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BIOGRAPHICAL SKETCH
NAME:

Abbey Alkon

eRA COMMONS USER NAME (credential, e.g., agency logic): aalkon
POSITION TITLE: Professor
EDUCATION/ TRAINING:
INSTITUTION AND LOCATION
University of Rochester; Rochester, NY
Columbia University; NYC, NY
University of California, Berkeley; Berkeley, CA

BA/BSN

Completion
Date
May 1977

Psychology/Nursing

MPH/MSN

Dec. 1981

Public Health/Nursing

PhD

Dec. 1995

Epidemiology

DEGREE

FIELD OF STUDY

A. Personal Statement
I am a Professor in the Department of Family Health Care Nursing at the UCSF School of Nursing. As a
certified Pediatric Nurse Practitioner and epidemiologist, I also serve as the Director of the UCSF California
Childcare Health Program and as an Investigator at the UC Berkeley Center for Environmental Research and
Children’s Health (CERCH). My research goals are to understand how the interaction between biology and the
environment affect children’s health and development. My research program is community-based and focuses
on low-income, underserved populations of children with multi-level and comprehensive measures of
physiology, environments, and health. My research includes instrument development and several studies on
interventions on the health and safety of child care environments. Presently, I am working on two
environmental health studies on reducing exposures to pesticides using integrated pest management in family
child care homes and licensed child care centers. The preliminary results on the effects of an integrated pest
management (IPM) nurse-led intervention in 44 child care centers in three counties in California showed the
intervention improved the child care staff knowledge of IPM, reduced the number of pests present and
improved their IPM practices.
I also completed a psychometric study on the new Health and Safety Checklist for Early Care and
Education based on the third edition of Caring for our Children: National Health and Safety Performance
Standards for Out-Of-Home Care (CFOC). In general, I have held many administrative positions and led
complex research projects with multi-disciplinary teams. I am a national expert on health and safety in
early care and education programs and served as a technical expert on the development of CFOC, 2nd
and 3rd Editions, methodology expert on the development of Stepping Stones, Third Edition, and advisor to
the Head Start National Center on Health. I am the nurse liaison to the American Academy of Pediatrics
Council on Early Childhood.
For this project, I will be responsible for all aspects of the study. I will convene regular meetings with coinvestigators and staff. I will be responsible to train the child care health consultants and complete the
inter-rater reliability with each of them as the gold standard. I will oversee the development of the BASICS
Health and Safety Checklist, training of the child care health consultants in California and Pennsylvania,
recruitment of child care programs, and data collection. I will also oversee the qualitative and
psychometrics analyses which will inform the team’s decisions on the items on the final BASICS Health
and Safety Checklist.
B. Positions and Honors
Positions and Employment
1977-1979
Staff Nurse; Boston Visiting Nurse Association; Boston, MA
1981-1985
Administrative Nurse/ Pediatric Nurse Practitioner (PNP); University of California, San
Francisco (UCSF) Ambulatory Care Center; SF, CA
1985-1986
Administrative Assistant; Brigham and Women's Hospital; Boston, MA
1986-1989
Assistant Clinical Professor; UCSF School of Nursing; SF, CA.
1989-1994
Project Coordinator and PNP; UCSF Department of Pediatrics; SF, CA.
1996-1997
Research Epidemiologist; Post-Doctoral Fellow, MacArthur Foundation Network on
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1998-2006
1998-present
2001-present
2005-present

Development and Psychopathology, UC Berkeley School of Public Health
Co-Director, Boyce/ Alkon Psychobiology Lab, UC Berkeley Harold E. Jones Child Study Center
Professor, UCSF School of Nursing, Department of Family Health Care Nursing
Director, California Childcare Health Program
Investigator, Center for Environmental Research and Children’s Health, UC Berkeley

Other Experience and Professional Memberships
1981-present Pediatric Nurse Practitioner Certification N0810050
1981-present California Registered Nurse License N328517
1996-present National Association of Pediatric Nurse Practitioners (NAPNAP), Child Care Special Interest
Group, Chair (2012-2014)
1998-present American Public Health Association, Maternal Child Health Section, Child Care Committee,
Chair (2015+)
2010-present American Academy of Pediatrics, Council on Early Childhood, NAPNAP liaison
Honors
2001
2009
2009, 2013
2009
2010
2013
2014

Teacher of the Year Award, UCSF School of Nursing Master of Science Program
Henry K. Silver Memorial Award, National Association of Pediatric Nurse Practitioners
Fulbright Specialist, Fulbright Association, Norway and Switzerland
Susan Aronson Child Care Advocacy Award, American Academy of Pediatrics
Fellow, American Academy of Nursing
IPM Innovators Award, California Department of Pesticide Regulation
UCSF School of Nursing, Overall Teaching Excellence Award

C. Contributions to Science
1. Child Care Health and Safety. I conducted three evaluation studies of child care health consultation to
evaluate the effect of providing trained nurses as health consultants on the health and safety in child care
programs. These studies provided the groundwork for this proposal: 1) Integrated Pest Management (200911), 2) Child Care Wellness Study: Promoting nutrition and physical activity in child care centers (2007-10),
and 3) Child Care Health Linkages Project (2001-06). These studies targeted specific aspects of child care
health and used objective health and safety checklists to assess baseline and follow-up (post-intervention)
conditions of the child care center environment. Our findings showed the strengths and weaknesses in centers’
ability to meet national health and safety standards related to healthy habits (e.g. physical activity, eating
healthy food, drinking water, healthy sleep hygiene, and handwashing).
a. Ward, T., Gay, C., Anders, T.F., Alkon, A., Lee, K.A. (2008). Sleep and napping patterns in 3-to 5-year
old children attending full-day childcare centers. Journal of Pediatric Psychology. 33(6), 666-672.
b. Alkon, A., To, K., Mackie, J.F., Wolff, M., Bernzweig, J. Health and safety needs in early care and
education programs: What do directors, child health records, and national standards tell us? (2010). Public
Health Nursing. 27(1), 3-16.
c. Kalmar, E., Ivey, S., Bradman, A., Leonard, V., Alkon A. (2014). Implementing an integrated pest
management (IPM) program in child care centers: A qualitative study. Early Childhood Research Quarterly.
29, 245-254.
2. Instrument Development. In 2012-2014, I expanded my methodological work on assessing the child care
environment using the new national performance health and safety standards to develop an objective Health
and Safety Checklist for Early Care and Education Programs. I worked with a national advisory committee,
conducted a national survey online, and pilot tested the new Checklist in three states. The pilot study was
completed with nurse child care health consultants in California, North Carolina, and Arizona. I also developed
a new research instrument, the Integrated Pest Management (IPM) Checklist for Child Care Centers, to
objectively assess pest management practices and policies in child care centers.
a. Alkon, A., To, K., Wolff, M., Mackie, J., Bernzweig, J. (2008). Assessing health and safety in early care
and education programs: Development of the CCHP Health and Safety Checklist. Journal of Pediatric
Health Care. 22(6), 368-377.
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b. Alkon, A., Kalmar, E., Leonard, V., Flint, M.L., Kuo, D., Davidson, N., Bradman A. (2013). Development
and Evaluation of an Integrated Pest Management Toolkit for Child Care Providers, Early Childhood
Research and Practice (ECRP). 14(2), http://ecrp.illinois.edu/v14n2/alkon.html
c. Alkon, A., Rose, R., Wolff, M., Kotch, J.B., Aronson, S.S. (2015) Health and safety checklist for early
care and education programs to assess key National health and safety standards. Maternal and Child
Health Journal, 19(8). DOI 10.1007/s10995-015-1809-8
3. ANS Protocol Development and Developmental Changes. Over the years, I developed and modified
standardized challenges and resting measures to assess the autonomic nervous system (ANS) as a measure
of children’s individual biologic sensitivity to their environments. Dr. W. Thomas Boyce and I developed the first
ANS protocol for preschool-age children and since then I developed ANS protocols for infants, modified the
preschool-age protocols, and developed protocols for adolescents. We validated the first protocol (2003) and
then showed the stability of the resting and reactivity measures from 6 to 12 months (2006). Reactivity is a
child’s change in ANS responses from a challenging condition to a resting state. When we used fixed effect
models of ANS measures under resting conditions and reactivity, we found ANS resting measures to be
moderately stable from 6 months to 5 years of age but ANS reactivity measures were not stable (2011). This
was the first cohort study to publish findings on ANS responses on the same children over time. Lastly, we
analyzed the differences in ANS responses under challenge conditions and control conditions matched by
activity or attention (2011). We found the some challenges require a similar control condition to control for
attention or motor activity. These ANS protocols have been used in numerous studies in the U.S. (Dr. Yates,
UC, Riverside; Dr. Bush, UCSF; Dr. Quas, UC, Irvine; Dr. Bosquet, Harvard) and Europe (Dr. Roder in
Germany, Dr. Wichstrom in Norway).
a. Alkon, A., Goldstein, L.H., Smider, N., Essex, M., Kupfer, D., Boyce, W.T. (2003). Developmental and
contextual influences on autonomic reactivity in young children. Developmental Psychobiology, 42, 64-78.
b. Alkon, A., Lippert, S., Vujan, N., Boyce, W.T., Eskenazi, B. (2006). The ontogeny of autonomic
measures in 6- and 12-month old infants. Developmental Psychobiology. 48, 197-208.
c. Alkon, A., Davis, N.V., Boyce, W.T., Eskenazi, B. Developmental Changes in Autonomic Nervous
System Resting and Reactivity Measures in Latino Children from Six to Sixty Months of Age. (2011).
Journal of Developmental and Behavioral Pediatrics. 32, 668-677.
d. Bush, N., Alkon, A., Obradovic, J., Stamperdahl, J., Boyce, W.T. Differentiating challenge reactivity from
psychomotor activity in studies of children’s psychophysiology: Considerations for theory and
measurement. (2011). Journal of Experimental Child Psychology. 110, 62-79. PMCID: PMC4160114.
4. ANS Modifies Relations between Stress and Health. I was a project coordinator and co-author on the first
article on the interaction between children’s ANS reactivity and stressful experiences in child care in predicting
the incidence of respiratory illnesses (Boyce, PI). We found that among highly reactive children, the incidence
of respiratory illness was greatest in children exposed to high amounts of stress at child care (1995). Similar
relations between stress, reactivity and health were found in other studies. In a cohort study of mostly white 7to 8-year old children in Wisconsin, children with low father involvement during infancy and high ANS reactivity
at 7 years of age had more mental health problems at age 9 than other children (2006). A study of AfricanAmerican children with sickle cell disease showed that ANS profiles (i.e. combined PNS and SNS reactivity)
moderated the relationship between family stress and behavior problems and injuries (2010). Lastly, in a
cohort study of Latino children, those children whose mothers experienced chronic depression in the first few
years of life and had dampened autonomic nervous system reactivity at 5 years of age had more externalizing
behavior problems at 7 years of age than the children whose mothers had no depression (In press).
a. Boyce, W.T., Chesney, M., Alkon, A., Tschann, J., Adams, S., Chesterman, B., Cohen, F., Kaiser, P.,
Folkman, S., Wara, D. (1995). Psychobiologic reactivity to stress and childhood respiratory illnesses:
Results of two prospective studies. J Psychosomatic Medicine. 57, 411-422.
b. Boyce, W.T., Essex, M.J., Alkon, A., Klein, M.H., Kalin, N.H., Kupfer, D.J. (2006). Father involvement
moderates stress reactivity on behavioral symptoms in middle childhood. Child Development. 45(12), 15101520.
c. Treadwell, M., Alkon, A., Quirolo, K.C., Boyce W.T. (2010). Stress reactivity as a moderator of family
stress, physical and mental health, and functional impairment for children with sickle cell disease. Journal
of Developmental and Behavioral Pediatrics. 31, 491-497.
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d. Waters, S., Boyce, W.T., Eskenazi, B., Alkon, A. (2015). The impact of maternal depression and
overcrowded housing on associations between autonomic nervous system reactivity and externalizing
behavior problems in vulnerable Latino children. Psychophysiology, In Press.
5. Environmental Exposures and ANS. In a NIEHS-funded cohort study of primarily Latino farmworker
families, I studied the relations of prenatal adversities and young children’s development of ANS reactivity and
the directional relations between ANS and BMI. Mothers who experienced multiple socioeconomic adversities
during pregnancy had children who showed dampening of their sympathetic nervous system reactivity (i.e.
psychobiologic responses to challenges compared to resting conditions) from 6 months to 5 years of age
compared to children whose mothers experienced 0-1 adversities (2014). In addition, we assessed the
temporal relationship of ANS reactivity and body mass index (BMI) using structural equation models. We found
no cross-sectional relationship between ANS reactivity and BMI, but longitudinally, children with high BMI at 2
or 3.5 years or those with large increases in BMI from 2 to 3.5 years had decreased SNS reactivity at 5 years
of age (2014). Thus, children with high BMI developed a dampened SNS response to challenges; ANS
reactivity did not predict later BMI. This is one of two published articles to show the direction of the relationship
between BMI and ANS.
a. Alkon, A., Boyce, W.T., Tran, L., Harley, K., Eskenazi, B. (2014). Prenatal adversities predict Latino
children’s autonomic nervous system reactivity trajectories from 6 to 60 months of age. PLoS ONE. 9(1),
e86283. PMCID: 3897676
b. Alkon, A., Harley, K.G., Tambellini, K., Boyce, W.T., Eskenazi, B. (2014). Latino children's body mass
index at 2 – 3.5 years predicts autonomic nervous system activity at 5 years. Childhood Obesity. 10(3), 111. PMCID: PMC4038992
For a complete list of my publications in My Profiles, see http://profiles.ucsf.edu/abbey.alkon
D. Research Support
Ongoing Research Support
1RO1DA035300
9/1/14 – 1/31/19
NICHD Deardorff (PI)
Early Adversity Shapes Adolescent Risk Behavior Trajectories in Mexican Americans
The goal of this project is to follow the Center for the Health Assessment of Mothers and Children of Salinas
(CHAMACOS) cohort for 5 more years from age 14-19 years of age to understand how their autonomic
nervous system responsivity during adolescence may contribute to their sensitivity to environmental adversities
and lead to risky sexual and health behaviors. This project is a continuation of the UC, Berkeley’s Center on
Environmental Research and Children’s Health (CERCH) cohort study to assess the relationship between
pesticide exposure and the health and autonomic regulation of Latino, farmworker children in California. In this
study, I will determine the relations between early adversity, biologic sensitivity, as measured using ANS during
resting and challenge conditions at age 14, and later physical and mental health problems.
Role: Co-investigator
R01 HL116511
NIH/ NIHLBI Bush (PI)
8/1/13-6/30/17
Preventing Intergenerational Transmission of Obesity and Cardiometabolic Risk
This cohort study will evaluate intervention effects and individual-level variation in prenatal stress and weight
gain, in newborn and child anthropometric, physiologic and metabolic response that are early drivers of cardiovascular risk. The participants were enrolled in a stress reduction and eating awareness intervention for
overweight pregnant women designed to reduce maternal stress and excessive gestational weight/ adiposity
gain. The proposed research will expand the existing randomized control trial of this prenatal intervention to
reduce maternal stress and excessive weight gain during gestation to examine the effects of intrauterine
exposures on subsequent child cardiometabolic risk factors (i.e. adiposity, insulin sensitivity, autonomic and
HPA axis dysregulation) and their developmental trajectories. We will evaluate the effects of the intervention,
as well as the effects of individual-level variation in prenatal stress and weight gain, on newborn and child
outcomes.
Role: Co-investigator
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14-PML-GOO2 Alkon (PI)
9/1/14 - 3/31/17
California Department of Pesticide Regulation
Developing an IPM Program to Reduce the Exposure to Pesticides for Young Children in Family Child Care
Homes in California
The overall goal of this 3-year project is to reduce the exposure of pesticides for young children attending
licensed family child care homes by developing an IPM Toolkit and intervention for family child care home
providers. We conducted a qualitative, focus group study to determine the needs of the family child care
providers in three regions of California and identify their pest management, knowledge and practices and
pesticide use. Now we are developing an IPM Toolkit for Family Child Care Homes in English and Spanish.
During the second and third years, we will conduct a pilot study and then a 6-month quasi-experimental study
to determine the effectiveness of the integrated pest management intervention conducted by nurse child care
health consultants in 21 family child care homes to assess the changes in the environment, policies and
practices.
Role: PI
Completed Research Support
California Department of Pesticide Regulation
Alkon (PI)
7/1/12-6/30/15
Evaluation of IPM Intervention in 45 Child Care Centers in Three Counties
An evaluation of a nurse child care health consultation-led integrated pest management (IPM) intervention in
45 child care centers in three CA counties was conducted. The intervention included educational workshops,
dissemination of the UCSF California Childcare Health Program’s Integrated Pest Management (IPM) Toolkit
for Early Care and Education Programs, an IPM toolbox of equipment, and monthly consultation on IPM
practices and policies specific to each center’s needs. The evaluation measures included a workshop
knowledge survey, director interview and IPM Checklist assessments by a trained research assistant before
and after the intervention. Preliminary findings show that there was significant knowledge change after the IPM
workshops, center improvements in IPM policies and practices, and a decrease in number of pests present.
This was a collaborative project with colleagues at UC Berkeley’s Center for Children’s Environmental
Research and Children’s Health (CERCH) and UC, Davis IPM Statewide program.
Role: PI
UCSF School of Nursing Intramural Research Award
Alkon (PI)
7/1/12-6/30/13
Development of a National Health and Safety Checklist for Early Care and Education Programs
This project developed a new Checklist based on the key standards in the 3rd Edition of Caring for Our
Children: National Health and Safety Performance Standards. We worked with a national advisory committee
of child care health and safety experts to identify the key standards to include in the Checklist. Then, we
solicited a national group of child care health consultants working in child care to participate in a survey on the
key national health and safety standards to include in the Checklist using the Delphi process. The survey
helped us prioritize key standards to include in the objective, observational Checklist, identify standards
amenable to change with child care health consultation interventions, and standards which put children and
staff at risk of health and safety problems. The final set of standards was compiled into a 112-item Health and
Safety Checklist for Early Care and Education Programs. The Checklist is presently being used by child care
health consultants in Iowa and Arizona and one county in California.
Role: PI
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NAME: Beth A. DelConte, MD, FAAP
eRA COMMONS USER NAME (credential, e.g., agency login): peddrbeth@gmail.com
POSITION TITLE: Pediatric Advisor, Pennsylvania Chapter, American Academy of Pediatrics,
Early Childhood Education Linkage System (ECELS)
EDUCATION/TRAINING (Begin with baccalaureate or other initial professional education, such
as nursing, include postdoctoral training and residency training if applicable. Add/delete rows as
necessary.)

INSTITUTION AND LOCATION

DEGREE Completion
Date
FIELD OF STUDY
(if
applicable) MM/YYYY

University of Pittsburgh

BS

05/1980

Biology

University of Pittsburgh

MD

06/1984

Medical doctor

06/1987

Pediatric Residency

Children’s Hospital of Pittsburgh
A. Personal Statement:

As a Pediatric Advisor to the Pennsylvania Chapter of the American Academy of Pediatrics
(AAP), Early Childhood Education Linkage System (ECELS) over the last 11 years, I have
worked to improve the quality of health and safety within a variety of early childhood systems.
Linking quality improvement efforts of government, early childhood educators, health
professionals, and other organizations has prepared me for this role. I am state-certified to
provide professional development to child care providers and oversee Child Care Health
Consultants (CCHCs) and other health professionals who are professional development
instructors for early childhood educators. I am a member of the PA Early Learning Council, an
advisory to the governor concerning early childhood programs. I have worked extensively with
the state Bureau of Certification Services and the Bureau of Early Learning, which oversees
Keystone STARS, Pennsylvania’s quality rating system. I contributed as a general pediatric
reviewer to the third edition of Caring For Our Children (CFOC),Stepping Stones, third edition
(SS3) and the CFOC supplement on Children with Special Health Care Needs. I am presently
the Principle Investigator for Pennsylvania’s Early Childhood Comprehensive Systems (ECCS)
grant, and have chosen to evaluate the practices in child care centers of 13 CFOC standards
which apply to infants and toddlers, 11 of which are included in CFOC basics. As an Executive
Committee member of the Council on Early Childhood of the AAP, I reviewed the CFOC Basics
and contributed comments to the Administration for Children and Families.
B. Positions:
o Private Practice Associate, 7/87-6/88, Mount Lebanon Pediatric Associates, Richard
Lanz, M.D., 625 Washington Road, Pittsburgh, PA. 15228, Active Staff: Saint Claire
Memorial Hospital – Department of Pediatrics, Magee Woman’s Hospital – Department
of Pediatrics, Clinical Instructor, Children’s Hospital of Pittsburgh
o Private Practice Associate, 8/88-6/94, Richard M. Goldstein, M.D., 675 Stokes Road,
Medford, N.J. 08055. Active Staff: Memorial Hospital of Burlington County-Department of
Pediatrics, Consultative Staff: Southern Ocean County Hospital, Department of Family
Medicine

o
o

o

o
O
o
o
o

Alliance Medical Group, PC, Pediatric Clinic Coverage 7/94-5/95, Captain Jane Porter,
M.D., 305th Medical Group, Walson Air Force Hospital, Fort Dix, N.J. 08640
Alliance Medical Group, PC, Private Practice 5/95-9/95, Delran Pediatrics, Michael
Foreman, M.D., Judith Larkin, M.D., 5045 Route 130 South, Delran, N.J. 08075, Active
Staff: Memorial Hospital of Burlington County Department of Pediatrics
1201 Pediatric Group Private Practice, 1/96-11/99, 1201 County Line Road, Bryn Mawr,
PA. 19010, Active Staff: Bryn Mawr, Lankenau and Paoli Memorial Hospitals,
Department of Pediatrics
Pediatric Advisor, Pennsylvania Chapter-American Academy of Pediatrics, Early
Childhood Education Linkage System (ECELS)/Healthy Child Care PA, 1/05-present
American Academy of Pediatrics, Early Brain and Child Development Grant Recipient:
Building Bridges Among Health and Early Childhood Education Systems, Pennsylvania
American Academy of Pediatrics subject medical expert: Medication Administration in
Child Care-e-learning program
Caring for Our Children, 3rd edition, general pediatrics medical panel reviewer
American Academy of Pediatrics, Healthy Futures Grant Recipient: Improving Health
Outcomes for Young Children Medication Administration Curriculum, Pennsylvania

Child Health Advocate:
o Health representative, Pennsylvania Early Learning Council, which plans for the
expansion of effective early learning and developmental services for young children and
their families and makes recommendations to ensure the plans are implemented
successfully in Pennsylvania
o PA AAP representative, State Interagency Coordinating Council, 2007-2013, an advisory
council to the governor for the PA Early Intervention System
o Workgroup participant to develop PA Early Learning Standards, Family, Friend and
Neighbor Care policy, Early Childhood Mental Health policy, Special Quest participant
o Made recommendations for PA Child Care Regulation revisions
Professional Membership:
o
o
o
o

Fellow: American Academy of Pediatrics
American Academy of Pediatrics, Executive Member of the Council on Early Childhood,
American Academy of Pediatrics, Pennsylvania Chapter Child Care Contact
National Association for the Education of Young Children (NAEYC)
Affiliate Comprehensive Member

C. Contribution to Science:
1. General Pediatric reviewer for Stepping Stones to Caring for Our Children:
National Health and Safety Performance Standards; Guidelines for Early Care and
Education Programs, Principle Investigator, 3rd Edition
Historic Background and Application of those finding(s) to technology or health:
In 1992, the American Public Health Association (APHA) and the American Academy of
Pediatrics (AAP) developed and published the first edition of CFOC, which was
recognized by the early childhood field as the leading set of national standards for health
and safety in child care programs. Subsequently, in 1997, Stepping Stones was
developed by AAP, APHA, and NRC to identify a subset of standards in CFOC that,
when practiced, could prevent serious harm and injury to children in child care settings
and serve as a companion piece to CFOC. Since that time, second editions of CFOC

and Stepping Stones were released in 2002 and 2003, respectively. Now a new, third
edition of Stepping Stones based on CFOC 3(released in 2011) has been produced by
AAP, APHA, and NRC, supported by Grant Number U46MCO9810 from the U.S.
Department of Health and Human Services, Health Resources and Services
Administration, Maternal and Child Health Bureau. Stepping Stones, 3rd Edition (SS3) is
the collection of selected CFOC3 standards which, when put into practice, are most
likely to prevent serious adverse outcomes in child care and early education settings.

