
ead Start, a federal early
education program for
low-income children and
families, was scheduled

to be reauthorized by Congress in
2003 and may still be considered in
2004. First launched in 1965, Head
Start was designed to be a compre-
hensive school readiness program
addressing the emotional, social,
health, nutritional, and educational
needs of low-income preschoolers.
The Early Head Start program,
created in 1995, serves low-income
infants and toddlers (birth to age
three) and pregnant women. Today,
these programs provide, directly or
through referrals, a range of serv-
ices to support families and early
learning. 

This policy brief uses available
information to describe those serv-
ices.1 We present data from Head
Start Program Information Reports
(PIR) from the most recent program
year, 2001–2002, and compare
them, when possible, to national

data on the services low-income
children and families receive. Some
of the main findings are:

■ Head Start children appear more
likely to receive screenings for
medical conditions than low-
income children enrolled in
Medicaid managed care. In 2002,
86 percent of Head Start children
were screened for health and
development, whereas a 1997
study found only 28 percent of
children enrolled in Medicaid
managed care were up-to-date in
required screenings, and an esti-
mated 60 percent received no
screenings.

■ Head Start children tend to be
more up-to-date in their immu-
nizations than other children.
Ninety-three percent of Head
Start children received all immu-
nizations possible, while 72 per-
cent of children 19-35 months
living below the poverty line 
and 79 percent of higher-income
children received the recom-
mended combined series of 
vaccines.

■ Head Start children are more
likely to receive a dental exam
and preventive dental treatment
than other low-income children.
In 2002, 78 percent of children in

Head Start received a dental
exam, while a 2000 General
Accounting Office (GAO) report

indicates just over 20 percent of
two- to five-year-olds below the
poverty level visited the dentist in
the preceding year. 

■ Almost one-quarter of the 7,669
pregnant women enrolled in
Early Head Start had pregnancies
that were identified as medically
“high risk.” Ninety-four percent
of the enrolled pregnant women
received prenatal and postpartum
health care, and 92 percent
received prenatal education and
information on breastfeeding
directly from the program or
through referrals. 

■ Thirteen percent of Head Start
children were diagnosed with a
disability in 2002, and 93 percent
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of those children received special
services.

■ Head Start helps families access 
a variety of support services
through direct provision or
referrals. In 2002, the family
services most often received by
Head Start families were parent
education (32 percent); health
education (27 percent); and adult
education, job training, and
English as a Second Language
(23 percent).

Head Start Program and
Children and Families
Served

The Head Start program serves
preschool children between the
ages of three and five, while Early
Head Start serves pregnant women
and children from birth through
age three. Migrant Head Start
works with children from birth
through age five. 

In 2002, 1,002,891 children and
922,499 families received Head
Start early education and support
services at some point in the pro-
gram year.2 The Head Start child
population is diverse, with 32 per-
cent black or African American, 30
percent Hispanic or Latino, 28 per-
cent white, 3 percent American
Indian or Alaskan Native, 3 percent
bi-racial or multi-racial, 2 percent
Asian, and 1 percent Hawaiian or
other Pacific Islander.3 In addition,
the primary language for 26 percent
of children was a language other
than English. The great majority of
the families participating in Head
Start had family incomes below the
federal poverty level, and the
majority of families included one or
both working parent(s).

The Early Head Start program
served 60,663 children from birth

through age three and 7,669 preg-
nant women over the course of the
2002 program year. 

What Comprehensive
Services Are Provided
Through Head Start?

All Head Start programs must
adhere to the federal Head Start
Program Performance Standards,
which were designed to promote
healthy development for low-
income children through a range of
services involving child health,
parental involvement, and linkages
to support services. The perform-
ance standards are very specific
about what services are required,
including comprehensive health and
developmental screenings, health
care referrals, and follow-up; special
services for children with disabili-
ties; nutritious meals; vision and
hearing tests; immunizations; on-
site family caseworkers; and home
visits. 

