more severe behavior difficulties

® level 5: advanced behavioral family intervention program for families
where other sources of family distress increase parenting challenges

PATHS Preschool

Promoting alternative thinking
strategies

Birth to 5

years

Evidence-based early recognition and iden

It is school-based preventive interventions for preschool children.”
PATHS:

* enhances children’s social-emotional development, while reducing
aggression and other behavioral problems.

* presents skills concepts through direct instruction, modeling, story-
telling, role playing, writing, signing, drawing, science and math and
other activities that promote school readiness.

* can be adapted to meet the need of individual classrooms.

tification strategies

Ages & Stages SE 6 months to | The questionnaire is completed by a parent/caregiver and scored by a
60 months professional. ASQ-SE is a comprehensive screening tool for children ages
6 months to 60 months to assess a child’s social-emotional development.”®
ITSEA 12 months to | A tool used to assess children in four domains: externalizing, internal-

Devereux Early Childhood
Assessment

Infant Toddler Social- 36 months izing, dis-regulation and competence to identify developmental delays.”
Emotional Assessment
PEC-FAS 4to 7 years | A multidimensional measure that is used to assess psychosocial
H H 77
Preschool Early Childhood functioning.
Functional Assessment Scale
DECA 2 to 5 years | Used fo assess with-in child protective factors. It evaluates the frequency

of positive behaviors exhibited by children. DECA identifies children who
are low on the protective factors, generates classroom profiles of all chil-
dren and screens children who maybe exhibiting behavioral concerns.”®

a. Prevention and intervention strategy

N C C. P National Center for Children in Poverty
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Instrument/Intervention

Age

Description

Evidence-based intervention strategies

Mental Health Consultation®®

Birth to 5
years

An intervention strategy associated with reduction in the likelihood of
children being excluded from child care seftings.”” Encompasses:®&°

® a partnership between a mental health clinician with early childhood
development expertise, parents and child care providers; and

¢ mental health clinician available to consult with child care programs,
staff and parents to provide strategies to foster positive learning,
healthy development and social-emotional well-being.

Head Start- REDI

(Research-based,
Developmentally-informed)
Intervention

Preschool age
children

An intervention designed to be integrated into the existing framework of
Head Start programs. REDI promotes school readiness by targeting social-
emotional skills and language/emergent literacy skills.®'

¢ Provides teachers with brief lessons, “hands on” extension activities and
training in specific instructional strategies to target social-emotional and
cognitive skills.

* Uses Promoting Alternative Thinking Strategies (PATHS) Curriculum to
promote social-emotional skills.

* Focuses on vocabulary, syntax, phonological awareness and print
awareness to promote language/emergent literacy skills.

Incredible Years®

4 to 8 years

A curriculum-based parenting and psychosocial intervention program
designed to promote self competence, reduce, prevent and treat aggres-
sion and conduct related behaviors.?? Focuses on:

® parent and teacher training and child training programs; and

¢ effective prevention intervention with children, parents and teachers in
Head Start.

PCIT

Parent-Child Interaction
Therapy

2 to 12 years®

An evidence-supported treatment for young children with conduct disorder
and other externalizing behaviors. 8 The treatment focuses on improving
parent child interactions and teaches parents how to change parent child
interaction patterns. Parents are taught specific skills to enhance pro-social
skills and reduce negative behaviors.

The treatment focuses on two interactions:

e child directed interactions (CDI) — parents engaging their child in a play
situation

* parent directed interactions (PDI) — more clinical sessions, in which
parents learn to use specific behavior management techniques as they
play with their child.

MDTF-PS

Multi-dimensional Treatment
Foster Care for Preschoolers

3 to 6 year
old children in

foster care

Delivered through a treatment team, the program emphasizes the use of
concrete encouragement for pro-social behavior, consistent, non-abusive limit-
sefting to address disruptive behavior and close supervision of the child.8

* Foster parents receive training and ongoing consultation/support from
programming staff.

e Children receive individual skills training and therapeutic playgroup.

® Birth parents (or other permanent placement resources) receive family
therapy.

a. Prevention and intervention strategy
b. Best practice

c. Adapted for children who experience physical abuse ages 4-12
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