2. Faculty for online training available nationally @ http://pedialink.aap.org to train child
care providers on safe medication administration in group care settings and the
development of an on-site child care checklist for technical assistance available @
www.ecels-healthychildcarepa.org .
Historical Background:
Pennsylvania Environmental Rating Scale (ERS) (1,2) reports reveal Personal Care
Routines, (which includes medication administration), to consistently be the lowest
scoring items. An AAP Healthy Futures grant allowed me to train other health care
professionals to provide education to child care providers state-wide in safe
administration practices and techniques.
1. Harms T, Clifford R, Cryer D. Early Childhood Environment Rating ScaleRevised Edition. New York: Teachers College Press; 2005.
2. Harms T, Cryor D. Infant and Toddler Environment Rating Scale-Revised.
New York: Teachers College Press;2000.
Application of those finding(s) to health or technology:
Availability of this training online allows national accessiblity to child care providers of
this information, increasing the comfort level of child care providers to administer
medication in group care safely. Theoretically, many children with special medical
needs can be accomodated in child care, with subsequent parental assurance of best
practice for mediation administration and care of their child’s chronic medical condition.
Member of the PA AAP ECELS team which developed on-line training for Children with
Medical and Developmental Special Needs, Inclusive Practices - Self Learning Module ,
and the Care Plan for Children with Special Needs, available through the ECELS
website and included in Model Child Care Health Policies, 5th edition. Self learning
module, Care Plan with Explanation and MCCHP, 5th edition, are all available on the
ECELS website, www.ecels-healthychildcarepa.org

3. Commonly asked Questions About Child Care center and the Americans with
Disabilities Act U.S. Department of Justice, Civil Rights Division, Disability Rights
Section http://www.ada.gov/childqanda.htm
Historic Background: Accommodation for children with special needs in child care is
provided for the Americans Disabilities Act (3). In practice most child care providers
have few supports to accommodate these children. For 25 yrs, ECELS’ mission has
been to improve the quality of early childhood education through consultation, training,
and technical assistance about health and safety in child care.

Application of those finding(s) to health or technology:
This online training is available to all who access the ECELS website.
Theoretically, many children with special medical needs can be accomodated in child
care, with subsequent parental assurance of best practice for the care of their child’s
chronic medical condition in early childhood environments.

D.

Research Support:

Role: Principl Investigator
Community Based Integrated Service Systems, (Pennsylvania Early Childhood Comprehensive
Systems grant), US Department of Health and Human Services, HRSA,$420,000, 8/20137/2016
Overall goals: to improve state infant/toddler child care quality initiatives by adopting 13
standards from Caring for Our Children: National Health and Safety Performance Standards;
Guidelines for Early Care and Education Programs, 3rd ed. (CFOC3) into Pennsylvania’s
Keystone STARS Quality Rating and Improvement System (QRIS) and associated professional
development services. The PA AAP project will demonstrate that linking a child care health
consultant (CCHC) with participating STAR 2 and STAR 3 centers (Top rank = 4) for a period of
12 months increases center compliance with the selected standards. The results will be used to
advocate incorporating these standards and a requirement for a relationship with a CCHC in
QRIS requirements, technical assistance and professional development.
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EDUCATION/TRAINING
INSTITUTION AND LOCATION

DEGREE
(if applicable)

Completion Date
MM/YYYY

FIELD OF STUDY

SUNY Stony Brook

B.A.

06/1971

Education

SUNY Stony Brook

M.A.

08/1974

Psychology

Newport University, California

Ph.D.

06/1978

Psychology

A. Personal Statement
As a research psychologist I have spent my professional career in improving the quality of early care
and education/child care in various states, nationally, and internationally with positions within academia
(University of North Carolina at Greensboro and the Pennsylvania State University) and in state government
(Commonwealth of Pennsylvania). I have done extensive research and publishing on the key components in
improving early care and education/child care quality through an Early Childhood Program Quality
Indicator & Improvement Model (ECPQI2M4©) of training, technical assistance, quality rating &
improvement systems (QRIS), professional development, mentoring, licensing, risk assessment, differential
program monitoring, key indicators, and accreditation. This ECPQI2M4© is in its fourth edition. I am a
retired professor of human development & psychology (Penn State University – University Park and
Harrisburg campuses) where I was department head (Harrisburg) and director of the Capital Area Early
Childhood Research and Training Institute (University Park).
Kontos & Fiene (1987). Child care quality, compliance with regulations, and children's development: The
Pennsylvania Study, in Quality in Child Care: What Does Research Tell Us?, Phillips, editor, Washington,
D.C.: National Association for the Education of Young Children.
Morgan, Stevenson, Fiene, & Stephens (1986). Gaps and excesses in the regulation of child day care, Reviews
of Infectious Diseases--Infectious Diseases in Child Day Care: Management and Prevention, 8(4), 634-643.
Fiene & Nixon (1985). Instrument based program monitoring and the indicator checklist for child care, Child
Care Quarterly, 14(3), 198-214.
Fiene (1985). Measuring the effectiveness of regulations, New England Journal of Human Services, 5(2), 3839.

B. Positions
Professor of Human Development & Family Studies and Psychology (retired), College of Health and Human
Development, The Pennsylvania State University, 2012-present.
Professor in Charge, Human Development and Family Studies, School of Behavioral Sciences and Education,
Capital College, The Pennsylvania State University, 2010-2012.
Professor in Charge, Psychology Program, School of Behavioral Sciences and Education, Capital College, The
Pennsylvania State University, 2007-2009.
Associate Professor, Human Development and Family Studies, Capital College, The Pennsylvania State
University, 2007-2012.
Associate Professor, Human Development and Family Studies, College of Health and Human Development,
The Pennsylvania State University, 2004-2012.
Assistant Professor, Behavioral Sciences and Education, Capital College, The Pennsylvania State University,
1991-2003.
Lecturer, Behavioral Sciences and Education, Capital College, The Pennsylvania State University, 1975-1990.
Instructor and Director, National Infancy Demonstration Center, Child Development and Family Relations,
University of North Carolina at Greensboro, 1973-1975.
UNIVERSITY AND STATE GOVERNMENT RESEARCH POSITIONS
Affiliated Faculty, Prevention Research Center, The Pennsylvania State University, 2012-present.
Research Director, CAECTI - Early Childhood Research and Training Institute, Capital College, The
Pennsylvania State University, 2009-2012.
Director, Capital Area Health and Human Development Institute, College of Health and Human Development,
The Pennsylvania State University, 2005-2009.
Director, Capital Area Early Childhood Training Institute, Prevention Research Center, College of Health and
Human Development, The Pennsylvania State University, 2000-2005.
Director, Division of Licensing Systems and Research, Office of Licensing and Regulatory Management,
Department of Public Welfare, Harrisburg, Pennsylvania, 1999-2000.
Special Assistant to the Deputy Secretary, Office of Children Youth and Families, Department of Public
Welfare, Harrisburg, Pennsylvania, 1995-1999.
Director, Division of Federal Activities and Program Development, Bureau of Child Day Care Services, Office
of Children Youth and Families, Department of Public Welfare, Harrisburg, Pennsylvania, 1991-1995.
Director of Research, Evaluation, and Information Systems, Office of Children Youth and Families,
Department of Public Welfare, Harrisburg, Pennsylvania, 1980-1991.
Research Psychologist, Bureau of Child Development, Office of Social Programs, Department of Public
Welfare, Harrisburg, Pennsylvania, 1977-1979 and Appalachian Regional Commission Child Development
Program, Governor's Office of Human Services, 1975-1977.

C. Contribution to Science
1) My work into identifying early care and education key indicators of regulatory compliance has led to
the development of national health and safety standards for the early care and education field. The recent
publication of Caring for Our Children: Basics (2015) by the Federal Office (ACF – Administration for
Children and Families) sets out the voluntary national standards based upon, in part, my child care
licensing key indicator and risk assessment methodologies. Also, my key indicator and risk assessment
methodologies have led to the development of a cost effective and efficient differential monitoring
approach used by the majority of states in monitoring and licensing early care and education/child care
facilities in the USA; and the Office of Head Start, the National Early Childhood Program Accreditation,
& National Center for Health and Safety in Child Care at the national level; and several provinces in
Canada and the Cruise Line Industry at the international level.
Fiene, (2015). Early childhood program quality indicators model (Version 4): Differential monitoring, risk
assessment and key indicators, Middletown, PA.: Research Institute for Key Indicators.
Fiene (2013). A Comparison of International Child Care and US Child Care Using the Child Care Aware –
NACCRRA (National Association of Child Care Resource and Referral Agencies) Child Care Benchmarks,
International Journal of Child Care and Education Policy, 7(1), 1-15.
Fiene (2003). Licensing related indicators of quality child care, Child Care Bulletin, Winter 2002-2003, 12-13.
Fiene (2002). Thirteen indicators of quality child care: Research update. Washington, DC: Office of the
Assistant Secretary for Planning and Evaluation, US Department of Health and Human Services.

2) My work into developing effective professional development and technical assistance opportunities
through mentoring programs for early care and education/child care (ECE/CC) professionals has
provided guidance to the ECE/CC field in designing and implementing cost effective means for ECE/CC
professional development state systems. The mentoring program I developed influenced the training and
technical assistance system which is part of many Quality Rating and Improvement Systems (QRIS). I
directed an ECE/CC training institute based at Penn State University from 2000-2012, created and
directed the Commonwealth of Pennsylvania’s ECE/CC professional development system from 19901995, co-founded the Early Childhood Education Linkage System (health & safety training) and the
Capital Area Early Childhood Training Institute (infant toddler caregiver training).
Johnson, Fiene, McKinnon, & Babu (2010). A study of early childhood education pre-service teacher
education at major universities in 38 pre-k states. New York, New York: Foundation for Child
Development.
Fiene (2009). Mentoring programs help caregivers “weigh” in on children’s eating behaviors, Penn State
Policy Briefing, University Park, Pennsylvania: Center for Public Policy Research in Environment, Energy
and Community.
Fiene (2002). Improving child care quality through an infant caregiver mentoring project, Child and Youth Care
Forum, 31(2), 75-83.

Johnson, Fiene, Keat, Darling, Pratt, Iutcovich (2001). Mastering course content and learner satisfaction: A
comparison of regular classroom instruction with three variations of internet delivery. Journal of Early
Childhood Teacher Education, 22(4), 267-274.

3) My work into the design, validation, evaluation and implementation of ECE Quality Rating and
Improvement Systems (QRIS) has helped to develop the Pennsylvania Keystone STARS QRIS and other
QRIS systems across the country. Gail Zellman and I have written an influential research brief (Zellman
& Fiene, 2012) outlining a four tiered framework for validating state QRIS being used by many states as
they validate their QRIS systems for the Race to the Top Federal program initiative.
Lahti, Elicker, Zellman, & Fiene (2014). Approaches to validating child care quality rating and
improvement systems (QRIS): Results from two states with similar QRIS type designs, Early Childhood
Research Quarterly, available online 9 June 2014, doi:10.1016/j.ecresq.2014.04.005.
Zellman & Fiene (2012). Validation of quality rating and improvement systems for early care and education
and school-age care, Washington, D.C.: OPRE and Child Trends.
Manlove, Benson, Strickland, & Fiene (2011). A comparison of regulated child care in rural and urban
Pennsylvania, Pennsylvania: Center for Rural Pennsylvania.
Fiene and Isler (2007). Home based and family child care: Characteristics and quality issues, In C. J.
Groark, K. E., Mehaffie, R. B. McCall & M. T. Greenberg (Eds.), Evidence-Based Programs, Practices,
and Policies for Early Childhood Care and Education. Thousand Oaks, CA:Corwin Press.
Complete List of Published Work in Google Scholar:
(http://scholar.google.com/scholar?hl=en&q=%22richard+fiene%22&btnG=&as_sdt=1%2C39&as_sdtp=
)
D. Research Support during Past Three Years
Consultant/Investigator, Ontario Child Care Risk Based Assessment System, Ministry of Education, Province
of Ontario, Canada, $12,995, 2015-16.
Principal Investigator, New York Key Indicators for Centers and Homes/Quality Indicators, Fund for the City
of New York, $40,000, 2015.
Investigator/Evaluator, Infant Toddler Quality Improvement Project, Pennsylvania Early Childhood Linkage
System, Federal Department of Maternal and Child Health, Health Resources and Services Administration,
$420,000, 2013-2016.
Principal Investigator, Colorado QRIS Key Indicators Project, Qualistar Colorado, $15,000, 2014.
Principal Investigator, Illinois Risk Assessment and Key Indicators Project, National Association for
Regulatory Administration, $22,000, 2014.
Principal Investigator, Wisconsin Differential Monitoring and Risk Assessment Project, National Association
for Regulatory Administration, $2,000, 2014.
Principal Investigator, Hawaii Key Indicator Blueprint Project, University of Hawaii, $9,000, 2013.

Principal Investigator, Oregon Differential Monitoring, Key Indicator and Risk Assessment Blueprint Project,
Oregon Licensing Office, and BLH Technologies, $16,500, 2013.
Principal Investigator, Kansas Child Care Key Indicators Project, National Association for Regulatory
Administration, $16,000, 2013.
Principal Investigator, Office of Head Start Key Indicators Project, Administration of Children and Families,
Federal Department of Health and Human Services and ICFI, $42,000, 2012-2013.
Co-Investigator, Georgia Licensing and Monitoring Project, Georgia Department of Early Care and Learning
and the University of North Carolina at Chapel Hill, Frank Porter Graham Child Development Institute,
$20,000, 2012-2013.
Principal Investigator, Georgia Child Care Compliance Project, Georgia Department of Early Care and
Learning, Atlanta, Georgia, $160,000, 2011-2013.
Investigator, California Human Services Key Indicator Inspection Model Project, National Association for
Regulatory Administration and California Office of Licensing, $15,000, 2011-2012.

OMB Number: 4040-0006
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BUDGET INFORMATION - Non-Construction Programs
SECTION A - BUDGET SUMMARY
Grant Program
Function or
Activity
(a)

1.

Catalog of Federal
Domestic Assistance
Number

Estimated Unobligated Funds
Federal
(c)

(b)

New or Revised Budget

Non-Federal
(d)

Federal
(e)

Non-Federal
(f)

Total
(g)

$

$

$

441,464.00

$

$

441,464.00

$

$

$

441,464.00

$

$

441,464.00

2.

3.

4.

5.

Totals
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SECTION B - BUDGET CATEGORIES
6. Object Class Categories

a. Personnel

(1)

$

b. Fringe Benefits
c. Travel

(2)

90,713.00

$

GRANT PROGRAM, FUNCTION OR ACTIVITY
(3)

(4)

$

$

Total
(5)

$

90,713.00

33,916.00

33,916.00

2,763.00

2,763.00

1,300.00

1,300.00

239,809.00

239,809.00

9,974.00

9,974.00

d. Equipment
e. Supplies
f. Contractual
g. Construction
h. Other
i. Total Direct Charges (sum of 6a-6h)
j. Indirect Charges
k. TOTALS (sum of 6i and 6j)

7. Program Income

378,475.00

$

378,475.00

62,990.00

$

62,990.00

441,465.00

$

441,465.00

$

$

$

$

$

0.00

$

$

$

$
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SECTION C - NON-FEDERAL RESOURCES
(a) Grant Program

(b) Applicant

8.

(c) State

(d) Other Sources

(e)TOTALS

$

$

$

$

$

$

$

$

9.

10.

11.
12. TOTAL (sum of lines 8-11)

SECTION D - FORECASTED CASH NEEDS
Total for 1st Year

13. Federal

$

14. Non-Federal

$

15. TOTAL (sum of lines 13 and 14)

$

1st Quarter

2nd Quarter

3rd Quarter

4th Quarter

$

$

$

$

$

$

$

$

SECTION E - BUDGET ESTIMATES OF FEDERAL FUNDS NEEDED FOR BALANCE OF THE PROJECT
(a) Grant Program
FUTURE FUNDING PERIODS (YEARS)
(d) Third
(b)First
(c) Second
16.

(e) Fourth

$

$

$

$

$

$

$

$

17.

18.

19.

20. TOTAL (sum of lines 16 - 19)

SECTION F - OTHER BUDGET INFORMATION
21. Direct Charges:

22. Indirect Charges:

23. Remarks:
Authorized for Local Reproduction
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BUDGET JUSTIFICATION
PI: Alkon, Abbey
Period of Performance: 1/1/2016-12/31/2016
Personnel Costs:
Pursuant to University of California (UC) policy, salaries in the initial budget period are based
on current published UC salary scales and include UC-mandated range adjustments and merit
increases scheduled to occur before the proposed project start date except for those individual(s)
with actual or expected salary exceeding the NIH salary CAP at time of project start date. Merit
increases for faculty, other academic appointments, and staff on step-based pay plans may be
included at the time they are due according to UC guidelines for normal length of time at each
step.
Benefit rates are based on actual benefit rates for named UCSF employees. The published
composite rate is used for TBN personnel. Fringe benefits include health and life insurance,
social security, medicare, dental plan, vision, unemployment insurance, non-industrial disability
insurance, worker’s compensation insurance, retirement, etc.
Personnel
Name

Abbey Alkon
Mimi Wolff
Roberta Rose
Kim Hazard

Position Title
Principal
Investigator
Project
Coordinator
Analyst/CCHC
Project Assistant

% of
FTE
15%

Annual Salary
$153,930

Benefit
Rate
41.29%

Amount
Requested
$32,624

30%

$76,678

34.57%

$30,956

30%
15%

$99,852
$46,497

34.36%
41.85%

$40,250
$9.894

10%

$76,878

41.85%

$10,905
$124,629

To Be Named
Total

Statistician

Budget category
Consultants

Description
Deb Moser, CCHC 208 hours @ $75/hour
Mara Gendell, Web Designer, 75 hours @
$80/hour

Estimate
$15,600
$6,000

Travel

To PA for 3 nights/2days: airfare $650;
lodging $450 ($150/night); meals &
incidentals $150 ($75/day); ground
transportation $100
Mileage reimbursement for car trip 50
miles roundtrip for each center (50 trips x
50 miles x $0.565)
Tablets @ $400 each

$1,350

Supplies

$1,413

$800
1

Other Direct Cost

Subcontract

Total direct costs
Indirect rate
Total direct and
indirect costs

Project supplies (paper, printer cartridges,
USB drives)
Child care program reimbursement $50 x
20 programs (includes centers and family
child care homes) = $1,000
$70 for 10 programs (visit 2x) = $700

$500

Data Network Recharge
Computing & Communication Device
Support Services
PA Chapter, American Academy of
Pediatrics ($185,940 direct cost / $32,269
indirect cost @ 26%)