These services are either provided
directly through the Head Start
program and personnel or through
linkages and referrals with commu-
nity organizations. Head Start pro-
grams are required to help children
and families access existing services
in the community and supplement
them when there is no alternative.4

To this end, Head Start programs
employ staff who work with other
agencies and programs to coordi-
nate services for children and fami-
lies. About 20 percent of the Head
Start budget is spent on health (3.9
percent), nutrition (4.6 percent),
and social services (11.7 percent).5

Why Comprehensive
Services Matter 
for Poor Children

Research suggests that provision of
health, parent involvement, nutri-

tion, and social support services are
necessary to promote school readi-
ness in poor children. The National
Research Council’s report, From
Neurons to Neighborhoods, con-
cludes that environmental factors
play a crucial role in children’s
development, especially during the
early years.6

Research indicates that poor chil-
dren are at a greater risk for
impaired brain development due to
exposure to risk factors associated
with poverty.7 For example, poor
children are almost twice as likely as
non-poor children to be reported in
fair or poor health, and they experi-
ence increased rates of low birth
weight and infant mortality, growth
stunting, and lead poisoning, all of
which are associated with physical
disabilities, reduced IQ, and grade
repetition.8 As a result, it is impor-
tant to provide low-income chil-
dren and families with additional
services to promote child develop-
ment. A recent review of studies on
health and nutrition services for
low-income children indicates that
children are less likely to receive
physical and dental check-ups and
follow-up care and tend to have a
less nutritional diet compared to
children enrolled in Head Start,
where these comprehensive services
are a requirement of the program.9

Health Services

Medical Screenings and
Services

Head Start children appear more
likely to receive health and develop-
ment screening than other poor
children. Head Start Program
Performance Standards require that
children enrolled in the program be
screened for developmental, sen-
sory, and behavioral concerns
within 45 calendar days of entering



Head Start Series, Brief No. 4 3

the program.10 In 2002, 86 per-
cent11 of Head Start children were
screened for medical conditions,
and almost one-quarter (24 percent)
of screened children were diag-
nosed as needing treatment.

Medicaid provides health coverage
for low-income children, including
screenings, through a program
called Early and Periodic Screen-
ing, Diagnostic, and Treatment
(EPSDT).12 A 1997 study by the
U.S. Department of Health and
Human Services’ Office of
Inspector General estimated that
just 28 percent of children enrolled
in Medicaid managed care13

received all required EPSDT
screenings, while 60 percent
received no screenings at all.14

Head Start programs are also
required to follow up with families
to assure they secure further diag-
nosis and treatment for Head Start
children, track all the health serv-
ices Head Start children receive,
and individualize how programs
and staff respond to children’s
health and developmental needs.15

Of the children diagnosed as need-
ing treatment in 2002, 89 percent
received treatment for a variety of
conditions, including asthma, ane-
mia, and hearing difficulties (see
Figure 1).

When looking at the Early Head
Start data independently, 81 per-
cent of Early Head Start children
received a medical screening, and
23 percent of those children were
diagnosed as needing treatment.
Ninety-three percent of Early Head
Start children diagnosed as needing
treatment received it. Early Head
Start children were more likely to
receive treatment for asthma than
Head Start preschool-age children

—33 percent and 25 percent,
respectively. 

Head Start children appear to be
more up-to-date in their immuniza-
tions than other children. Accord-
ing to the National Immunization
Survey, in 2002, 72 percent of chil-
dren 19-35 months living below the
poverty line and 79 percent of
higher income children had
received the recommended com-
bined series of vaccines.16 In 2002,
93 percent of Head Start children
received all immunizations possible. 

Services for Pregnant Women

As part of the Early Head Start pro-
gram, pregnant women may enroll
and receive health and support serv-
ices. Early prenatal care is particu-
larly important for low-income
women, who may be more likely to
have a high-risk pregnancy due to
worse health or lack of preventive
health care before pregnancy.17

In 2002, 7,669 pregnant women
enrolled in Early Head Start, and
nearly one-quarter of those women
had pregnancies that were
identified as medically “high risk”
(see Figure 2). These women
receive services, including prenatal
and postpartum health care and
prenatal education, directly from
the program or through referrals. 

One way pregnant women enrolled
in Early Head Start receive these
services is through coordination
with the federal Women, Infants
and Children (WIC) Program.
Nearly 70 percent of Early Head
Start families were enrolled in the
WIC Program, which provides
nutritious food to supplement diets,
information on healthy eating and
breastfeeding, and referrals to
health care to pregnant women and
women with children under the age
of five. 