$510
$64

UCSF rate = 34%

$1,700

$218,209

$378,474
$62,990
$441,464

PERSONNEL
Abbey Alkon, RN PhD, Principal Investigator (15%)
Professor UCSF School of Nursing, CCHP Director, Investigator at UC, Berkeley’s Center for
Environmental Research and Children’s Health. Dr. Alkon has conducted research studies on
health and safety in ECE health for 20 years. On this project, she will design the study and
supervise all aspects of the project including: instrument development, technology interface,
standardization and coordination of data collection across 2 states, statistical analyses, and
writing reports. She will visit the subcontract to supervise the study plan and data collection
along with train local CCHCs on the use of the Checklist. 90% inter-rater reliability will be
achieved with a gold standard in each state. She will supervise the UCSF staff.
Mimi Wolff, SW, Staff Research Associate II/ Project Coordinator (30%)
The Project Coordinator will coordinate the development of the CFOC Basics Checklist and pilot
test the mobile application. She will work closely with Dr. Alkon, Ms. Rose, and the subcontract
agency staff. Ms. Wolff just completed the development of the Health and Safety Checklist for
ECE Programs and worked closely with Dr. Alkon and Ms. Rose. She wrote the items on the
Checklist, completed inter-rater reliability as the gold standard, and revised the items based on
the feedback from the project staff, national surveys and advisory committee. On this project, the
Coordinator will also develop the items on the Checklist, oversee the data collection, establish
90% inter-rater reliability on the Checklist In addition, the project coordinator will be
responsible for monitoring the data collection of the Checklist in the 2 states and coordinating
technical assistance for the CCHCs. The Project Coordinator will oversee the development of an
online Checklist, and the development of a User Manual. The Project Coordinator will be
responsible for organizing the regularly scheduled team meetings, writing notes, and writing
reports. The Coordinator will monitor the quality of the data collection in the 2 states, assess the
2

fidelity of the CCHC interventions in the 2 states, monitor the completion of the center
demographic data and CCHC intervention data, and clean the data. The project coordinator will
meet weekly with Dr. Alkon and the UCSF staff.
Roberta Rose, Analyst IV (30%)
Ms. Rose has worked at the UCSF California Childcare Health Program for 9 years and is a child
care health consultant with expertise on health and safety issues in ECE. She has trained child
care health consultants, conducted research studies in ECE and written numerous health and
safety publications and newsletters.. She regularly presents on the up-to-date health and safety
topics for regional and statewide ECE health professional meetings, including Head Start. Ms.
Rose and Ms. Wolff developed the new Health and Safety Checklist based on SS3 and revised
the items as needed throughout the project. On this project, Ms. Rose will visit 10 child care
programs and 5 of them will be visited twice within two weeks. Ms. Rose will participate in the
development of the Checklist, test the Checklist using a mobile platform (i.e. Tablet), provide
expertise on the Checklist items, and develop the User Manual on how to administer the
Checklist. She will be supervised by Ms. Wolff.
Kim Hazard, BA, Staff Research Associate I/ Project Assistant (15%)
The Project Assistant will work closely with the Project Coordinator to help coordinate all
aspects of the project. Ms. Hazard is working with the UCSF staff and is a great team player. Ms.
Hazard has excellent administrative and technical skills. She has experience working in child
care on health and environmental issues. Ms. Hazard will work on the development of the
Checklist and User Manual. Ms. Hazard will help with scheduling meetings, writing notes, and
writing reports. The project assistant will meet weekly with Dr. Alkon and Ms. Wolff.
TBA, Senior Statistician/ Data Manager and Analyst (10%)
The Statistician will format the instruments to be easy to collect data, transmit, and store. The
instrument will be developed to be collected via a Tablet or PC. The completed instruments will
be stored on UCSF Box. The statistician will develop the data management plan for the project
along with Drs. Alkon. She will monitor the data collection phases of the project and data quality
plan. She will conduct all the analyses. She will have regular meetings with Dr. Alkon and Ms.
Wolff.
TRAVEL
Travel to PA ($1,350): PI will travel to PA once for 3 nights/2 days to train the Research
Assistant on collecting Checklist data and conduct inter-rater reliability. In addition, Dr. Alkon
will meet with project staff to coordinate the data collection phase of the project. We request
$1,300 (airfare = $650, lodging = $450 ($150/night), meals & incidentals = $150 ($75/day),
ground transportation = $100).
Local Travel ($1,413): The UCSF Staff will travel to programs in Alameda and San Francisco.
20 child care programs will be visited for recruitment and data collection. 10 programs will be
visited for recruitment and twice for test-retest reliability of the Checklist. There is travel for 10

3

more trips since many programs may schedule a visit but have to cancel when the child care
health consultant arrives. Each trip will be approximately 50 miles roundtrip. We request $1,413
(50 trips x 50 miles x $0.565).
SUPPLIES
Tablets ($800)
The Tablets will be needed to pilot test the Checklist on the mobile devices and develop the
online tutorial. The Surface Tablet includes USB port and Bluetooth connectivity. The tablets
will be used by the UCSF staff to collect data, write notes, transmit files, etc. We request $800
to purchase 2 Microsoft Surface Tablets 32 GB with Black Touch Cover ($400 each).
Project Supplies ($500)
We request $500 to purchase paper, printer cartridges, USB drives for Tablets.
CONTRACTUAL
Consultants:
Deb Moser, RN, CCHC ($15,600)
Ms. Moser will be the nurse child care health consultant and visit child care programs, both
centers and family child care homes in Stanislau county. Ms. Moser has over 15 years of
experience conducting health and safety assessments in child care programs. She has worked
with the UCSF California Childcare Health Program for the last 2 years. On this project, Ms.
Moser will visit 20 programs and 5of these programs will be visited two weeks apart. We request
$15,600 (208 hours at a rate of $75/hour).
Mara Gendell, Website Developer ($6,000)
Ms. Gendell will format the Checklist with links to the CFOC3 Basics and compatible for a PC
or mobile device. Ms. Gendell will post the Checklist on the UCSF CCHP website. We request
$6,000 (75 hours at a rate of $80/hour).
Subcontract
A subcontract will be established with the PA Chapter of the American Academy of Pediatrics
for a total cost of $218,209 ($185,940 direct cost / $32,269 indirect cost @ 26%) (see detailed
subcontract justification).
OTHER DIRECT COSTS:
Child Care Program Reimbursement ($1,700)
Each center that is recruited and enrolled in the project will receive a $50 gift card for one visit
and $70 for 2 visits ($50 x 20 programs = $1000; $70 for 10 programs (visit 2x) = $700).
Data Network Recharge ($510)
The mandatory UCSF Data Network Services will provide critical equipment support of the
campus network. Per review and agreement by our cognizant federal agency, UCSF data
network costs are an allowable direct expense. The UCSF data network services recharge will
4

provide critical equipment in support of the campus network. Questions from the sponsoring
agency regarding this charge should be directed to the Department of Health and Human
Services – Division of Cost Allocation, San Francisco, CA. 2016-2017 = $44/month/FTE.
Computing & Communication Device Support Services (CCDSS) ($64)
CCDSS provides integral support to campus voice and data technology functions. CCDSS
includes software installation/updates, internet security, hardware setup/configuration, and
centrally managed patching, storing and backup. The university charges these expenses to all
funding sources based on a monthly recharge rate per FTE, consistent with the university’s
current methodology used for data network services. The recharge rates are provided for under
our approved DS-2 and will be computed in accordance with applicable OMB requirements,
including 2 CFR Part 220 (formerly Circular A-21). Rates will be reviewed and adjusted
annually. Rates are as follows: 2016-2017 = $83/month/FTE.
INDIRECT COST
The University of California’s indirect costs are calculated on Modified Total Direct Costs
(MTDC) using F&A rates approved by the U.S. Department of Health and Human Services. The
University’s Rate Agreement established on May 23, 2012. The indirect cost rate for oncampus, other sponsored activity is 34%. MTDC comprises salaries and wages, fringe benefits,
materials and supplies, services, travel, and subawards up to $25,000. Items excluded from F&A
calculation include: graduate student tuition remission, patient care, off-campus rental costs,
subcontracts over the first $25,000, and capital equipment.
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Sub-contract to PA Chapter, American Academy of Pediatrics (PA AAP)
Period of Performance: 1/1/2016-12/31/2016
Personnel Costs:
Pursuant to PA Chapter, American Academy of Pediatrics policy, salaries in the initial budget
period are based on current PA AAP salary scales and include COLA and merit increases
scheduled to occur before the proposed project start date except for those individual(s) to be
hired.
Benefit rates are based on actual benefit rates for PA AAP employees. Fringe benefits include
health and life insurance, FICA, medicare, dental plan, unemployment insurance, disability
insurance, worker’s compensation insurance, SEP IRA retirement, etc.
Personnel
Name

Beth DelConte
Richard Fiene
Libby Ungvary
TBH
TBH
Carol Forrest
Sub-total

Position Title
Co-Principal
Investigator
Co-Principal
Investigator
ECELS Director
Project
Coordinator
Project Assistant
Controller

% of Annual Salary
FTE
.144% $72/hour

Benefit
Rate

Amount
Requested
$21,600

.12%

$87.78/hour

$21,067

.07%

$81,848

$5,509

.75%

$62,400

$46,800

.75%
.01%

$37,440
$91,520

$28,080
$1,056
$155,725

Fringe @25%

$38,931

Total

Budget category
Subcontracts

Estimate
$24,000

Supplies

Description
CCHCs @ 6 hours/eval x 50 assessments
10 additional assessments included to
cover the inter-rater reliability test,
attrition, and rescheduling
Center reimbursement $50 x 20 programs
$70 for 10 programs (visit 2x)
Center reimbursement for 4 programs for
inter-rater reliability ($50 per program)
Tablets x2 @ $400 each = $800
Miscellaneous supplies = $500

Travel

Estimated mileage reimbursement for car

$1,000

$3,200
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Other
Postage
Telephone
Printing
Total direct costs
Indirect rate
Total direct and
indirect costs

trips to programs more than 60 miles
roundtrip from PA AAP office
:(approximately 20); travel to CCHC
training
Facility and food costs for CCHC training
General postage to mail to CCHCS and
programs
General phone and conference calling
charges
General printing for documents for
CCHCS, centers and training CCHCS
PA AAP rate = 26%

$500
$750
$750
$600
$185,940
$32,269
$218,209

Beth DelConte, MD, FAAP co-Principal Investigator
Dr. DelConte is a board certified pediatrician and Child Care Health Consultant. She is a
pediatrician stakeholder and PA AAP representative to many Pennsylvania advisory groups.
Dr. DelConte is a Member of the Executive Committee, national American Academy of
Pediatrics (AAP), section on Early Education and Child Care. She is also a Member of the
General Health Technical Panel, Caring for Our Children Standards, 3rd edition. She is
currently the Principal Investigator on a federal MCHB Early Childhood Comprehensive
Systems Grant. Dr. DelConte will provide expertise on site selection, training of CCHC’s,
implementation of the checklist at sites and quality rating and improvement systems for
ECE.
Richard Fiene, PhD, co-Principal Investigator
Dr. Fiene has 40 years of experience in state government and the university level in
directing research institutes and research departments. He is the Principal Investigator of
the two major early childhood quality evaluation studies done in Pennsylvania.
Dr. Fiene is the researcher and author of 13 Indicator’s of Quality Child Care study
He is the Researcher for the development of Stepping Stones 3 – selected standards that
most closely correlate with avoiding significant risk in early care and education programs.
Dr. Fiene will provide expertise on developing the Checklist so it is related to other national
campaigns and initiatives to develop quality rating and improvement systems for ECE. Dr.
Fiene will also consult on the data collection and analysis plan.
Libby Ungvary, MEd, ECELS Director
Libby is a master’s level health educator and has directed the PA AAP/ECELS program for
over 10 years. She successfully manages complex projects, multiple funding streams and
relationships with early childhood systems partners. Libby will provide program and fiscal
oversight of the grant and supervise program staff. She will serve as a contact with key
state partners in the grant Libby will contribute to and provide oversight of program
reports.and coordinate work with ECELS operations.
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Program Coordinator – to be hired
Day to day program management.
Project Assistant – to be hired
Support for program management
Carol Forrest, PA AAP Controller
Ms. Forrest manages all fiscal functions of the PA AAP work.
Consultants:
Site CCHCs/Evaluators – individuals to be determined
6 hours per evaluation x 40assessments = 300 hours x $80/hour
Additional assessments included to allow for inter-rater reliability test, attrition of sites,
rescheduled visits.
Supplies: $3000
ECE Program reimbursement ($1700)
$70 for 10 programs (includes centers and family child care homes) (visit 2x) = $700
$50 x 20 programs = $1000
Tablets ($800)
The Tablets will be needed to pilot test the Checklist on the mobile devices and
develop the online tutorial. The Surface Tablet includes USB port and Bluetooth
connectivity. The tablets will be used by the PA AAP evaluators to collect data, write notes,
transmit files, etc. We request $800 to purchase 2 Microsoft Surface Tablets 32 GB with Black
Touch Cover (@ $400 each).
Project Supplies ($500)
We request $500 to purchase paper, printer cartridges, USB drives for Tablets.
Travel:
Estimated mileage or PA AAP staff and evaluators who travel to centers more than 60 miles..
20 centers will be visited for recruitment and data collection. 10 centers will be visited for
recruitment and twice for test-retest reliability of the Checklist. There may be up to 50 visits to
child care programs due to schedule changes for the program directors, refusal to participate in
the programs, or miscommunication. A total of 30 programs will have complete data collection.
Other Direct Costs:
Other: Facility and Food Costs for CCHC training
Postage: General postage to mail to CCHCS and programs
Printing: General printing for documents for CCHCS, centers and training CCHCS
Telephone: general phone and conference calling charges
Indirect Costs:
26%
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Developing a valid and reliable BASICS Health and Safety Checklist
PI: Abbey Alkon, UCSF School of Nursing; Co-PIs: Richard Fiene and Beth DelConte,
Pennsylvania’s American Academy of Pediatrics Chapter
High quality child care is built on the foundation of meeting standards for health and
safety.1,2 The Federal Race-to-the Top Early Learning Challenge helps states develop Quality
Rating and Improvement Systems (QRIS) for early care and education (ECE) programs and
identifies health and safety as the foundation of quality. The development of national health and
safety standards for ECE programs has been supported since 1997 by the three Healthy Child
Care America initiatives of the Maternal Child Health Bureau, the National Resource Center for
Health and Safety in Child Care and Early Education, National Training Institute for Child Care
Health Consultants (CCHCs), and the Child Care and Health Partnership at the American
Academy of Pediatrics. In 2011, these lead agencies along with 86 technical experts updated and
developed 686 evidence-based standards which were reviewed by 184 stakeholder agencies and
published in Caring for Our Children (CFOC3): National Health and Safety Performance
Standards Guidelines for Early Care and Education Programs – 3rd Edition. In 2015, the
Administration for Children and Families (ACF), U.S. Department of Health and Human
Services distributed Caring for Our Children Basics (CFOC Basics): Health and safety
foundation for early care and education. There are 84 CFOC standards identified as the
“minimum health and safety standards experts believe should be in place where children are
cared for outside of their home” (p.6)3. Although these standards provide guidelines for assessing
basic health and safety policies and practices, they are not available as a user-friendly,
standardized instrument for ECE and health professionals.
In the United States, over 60% of children under six years of age spend time in out-of-home
ECE programs, yet many of these programs provide moderate to low health and safety quality.4
Research has shown that children who are in poor health at two and four years of age have low
cognitive skills in kindergarten 2. Therefore, children in ECE programs need to be in the optimal
environment to support their health and safety and help them to be healthy and ready for
kindergarten.
The number of infants and toddlers in child care has increased with 47% of infants and
toddlers under two years of age with working mothers attending non-family child care programs.
Parents are concerned about the health and safety of the child care programs where their children
spend time.5
Young children’s physical and mental health is related to their readiness for school.1,2
Approximately 20% of children entering kindergarten have a health or developmental problem
that potentially may interfere with their readiness to learn,6 yet less than 30% of these children
are identified as at-risk before they reach six years of age. Many research studies have shown
that children’s academic, socio-emotional and behavioral development is related to the overall
quality of the child care programs they attend.7-10 Children who attend high quality early care and
education (ECE) programs are better prepared for kindergarten compared to children in lower
quality programs.11,12
Health interventions, such as providing child care health consultation services, can improve
the quality of health and safety in child care programs and help children be healthy and ready for
kindergarten. Child care health consultants are nurses who have specialized training in assessing
1

the health and safety in ECE programs, providing trainings for ECE staff, individualizing
interventions with the ECE directors and staff, providing educational materials for the ECE staff
and parents, and providing ongoing consultation on health and safety issues.13 Child care health
consultation intervention programs have been shown to help child care staff maintain up-to-date
health and safety policies, support healthy hygiene, and reduce infectious illnesses.14-17
The proposed revisions to the Child Care Development Fund (CCDF) Program by the Health
and Human Services Department posted on the Federal Register 5/20/2013 at
http://federalregister.gov/a/2013-11673 stated that “…health and safety is the foundation for
building a high quality early learning environment. “ The proposal also states that regulations
should focus on preventing situations in child care where children are being injured or even
dying by increasing the accountability for “protecting the health and safety of children in child
care.” Accountability starts with measurement of performance and ability to meet national
standards.
Children’s early cognitive achievement in kindergarten is related to their health early in
life.18 Young children, 2 to 5 years old, from immigrant and/or minority families who have
health problems also have lower cognitive skills in kindergarten compared to White children.18
Poor children are also more likely to have chronic health conditions such as asthma, and other
illnesses, such as dental caries, allergies, and ear infections.19 Many of these health problems
require management by teachers/ caregivers who promote healthful behaviors and make referrals
to health professionals. Therefore, young children, especially poor children and their families
benefit the most from attending high quality ECE programs, with documented increases in
quantitative skills and fewer behavior problems noted in these participating children20. Some
researchers have noted that health interventions early in a child’s life may have a greater impact
on their future than interventions that address children’s socio-economic situation and family’s
educational status, which are more complex and challenging to change.18,19,21 Health
interventions, specifically child care health consultation services, can improve the quality of
health and safety in child care programs and help children be healthy and ready for
kindergarten.22,23
Child care health and safety regulations for legal operation are determined independently by
each state. In addition, programs may be governed by accreditation standards of a professional
organization (i.e., National Association for the Education of Young Children (NAEYC)) and/or
government agency (i.e., Department of Defense, Head Start National Center of Health; National
Institute for Early Education Research).
Child care and health professionals, along with researchers and policy makers need a
standardized health and safety measure to assess and compare national health and safety
standards for all child care programs across the U.S. This project will support the development of
a psychometrically valid and reliable, observational, and objective BASICS Health and Safety
Checklist based on the CFOC3 Basics. This study will be conducted in Pennsylvania (PA) and
California (CA) since they have active child care health consultants.

Specific Aims
The overarching goal of the proposed project is to develop a valid and reliable BASICS
Health and Safety Checklist with minimum health and safety policies and practices for ECE
centers.
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The objectives of the project are:
1.
To develop a new BASICS Health and Safety Checklist with policies and practices
at the 8th grade reading level.
2.
To pilot test the BASICS Health and Safety Checklist for ease of administration,
and useability.
3.
To establish the psychometric properties of a BASICS Health and Safety Checklist
for ECE programs (inter-rater reliability, test-retest reliability, internal consistency).
4.
To modify the items on the BASICS Health and Safety Checklist based on the
process evaluation and psychometric analyses.
5.
To develop an accompanying User Manual.
6.
To develop the final BASICS Health and Safety Checklist and an accompanying
User Manual accessible on mobile devices, websites, and in different formats (i.e.,
MS Excel, MS Word, pdf).
7.
To develop an online BASICS Health and Safety Checklist with links to CFOC3
standards.
This project will assess the validity and reliability of the BASICS Health and Safety
Checklist using the following analyses: inter-rater reliability, test-retest reliability, construct
validity, and internal consistency reliability. The BASICS Health and Safety Checklist will be
available in an MS Excel format and accessible via the Web or as a MS Word or pdf document
and easy to complete onsite in a child care program. The mobile application will support the
direct transfer of data to UCSF for monitoring data fidelity, data completion and for conducting
data analysis. At the end of the project, the BASICS Health and Safety Checklist will be userfriendly for end users as it will be available in different formats and on multiple websites. The
Web-based BASICS Health and Safety Checklist will include links to the full standards in
CFOC3.
Project: Summary of Federal Programs and Gaps in Assessment Instruments
The development of a new BASICS Health and Safety Checklist builds upon the
development of the new CFOC BASICS standards distributed in 2015. The Checklist also builds
upon the Maternal Child Health Bureau (MCHB) investments in the Healthy Child Care America
Campaign Initiatives and State Early Childhood Comprehensive Systems Grants. It also
supports the new proposed revisions to the CCDF Program by the Health and Human Services
Department on the Federal Register and the Head Start Performance Standards. The lack of an
up-to-date, standardized national instrument to assess the ACF- identified minimum health and
safety standards in ECE programs is a barrier to the development and evaluation of health and
safety interventions that protect children from harm. The Checklist addresses the following
needs:
1. Provides minimum health and safety standards for state’s ECE regulations.
2. Enables ECE program staff and health professionals to assess the basic health and safety
standards.
3. Provides a standardized comparison of health and safety standards across programs and
states
4. Identifies the strengths and weaknesses in an ECE programs health and safety standards.
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5. Determines the priorities for developing site-specific interventions to increase their
ability to meet minimum health and safety standards.
Table 1. BASICS Health and Safety Checklist Development by Psychometric Assessment
Goal. To develop a valid and reliable BASICS Health and Safety Checklist.
Psychometric
Face and Content
Validy
Inter-rater
reliability

Informant: Time
CCHCs in PA and
CA
CCHCs, gold
standard expert
(Alkon)
CCHCs

Test-retest
reliability (n=30
centers)
Construct Validity CCHCs

Internal
Consistency

CCHCs

Level of Measure
Item

Analyses
Process Evaluation

Item

Percent agreement

Subscale and total scores:
mean(SD))

Pearson Correlation

0= Never meets standard;
1= Sometimes; 2= Usually
3= Always; NA = not
applicable; NO= not
observed
Subscale and total scores:
mean(SD)

Exploratory factor
analysis (EFA)

Cronbach’s Alpha

Impact
This project has the potential to impact and improve the health and safety policies and
practices in ECE programs through the use of an easily accessible standardized, well
characterized novel BASICS Health and Safety Checklist. This BASICS Health and Safety
Checklist could have great utility in other research, evaluation, program improvement and
monitoring/ accreditation activities24. The BASICS Health and Safety Checklist will provide
comparable data across states to help identify strengths and gaps and compare states’ child care
licensing regulations. The project’s potential impact is multifactorial:
(1) The target populations for this new BASICS Health and Safety Checklist in this study
are health professionals, ECE professionals, parents, regulators and policy makers, as well as
state and federal funding and regulatory agencies, if they complete the online training module.
(2) The BASICS Health and Safety Checklist also provides a measure of the foundations of a
high quality child care program by assessing a center’s ability to meet minimal national health
and safety standards. If an ECE program has low scores on the BASICS Health and Safety
Checklist they may be putting children at risk and exposing them to potential health and safety
hazards. For example, a state’s Race to the Top QRIS could use the BASICS Health and Safety
Checklist to identify the extent to which child care programs are providing adequate health and
safety policies and practices and then design interventions to help them improve their ability to
improve their performance as required in the standards. (3) The BASICS Health and Safety
Checklist can complement other quality assessment tools which have limited health and safety
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content such as the ERS. (4) Since parents rate health and safety as their priority for choosing
ECE programs for their child,5 the performance scores from the BASICS Health and Safety
Checklist could inform parent choices. (5) The BASICS Health and Safety Checklist can be a
self-assessment tool used by ECE providers and directors. One study showed that completing a
health and safety self-assessment has a positive effect on a child care center.25 (6) State
legislators and policy makers may support legislation and regulations to require that ECE
programs establish ongoing relationships with health professionals, such as child care health
consultants, on a monthly or six- month basis, depending on their scores on the BASICS Health
and Safety Checklist. At this time, some states (i.e., Colorado) require centers that care for
infants and toddlers to have a child care health consultant visit every six months. Connecticut
requires monthly visits to centers that serve this youngest age group. Other states (e.g.,
Massachusetts) require centers to have the name and contact information for a health
professional with whom they can consult, but there is no required interaction with the person.
The majority of states have no requirement for any interaction with a health professional even
though they require some type of school health program for schools that serve children in grades
kindergarten through twelfth grade.
C. Research Strategy
Importance of the problem. Concern about the health and safety of children in ECE
programs is well documented and enumerated. In a national survey of parents whose children
attend ECE programs, health and safety were their top concerns.5 State regulations define the
floor of legal operation which therefore focus on health and safety. According to the Centers for
Disease Control and Prevention, injuries are the number one cause of childhood deaths. In child
care, minor injuries are common but a two-year study found that children who sustained multiple
minor injuries were more likely to have severe injuries.26 In a study of 77 child care programs,
the rate of medically-attended injuries was 0.05 per year.22 In a study of 220 licensed child care
programs by the Consumer Product Safety Commission there was at least one safety hazard in
two-thirds of the programs. These hazards included soft bedding, no safety gates on stairs, and
unsafe playground surfaces.27 In the NICHD Study of Early Child Care, infants and toddlers
were at higher risk of developing infectious diseases, such as respiratory illnesses and
gastroenteritis, than children cared for only at home28.
Child Care Aware (formerly NACCRRA) has produced health and safety benchmarking
reports We CAN Do Better every two years, since 2007 (NACCRRA 2007, 2009, 2011). These
benchmarks are based upon a publication by the Office of the Assistant Secretary for Planning
and Evaluation in the U.S. Department of Health and Human Services Thirteen Indicators of
Quality Child Care: Research Update 29. These programs support national health and safety
standards for ECE programs, yet there is no national, validated health and safety assessment
instrument.
Changes in the field. The development of a valid and reliable BASICS Health and Safety
Checklist that is accessible to health and child care professionals may change and impact the
child care field in several ways: (1) Increase the number of health and safety assessments
conducted in child care programs. Programs with more frequent child care inspections/
assessments have higher compliance with health and safety requirements.30 (2) Include health
and safety more prominently in QRIS since quality child care starts with a foundation of health
and safety.1 (3) Increase children’s readiness for kindergarten by providing health and safety
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interventions in ECE programs, including (but not limited to) identifying children with special
health care needs, supporting their accommodations and making appropriate referrals. (4)
Provide state QRIS and Federal programs, such as Head Start or CCDF, with a standardized
assessment instrument to measure and compare health and safety in ECE programs. (5) Provide
policy makers, child care regulators, state legislators and private funders with information to
identify programs where children may be at risk and to allocate resources to improve health and
safety standards in programs that care for and educate our youngest children.
Theoretical Framework: Early childhood sets the foundations of lifelong health31,32
Many young children under six years of age in the U.S. face adversities, and interventions early
in life can support their physical, social, and cognitive development so they can enter
kindergarten ready to learn. The biodevelopmental framework33 (Figure below) provides the
framework for the BASICS Health and Safety Checklist. As the model posits, children’s
foundations for healthy development start with supportive relationships, good nutrition, and
healthy environments. ECE
programs should provide young
children with opportunities for
developing trusting relationships
with caregivers and peers, healthy
and nutritious meals and snacks,
environments free of chemicals, and
safe environments to engage in
physical activity and play. This
study will provide ECE and health
professionals with a health and
safety assessment instrument to
evaluate the ECE’s physical and built environments, to assess the center’s ability to meet
minimal health and safety performance standards and to guide interventions focused on
improving health and safety. Reducing the cumulative adversities experienced early in life can
have a positive impact on children’s physiological development and improve their lifelong health
and productivity.
Background. This project proposes to develop a standardized BASICS Health and Safety
Checklist using the expertise of our team who are experienced in instrument development and
administration of health and safety assessment instruments. Over the past 15 years, we utilized
the health and safety checklists developed by the University of North Carolina (UNC) Quality
Enhancement Project,22 California Childcare Health Program (CCHP),34 ECELS-Healthy Child
Care PA,35 Indiana’s Child Care Health Consultant Program,36 and recently the Health and
Safety Checklist for ECE programs based on CFOC3.37
CCHP’s Development of Health and Safety Checklists based on CFOC. The UCSF
School of Nursing’s California Childcare Health Program (CCHP) developed the CCHP Health
and Safety Checklist in 2001, Checklist-Revised in 2005, and Checklist for ECE Programs based
on CFOC3 in 2014.37 The CCHP Health and Safety Checklist was designed to provide an
objective assessment of an ECE program’s ability to meet minimal standards in the 2nd Ed. of
SS and CFOC. 38 The 66-item Checklist included a 3-point rating scale: ‘0’ does not completely
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meet standard, ‘1’ partially meets standard, ‘2’ completely meets standard’.34 Content and face
validity and internal consistency were assessed. Reliability on six of the 10 subscales were
analyzed using Cronbach’s alpha and diapering, facilities, and outdoor/indoor equipment
subscales showed showing moderate to strong on three subscales (alpha coefficient range 0.5 to
0.7). The CCHP Health and Safety Checklist – Revised was expanded (available at
http://www.ucsfchildcarehealth.org/pdfs/forms/H&SChecklist.pdf) to include 82-items and
simplified to be used by child care and health professionals in addition to researchers. The
rating scale was ‘completely meets standard’ or ‘does not completely meet the standard’. The
items were reorganized into 11 subscales. Indiana’s CCHC program modified the ChecklistRevised and there was moderate to strong internal consistency for the emergency prevention,
handwashing, diapering, and infant/toddler food preparation/eating subscales (range 0.5 to 0.7)
and strong internal consistency for all of the items (0.9).36 The CCHP Health and Safety
Checklist-Revised was used by CCHCs in at least 10 states including AZ, CA, Connecticut,
Colorado, Indiana, Iowa, Pennsylvania, New Jersey, New York, and Washington. In addition, all
of the Health Services Managers in Head Start programs in CA were trained to use the Checklist.
The Health and Safety Checklist for ECE Programs using CFOC3 was developed in
2014.37 The development of the Checklist included establishing face and content validity with a
national advisory committee and a national Delphi study with child care health experts. The
Checklist was pilot tested in Arizona, California and North Carolina by five CCHCs. The
CCHCs completed the Checklist in 37 centers that served 2,627 low income, ethnically diverse
children. The children were 36% White, 32% African-American, 16% Latino, 9% Asian, and 7%
Native American. The pilot Checklists were completed in both infant/ toddler classrooms (75%)
and preschool-age classrooms (25%). We oversampled the infant/toddler classrooms since these
children are at high risk of injuries and infections in group care and we wanted to assess the
infant/toddler item on the Checklist. Fifty-four percent of the children who attended the
participating centers were receiving subsidies and thus, the majority of children were from low
income households.
The CCHCs provided qualitative feedback on the project and the Checklist was user-friendly
and easy to complete. The mean time to complete the Checklist was 2 hours and 15 minutes.
Descriptive analyses by item and subscale were completed. The subscales with the lowest ratings
(i.e., not able to meet the standards) were handwashing, toothbrushing, equipment safety
outdoors and diapering infants. The subscales with the highest ratings (met standards) were
supervision/ interaction/ activity, environmental health, and infant/toddler activity.
The psychometric analyses showed the alpha coefficients for internal consistency for the
subscales ranged from weak to strong. There was a weak to moderate concurrent validity with
the overall quality measures, the Infant Toddler Environmental Rating Scale-Revised (ITERS-R)
or Early Childhood Environment Rating Scale-Revised (ECERS-R).
Based on the qualitative, process evaluation and quantitative psychometric statistics, the
final Health and Safety Checklist was released in English and Spanish on the CCHP website
(www.ucsfchildcarehealth.org ). The 124-item Checklist includes 72 CFOC3 standards and it
was written at the 8th grade literacy level. The Health and Safety Checklist is being used in
Alameda County, CA and Arizona’s First Things First program to assess baseline health and
safety in their QRIS Quality Counts programs.37 The development of the Health and Safety
Checklist and its psychometric properties was published in the Maternal Child Health Journal
online in August 2015 (See Appendix – Checklist, User Manual, MCHJ electronic copy).
7

The CCHP Health and Safety Policies Checklist (2005) was modified from the UNC
Quality Enhancement Project’s Child Care Evaluation Summary: Health Policy. The CCHP
Checklist includes 10 policies: exclusion of ill children, care of mildly ill children,
administration of medications, daily health check, handwashing, sanitation, emergency
preparedness, transportation safety, staff health, and inclusion of children with special needs.
Each policy is rated as either present or not and if present, the quality of the policy is rated as
excellent, good, fair or poor based on the number of CFOC standards are covered.
The PA AAP/ECELS is a nationally- acclaimed program of the PA Chapter, American
Academy of Pediatrics. For over 25 years, PA AAP/ECELS has leveraged resources to improve
early learning and school age child care programs in Pennsylvania. PA AAP/ECELS was used
as a model by the federal government to encourage other states to establish statewide child care
health and safety programs. Currently the program is a recipient of a federal, MCHB Early
Childhood Comprehensive Systems (ECCS) grant assessing practices related to Infant Toddler
Care as defined in 13 Caring for Our Children (CFOC3) standards.
Caring for Our Children Basics (CFOCB) as indicated earlier is the result of many
documents and initiatives reviewed by ACF. One of the investigators, Richard Fiene, has
worked for over 40 years in improving the early care and education delivery system in states,
nationally, and internationally through the development of national health and safety standards.
He is the original developer of the health and safety licensing key indicator and risk assessment
statistical modeling widely used in state regulatory and licensing systems and these models have
been used at the national (Head Start and National Early Childhood Program Accreditation) and
international (several Provinces in Canada and the Cruise Industry) levels as well. He has
worked with ACF, OCC, and ASPE on various licensing and white papers highlighting his
research into differential monitoring, key indicators and risk assessment.
The National Association for Regulatory Administration (NARA) Licensing Curriculum
highlights the Key Indicator, Risk Assessment and Differential Monitoring methodologies as
important licensing tools and systems for state administrators. Dr. Fiene developed a series of
generic key indicators (published as a research monograph by APSE) that have been used widely
throughout Caring for Our Children and Stepping Stones, both in their third editions.
In addition to developing the key indicator, risk assessment and differential monitoring, Dr.
Fiene has developed an innovative Early Childhood Program Quality Improvement and
Indicator Model (ECPQI2M4©) now in its fourth edition which has helped to develop a frame of
reference for validating and evaluating the cost efficiency and effectiveness of program
monitoring which integrates licensing, professional development, training, technical assistance,
accreditation, and quality rating and improvement systems in early care and education programs.
CFOCB and the resulting Checklist will go a long way in taking the above methodologies
and having them coalesce into a national health and safety monitoring system for all early care
and education.
STUDY METHODS
Sample and Setting
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This project will include a convenience sample of centers and family child care homes.
The CCHCs in this project will identify the ECE programs that meet the following enrollment
criteria: state licensed, enroll children 0-5 years of age, and CCDF-funded. There will be a
purposive sampling to include 50% centers and 50% family child care homes. Of the programs
enrolled, the overall sample will include ~50% infant and toddler classrooms or family child care
homes and ~50% preschool-age classrooms or family child care homes.
Measures
1. Child Care Center, Child, Director Demographics: The CCHC will interview the directors
to collect basic information on the center, child and director demographics. The information will
include the type of program (Head Start, private, non-profit), hours of operation, licensing status,
affiliation with a CCHC, # children enrolled by age in years, # children with CCDF funding or
other subsidies, # staff both part-time and fulltime, and staff turnover. The director data includes
sex, age, education, ethnic background, and time employed at the center and in the field. The
child data includes the percent of children enrolled by ethnic/ racial background.
3. The BASICS Health and Safety Checklist will be an objective, observational instrument
modified from the Health and Safety Checklist for ECE Programs and include all the Basics
CFOC3 standards. The BASICS Health and Safety Checklist will assess both written health
policies39, immunization records, staff training records, and health and safety practices. The
policies will be based on the Model Child Care Health Policies, 5th edition available on the PA
AAP/ECELS website at www.ecels-healthychildcarepa.org. The new edition is a practical tool
for adoption and implementation of best practices for health and safety in group care settings for
young children. This tool is frequently used in Pennsylvania and nationally to help programs
develop health and safety policies that correspond with the Caring for Our Children (CFOC3)
Standards.
Data Collection Procedures
1. To develop and establish the psychometric properties of a new BASICS Health and
Safety Checklist for ECE programs as a mobile application.
A. Develop Checklist with items written at the 8th grade reading level.
B. Create the mobile application of the Checklist.
C. Establish psychometrics. We will establish the validity of the NHS Checklist40 in the
following ways: (1) Construct validity. After the NHS Checklists are completed in 60 centers,
we will establish the reliability of the BASICS Health and Safety Checklist in the following
ways: (1) Inter-rater reliability. The CCHC will complete the Checklist alongside a gold
standard (Dr. Alkon) until the CCHC achieves 90% agreement; Based on our past experience, we
found that observing 2-3 centers was sufficient to obtain 90% agreement. (2) Test-retest
reliability. The BASICS Health and Safety Checklist will be completed in 20 centers two weeks
apart to assess the stability of the measure over time. (3) Internal consistency reliability. The
stability or reliability of the items within each subscale and total score will be computed using
Cronbach’s alpha coefficient. It will assess the consistency between items within each subscale
and across the whole measure.
Statistical Approach
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Establish psychometrics for the new BASICS Health and Safety Checklist. To establish
the psychometrics on the new NHS Checklist, analyses will be conducted as a sequence of steps to
identify poorly performing items and subscales which will help us refine, update and finalize the BASICS
Health and Safety Checklist. Based on the results of the psychometric analyses, poorly performing
subscales or items will be deleted from the BASICS Checklist. This iterative process will provide a
thorough evaluation of the BASICS Health and Safety Checklist and yield a final version of the BASICS
Health and Safety Checklist that has high validity and reliability.
Inter-Rater Reliability Analyses. Inter-rater reliability will be assessed with each CCHC
and Dr. Alkon, the ‘gold standard’, by completing the BASICS Health and Safety Checklist in
the same site and calculating percent agreement on each BASICS Health and Safety Checklist
item.
Test-Retest Reliability. Test-retest reliability will be assessed by correlating initial and 2week follow-up BASICS Health and Safety Checklist subscales (n=20 centers).
Internal Consistency Reliability Analyses. For internal consistency reliability analyses for
each subscale and the total BASICS Health and Safety Checklist, we will compute Cronbach's
coefficient alpha. Items whose deletion results in a non-trivial increase in alpha will be removed
from subscales, further strengthening those subscales.
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Timeline (12 months – Jan. 2016 to Dec. 2016)
Activity
1. Meet regularly with UCSF and PA staff,
ACF, and co-investigators (PA & CA)
2. Develop BASICS Health and Safety
Checklist (CA)
3. Train CCHCs on data collection procedures
(PA & CA)
4. Complete inter-rater reliability (PA &CA)
5. Recruit 60 centers (30 per state) (PA & CA)
6. Collect Checklist data (n=60) and enter data
electronically (PA & CA)
7. Complete test-retest reliability (n=20
programs; 10 per state) (CA & PA)
8. Conduct process evaluation (CA)
9. Provide summary of Checklist findings to
ECE programs.
10. Clean, review and analyze data (CA)
11. Conduct psychometric analyses (CA)
12. Finalize Checklist based on results of
process evaluation and psychometric analyses.
(CA)
13. Complete a User Manual on the items in
the Checklist. (CA)
15. Format Checklist in an online format with
links to the CFOC standards (CA).
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Proposal: Developing a valid and reliable BASICS Health and Safety Checklist
Appendix

1. Health and Safety Checklist for Early Care and Education Programs Based on CFOC3
2. Health and Safety Checklist for Early Care and Education Programs -User Manual
3. Alkon, et al. (2015 electronic copy). Health and safety checklist for early care and
education programs to assess key national health and safety standards. Maternal Child
Health Journal.
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Health and Safety Checklist for Early Care and Education Programs:
Based on Caring for Our Children National Health and Safety Performance Standards,
Third Edition

Child Care Center: ___________________________________
Classroom: ___________________________________
Classroom type (infant/toddler, preschool): ___________________________________
Date: (month/day/year) __ __/ __ __ / __ __ __ __
Observer Name: ___________________________________
Time Begin: __ __:__ __AM/PM
Time End: __ __:__ __AM/PM
Ratings:
Code

Meaning

Definition

1

Never

None of the components of the item are met.

2

Sometimes

Less than or 50% (≤50%) of the components in the item are met.

3

Usually

More than 50% (>50%) but less than 100% of the components in the item are met.

4

Always

Every component in the item is met (100%).

NA

Not Applicable

The item is not applicable (NA) to the classroom/program. Explain why it is rated
NA in the ‘notes’ section.

N Op

No Opportunity
to Observe

There was no opportunity (N Op) to observe this item. Explain why it is rated
N Op in the ‘notes’ section.

Notes:
• An asterisk (*) means you may need to talk to the director or a staff member to ask where to find an item or product.
• At the end of each subscale there is a space to list and rate other related standards and/or regulations that may apply.
• When a field/box is shaded grey, the rating choice is not an option.
This checklist does not cover all health and safety concerns or replace each child care program’s
responsibility to meet local, state, and federal health and safety requirements.
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FACILITIES: Emergencies, Medications, Equipment and Furnishings

Usually

Always

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

No Opportunity

Sometimes

1

1. A sign-in/sign-out system tracks who (other than children) enters and exits the facility. It includes
name, contact number, purpose of visit (for example, parent/guardian, vendor, guest, consultant) and
time in and out. (Std. 9.2.4.7)

Not Applicable

Never

Emergencies

notes
2. Phone numbers to report child abuse and neglect (Child Protective Services) are clearly posted
where any adult can easily see them. (Std. 3.4.4.1)
notes
3. Phone number for the Poison Center is posted where it can be seen in an emergency (for example,
next to the phone). (Stds. 5.2.9.1, 5.2.9.2)
notes
4. Fire extinguishers are inspected annually. Check date on fire extinguisher tag. (Std. 5.1.1.3)
notes
5. Each building or structure has at least two unobstructed exits leading to an open space at the ground
floor. (Std. 5.1.4.1)
notes
6. A smoke detector system or alarm in working order is in each room or place where children spend
time. (Std. 5.2.5.1)
notes
7. Carbon monoxide detectors are outside of sleeping areas. (Std. 5.2.9.5)

NA

notes
8. *First aid supplies are well-stocked in each location where children spend time. (Std. 5.6.0.1)
notes
9. *First aid supplies are kept in a closed container, cabinet or drawer that is labeled. They are stored
out of children’s reach and within easy reach of staff. (Std. 5.6.0.1)
notes
10. *A well-stocked first aid kit is ready for staff to take along when they leave the facility with children
(for example, when going on a walk, a field trip or to another location). (Std. 5.6.0.1)

NA

notes
List and rate other federal, state, local and/or accreditation standards/regulations that may apply:
N Op

notes
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2

Never

Sometimes

Usually

Always

Not Applicable

No Opportunity

Medications

1

2

3

4

NA

1

2

3

4

NA N Op

1

2

3

4

NA N Op

1

2

3

4

N Op

1

2

3

4

1

2

3

4

11. *Medications are stored in an organized fashion and are not expired. They are stored at the proper
temperature, (for example, in the refrigerator or at room temperature according to instructions) out of
children’s reach and separated from food. (Std. 3.6.3.2)
notes
12. *Over-the-counter medications are in the original containers. They are labeled with the child’s
name. Clear written instructions from the child’s health care provider are with the medication.
(Stds. 3.6.3.1, 3.6.3.2)
notes
13. *Prescription medications are in their original, child resistant container, labeled with child’s name,
date filled, prescribing health care provider’s name, pharmacy name and phone number, dosage,
instructions, and warnings. (Stds. 3.6.3.1, 3.6.3.2)
notes
List and rate other federal, state, local and/or accreditation standards/regulations that may apply:

notes

Equipment and Furnishings — Indoors and Outdoors
14. There is fresh air provided by windows or a ventilation system. There are no odors or fumes (for
example, mold, urine, excrement, air fresheners, chemicals, pesticides.) (Stds. 5.2.1.1, 3.3.0.1, 5.2.8.1)
notes
15. Windows accessible to children open less than 4 inches or have window guards so that children
cannot climb out. (Std. 5.1.3.2)

NA

notes
16. There are no unvented gas or oil heaters or portable kerosene space heaters. (Std. 5.2.1.10)

1

4

1

4

NA

notes
17. Gas cooking appliances are not used for heating purposes. Charcoal grills are not used indoors.
(Std. 5.2.1.10)
notes
18. Portable electric space heaters are not used with an extension cord and are not left on when
unattended. They are placed on the floor at least three feet from curtains, papers, furniture and/or any
flammable object and are out of children’s reach. (Std. 5.2.1.11)

1

2

3

4

NA N Op

1

2

3

4

NA

1

2

3

4

notes
19. All electrical outlets within children’s reach are tamper resistant or have safety covers attached by a
screw or other means that cannot be removed by a child. (Std. 5.2.4.2)
notes
20. All cords from electrical devices or appliances are out of children’s reach. (Stds. 4.5.0.9, 5.2.4.4)
notes
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21. *There are no firearms, pellet or BB guns, darts, bows and arrows, cap pistols, stun guns, paint ball
guns or objects manufactured for play as toy guns visible. (Std. 5.5.0.8)

1

No Opportunity

Not Applicable

Always

Usually

Sometimes

Never

Equipment and Furnishings — Indoors and Outdoors — Continued

4

notes
22. Plastic bags, matches, candles and lighters are stored out of children’s reach. (Stds. 5.5.0.7, 5.5.0.6)

1

2

3

4

notes
23. There are no latex balloons (inflated, underinflated, or not inflated) or inflated objects that are
treated as balloons, (for example, inflated latex gloves) on site. (Stds. 6.4.1.5, 6.4.1.2)

1

4

notes
24. Bathtubs, buckets, diaper pails and other open containers of water are emptied immediately after
use. (Std. 6.3.5.2)

1

2

3

4

NA

4

NA N Op

notes
25. Children do not play in areas where there is a body of water unless a caregiver/teacher is within an
arm’s length providing “touch supervision”. Bodies of water include tubs, pails, sinks, toilets, swimming
pools, ponds, irrigation ditches, and built-in wading pools. (Std. 2.2.0.4)

1

notes
26. Hot liquids and food (more than 120°F) are kept out of children’s reach. Adults do not consume hot
liquids in child care areas. (Std. 4.5.0.9)