FIGURE 1

Medical Screenings, Treatment, and Services for Head Start
Children, Program Year 2002

Percentage of Head Start children receiving 86% (866,005)

medical screening

Percent diagnosed as needing treatment, of those screened 24% 

Head Start children receiving follow-up services, 89% (185,013)
of those needing treatment:*

Asthma 26%

Anemia 17%

Hearing difficulties 11%

Overweight 21%

Vision problems 14%

* Note: The PIR survey only gathers data on the specific services listed in this
chart. There is an ‘Other’ category that accounts for 24% of the children
receiving services, but there is no information on what services could be
included in this category.

Source: 2002 Head Start PIR data.
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Dental Exams and 
Preventative Care

Low-income children suffer from
poor dental health; tooth decay is
most prevalent among poor chil-
dren.18 According to the 2000
GAO report, just over 20 percent
of all children ages two to five and
below the poverty line visited the
dentist in the preceding year. In
2002, 78 percent of children in
Head Start received a dental exam
(see Figure 3). Seventy-six percent
of the 223,455 children that were
diagnosed as needing treatment
received it. In 1999, 19 percent of
all children eligible for dental serv-
ices under EPSDT received a pre-
ventive dental service,19 while 60
percent of Head Start children
received preventative dental treat-
ment in 2002. 

Mental Health Services

The U.S. Surgeon General notes
that 1 in 10 children under 18 suf-
fers from mental health issues
significant enough to cause some
level of impairment; however, fewer
than 20 percent of these children
receive treatment in any given
year.20 Head Start and other early
childhood services provide an
important opportunity to provide
access to mental health services.
Preschoolers make up about 30 
percent of the current population 
of young people receiving mental
health care, at an estimated average
per child cost that is much less than
the cost for mental health treat-
ment when these children become 
adolescents.21

In 2002, for 13 percent of all Head
Start children, a mental health 
professional consulted with the
program staff about the child’s
behavior, and, for 35 percent of
those children, the mental health

FIGURE 2

Pregnant Women Enrolled in Early Head Start, 
Program Year 2002

Enrollment of Pregnant Women in Early Head Start 7,669

Pregnant women enrolled by 1st or 2nd trimester 72%

Percent of pregnant women enrolled under the age of 18 23%

Pregnant women whose pregnancies were identified 

as medically “high risk” 24%

Health Services for Pregnant Women

Prenatal and postpartum health care 94%

Prenatal education and fetal development 92%

Information on benefits of breastfeeding 92%

Mental health interventions 28%

Source: 2002 Head Start PIR data.

FIGURE 3

Percentage of Children Who Had a Dental Exam Within
the Preceding Year (Head Start Children vs. Low-Income
Children Overall)

0%

20%

40%

60%

80%

100%

Children ages 2–5 at or 
below the poverty line

Head Start preschool- 
age children

78%

21%

Source: 2002 Head Start PIR data. Comparison data from 1996 Medical
Expenditures Panel Survey (MEPS), Agency for Healthcare Research and Quality
(AHRQ), reported in General Accounting Office. (2000). Dental Disease is a
Chronic Health Problem Among Low-Income Populations. Washington, DC:
Author.
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professional provided three or more
consultations with program staff
during the operating period (see
Figure 4). In 2002, 2 percent of
Head Start children were referred
for mental health services outside of
the program, and 74 percent of
those children received services
during the program year. 

Services for Children 
with Disabilities

The Head Start Act requires that at
least 10 percent of the total number
of enrollment opportunities be
available to children with disabili-
ties. In 2002, 13 percent of Head
Start children were diagnosed as
having a disability—118,737 pre-
school children in the Head Start
program and 7,818 infants and tod-
dlers in the Early Head Start pro-
gram. Ninety-three percent of the
children who were diagnosed
received special services. 