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

NA N Op

1

2

3

4

NA N Op

1

2

3

4

notes
27. Equipment and play areas (including water play areas) do not have sharp points or corners,
splinters, glass, protrusions that may catch a child’s clothing (for example, nails, pipes, wood ends, long
bolts) flaking paint, loose or rusty parts, small parts that may become detached or present a choking,
aspiration, or ingestion hazard, strangulation hazards (for example, straps or strings), or components
that can snag skin, pinch, sheer, or crush body tissues. (Stds. 5.3.1.1, 6.2.1.9, 6.3.1.1)
notes
28. All openings in play or other equipment are smaller than 3.5 inches or larger than 9 inches. There
are no rings on long chains. (Stds. 6.2.1.9, 5.3.1.1)
notes
29. All openings in play or other equipment are smaller than 3/8 of an inch or larger than 1 inch.
(Std. 6.2.1.9)
notes
30. Climbing equipment is placed over and surrounded by a shock-absorbing surface. Loose fill
materials (for example, sand, wood chips) are raked to maintain proper depth/distribution. Unitary
shock-absorbing surfaces meet current ASTM International standards and/or CPSC Standards.
http://www.astm.org/Standards/F2223.htm, http://www.cpsc.gov//PageFiles/122149/325.pdf
(Std. 6.2.3.1, Appendix Z)
notes
31. Fall zones extend at least 6 feet beyond the perimeter of stationary climbing equipment.
(Std. 6.2.3.1)
notes
32. Equipment and furnishings are sturdy and in good repair. There are no tip-over or tripping hazards.
(Std. 5.3.1.1)
notes
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33. There is no hazardous equipment (for example, broken equipment, lawn mowers, tools, tractors,
trampolines) accessible to children. (Std. 5.7.0.4, 6.2.4.4)

1

No Opportunity

Not Applicable

Always

Usually

Sometimes

Never

Equipment and Furnishings — Indoors and Outdoors — Continued

4

notes
34. Open sides of stairs, ramps, porches, balconies and other walking surfaces, with more than 30
inches to fall, have guardrails or protective barriers. The guardrails are at least 36 inches high.
(Std. 5.1.6.6)

1

2

3

4

NA

1

2

3

4

NA N Op

1

2

3

4

N Op

1

2

3

4

NA N Op

1

2

3

4

NA N Op

1

2

3

4

NA N Op

1

2

3

4

NA N Op

notes
35. Children one year of age and older wear helmets when riding toys with wheels (for example,
tricycles, bikes) or using any wheeled equipment (for example, rollerblades, skateboards). Helmets
fit properly and meet CPSC standards. Children take off helmets after riding or using wheeled toys or
equipment. (Std. 6.4.2.2)
notes

Equipment and Furnishings — Outdoors Only
36. Children play outdoors each day. Children stay inside only if weather poses a health risk (for
example, wind chill factor at or below minus 15°F, heat index at or above 90°F). (Std. 3.1.3.2)
notes
37. Outdoor play areas are enclosed with a fence or natural barriers that allow caregivers/teachers to
see children. Openings in fences and gates are no larger than 3.5 inches. (Std. 6.1.0.8)
notes
38. Enclosures outside have at least two exits, one being remote from the building. (Std. 6.1.0.8)
notes
39. Each gate has a latch that cannot be opened by children. Outdoor exit gates are equipped with selfclosing, positive latching closure mechanisms that cannot be opened by children. (Std. 6.1.0.8)
notes
40. Shade is provided outside (for example, trees, tarps, umbrellas). Children wear hats or caps with a
brim to protect their faces from the sun if they are not in a shaded area. (Std. 3.4.5.1)
notes
41. Broad spectrum sun screen with SPF of 15 or higher is available for use. (Std. 3.4.5.1)

1

4

notes
List and rate other federal, state, local and/or accreditation standards/regulations that may apply:
1

2

3

4

N Op

notes
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SUPERVISION, INTERACTION and ACTIVITY

42. Ratios: Indoors: Time (hour/min): ____ /____
Ages of children observed: (check all that apply)
≤12 months
2 years
3 years
4 years
5+ years
# of children ____ # of staff ____ child/staff ratio: ____:____ (Std. 1.1.1.2)
For Family Child Care Programs, see CFOC3 Stds. 1.1.1.1, 1.1.1.2

1

4

1

4

No Opportunity

Not Applicable

Always

Maximum Group Size
6
8
14
16
16

Usually

Maximum Child: Staff Ratio
3:1
4:1
7:1
8:1
8:1

Sometimes

Age
≤12 months
13-35 months
3-year-olds
4-year-olds
5-year-olds

Never

Interaction and Physical Activity

notes
43. Ratios: Outdoors: Time (hour/min): ____ /____
Ages of children observed: (check all that apply)
≤12 months
2 years
3 years
4 years
5+ years
# of children ____ # of staff ____ child/staff ratio: ____:____ (Std. 1.1.1.2)
For Family Child Care Programs, see CFOC3 Stds. 1.1.1.1, 1.1.1.2

N Op

notes
44. Caregivers/Teachers directly supervise children by sight and hearing at all times. This includes
indoors, outdoors and when children are sleeping, going to sleep or waking up. (Std. 2.2.0.1)

1

2

3

4

1

2

3

4

1

2

3

4

notes
45. Caregivers/Teachers encourage positive behavior and guide children to develop self-control.
Caregivers/Teachers model desired behavior. “Time out” is only used for persistent, unacceptable
behavior. (Std. 2.2.0.1)
notes
46. Caregivers/Teachers support children to learn appropriate social skills and emotional responses.
There are daily routines and schedules. (Std. 2.2.0.6)
notes
47. There is no physical or emotional abuse or maltreatment of a child. There is no physical punishment
or threat of physical punishment of a child. (Std. 2.2.0.9)

1

4

notes
48. Caregivers/Teachers do not use threats or humiliation (public or private). There is no profane or
sarcastic language. There are no derogatory remarks made about a child or a child’s family.
(Std. 2.2.0.9)

1

2

3

4

notes
49. Children are not physically restrained unless their safety or that of others is at risk. (Std. 2.2.0.10)

1

4

1

4

notes
50. Physical activity/outdoor time are not taken away as punishment. (Std. 2.2.0.9)
notes
51. Children engage in moderate to vigorous physical activities such as running, climbing, dancing,
skipping and jumping. All children (including infants) have opportunities to develop and practice gross
motor and movement skills. (Std. 3.1.3.1)

1

2

3

4

notes
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Sometimes

Usually

Always

No Opportunity

Never

Not Applicable

Interaction and Physical Activity — Continued

1

2

3

4

1

2

3

4

1

2

3

4

NA

1

2

3

4

NA N Op

1

2

3

4

1

2

3

4

52. There are structured or adult-led physical activities and games that promote movement for
children. (Std. 3.1.3.1)
notes
List and rate other federal, state, local and/or accreditation standards/regulations that may apply:

N Op

notes

Nutrition: Eating and Drinking
53. Individual children’s food allergies are posted where they can be seen in the classroom and
wherever food is served. (Std. 4.2.0.10)
notes
54. Children two years of age and older are served skim or 1% milk. (Std. 4.9.0.3)
notes
55. Drinking water is available, indoors and outdoors, throughout the day for children over 6 months of
age. (Std. 4.2.0.6)
notes
56. A variety of nourishing foods is served at meals and snacks. Nourishing foods include fruits,
vegetables, whole and enriched grains, protein and dairy. (Std. 4.2.0.3)

NA N Op

notes
57. Foods that are choking hazards are not served to children under 4 years of age. This includes hot
dogs and other meat sticks (whole or sliced into rounds), raw carrot rounds, whole grapes, hard candy,
nuts, seeds, raw peas, hard pretzels, chips, peanuts, popcorn, rice cakes, marshmallows, spoonfuls of
peanut butter or chunks of meat larger than can be swallowed whole. (Std. 4.5.0.10)

1

4

notes
58. Children are always seated while eating. (Std. 4.5.0.10)

1

2

3

4

notes
59. Food is not used or withheld as a bribe, reward, or punishment. (Std.2.2.0.9)

1

4

notes
List and rate other federal, state, local and/or accreditation standards/regulations that may apply:
1

2

3

4

N Op

notes
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SANITATION: Personal Hygiene, Environmental Health

Usually

Always

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

No Opportunity

Sometimes

1

60. Situations or times that children and staff should perform hand hygiene are posted in all food
preparation, hand hygiene, diapering, and toileting areas. (Std.3.2.2.1)

Not Applicable

Never

Personal Hygiene — Handwashing

notes
61. Handwashing Procedures — Staff
– Moisten hands with water and apply soap (not antibacterial).
– Rub hands together into a soapy lather for 20 seconds.
– All hand surfaces are washed including fronts and backs and between fingers from wrists to
finger tips.
– Hands are rinsed with running water and dried with a paper or single use cloth towel.
(Std. 3.2.2.2)
notes
62. Handwashing Procedures — Children
Children wash their hands or have their hands washed.
– Moisten hands with water and apply soap (not antibacterial).
– Rub hands together into a soapy lather for 10 to 20 seconds.
– All hand surfaces are washed including fronts and backs and between fingers from wrists to
finger tips.
– Hands are rinsed with running water and dried with a paper or single use cloth towel.
(Std. 3.2.2.2)
notes
63. Caregivers/Teachers help children wash their hands when children can stand but cannot wash their
hands by themselves. Children’s hands hang freely under the running water either at a child level sink
or at a sink with a safety step. (Std. 3.2.2.3)
notes
64. Adults and children only use alcohol-based sanitizers as an alternative to handwashing with soap
and water, if hands are not visibly soiled. Hand sanitizers are only used for children over 24 months
with adult supervision. (Stds. 3.2.2.2, 3.2.2.3)

NA N Op

notes
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Never

Sometimes

Usually

Always

Not Applicable

No Opportunity

Personal Hygiene — Toothbrushing

1

2

3

4

NA

1

2

3

4

NA N Op

1

2

3

4

NA

4

NA

65. When toothbrushes are present, they are not worn or frayed. Fluoride toothpaste is present.
(Std. 3.1.5.1)
notes
66. *Except in the case of children who are known to brush their teeth twice a day at home, caregivers/
teachers brush children’s teeth or monitor tooth brushing activities at least once during the hours that
the child is in child care. (Std. 3.1.5.1)
notes

Food Safety/Food Handling
67. The food preparation area of the kitchen is separate from eating, play, laundry, toilet, bathroom, and
diapering areas. No animals are allowed in the food preparation area. (Std. 4.8.0.1)
notes
68. The food preparation area is separated from child care areas by a door, gate, counter, or room
divider. (Std. 4.8.0.1)

1

notes
69. There is no home-canned food or food in cans without labels. Food from dented, rusted, bulging or
leaking cans is not used. (Std. 4.9.0.3)

1

2

3

4

NA

1

2

3

4

NA

1

2

3

4

NA N Op

1

2

3

4

NA N Op

1

2

3

4

NA

1

2

3

4

notes
70. Meat, fish, poultry, milk, and egg products are refrigerated or frozen before use. Refrigerators have
a thermometer and are kept at 41°F or lower. (Std. 4.9.0.3)
notes
71. Meat product labels state they are from government-inspected sources and/or dairy product labels
state that they are pasteurized. (Std. 4.9.0.3)
notes
72. All fruits and vegetables are washed thoroughly with water prior to use. (Std. 4.9.0.3)
notes
73. Store bought fruit juice labels state the juice is pasteurized. Fruit and vegetable juices squeezed onsite are squeezed just prior to serving. (Std. 4.9.0.3)
notes
74. Food surfaces (for example, dishes, utensils, dining tables, high chair trays, cutting boards) and/or
objects intended for the mouth (for example, pacifiers and teething toys) are sanitized. A dishwasher is
used or an EPA registered sanitizer is used according to label instructions for sanitizing. (Std. 3.3.0.1)
notes
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Usually

Always

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

No Opportunity

Sometimes

1

75. Kitchen equipment is clean and in working order. Food surfaces are in good repair and free of cracks
and crevices. Food surfaces are made of non-porous, smooth material and are kept clean and sanitized.
(Std. 4.8.0.3)

Not Applicable

Never

Environmental Health

NA N Op

notes
76. There are no cracks or holes in walls, ceilings, floors or screens. (Std. 5.2.8.1)
notes
77. There is no clutter, trash, water damage, standing water or leaking pipes. Pest breeding areas are
not on site. (Std. 5.2.8.1)
notes
78. Objects and surfaces are kept clean of dirt, debris and sticky films. (Std. 3.3.0.1)
notes
79. Hard, non-porous surfaces soiled with potentially infectious body fluid (for example, toilets, diaper
changing tables, blood spills) are disinfected. An EPA registered disinfectant is used according to label
instructions. (Std. 3.3.0.1)

N Op

notes
80. There are disposable gloves available for handling blood and blood containing body fluids.
(Std. 3.2.3.4)

1

4

notes
81. *Infectious waste (for example soiled diapers, blood) and toxic waste (for example, used batteries,
fluorescent light bulbs) are stored separately from other waste. (Stds. 5.2.7.6, 5.2.9.1)

1

2

3

4

N Op

1

2

3

4

N Op

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

notes
82. Sanitizing and disinfecting are not done when children are nearby. (Std. 3.3.0.1)
notes
83.*Pesticides are not applied when children are present. (Std. 5.2.8.1)
notes
84. *Toxic substances are stored in the original, labeled containers. Material Safety Data Sheets
(MSDS) are on site for each toxic substance/chemical. (Std. 5.2.9.1)

NA N Op

notes
85. *Toxic substances are inaccessible to children and in a locked room or cabinet. Bleach solutions are
labeled with contents and date mixed. (Stds. 5.2.9.1, 5.2.8.1, 3.2.3.4, Appendix J)
notes
List and rate other federal, state, local and/or accreditation standards/regulations that may apply:
N Op

notes
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POOLS, SPAS and HOT TUBS

86. Ratios: Ages of children observed: (check all that apply)
≤12 months
1 year
2 years
3 years
4 years
5+ years
Location________________ Time of Day (hour/min): ____ /____
# of children ____ # of staff ____ child/staff ratio: ____:____ (Std. 1.1.1.5)

1

No Opportunity

Not Applicable

Always

Usually

Child: Staff Ratios
1:1
1:1
4:1
6:1

Sometimes

Developmental Levels
Infants
Toddlers
Preschoolers
School-age Children

Never

Does this program have a pool, spa or hot tub or other water hazard?
Yes:
If yes, complete the items below. No:
If no, go to the Infants and Toddlers Section.
This facility has the following water hazards: (check all that apply)
Swimming Pool
Hot Tub
Stationary Wading Pool
Pond
Other_________

4

N Op

4

N Op

4

NA N Op

N Op

notes
87. All outdoor water hazards are enclosed with a fence at least 4-6 feet high that comes within 3½
inches from the ground. Exits and entrances around bodies of water have self-closing, positive latching
gates or doors. The locking devices are a minimum of 55 inches from the ground or floor.
(Stds. 6.1.0.6, 6.3.1.1)

1

2

3

notes
88. When not in use, in-ground and above-ground swimming pools, spas, hot tubs or wading pools are
covered with a safety cover. The cover meets the ASTM International standards. (Std. 6.3.1.4)

1

notes
List and rate other federal, state, local and/or accreditation standards/regulations that may apply:
1

2

3

4

1

2

3

4

1

2

3

4

notes

INFANTS and TODDLERS: Personal Relationships, Diapering, Injury Prevention
Are there children under 36 months of age in this program?
Yes:
If yes, complete the items below. No:
If no, you have completed the Checklist.

Infants and Toddlers — Personal Relationships
89. Caregivers/Teachers smile, talk, touch, hold, sing and/or play with children during daily routines,
such as diapering, feeding and eating. (Std. 2.1.2.1)
notes
90. Caregivers/Teachers comfort children who are upset. Caregivers/Teachers are aware of and
respond to children’s feelings. (Std. 2.1.2.1)
notes
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Sometimes

Usually

Always

No Opportunity

Never

Not Applicable

Infants and Toddlers — Diapering

1

2

3

4

NA N Op

1

2

3

4

NA N Op

1

2

3

4

1

2

3

4

1

2

3

4

NA

1

2

3

4

NA

1

2

3

4

NA

91. Caregivers/Teachers follow diaper changing procedures below:
– Caregiver/Teacher has one hand on the child at all times.
– Non-absorbent paper liner, large enough to cover the changing surface from the child’s shoulders
to beyond the child’s feet, is used.
– Clothing is removed or otherwise kept from contact with the contents of the diaper during the
change.
– Child is cleaned of stool and urine, front to back, with a fresh wipe for each swipe.
– Soiled diapers placed in a plastic-lined, covered, hands-free can.
– If reusable cloth diapers are used, soiled diaper is put in a plastic bag or into a plastic-lined,
hands-free covered can.
– A fresh wipe is used to clean the hands of the caregiver and another fresh wipe to clean the hands
of the child before putting on a new diaper and dressing the child.
– The child’s hands are washed according to the procedure in item #62 before returning the child to
a supervised area.
– Diaper changing surface is cleaned and disinfected with an EPA registered disinfectant after each
diaper change.
– Disinfectant is put away, out of children’s reach.
– Caregivers’/Teachers’ hands are washed after diapering procedure is complete according to the
procedure in item #61. (Stds. 3.2.1.4, 3.2.3.4)
notes
92. Current diaper changing procedures as listed in item #91 are posted in the diaper changing area(s).
(Std. 3.2.1.4)
notes

Infants and/or Toddlers — Injury Prevention
93. Strings, cords, ribbons, ties and straps long enough to encircle a child’s neck are out of children’s
reach. (Std. 3.4.6.1)
notes
94. The following are not within children’s reach: small objects, toys, and toy parts that have a diameter
less than 1¼ inch and a length between 1 inch and 2¼ inches; balls and toys with spherical, egg shaped,
or elliptical parts that are smaller than 1¾ inches in diameter; toys with sharp points and edges; plastic
bags; Styrofoam® objects; coins; rubber or latex balloons; safety pins; marbles; magnets; foam blocks,
books, or objects; latex gloves; bulletin board tacks or glitter. (Std. 6.4.1.2)
notes
95. Securely installed, guards (for example, gates) are at the top and bottom of each open stairway
where infants and toddlers are in care. (Std. 5.1.5.4)
notes
96. Children over 12 months of age who can feed themselves are actively supervised by a caregiver/
teacher. The caregiver/teacher is within arm’s reach of the child’s high chair or feeding table or is
seated at the same table. (Std. 4.5.0.6)
notes
97. Foods that are choking hazards are not served to toddlers. Food for toddlers is served in pieces ½
inches or smaller. (Std. 4.5.0.10)
notes
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Sometimes

Usually

Always

No Opportunity

Never

Not Applicable

Infants and/or Toddlers — Injury Prevention — Continued

1

2

3

4

N Op

1

2

3

4

NA N Op

1

2

3

4

N Op

1

2

3

4

1

2

3

4

1

2

3

4

List and rate other federal, state, local and/or accreditation standards/regulations that may apply:

notes

INFANTS ONLY: Activity, Sleep, Safety, Nutrition

Are there infants under 12 months of age in this program?
Yes:
If yes, complete items below No:
If no, you have completed the Checklist.

Infants Only — Activity, Sleep, Safety
98. Sunscreen is not applied to infants 6 months of age or younger. Infants less than 6 months of age
are not in direct sunlight. (Std. 3.4.5.1)
notes
99. Infants have supervised tummy time while awake at least once each day. (Std. 3.1.3.1)
notes
100. Infants are not seated more than 15 minutes at a time except during meals. (Std. 3.1.3.1)
notes
101. All infants are placed to sleep on their backs, in a crib, on a firm mattress, with a tightly fitting
sheet. Only one infant is placed in each crib. (Std. 3.1.4.1)

N Op

notes
102. Soft or loose bedding and other objects are kept away from sleeping infants and are not in safe
sleep environments (for example, not in cribs). This includes bumpers, pillows, positioners, blankets,
quilts, bibs, diapers, flat sheets, sheepskins, toys and stuffed animals. One-piece blanket sleepers may
be used for warmth. (Std. 3.1.4.1)
notes
103. The room temperature where infants sleep is comfortable for a lightly clothed adult. (Std. 3.1.4.1)

1

4

1

4

notes
104. Infants who fall asleep any place that is not a crib are moved and placed to sleep on their backs
in a crib. Examples of places where infants may not be left to sleep are car seats, high chairs, swings,
infant seats, beanbag chairs, and futons. (Std. 3.1.4.1)

N Op

notes
105. *Cribs meet the current guidelines approved by CPSC and ASTM International standards. Crib
slats are spaced no more than 2 3/8 inches apart. The crib has a firm mattress that is fitted so that no
more than two fingers can fit between the mattress and the crib side in the lowest position. Cribs with
drop sides are not used. Cribs are placed away from window blinds or draperies. (Std. 5.4.5.2)

1

2

3

4

NA

1

2

3

4

NA N Op

notes
106. Infants mobile enough to potentially climb out of a crib sleep on cots or mats. (Std. 5.4.5.2)
notes
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Sometimes

Usually

Always

Not Applicable

1

2

3

4

NA

1

2

3

4

NA

1

2

3

4

107. Bottles or containers with mother’s milk are labeled with the infant’s full name, date and time the
milk was expressed. Mother’s milk is stored in the refrigerator or freezer. (Std. 4.3.1.3)

No Opportunity

Never

Infants Only — Nutrition

notes
108. Bottles of formula prepared from powder or concentrate or ready-to-feed formula are labeled with
the child’s full name and the time and date of preparation. (Std. 4.3.1.5)
notes
109. If caregivers/teachers warm bottles and infant foods, bottles are warmed under running warm
tap water or by placing in a container of water no warmer than 120°F. Bottles and infant foods are not
thawed or warmed in microwave ovens. The temperature of warmed milk does not exceed 98.6 F.
(Stds. 4.3.1.3, 4.3.1.9)
notes
110. Infants are not fed solid foods sooner than 4 months (preferably 6 months). Introductory foods are
single ingredient. (Std. 4.3.1.11)

1

4

NA N Op

4

N Op

4

N Op

4

N Op

notes
111. Infants who are learning to feed themselves are actively supervised by a caregiver/teacher. Infants
are seated within arm’s reach of caregiver/teacher at all times while being fed or eating. (Std. 4.5.0.6)

1

2

3

notes
112. Foods that are choking hazards are not served to infants. Food for infants is served in pieces ¼ inch
or smaller. (Std. 4.5.0.10)

1

notes
List and rate other federal, state, local and/or accreditation standards/regulations that may apply:
1

2

3

notes
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User Manual
Health and Safety Checklist for Early Care and Education Programs: Based on Caring for Our Children
National Health and Safety Performance Standards, Third Edition
This User Manual provides information about the development and use of the Health and Safety
Checklist for Early Care and Education Programs: Based on Caring for Our Children National Health and
Safety Performance Standards, Third Edition (CFOC3) (referred to as the Checklist). The manual explains
how to complete the Checklist and how to rate the items on the Checklist.
I. Background and Methodology of the Checklist
The Checklist uses CFOC3 standards from Stepping Stones, 3rd Edition (SS3). It is a compilation of
selected CFOC3 standards, which if followed, are most likely to prevent adverse outcomes for
children/staff in early care and education (ECE) settings. CFOC3 standards are updated periodically and
can be found on the National Resource Center website: http://cfoc.nrckids.org/.
Of the 138 SS3 standards, 72 standards were determined to be observable. These 72 standards were
used to establish the 112 items in the Checklist. Many of the items in the Checklist include several
observable components of a standard. In addition, some standards are represented by more than one
item.
For this Checklist, observable is defined as the following:
1.
Requires interaction with the staff or director only to ask where to find an item or
identify products. For example, ask permission to open first aid kits, cabinets, etc.
2.
Able to observe when walking through a program over a two-hour period of time.
3.
The standard/item can be seen and evaluated in an objective way.
4.
Observation may include opening windows, taking measurements (for example, measuring the
depth of an impact surface or height of equipment), smelling for odors and reading labels (for
example, checking dates on medication labels).
5.
Does not require checking records or documents, such as child immunizations, professional
development records or written program policies.
The Checklist was designed to assess the key observable health and safety standards in ECE programs.
The observer uses the Checklist to assess the space, equipment and function in a specific classroom and
in overall facility. Anyone may use the Checklist to assess the health and safety of an ECE program,
including Child Care Health Consultants, ECE Directors and Staff Members and Quality Improvement
Coaches.
II. Organization of the Checklist
The Checklist includes 5 main sections: (1) Facilities, which includes Emergencies, Medications,
Equipment and Furnishings, (2) Supervision, which includes Interaction and Physical Activity, Nutrition,
(3) Sanitation, which includes Personal Hygiene, Food Safety/Food Handling, Environmental Health,
(4) Pools, Spas, and Hot Tubs, and (5) Infants and Toddlers. The sections are broken down into subscales
as follows.
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Section 1: FACILITIES: Emergencies, Medications, Equipment and
Furnishings
FACILITIES:
Emergencies
Medications
Equipment and Furnishings - Indoors and Outdoors
Equipment and Furnishings - Outdoors Only
Section 2: SUPERVISION: Interaction and Physical Activity and Nutrition
SUPERVISION
Interaction and Physical Activity
Nutrition
Section 3: SANITATION: Personal Hygiene, Food Safety/Food Handling,
Environmental Health
SANITATION
Personal Hygiene - Handwashing
Personal Hygiene – Toothbrushing
Food Safety/Food Handling
Environmental Health
Section 4: POOLS, SPAS, AND HOT TUBS
Section 5: INFANTS AND TODDLERS: Personal Relationships
Infants and Toddlers - Personal Relationships
Infants and Toddlers -Diapering
Infants and Toddlers – Injury Prevention
Infants Only- Activity, Sleep, Safety
Infant Only-Nutrition

1-41
1-10
11-13
14-35
36-41
42-59
42-52
53-59
60-85
60-64
65-66
67-74
75-85
86-88
89-112
89-90
91-92
93-97
98-106
107-112

III. Equipment Needed to Complete the Checklist
Tape measure (at least 60 inches long)
Rigid measuring stick to measure the depth of loose fill impact surfacing (at least 9 inches long).
Refrigerator thermometer
Stop watch or timer
Clipboard and pen or electronic tablet
No-Choke Testing Tube (optional)
Fanny pack or back pack to carry equipment
IV. Planning Your Visit
1. The items are organized in an order to facilitate making observations and rating items as you
walk through a facility.
2. For the following items noted by an asterisk, *8-13, *21, *66, *81 *83, *84, *85, *105, you may
need to ask the director or a staff member questions about the item (for example, where toxic
substances are stored).
3. Inform the director that you will need to open cabinets, read labels, open windows, and
measure heights of equipment and depths of impact surfaces.
4. Bring your own equipment to complete the Checklist. Start your visit by putting the
thermometer in the refrigerator, since it takes at least one hour to accurately read the
temperature (#70; Std. 4.9.0.3).
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5. Pick a classroom to observe indoors and outdoors. When the children mix with other classes,
observe the overall environment in the program and rate what you observe in the overall
program.
6. Items #4, #6, #7 relate to the full program and not one classroom.
V. Rating Scale
The 112 items objectively describe key observable components of 72 CFOC3 standards. Each item is
rated on the following scale:
1 = Never. None of the components of the item are met.
2 = Sometimes. Less than or 50% (≤ 50%) of the components in the item are met.
3 = Usually. More than 50% (>50%) but less than 100% of the components in the item are met.
4 = Always. Every component in the item is met (100%).
NA = The item is not applicable (N/A) to the classroom/program. Explain why it is rated N/A in the
‘notes’ section.
N Op = There was no opportunity (N Op) to observe this item. Explain why it is rated N Op in the ‘notes’
section.
When a rating area is shaded grey, the rating choice is not an option.
Notes:
After each item, there is a space for notes and/or comments. Use this space to document why the
classroom/program does not meet 100% of the components of the item or why the item was not
applicable or not observed. Also, write notes about issues needing follow-up or discussion with program
staff.
At the end of each subscale, there is space to list and rate other federal, state, local and/or accreditation
standards/regulations that may apply.
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Item-By-Item Specifications
FACILITIES: Emergencies
1. A sign-in/sign-out system tracks who (other than children) enters and exits the facility. It includes
name, contact number, purpose of visit (for example, parent/guardian, vendor, guest, consultant) and
time in and out. (Std. 9.2.4.7)
Note: If the sign-in/sign-out log is not easily visible, ask to see it. The sign-in/sign-out system is
for all persons other than children entering and exiting the facility.
1 = There is no sign-in/sign-out system.
2 = There is a sign-in/sign-out system that meets ≤ 50% of the components of the item. For example, the
sign-in/sign-out system includes name and contact number, but not the relationship to facility nor the
recorded time in and out.
3 = There is a sign-in/sign-out system that meets >50% of the components of the item. For example, the
sign-in/sign-out system includes name and contact number and the relationship to facility, but not the
recorded time in and out.
4 = There is a sign-in/sign-out system that tracks who (other than children) enters and exits the facility.
The system includes name, contact number, relationship to facility (for example, parent/guardian,
vendor, guest, consultant) and recorded time in and out.
2. Phone numbers to report child abuse and neglect (Child Protective Services) are clearly posted
where any adult can easily see them. (Std. 3.4.4.1)
1 = No phone numbers to report child abuse and neglect are posted.
2= Phone numbers to report child abuse and neglect are available on site, but not posted.
3 = Phone numbers to report child abuse and neglect are posted but not easily seen.
4 = Phone numbers to report child abuse and neglect are clearly posted where any adult can easily see
them.
3. Phone number for the Poison Center is posted where it can be seen in an emergency (for example,
next to the phone). (Stds. 5.2.9.1, 5.2.9.2)
Note: The National help line for the poison center is 1-800-222-1222. The number should be
clearly visible to the rater and is either posted near the phones or in a convenient location.
1 = The Poison Control number is not posted where it can be seen in an emergency, and not available onsite.
2 = The Poison Control number is available on site but not posted.
3 = The Poison Control number is posted on site but not easily seen.
4 = The Poison Center number is posted and can be easily seen in an emergency.
4. Fire extinguishers are inspected annually. Check date on fire extinguisher tag. (Std. 5.1.1.3)
Note: Check that the center complies with state-approved or nationally recognized fire
prevention code. Inspect all fire extinguishers in the facility for written documentation of annual
inspections.
1 = None of the fire extinguishers have a date of last inspection within 1 year.
2 = ≤ 50% of the fire extinguishers have a date of last inspection within 1 year.
3 = > 50% of the fire extinguishers have a date of last inspection within 1 year.
4 = All of the fire extinguishers have a date of last inspection within 1 year.
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5. Each building or structure has at least two unobstructed exits leading to an open space at the
ground floor. (Std. 5.1.4.1)
Note: Assess each exit on each floor in the facility (above or below ground level) that is used for
child care.
1 = There are no unobstructed exits leading to an open space at the ground level.
2 = ≤ 50% of the exits are both unobstructed and lead to an open space at the ground level.
3 = >50% of the exits are both unobstructed and lead to an open space at the ground level.
4 = Every building or structure has two or more unobstructed exits leading to an open space at the
ground floor.
6. Smoke detector system or alarm is in working order in each room or place where children spend
time. (Std. 5.2.5.1)
1 = There are no working smoke detector systems in the facility.
2 = ≤ 50% of the rooms where children spend time have a working smoke detector system.
3 = > 50% of the rooms where children spend time have a working smoke detector system
4 = There is a working smoke detector system in every room where children spend time.
7. * Carbon monoxide detectors are outside of sleeping areas. (Std. 5.2.9.5)
Note: Carbon monoxide detectors may be found placed on the walls or ceiling and\or may be
combined with smoke detectors. You may need to ask the director or a staff member about
carbon monoxide detectors.
1 = There are no carbon monoxide detectors outside of sleeping areas.
2 = Carbon monoxide detectors are present outside of ≤ 50% of sleeping areas.
3= Carbon monoxide detectors are present outside of > 50% of sleeping areas.
4 = Carbon monoxide detectors are present outside of all sleeping areas.
NA = The center does not have any children that sleep or nap on site.
8. *First aid supplies are well-stocked in each location where children spend time. (Std. 5.6.0.1)
Note: Ask where the first aid kit is kept. Examine the contents of the kit(s). Each kit must be
fully equipped and the supplies should not be stored separately. The kit(s) must be in the
location where children spend time and/or immediately accessible.
For the rater’s reference the National Health and Safety Performance Standards recommend
that the first aid kit contain at least these 23 supplies:
a. Disposable nonporous, latex free or non-powdered latex gloves (latex-free recommended);
b. Scissors;
c. Tweezers;
d. Non-glass, non-mercury thermometer;
e. Bandage tape;
f. Sterile gauze pads;
g. Flexible roller gauze;
h. Triangular bandages;
i. Safety pins;
j. Eye patch or dressing;
k. Pen/pencil and note pad;
l. Cold pack;
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m. Current American Academy of Pediatrics (AAP) standard first aid chart or equivalent first aid
guide such as the AAP Pediatric First Aid For Caregivers and Teachers (PedFACTS) Manual;
n. Coins for use in a pay phone and cell phone;
o. Water (two liters of sterile water for cleaning wounds or eyes);
p. Liquid soap to wash injury and hand sanitizer;
q. Tissues;
r. Wipes;
s. Individually wrapped sanitary pads to contain bleeding of injuries;
t. Adhesive strip bandages, plastic bags for cloths, gauze, and other materials used in handling
blood;
u. Flashlight;
v. Whistle;
w. Battery powered radio
1 = None of the supplies listed above are in the first aid kit.
2 = ≤ 50% (less than or equal to 11) of the supplies are in the first aid kit.
3 = > 50% (12 or more) of the supplies are in the first aid kit.
4 = 100% (23) of all the supplies are in the first aid kit.
9. * First aid supplies are kept in a closed container, cabinet or drawer that is labeled. They are stored
out of children’s reach and within easy reach of staff. (Std. 5.6.0.1)
1 = None of the first aid supplies are kept in a closed container, cabinet or drawer that is labeled and
inaccessible to children or there are no first aid supplies present at the facility.
2 = ≤ 50% of the components in this item are met.
3 = >50% of the components in this item are met.
4 = All first aid supplies are kept in a closed container, cabinet or drawer that is labeled and inaccessible
to children.
10. * A well-stocked first aid kit is ready for staff to take along when they leave the facility with
children (for example, when going on a walk, a field trip or to another location). (Std. 5.6.0.1)
Note: The first aid kit is used when children leave the facility for a walk or by vehicle to another
location.The transportable first aid kit should include ALL items listed above (# 8) AND the
following emergency information/items:
a. List of children in attendance (organized by caregiver/teacher they are assigned to) and their
emergency contact information (for example, parents/guardian/emergency contact with
home, work, and cell phone numbers);
b. Special care plans for children who have them;
c. Emergency medications or supplies as specified in the special care plans;
d. List of emergency contacts (for example, location information and phone numbers for the
Poison Center, nearby hospitals or other emergency care clinics, and other community
resource agencies);
e. Maps;
f. Written transportation policy and contingency plans
1 = There is no transportable first aid kit available.
2 = There is a transportable first aid kit that is readily available with ≤ 50% of the first aid with the
required supplies.
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3 = There is a transportable first aid kit that is readily available with > 50% of the required first aid
supplies.
4 = There is a transportable first aid kit that is readily available that has all of the listed information and
items.
NA = Children do not go on walks, field trips or otherwise leave the facility with staff.
FACILITIES: Medications
Ask where medications are stored. If no medications are stored on site, mark “NA” for these items.
11. * Medications are stored in an organized fashion and are not expired. They are stored at the
proper temperature, (for example, in the refrigerator or at room temperature according to
instructions) out of children’s reach and separated from food. (Std. 3.6.3.2)
1 = Medications are not organized and not stored at the proper temperature, out of children’s reach and
separated from food.
2 = ≤ 50% of the components in this item are met.
3 = >50% of the components in this item are met.
4 = All medications are organized and stored at the proper temperature, out of children’s reach and
separated from food.
NA = There are no medications stored on site.
12. *Over-the-counter medications are in the original containers. They are labeled with the child’s
name. Clear written instructions from the child’s health care provider are with the medication. (Stds.
3.6.3.1, 3.6.3.2)
Note: Written instructions from the child’s health care provider can be by note, email or fax.
Sunscreen and insect repellant do not need to meet this standard.
1 = Over-the-counter medications are not appropriately stored, labeled, and accompanied by
instructions.
2 = ≤ 50% (only one) of the components are met.
3 = >50% (2 out of 3) of the components in this item are met.
4 = All over-the-counter medications are in the original containers, are appropriately labeled, and have
clear written instructions.
NA = There are no over-the-counter medications stored on site.
N Op = There was no opportunity to observe over-the-counter medications.
13. *Prescription medications are in their original, child resistant container, labeled with child’s
name, date filled, prescribing health care provider’s name, pharmacy name and phone number,
dosage, instructions, and warnings. (Stds. 3.6.3.1, 3.6.3.2)
1 = Prescription medications are not in their original, child resistant container, labeled with child’s name,
date filled, prescribing health care provider’s name, pharmacy name and phone number,
dosage/instructions, and warnings.
2 = ≤ 50% (5 or less) of the components are met.
3 = > 50% (6 or more) of the components are met.
4 = All prescription medications are in their original, child resistant container, labeled with child’s name,
date filled, prescribing health care provider’s name, pharmacy name and phone number, dosage,
instructions, and warnings.
NA = There are no prescription medications on site.
N Op = There was no opportunity to observe over-the-counter medications.
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FACILITIES: Equipment and Furnishings - Indoors and Outdoors
14. There is fresh air provided by windows or a ventilation system. There are no odors or fumes (for
example, mold, urine, excrement, air fresheners, chemicals, pesticides.) (Stds. 5.2.1.1, 3.3.0.1, 5.2.8.1)
Note: The ventilation system must supply fresh outdoor air or clean the air by filtration. Fans
that only move the air around do not meet this standard.
1 = Fresh air is not provided by windows or a ventilation system. There are odors or fumes.
2 = ≤ 50% of the child care areas have fresh air provided by windows or ventilation system and have no
odors or fumes.
3 = >50% of the child care areas have fresh air provided by windows or ventilation system and have no
odors or fumes.
4 = Fresh air is provided by windows or ventilation system and there are no odors or fumes.
15. Windows accessible to children open less than 4 inches or have window guards so that children
cannot climb out. (Std. 5.1.3.2)
Note: Use a tape measure to measure openings of windows. Check the windows to see how far
(<4 inches) they can be opened.
1 = All open windows are open more than 4-inches or don’t have window guards.
2 = ≤ 50% of the open windows are open less than 4-inches or have window guards.
3 = >50% of the open windows are open less than 4-inches or have window guards.
4 = All open windows are open less than 4-inches or have window guards.
NA = None of the windows in the facility open.
16. There are no unvented gas or oil heaters or portable kerosene space heaters. (Std. 5.2.1.10)
1 = There are unvented gas or oil heaters or portable kerosene space heaters in the facility.
4 = There are no unvented gas or oil heaters or portable kerosene space heaters in the facility.