Head Start works in partnership
with the Individuals with Disabil-
ities Education Act (IDEA) pro-
grams in each state to serve
children with disabilities. IDEA has
two programs serving young chil-
dren with disabilities, the IDEA
Part C Early Intervention Program
for Infants and Toddlers and the
IDEA Section 619 Program for
Preschoolers. Most of the children
who received Part C supports were
served in their homes or in a child
care setting, and half of the children
participating in IDEA Section 619
received services in inclusive set-
tings appropriate for any child of
the same age, including public
school, child care, and Head Start.22

Head Start children with disabilities
may either receive all of their spe-
cialized services at the Head Start
program from Head Start person-
nel or in collaboration with other

providers in the community. Of the
Head Start and Early Head Start
children with disabilities, 92 per-
cent had an individualized educa-
tion plan (IEP) or an individualized
family services plan (IFSP), which
are the service agreements worked
out between schools and families

specifying goals and necessary serv-
ices for children with disabilities.
The most common service provided
to preschool children was for
speech or language impairment,
and the second most common was
for non-categorical/developmental
delays (see Figure 5).

FIGURE 4

Mental Health Services Provided to Head Start Children,
Program Year 2002

Percentage of 

Head Start Children

Consulted with program staff about child's 

behavior and or mental health 13%

Provided an individual mental health assessment 7%

Consulted the parent(s)/guardian(s) about their 

child's behavior and/or mental health 5%

Facilitated a referral for mental health services 3%

Source: 2002 Head Start PIR data.

FIGURE 5

Head Start Disability Determination and Special Services,
Program Year 2002

Children determined to have a disability 126,555

Percentage with a disability out of all Head Start children 13%

Children who received special services, of those determined 

to have a disability 93%

Services provided, by most significant disability, for which 

preschool children received services:

Speech or language impairments 64%

Non-categorical/developmental delay 20%

Multiple disabilities, including deaf-blind 4%

Health impairment 3%

Emotional/behavioral disorder 3%

Learning disabilities 2%

Other 4%

Source: 2002 Head Start PIR data.
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In Early Head Start, 7,818 infants
and toddlers were diagnosed as
needing treatment for a disability,
and 82 percent of those children
received it. Those 6,391 Early
Head Start children received special
services through coordination with
Part C of IDEA.

Family Services and
Parental Involvement

In addition to working to improve
child development, the Head Start
program focuses on the well-being
of families. The vast majority of
Head Start children are in families
at or below the federal poverty level
or receiving welfare assistance; most
families have one or both parents
working. Most families do not
include a parent with more than a
high school education. Also, low-
income women are about twice as
likely to suffer from depression as
higher income women.23 Research
indicates that the brain develop-
ment of poor children is at a greater
risk due in part to these types of
environmental factors.24 Given
these increased risk factors, it is
important to provide low-income
families with additional support
services to support their parental
role. 

Head Start programs coordinate
with other agencies to support par-
ents in identifying and accomplish-
ing their goals. Staff work with
parents to develop family partner-
ship agreements that identify goals,
responsibilities, and timetables and
strategies for achieving these
goals.25 Head Start programs help
families access necessary support
services, either directly or through
referrals to community resources.
In 2002, the services most often
received by Head Start families

included parent education; health
education; and adult education, job
training, and English as a Second
Language training (see Figure 6).

In addition, Head Start also seeks to
involve parents in the operation of
the program through either volun-
teer or employment opportunities.
In 2002, 65 percent of the volun-
teers and 27 percent of staff were
current or former Head Start par-
ents. Head Start Performance
Standards require programs to
involve parents in program deci-
sion-making and governance, to
stay open to parents at any time
during operation, and to involve
parents in the development of pro-
gram curricula. 

Conclusion 

The Head Start program was
designed to provide or link children
and families to necessary support

services as an essential component
of promoting early learning. The
Head Start Performance Standards
require programs to pay attention
to a specific set of comprehensive
services based on family needs and
to assign staff to coordinate and/or
provide these supports. Research
indicates the importance of early
childhood brain development and
the necessity of eliminating the risk
factors associated with poverty that
may impair brain development.
Consequently, it is important that
programs promoting early learning
for low-income children are
grounded in a comprehensive
approach that addresses health,
family, and education issues. In
addition, comprehensive services
should remain an essential part of
Head Start—and any reauthoriza-
tion proposal should be judged, in
part, on its effects on the provision
of comprehensive services.
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Family Services Most Often Received by Head Start Families,
Program Year 2002

Note: ESL = English as a Second Language.
Source: 2002 Head Start PIR data.
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