17. Gas cooking appliances are not used for heating purposes. Charcoal grills are not used indoors.
(Std. 5.2.1.10)
Note: “Gas cooking appliances” include gas grills. Gas grills should never be used for heating
purposes.
1 = Gas cooking appliances are used for heating purposes and/or charcoal grills are used indoors.
4 = Gas cooking appliances are not used for heating purposes and charcoal grills are not used indoors.
NA = There are no gas cooking appliances or charcoal grills on site.
18. Portable electric space heaters are not used with an extension cord and are not left on when
unattended. They are placed on the floor at least three feet from curtains, papers, furniture, and/or
any flammable object and are out of children’s reach. (Std. 5.2.1.11)
1 = Portable space heaters are left on when unattended, are accessible to children, are used with an
extension cord and are placed on the floor within three feet of flammable objects.
2 = ≤ 50% (1 or 2) of the components in this item are met.
3 = > 50% (3+) of the components in this item are met.
4 = Portable electric space heaters are not left on when unattended, are out of children’s reach, are not
used with an extension cord, and are placed on the floor at least three feet from curtains, papers,
furniture, and any flammable object.
NA = There are no portable electric space heaters on site.
N Op = The facility has portable electrical space heaters but there was no opportunity to observe them
being used.
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19. All electrical outlets within children’s reach are tamper resistant or have safety covers attached by
a screw or other means that cannot be removed by a child. (Std. 5.2.4.2)
Note: Tamper resistant electrical outlets with an internal shutter mechanism or safety covers
attached by screw are acceptable. Safety plugs are not acceptable.
1 = None of the electrical outlets accessible to children are tamper resistant or have safety covers
attached by a screw or other means that cannot be removed by a child.
2 = ≤ 50% of the electrical outlets accessible to children are tamper resistant or have safety covers that
are attached by a screw or other means that cannot be removed by a child.
3 = > 50% of the electrical outlets accessible to children are tamper resistant or have safety covers that
are attached by a screw or other means that cannot be removed by a child.
4 = All electrical outlets accessible to children are tamper resistant or have safety covers that are
attached by a screw or other means that cannot be removed by a child.
NA= There are no electrical outlets within children’s reach.
20. All cords from electrical devices or appliances are out of children’s reach. (Stds. 4.5.0.9, 5.2.4.4)
1 = No cords from electrical devices or appliances are out of children’s reach.
2 = ≤ 50% of the electrical cords from appliances are out of children’s reach.
3 = > 50% of cords from electrical appliances are out of children’s reach.
4 = All cords from electrical devices or appliances are out of children’s reach.
21. * There are no firearms, pellet or BB guns, darts, bows and arrows, cap pistols, stun guns, paint
ball guns or objects manufactured for play as toy guns visible. (Std. 5.5.0.8)
1 = One or more of the devices listed in the item is/are visible.
4 = None of the devices is visible.
22. Plastic bags, matches, candles and lighters are stored out of children’s reach. (Stds. 5.5.0.7,
5.5.0.6)
1 = All of these objects are stored within children’s reach.
2 = ≤ 50% (1 or 2) of these objects (plastic bags, matches, candles and lighters) are stored out of
children’s reach.
3 = > 50% (3 to 4) of these objects (plastic bags, matches, candles and lighters) are stored out of
children’s reach.
4 = All 4 of the objects in this item are stored out of children’s reach.
23. There are no latex balloons (inflated, underinflated, or not inflated) or inflated objects that are
treated as balloons, (for example, inflated latex gloves) on site.
(Stds. 6.4.1.5, 6.4.1.2)
1 = Balloons or inflated objects that are treated as balloons are on site.
4 = There are no balloons or inflated objects that are treated as balloons are on site.
24. Bathtubs, buckets, diaper pails and other open containers of water are emptied immediately after
use. (Std. 6.3.5.2)
Note: Water tables should be emptied immediately after use.
1 = No open water containers are emptied after use.
2 = ≤ 50% of open water containers are emptied after use.
3 = > 50% of open water containers are emptied after use.
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4 = All open water containers are emptied after use.
NA = There are no water containers on site.
25. Children do not play in areas where there is a body of water unless a caregiver/teacher is within
an arm’s length providing “touch supervision”. Bodies of water include tubs, pails, sinks, toilets,
swimming pools, ponds, irrigation ditches, and built-in wading pools. (Std. 2.2.0.4)
1 = Children play in or around water without touch supervision.
4 = Touch supervision is provided for all children playing in or around water.
NA= Children do not play in or around water.
N Op =There are bodies of water on site, but there was no opportunity to observe children there during
this observation.
26. Hot liquids and food (more than 120°F) are kept out of children’s reach. Adults do not consume
hot liquids in child care areas. (Std. 4.5.0.9)
1 = Hot food and liquids are within children’s reach, and adults consume hot liquids in child care areas.
2= Hot food and liquids are sometimes (<=50%) kept out of children’s reach, and adults frequently
consume hot liquids in child care areas.
3=Hot food and liquids are usually (>50%) kept out of children’s reach, and adults usually do not
consume hot liquids in child care areas.
4 = Hot liquids and foods are out of children’s reach, and adults do not consume hot liquids in child care
areas.
27. Equipment and play areas (including water play areas) do not have sharp points or corners,
splinters, glass, protrusions that may catch a child’s clothing (for example, nails, pipes, wood ends,
long bolts) flaking paint, loose or rusty parts, small parts that may become detached or present a
choking, aspiration, or ingestion hazard, strangulation hazards (for example, straps or strings), or
components that can snag skin, pinch, sheer, or crush body tissues. (Stds. 5.3.1.1, 6.2.1.9, 6.3.1.1)
1 = No equipment and/or play areas are free from the hazards listed in this item.
2 = ≤ 50% of the equipment and/or play areas are free from the hazards listed in this item.
3 = > 50% of the equipment and/or play areas are free from the hazards listed in this item.
4 = All of the equipment and/or play areas are free from the hazards listed in this item.
28. All openings in play or other equipment are smaller than 3.5 inches or larger than 9 inches. There
are no rings on long chains. (Stds. 6.2.1.9, 5.3.1.1)
Note: This item is to prevent entrapment of children’s heads and limbs. A tape measure is
needed to complete this item.
1 = None of the openings on play equipment are sized to prevent entrapment of a child’s head or limbs.
2 = ≤ 50% of the openings on play equipment are sized to prevent entrapment of a child’s head or limbs.
3 = > 50 % of the openings on play equipment are sized to prevent entrapment of a child’s head or
limbs.
4 = All openings on play equipment are the correct size to prevent entrapment of a child’s head or limbs.
29. All openings in play or other equipment are smaller than 3/8 of an inch or larger than 1 inch. (Std.
6.2.1.9)
Note: This item is to prevent entrapment of a child’s fingers. Use a tape measure to measure the
openings to assess entrapment hazards.
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1 = None of the openings on play equipment are smaller than 3/8 of an inch or larger than 1 inch.
2 = ≤ 50% of the openings on play equipment are smaller than 3/8 of an inch or larger than 1 inch.
3 = > 50% of the openings on play equipment are smaller than 3/8 of an inch or larger than 1 inch.
4 = All openings on play equipment are smaller than 3/8 of an inch or larger than 1 inch.
30. Climbing equipment is placed over and surrounded by a shock-absorbing surface. Loose fill
materials (for example, sand, wood chips) are raked to maintain proper depth/distribution. Unitary
shock-absorbing surfaces meet current ASTM International standards and/or CPSC Standards.
http://www.astm.org/Standards/F2223.htm, http://www.cpsc.gov//PageFiles/122149/325.pdf;
CFOC3: Appendix Z
Inches
Loose fill material
Fall height (feet)
6
Shredded recycled rubber
10
9
Sand
4
9
Pea Gravel
5
9
Wood mulch (non CCA)
7
9
Wood chips
10
Note: Any equipment that a child can use to climb above ground level should be considered
climbing equipment, whether it was manufactured for climbing or not. For example, play castles
that children can climb on should be surrounded by a shock-absorbing surfacing. Shredded
rubber loose fill surfacing does not compress in the same manner as other loose-fill materials.
However, care should be taken to maintain a constant depth as displacement may still occur.
1 = No climbing equipment is placed over and surrounded by a shock-absorbing surface.
2 = ≤ 50% of the climbing equipment is placed over and surrounded by a shock-absorbing surface.
3 = > 50% of the climbing equipment is placed over and surrounded by a shock-absorbing surface.
4 = All climbing equipment is placed over and surrounded by a shock-absorbing surface.
NA = There is no climbing equipment that requires shock-absorbing surfaces on site.
N Op = There was no opportunity to observe climbing equipment.
31. Fall zones extend at least 6 feet beyond the perimeter of stationary climbing equipment. (Std.
6.2.3.1)
Note: Use a tape measure to measure fall zones both outdoors and indoors. Fall zones are the
areas that surround equipment that children can use to get above ground level.
1 = No shock-absorbing surfaces extend six feet beyond the perimeter of stationary climbing equipment.
2 = ≤ 50% of the shock-absorbing surfaces extend six feet beyond the perimeter of stationary climbing
equipment.
3 = > 50% of the shock-absorbing surfaces extend six feet beyond the perimeter of stationary climbing
equipment.
4 = All shock-absorbing surfaces extend six feet beyond the perimeter of stationary climbing equipment.
NA = There is no stationary climbing equipment on the premises.
N Op = There was no opportunity to observe fall zones.
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32. Equipment and furnishings are sturdy and in good repair. There are no tip-over or tripping
hazards. (Std. 5.3.1.1)
Note: Tripping hazards include objects on the floor, uneven pavement, protrusions, or pieces of
equipment that may cause a person to fall. Tip-over hazards include unsecured televisions, book
shelves, chests of drawers, climbing equipment, indoor or outdoor equipment that children can
climb on, whether or not the equipment was intended to be.
1 = No equipment is sturdy and in good repair, there are tip over or tripping hazards in child care areas.
2 = ≤ 50% equipment and furnishings are sturdy and in good repair. ≤ 50% of the child care areas have
no tip-over or tripping hazards.
3 = > 50% equipment and furnishings are sturdy and in good repair. > 50% of the child care areas have no
tip-over or tripping hazards.
4 = All equipment is sturdy and in good repair and there are no tip-over or tripping hazards.
33. There is no hazardous equipment (for example, broken equipment, lawn mowers, tools, tractors,
trampolines) accessible to children. (Std. 5.7.0.4, 6.2.4.4)
1 = One or more types of hazardous equipment is accessible to children.
4 = Hazardous equipment is not present or is inaccessible to children by a non-hazardous barrier.
34. Open sides of stairs, ramps, porches, balconies and other walking surfaces, with more than 30
inches to fall, have guardrails or protective barriers. The guardrails are at least 36 inches high. (Std.
5.1.6.6)
Note: Use a tape measure to measure the height of the barriers. (For specific details of
guardrails and protective barriers see Std. 5.1.6.6)
1 = No walking surfaces with more than 30 inches to fall have guardrails at least 36 inches high.
2 = ≤ 50% of the walking surfaces with more than 30 inches to fall have guardrails at least 36 inches
high.
3 = > 50% of the walking surfaces with more than 30 inches to fall have guardrails at least 36 inches
high.
4 = All walking surfaces with more than 30 inches to fall have guardrails at least 36 inches high.
NA = There are no walking surfaces with over 30 inches vertical distance to fall.
35. Children one year of age and older wear helmets when riding toys with wheels (for example,
tricycles, bikes) or using any wheeled equipment (for example, rollerblades, skateboards). Helmets fit
properly and meet CPSC standards. Children take off helmets after riding or using wheeled toys or
equipment. (Std. 6.4.2.2)
1 = None of the children (one year of age and older) riding wheeled toys wear and remove helmets when
appropriate.
2 = ≤ 50% of children (one year of age and older) riding wheeled toys wear and remove helmets when
appropriate.
3 = > 50% of children (one year of age and older) riding wheeled toys wear and remove helmets when
appropriate.
4 = All children (one year of age and older) riding wheeled toys wear and remove helmets when
appropriate.
NA = There are no wheeled toys on the premises.
N Op = There was no opportunity to observe children riding wheeled toys.
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FACILITIES: Equipment and Furnishings - Outdoors Only
36. Children play outdoors each day. Children stay inside only if weather poses a health risk (for
example, wind chill factor at or below minus 15°F, heat index at or above 90°F). (Std. 3.1.3.2)
1 = Children do not play outdoors.
2 = ≤ 50% of the children play outdoors each day unless the weather poses a significant health risk.
3 = > 50% of the children play outdoors each day unless the weather poses a significant health risk.
4 = All children play outdoors each day unless the weather poses a significant health risk.
N Op = There was no opportunity to observe children playing outdoors at the time of the visit.
37. Outdoor play areas are enclosed with a fence or natural barriers that allow caregivers/teachers to
see children. Openings in fences and gates are no larger than 3.5 inches. (Std. 6.1.0.8)
1 = None of the outdoor play areas are enclosed with fences or natural barriers that allow for
observation of children. Fences or natural barriers have openings in fences and gates larger than 3.5
inches.
2 = ≤ 50% of the outdoor play areas are enclosed with fences or natural barriers that allow for
observation of children. ≤ 50% of the fences or natural barriers have openings no larger than 3.5 inches.
3 = > 50% of the outdoor play areas are enclosed with fences or natural barriers that allow for
observation of children. > 50% of the fences or natural barriers have openings no larger than 3.5 inches.
4 = All outdoor fences or natural barriers allow for observation of children and openings in fences and
gates are no larger than 3.5 inches.
NA=There are no outdoor play areas.
N Op = There was no opportunity to observe outdoor play areas.
38. Enclosures outside have at least two exits, one being remote from the building. (Std. 6.1.0.8)
1 = Enclosures outside have no exits.
2 = There is one exit outside and it is not remote from the building.
3 = There is one exit and it is remote from the building. OR There are two exits and neither is remote from
the building.
4 = All enclosures have at least two exits and one is remote from the building.
NA=There are no outside enclosures.
N Op = There was no opportunity to observe outside enclosures.
39. Each gate has a latch that cannot be opened by children. Outdoor exit gates are equipped with
self-closing, positive latching closure mechanisms that cannot be opened by children. (Std. 6.1.0.8)
1 = No outdoor gates have a latch that cannot be opened by children. No outdoor gates are equipped
with self-closing, positive latching closure mechanisms.
2 = ≤ 50% of the outdoor gates have a latch that cannot be opened by children. ≤ 50% of the outdoor
gates are equipped with self-closing, positive latching closure mechanisms.
3 = >50% of the outdoor gates have a latch that cannot be opened by children. >50% of the outdoor
gates are equipped with self-closing, positive latching closure mechanisms.
4 = All outdoor gates have a latch that cannot be opened by children. All outdoor gates are equipped
with self-closing, positive latching closure mechanisms.
NA= There are no outdoor gates.
N Op = There was no opportunity to observe outdoor gates.
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40. Shade is provided outside (for example, trees, tarps, umbrellas). Children wear hats or caps with a
brim to protect their faces from the sun if they are not in a shaded area. (Std. 3.4.5.1)
1 = None of the areas open to direct sun have shade and children do not wear protective hats or caps if
they are not in a shaded area.
2 = ≤ 50% of the areas open to direct sun have shade or ≤ 50% of children wear protective hats or caps in
the sun.
3 = > 50% of the areas open to direct sun have shade or > 50% of children wear protective hats or caps in
the sun.
4 = All areas open to direct sun have shade or all children wear protective hats or caps in the sun.
NA = There are no areas accessible to children open to direct sun.
N Op = There was no opportunity to observe outdoor areas.
41. Broad spectrum sun screen with SPF of 15 or higher is available for use. (Std. 3.4.5.1)
Note: If sunscreen is not easily visible, ask to see it.
1 = Broad-spectrum sunscreen with SPF of 15 or higher is not available for use.
4 = Broad-spectrum sunscreen with SPF of 15 or higher is available for use.
SUPERVISION: Interaction and Physical, Nutrition
42. Ratios: Indoors: Time (hour/min):____/ _____ Ages of children observed:
(circle all that apply) ≤12 months, 1 year, 2 years, 3 years, 4 years, 5+ years
# of children _____ # of staff _____ child: staff ratio: ____:_____ (Std. 1.1.1.2)
Note: At the end of the observation calculate the ratio and assign a rating. The recommended
staff/child ratios for child care centers are listed in a table below from Std. 1.1.1.2. For details
for recommended staff/child ratios in other settings such as Small Family Child Care Homes and
Large Family Child Care Homes or other special circumstances see Standards: 1.1.1.1 – 1.1.1.5.
Age
Maximum Child: Staff Ratio
Maximum Group Size
3:1
6
≤ 12 months
13-35 months
4:1
8
3-year-olds
7:1
14
4-year-olds
8:1
16
5-year-olds
8:1
16
1 = The child: staff ratio does not meet the Standard.
4 = The child: staff ratio meets the Standard.
43. Ratios: Outdoors: Time (hour/min):____/ _____ Ages of children observed:
(circle all that apply) ≤12 months, 1 year, 2 years, 3 years, 4 years, 5+ years
# of children _____ # of staff _____ child: staff ratio :____:_____(Std. 1.1.1.2)
1 = The child: staff ratio does not meet the Standard.
4 = The child: staff ratio meets the Standard.
N Op = There was no opportunity to observe children outdoors.
44. Caregivers/teachers directly supervise children by sight and hearing at all times. This includes
indoors, outdoors and when children are sleeping, going to sleep or waking up. (Std. 2.2.0.1)
1 = None of the observed children are supervised by sight and hearing at all times.
2 = ≤ 50% of the observed children are supervised by sight and hearing at all times.
3 = > 50% of the observed children are supervised by sight and hearing at all times.
4 = All observed children are supervised by sight and hearing at all times.
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45. Caregivers/Teachers encourage positive behavior and guide children to develop self-control.
Caregivers/Teachers model desired behavior. “Time out” is only used for persistent, unacceptable
behavior. (Std. 2.2.0.6)
Note: The caregiver/teacher should tell the child what to do rather than what not to do and provide
an example of the desired behavior. An example of an inappropriate “time out” is for a toddler who
grabs a toy from another child. Instead of a “time out” the child needs to learn the words to ask for
a toy or how to wait for a turn.
1 = Caregivers/Teachers do not encourage positive behavior, do not promote self-regulation and do not
model desired behavior. They use “time out” when behaviors are not persistent or unacceptable.
2 = ≤ 50% (1 to 2) of the behaviors (positive behavior, promote self-regulation, model desired behavior,
not using “time outs” inappropriately) are observed.
3 = > 50% (3 to 4) of the behaviors (positive behavior, promote self-regulation, model desired behavior,
not using “time outs” inappropriately) are observed.
4 = Caregivers/Teachers always encourage positive behavior, promote self-regulation, and model desired
behavior. They only use “time out” for persistent, unacceptable behavior.
46. Caregivers/Teachers support children to learn appropriate social skills and emotional responses.
There are daily routines and schedules. (Std. 2.2.0.6)
1 = Caregivers/Teachers do not support children to learn appropriate social skills and emotional
responses. There are no daily routines or schedules.
2 = ≤ 50% Caregivers/teachers support children to learn appropriate social skills and emotional responses
and have daily routines and schedules.
3 = > 50% Caregivers/Teachers support children to learn appropriate social skills and emotional
responses and have daily routines and schedules.
4 = All Caregivers/Teachers support children to learn appropriate social skills and emotional responses.
There are daily routines and schedules.
47. There is no physical or emotional abuse or maltreatment of a child. There is no physical
punishment or threat of physical punishment of a child. (Std. 2.2.0.9)
1 = One child or more is observed being physically or emotionally abused, maltreated or threatened.
4 = None of the children are observed to be physically or emotionally abused, maltreated or threatened.
48. Caregivers/teachers do not use threats or humiliation (public or private). There is no profane or
sarcastic language. There are no derogatory remarks made about a child or a child’s family. (Std.
2.2.0.9)
1 = Caregivers/Teachers were observed using threats, humiliation and profane and sarcastic language.
Derogatory remarks were made about a child or a child’s family.
2 = ≤ 50% of the teachers observed used threats, humiliation, profane, sarcastic or derogatory language.
3 = > 50% of the teachers observed used threats, humiliation, profane, sarcastic or derogatory language.
4 = Caregivers/Teachers do not use threats or humiliation (public or private). There is no profane or
sarcastic language. There are no derogatory remarks made about a child or a child’s family.
49. Children are not physically restrained unless their safety or that of others is at risk. (Std. 2.2.0.10)
1 = Children are observed being inappropriately physically restrained.
4 = No children are inappropriately physically restrained.

© 2014 California Childcare Health Program, UCSF School of Nursing, www.ucsfchildcarehealth.org

15

50. Physical activity/outdoor time are not taken away as punishment.
1 = Physical activity/outdoor time is observed being taken away as punishment for one or more children.
4 = Physical activity/outdoor time is not taken away as punishment for any child.
51. Children engage in moderate to vigorous physical activities such as running, climbing, dancing,
skipping and jumping. All children (including infants) have opportunities to develop and practice gross
motor and movement skills. (Std.3.1.3.1)
Note: Vigorous activity for infants includes movement of limbs, crawling, cruising, pulling-up.
1 = No children have opportunities to engage in moderate to vigorous activities.
2 = ≤ 50% of the children have opportunities to engage in moderate to vigorous activities.
3 = > 50% of the children have opportunities to engage in moderate to vigorous activities.
4 = All children have opportunities to engage in moderate to vigorous activities.
52. There are structured or adult-led physical activities and games that promote movement for
children. (Std. 3.1.3.1)
1 = There are no structured activities or adult-led activities and games that promote movement for
children.
2 = ≤ 50% of the time there are structured or adult-led activities and games that promote movement for
the children
3 = > 50% of the time there are structured or adult-led activities and games that promote movement for
the children
4 = There are always structured or adult-led physical activities and games that promote movement for
the children.
NUTRITION: Eating and Drinking
53. Individual children’s food allergies are posted where they can be seen in the classroom and
wherever food is served. (Std. 4.2.0.10)
1 = Children’s food allergies are not posted where they can be seen in any of the locations where food is
served.
2 = Children’s food allergies are posted where they can be seen in ≤ 50% of the locations where food is
served.
3 = Children’s food allergies are posted where they can be seen in > 50% of the locations where food is
served.
4 = Children’s food allergies are posted where they can be seen in all locations where food is served.
NA = There are no children with food allergies on site, or food is not served on site.
54. Children two years of age and older are served skim or 1% milk. (Std. 4.9.0.3)
Note: Children between the ages of one and two years of age should be served whole milk
unless there is a note from the child’s health care provider that says the child should have
reduced fat milk.
1 = None of the milk served to children two-years of age and older is either skim or 1% milk.
2 = ≤ 50% of the children two years of age and older are served milk that is either skim or 1%.
3 = > 50% of the children are served milk that is skim or 1% milk.
4 = All of the children two-years of age or older are served either skim or 1% milk.
NA = Milk is not served on site.
N Op = There was no opportunity to observe children ages two-years or older drinking beverages.
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55. Drinking water is available, indoors and outdoors, throughout the day for children over 6 months
of age. (Std. 4.2.0.6)
1 = Drinking water is not available indoors and outdoors throughout the day for children over 6 months
of age.
2 = For ≤ 50% of the day drinking water is available indoors and outdoors for children over 6 months of
age.
3 = For > 50% of the day drinking water is available indoors and outdoors for children over 6 months of
age.
4 = Drinking water is always available, in indoor and outdoor areas, throughout the day for children over
6 months of age.
56. A variety of nourishing foods is served at meals and snacks. Nourishing foods include fruits,
vegetables, whole and enriched grains, protein and dairy.
(Std. 4.2.0.3)
Note: All meals and snacks should meet the requirements of the USDA Child and Adult Care
Food Program (CACFP). (For more details see related Stds: 4.2.0.4, 4.2.0.5)
1 = No nourishing foods, such as fruits, vegetables, whole and enriched grains, protein and dairy, are
served at meals and snacks.
2 = ≤ 50% of the foods served at meals and snacks are nourishing.
3 = > 50% of the foods served at meals and snacks are nourishing.
4 = A variety of nourishing foods is served at meals and snacks, including fruits, vegetables, whole and
enriched grains, protein and dairy.
NA = There is no food served at the program.
N Op = There was no opportunity to observe food being served.
57. Foods that are choking hazards are not served to children under four years of age. This includes
hot dogs and other meat sticks (whole or sliced into rounds), raw carrot rounds, whole grapes, hard
candy, nuts, seeds, raw peas, hard pretzels, chips, peanuts, popcorn, rice cakes, marshmallows,
spoonfuls of peanut butter or chunks of meat larger than can be swallowed whole. (Std. 4.5.0.10)
Note: This includes food brought from home in “bag lunches”.
1 = One or more foods offered to children under age four years of age are choking hazards.
4 = Children under four years of age are not offered foods that are choking hazards.
58. Children are always seated while eating. (Std. 4.5.0.10)
1 = None of the children are seated while eating.
2 = ≤ 50% of the children are seated while eating.
3 = > 50% of the children are seated while eating.
4 = All children are seated while eating.
59. Food is not used or withheld as a bribe, reward, or punishment. (Std.2.2.0.9)
1 = Food is used or withheld as a bribe, reward, or punishment for all children.
4 = Food is not used or withheld as a bribe, reward, or punishment for any child.
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SANITATION: Personal Hygiene – Handwashing
60. Situations or times that children and staff should perform hand hygiene are posted in all food
preparation, hand hygiene, diapering, and toileting areas. (Std.3.2.2.1)
1 = Procedures for hand hygiene are not posted.
2 = Procedures for hand hygiene are posted in ≤ 50% of the appropriate areas.
3 = Procedures for hand hygiene are posted in > 50% of the appropriate areas.
4 = Procedures for hand hygiene are posted in all appropriate areas.
61. Handwashing Procedures-Staff
• Moisten hands with water and apply soap (not antibacterial).
• Rub hands together into a soapy lather for 20 seconds.
• All hand surfaces are washed including fronts and backs and between fingers from wrists to
finger tips.
• Hands are rinsed with running water and dried with a paper or single use cloth towel. (Std.
3.2.2.2)
Note: If soap is used from a dispenser, check the original container to assess if antibacterial is
being used. See Standard 3.2.2.2 for more details about handwashing procedures.
1 = No staff members are observed following the handwashing procedures stated above.
2 = ≤ 50% of the time, staff is observed using the handwashing procedures as stated above or ≤ 50% of
the staff are observed using the handwashing procedures as stated above.
3 = > 50% of the time, staff is observed using the handwashing procedures as stated above or >50% of
the staff are observed using the handwashing procedures as stated above.
4 = All staff members demonstrate handwashing procedures as stated above.
62. Handwashing Procedures- Children
Children wash their hands or have their hands washed.
• Moisten hands with water and apply soap (not antibacterial).
• Rub hands together into a soapy lather for 10 to 20 seconds.
• All hand surfaces are washed including fronts and backs and between fingers from wrists to
finger tips.
• Hands are rinsed with running water and dried with a paper or single use cloth towel. (Std.
3.2.2.2)
Note: If soap is used from a dispenser, check the original container to assess if antibacterial is
being used.
1 = No children wash their hands according to the procedures stated above.
2 = ≤ 50% of the time, children are observed using the handwashing procedures as stated above or ≤
50% of the children are observed using the handwashing procedures as stated above.
3 = > 50% of the time, children are observed using the handwashing procedures as stated above or >50%
of the children are observed using the handwashing procedures as stated above.
4 = All children wash their hands according to the handwashing procedures stated above.
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63. Caregivers/teachers help children wash their hands when children can stand but cannot wash their
hands by themselves. Children’s hands hang freely under the running water either at a child level sink
or at a sink with a safety step. (Std. 3.2.2.3)
1 = Children who can stand but cannot wash their hands by themselves are not assisted by a
caregiver/teacher. Children do not use a child level sink or a safety step so their hands can hang freely.
2 = ≤ 50% of the children who can stand but cannot wash their hands by themselves are assisted by the
caregiver/teacher. ≤ 50% use a child level sink or a safety step so their hands can hang freely.
3 = > 50% of the children who can stand but cannot wash their hands by themselves are assisted by the
caregivers/teachers. > 50% use a child level sink or a safety step so their hands can hang freely.
4 = Children who can stand but cannot wash their hands by themselves are assisted by a
caregiver/teacher. A child level sink or a safety step is used so children’s hands can hang freely.
64. Adults and children only use alcohol-based hand sanitizers as an alternative to handwashing with
soap and water, if hands are not visibly soiled. Hand sanitizers are only used by children over 24
months with adult supervision. (Stds. 3.2.2.2, 3.2.2.3)
1 = Alcohol-based hand sanitizers are used by adults and children as an alternative to handwashing with
soap and water when hands are visibly soiled. Hand sanitizers are used for children less than 24 months.
2 = ≤ 50% of the components in this item are met.
3 = > 50% of the components in this item are met.
4 = Alcohol-based hand sanitizers are used by adults and children as an alternative to handwashing if
hands are not visibly soiled. Hand sanitizers are only used for children over 24 months with adult
supervision.
NA = Alcohol-based hand sanitizers are not used on site.
N Op = Alcohol-based hand sanitizers were not observed being used.
SANITATION: Personal Hygiene - Toothbrushing
65. When toothbrushes are present, they are not worn or frayed. Fluoride toothpaste is present. (Std.
3.1.5.1)
1 = All of the toothbrushes are worn or frayed and fluoride toothpaste is not present.
2 = ≤ 50% of the toothbrushes are not worn or frayed and/or fluoride toothpaste is not present.
3 = > 50% of the toothbrushes are not worn or frayed. Fluoride toothpaste is present.
4 = No toothbrushes are worn or frayed and fluoride toothpaste is present.
NA = There are no toothbrushes on site.
66. *Except in the case of children who are known to brush their teeth twice a day at home,
caregivers/teachers brush children’s teeth or monitor tooth brushing activities at least once during
the hours that the child is in child care. (Std. 3.1.5.1)
1 = Staff do not monitor or assist any of the children brushing their teeth.
2 = Staff monitor and/or assist ≤ 50% of children brushing their teeth.
3 = Staff monitor and/or assist > 50% of children brushing their teeth.
4 = Staff monitor and/or assist all children brushing their teeth.
NA = Children are known to brush their teeth twice a day at home.
N Op = Children were not observed brushing their teeth.
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SANITATION: Food Safety/Food Handling__________________________________________________
67. The food preparation area of the kitchen is separate from eating, play, laundry, toilet, bathroom,
and diapering areas. No animals are allowed in the food preparation area. (Std. 4.8.0.1)
1 = The food preparation area is not separate from eating, play, laundry, toilet, bathroom and diapering
areas. Animals are allowed in the food preparation area.
2 = ≤ 50% of the food preparation area is not separate from eating, play, laundry, toilet, bathroom and
diapering areas. Animals are not allowed in the food preparation area.
3 = > 50% of the food preparation area is not separate from eating, play, laundry, toilet, bathroom and
diapering areas. Animals are not allowed in the food preparation area.
4 = The food preparation area of the kitchen is separate from eating, play, laundry, toilet, bathroom and
diapering areas. Animals are not allowed in the food preparation area.
NA = There is no food preparation area on site.
68. The food preparation area is separated from child care areas by a door, gate, counter, or room
divider. (Std. 4.8.0.1)
Note: This item does not apply to Family Child Care Homes where supervision may be an issue.
1 = The food preparation of the kitchen is not separated by a door, gate, counter, or room divider
4 = The food preparation area of the kitchen is separated by a door, gate, counter, or room divider
NA = Food is not prepared on site.
69. There is no home-canned food or food in cans without labels. Food from dented, rusted, bulging
or leaking cans is not used. (Std. 4.9.0.3)
1 = Home canned food or food in cans without labels is present. Canned foods have dents, rust, leaks, or
bulges.
2 = ≤ 50% of the cans have labels. Some of the canned foods have dents, rust, leaks, or bulges. There is
home canned food present.
3 = > 50% of the cans have labels. Only one of the canned foods has dents, rust, leaks, or bulges. There is
home canned food present.
4 = All of the canned foods are stored in labeled cans that are free from dents, rust, leaks, or bulges.
There is no home canned food present.
NA = There are no canned foods on-site.
70. Meat, fish, poultry, milk, and egg products are refrigerated or frozen before use. Refrigerators
have a thermometer and are kept at 41°F or lower. (Std. 4.9.0.3)
Note: Put your thermometer in the refrigerator at the beginning of your visit. Compare the
reading on your thermometer with the thermometer in the refrigerator.
1 = Meat, fish, poultry, milk, and egg products are either not refrigerated, or not kept frozen until
immediately before use. Refrigerators do not have a thermometer.
Thermometer is kept higher than 41° F.
2 = ≤ 50% of the meat, fish, poultry, milk, and egg products is refrigerated or kept frozen until
immediately before use. Refrigerators have a thermometer. Thermometer is kept higher than 41° F.
3 = > 50% of the meat, fish, poultry, milk, and egg products are refrigerated or kept frozen until
immediately before use. Refrigerators have a thermometer. Thermometer is kept at 41° F or lower.
4 = Meat, fish, poultry, milk, and egg products are refrigerated or frozen until immediately before use.
Refrigerators have a thermometer and are kept at 41°F or lower.
NA = There is no food stored on site, or there is no refrigerated food on site.
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71. Meat product labels state they are from government-inspected sources and/or dairy product
labels state that they are pasteurized. (Std. 4.9.0.3)
1 = None of the meat or dairy products are labeled as specified in the item.
2 = ≤ 50% of the meat or dairy products are labeled as specified in the item.
3 = > 50% of the meat or dairy products are labeled as specified in the item.
4 = All meat and dairy are labeled as specified in the item.
NA = Food is not served on site.
N Op = There was no opportunity to observe meat and/or dairy products.
72. All fruits and vegetables are washed thoroughly with water prior to use.
(Std. 4.9.0.3)
1 = No fruits and vegetables are washed thoroughly prior to use.
2 = ≤ 50% of fruits and vegetables are washed thoroughly prior to use.
3 = > 50% of fruits and vegetables are washed thoroughly prior to use.
4 = All fruits and vegetables are washed thoroughly prior to use.
NA = Food is not prepared on site.
N Op = Fruits and vegetables were not observed being prepared.
73. Store bought fruit juice labels state that juice is pasteurized. Fruit and vegetable juices squeezed
on site are squeezed just prior to serving.
(Std. 4.9.0.3)
Note: Juices squeezed on site include juices made with a juicing machine.
1 = None of the store bought fruit juice has a label stating the juice is pasteurized and fresh squeezed
fruit and vegetable juices are not squeezed just prior to serving.
2 = ≤ 50% of the juice served to children either has a label stating the juice is pasteurized or was
squeezed just prior to serving.
3 = > 50% of the juice served to children either has a label stating the juice is pasteurized or was
squeezed just prior to serving.
4 = All juice served to children has a label stating the juice is pasteurized or was squeezed just prior to
serving.
NA = Fruit and vegetable juice is not served.
74. Food surfaces (for example, dishes, utensils, dining tables, high chair trays, cutting boards) and/or
objects intended for the mouth (for example, pacifiers and teething toys) are sanitized. A dishwasher
is used or an EPA registered sanitizer is used according to label instructions for sanitizing. (Std. 3.3.0.1)
Note: Dishwashers must be used at the appropriate settings to sanitize.
1 = Food surfaces and objects intended for the mouth are not sanitized using a dishwasher or an EPA
registered sanitizer.
2 = ≤ 50% of the food surfaces and objects intended for the mouth are sanitized in a dishwasher or by
using an EPA registered sanitizer.
3 = > 50% of the food surfaces and objects intended for the mouth are sanitized in a dishwasher or by
using an EPA registered sanitizer.
4 = Food surfaces and objects intended for the mouth are always sanitized in a dishwasher or by using an
EPA registered sanitizer.
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SANITATION: Environmental Health
75. Kitchen equipment is clean and in working order. Food surfaces are in good repair and free of
cracks and crevices. Food surfaces are made of non-porous, smooth material and are kept clean and
sanitized. (Std. 4.8.0.3)
1 = Kitchen equipment is not clean and operable. Food surfaces are not made of non-porous, smooth
material and are not in good repair, clean or sanitized.
2 = ≤ 50% (4 or less) of the components in this item are met. The 7 components are: kitchen equipment is
clean and in working order; food surfaces are in good repair, free of cracks and crevices, made of nonporous, smooth material and kept clean and sanitized.
3 = > 50% (5 or more) of the components in this item are met.
4 = All kitchen equipment are clean and operable. Food surfaces are made of smooth, non-porous
material and are in good repair, clean and sanitized.
NA= Food is not prepared on site or there is no kitchen on site.
N Op = There was no opportunity to observe the kitchen and food surfaces.
76. There are no cracks or holes in walls, ceilings, floors or screens.
(Std. 5.2.8.1)
1 = All walls, ceilings, floors and screens have cracks and holes.
2 = ≤ 50% walls, ceilings, floors and screens are free of cracks and holes.
3 = > 50% of walls, ceilings, floors and screens are free of cracks and holes.
4 = All walls, ceilings, floors and screens are free of cracks and holes.
77. There is no clutter, trash, water damage, standing water or leaking pipes. Pest breeding areas are
not on site. (Std. 5.2.8.1)
1= Clutter, trash, water damage, standing water, leaking pipes and pest breeding areas are observed.
2 = ≤ 50% (1 to 3) of the components in this item are met. The 6 components are: no clutter, trash, water
damage, standing water, leaking pipes, pest breeding areas are not on site.
3 = > 50% (4 or more) of the components in this item are met. For example, there is no clutter and trash,
or water damage but there is standing water on the premises.
4 = There is no clutter or trash or water damage or standing water, or pest breeding areas on the
premises.
78. Objects and surfaces are kept clean of dirt, debris and sticky films.
(Std. 3.3.0.1)
1 = None of the objects and surfaces are kept clean.
2 = ≤ 50% of objects and surfaces are kept clean.
3 = > 50% of objects and surfaces are kept clean.
4 = All of the objects and surfaces are kept clean.
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79. Hard, non-porous surfaces soiled with potentially infectious body fluid (for example, toilets, diaper
changing tables, blood spills) are disinfected. An EPA registered disinfectant is used according to label
instructions. (Std.3.3.0.1)
1 = None of the hard, non-porous surfaces contaminated with potentially infectious body fluid are
disinfected using an EPA registered disinfectant.
2 = ≤ 50% of the hard, non-porous surfaces contaminated with potentially infectious body fluid are
disinfected using an EPA registered disinfectant.
3 = > 50% of the hard, non-porous surfaces contaminated with potentially infectious body fluid are
disinfected using an EPA registered disinfectant.
4 = Hard, non-porous surfaces contaminated with potentially infectious body fluid are always disinfected
using an EPA registered disinfectant.
N Op = There was no opportunity to observe disinfecting of non-porous surfaces.
80. There are disposable gloves available for handling blood and blood containing body fluids.
(Std. 3.2.3.4)
Note: Body fluids include urine, feces, blood, saliva, nasal discharge, eye discharge, injury or
tissue discharges.
1 = Disposable gloves are not available for cleaning blood and bodily fluids.
4 = Disposable gloves are available for cleaning blood and bodily fluids.
81. * Infectious waste (for example soiled diapers, blood) and toxic waste (for example, used
batteries, fluorescent light bulbs) are stored separately from other waste. (Stds. 5.2.7.6, 5.2.9.1)
Note: Ask where the infectious and toxic waste is stored.
1 = Infectious and toxic waste is not stored separately from other waste.
2 = ≤ 50% of the infectious and toxic waste is stored separately from other waste.
3 = > 50% of the infectious and toxic waste is stored separately from other waste.
4 = Infectious and toxic waste is always stored separately from other waste.
N Op = There was no opportunity to observe infectious or toxic waste on the premises.
82. Sanitizing and disinfecting are not done when children are nearby. (3.3.0.1)
Note: Children should be in a supervised area away from areas where sanitizers and/or
disinfecting products are used. For example, a caregiver/teacher should not be holding a child
while disinfecting the diapering surface.
1 = All children are nearby during sanitizing and disinfecting procedures.
2 = ≤ 50% of the children are not nearby during sanitizing and disinfecting procedures.
3 = > 50% of the children are not nearby during sanitizing and disinfecting procedures.
4 = All children are not nearby during sanitizing and disinfecting procedures.
N Op = There was no opportunity to observe sanitizing and disinfecting.
83. * Pesticides are not applied when children are present. (Std. 5.2.8.1)
Note: Ask about practices for pesticide use.
1 = Children are present when pesticides are applied.
2 = ≤ 50% of the time, children are not present when pesticides are used.
3 = > 50% of the time, children are not present when pesticides are used.
4 = Pesticides are never applied when children are present.
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84. * Toxic substances are stored in the original, labeled containers. Material Safety Data Sheets
(MSDS) are on site for each toxic substance/chemical. (Std. 5.2.9.1)
1 = Toxic substances are not stored in the original labeled containers. MSDS are not on site for each toxic
substance/chemical on site.
2 = ≤ 50% of the 3 components in this item are met (for example, toxic substances are stored in the
original, labeled containers, MSDS sheets are present for each toxic substance/chemical on site.
3 = > 50% of the 3 components in this item are met.
4 = All toxic substances are stored in the original, labeled containers. MSDS are on site for each toxic
substance/chemical on site.
N/A = Toxic substances are not stored on site.
N Op = No opportunity to observe toxic substances or MSDS
85. * Toxic substances are inaccessible to children and in a locked room or cabinet. Bleach solutions
are labeled with contents and date mixed. (Stds. 5.2.9.1, 5.2.8.1, 3.2.3.4, Appendix J)
1 = Toxic substances are accessible to children and/or they are not kept in a locked cabinet or room.
Bleach solutions do not have a label with contents and date mixed.
2 = ≤ 50% of the 4 components in this item are met. Toxic substances are inaccessible to children and in a
locked room or cabinet, bleach solutions are labeled with contents and date mixed.
3 = > 50% of the 4 components in this item are met.
4 = Toxic substances are inaccessible to children and in a locked room or cabinet. Bleach solutions are
labeled with contents and date mixed.
POOLS, SPAS AND HOT TUBS
Does this program have a pool, spa or hot tub or other water hazard?
Yes:
□ If yes, complete the items below.
No:
□ If no, go to the Infants and Toddlers Section.
_____________________________________________________________________________________
POOLS, SPAS AND HOT TUBS
This facility has the following water hazards: (circle all that apply)
Swimming Pool Hot Tub Stationary Wading Pool Pond Other__________________________
86. Ratios: Ages of children observed: (circle all that apply)
≤12 months, I year, 2 years, 3 years, 4 years, 5+ years
Location________________ Time of Day (hour/min):____/ _____
# of children _____ # of staff _____ child: staff ratio: ____:_____
(Std. 1.1.1.5)
Note: Ratios for water supervision are different than for other child care areas and activities. At
the time of the observation document the time (hour/minute), location, and the number of
children and staff present.
Developmental Levels
Child: Staff Ratios
Infants
1:1
Toddlers
1:1
Preschoolers
4:1
School-age Children
6:1
1 = Child: staff ratio standard is not met.
4 = Child: staff ratio standard is met.
N Op= There was no opportunity to observe children in or around a water hazard.
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87. All outdoor water hazards are enclosed with a fence at least 4-6 feet high that comes within 3½
inches from the ground. Exits and entrances around bodies of water have self-closing, positive
latching gates or doors. The locking devices are a minimum of 55 inches from the ground or floor.
(Stds. 6.1.0.6, 6.3.1.1)
Note: Use a tape measure to measure the height of the locking devices. If bodies of water are
present in outside play areas, check enclosure entry/exit points and measure the height.
1 = Outdoor water hazards are not enclosed with a fence at least 4-6 feet high that comes within 3 ½
inches from the ground. The exit and entrance points around bodies of water do not have self-closing,
positive latching gates or doors with locking devices that are a minimum of 55 inches from the ground or
floor.
2 = ≤ 50% of the 7 components in this item are met.
3 = > 50% of the 7 components in this item are met.
4 = All outdoor water hazards are enclosed with a fence at least 4-6 feet high that comes within 3 ½
inches from the ground The exit and entrance points around bodies of water have self-closing, positive
latching gates or doors with locking devices that are a minimum of 55 inches from the ground or floor.
N Op = There was no opportunity to observe water hazards.
88. When not in use, in-ground and above-ground swimming pools, spas, hot tubs or wading pools are
covered with a safety cover. The cover meets the ASTM International standards. (Std. 6.3.1.4)
Note: The ASTM standard defines a safety cover “as a barrier (intended to be completely
removed before water use) for swimming pools, spas, hot tubs, or wading pools. The cover
should have an anchoring mechanism and be used according to manufacturer instructions.” See
ASTM standard F1346-03.
1 = Swimming pools, spas, hot tubs and/or wading pools are not covered when not in use.
4 = Swimming pools, spas, hot tubs and wading pools are all correctly covered when not in use.
NA = There are no swimming pools, spas, hot tubs or wading pools on site OR the bodies of water are in
use.
N Op = There was no opportunity to observe the swimming pool, spas, hot tubs or wading pools when
not in use.
_________________________________________________________________________________
INFANTS AND TODDLERS: Personal Relationships, Diapering, Injury Prevention___________________
Are there children under 36 months of age in this program?
Yes:
□ If yes, complete the items below.
No:
□ If no, you have completed the Checklist.
Infants and Toddlers - Personal Relationships
89. Caregivers/teachers smile, talk, touch, hold, sing and/or play with children during daily routines,
such as diapering, feeding and eating. (Std. 2.1.2.1)
1 = Caregivers/teachers do not interact (talk, smile, touch, hold, sing and/or play) with children during
daily routines such as diapering, feeding and eating.
2 = ≤ 50% of the time caregivers/teachers interact with infants/toddlers during daily routine activities.
3 = > 50% of the time caregivers/teachers interact with infants/toddlers during daily routine activities.
4 = Caregivers/teachers always interact with infants and toddlers during daily routine activities.
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90. Caregivers/teachers comfort children who are upset. Caregivers/teachers are aware of and

responsive to children’s feelings. (Std. 2.1.2.1)

1 = Caregivers/teachers do not comfort children who are upset and are not aware of and responsive to

children’s feelings.

2 = ≤ 50% of the time caregivers/teachers comfort children who are upset and are aware of and responsive
to children’s feelings or ≤ 50% of the caregivers/teachers comfort children who are upset and are aware of
and responsive to children’s feelings.
3 = > 50% of the time caregivers/teachers comfort children who are upset and are aware of and responsive
to children’s feelings or >50% of the caregivers/teachers comfort children who are aware of and responsive
to children’s feelings.
4 = Caregivers/teachers always comfort children who are upset and are aware of and responsive to
children’s feelings.

Infants and Toddlers – Diapering_________________________________________________________
91. Caregivers/teachers follow diaper changing procedures below:
• Caregiver/teacher has one hand on the child at all times.
• Non-absorbent paper liner, large enough to cover the changing surface from the child’s
shoulders to beyond the child’s feet, is used.
• Clothing is removed or otherwise kept from contact with the contents of the diaper during the
change.
• Child is cleaned of stool and urine, front to back, with a fresh wipe for each swipe.
• Soiled diapers placed in a plastic-lined, covered, hands-free can.
• If reusable cloth diapers are used, soiled diaper is put in a plastic bag or into a plastic-lined,
hands-free covered can.
• A fresh wipe is used to clean the hands of the caregiver and another fresh wipe to clean the
hands of the child before putting on a new diaper and dressing the child.
• The child’s hands are washed according to the procedure in item #62 before returning the
child to a supervised area.
• Diaper changing surface is cleaned and disinfected with an EPA registered disinfectant after
each diaper change.
• Disinfectant is put away, out of children’s reach.
• Caregivers’/teachers’ hands are washed after diapering procedure is complete according to
the procedure in item #61. (Stds. 3.2.1.4, 3.2.3.4)
1 = The 11 diaper changing procedures above are not followed for any diaper changes.
2 = The diaper changing procedures are followed ≤ 50% of the diaper changes or ≤ 50% of the 11
procedures are followed.
3 = The diaper changing procedures are followed in > 50% of the diaper changes or > 50% of the 11
procedures are followed.
4 = All of the 11 diaper changing procedures are followed for every diaper change.
NA = There are no children requiring diaper changing on site.
N Op = There was no opportunity to observe diaper changing.

© 2014 California Childcare Health Program, UCSF School of Nursing, www.ucsfchildcarehealth.org

26

92. Current diaper changing procedures, as listed in item #91, are posted in the diaper changing
area(s). (Std. 3.2.1.4)
1 = Diaper changing procedures are not posted in any changing areas.
2 = Diaper changing procedures are posted in ≤ 50% of the changing areas or 5 or fewer diaper changing
procedures are posted.
3 = Diaper changing procedures are posted in > 50% of the changing areas or 6 or more of the diaper
changing procedures are posted.
4 = The 11 diaper changing procedures are posted in all changing areas.
NA = There are no diaper changing areas on site.
N Op = There was no opportunity to observe the diaper changing area/s.
Infants and Toddlers - Injury Prevention
93. Strings, cords, ribbons, ties and straps long enough to encircle a child’s neck are out of children’s
reach. (Std.3.4.6.1)
1 = Strings, cords, ribbons, ties and straps long enough to encircle a child’s neck are accessible to all
children under 3 years of age.
2 = ≤ 50% of the time strings, cords, ribbons, ties and straps long enough to encircle a child’s neck are not
accessible to children under 3 years of age.
3 = > 50% of the time strings, cords, ribbons, ties and straps long enough to encircle a child’s neck are not
accessible to children under 3 years of age.
4 = Strings, cords, ribbons, ties and straps long enough to encircle a child’s neck are never accessible to
any children under 3 years of age.
94. The following are out of children’s reach: small objects, toys, and toy parts that have a diameter
less than 1¼ inch and a length between 1 inch and 2¼ inches; balls and toys with spherical, egg
shaped, or elliptical parts that are smaller than 1¾ inches in diameter; toys with sharp points and
edges; plastic bags; Styrofoam® objects; coins; rubber or latex balloons; safety pins; marbles;
magnets; foam blocks, books, or objects; latex gloves; bulletin board tacks or glitter. (Std. 6.4.1.2)
1 = The objects listed in the item are accessible to children under three years of age.
2 = ≤ 50% of the objects listed in the item are not accessible to children under three years of age.
3 = > 50% of the objects listed in the item are not accessible to children under three years of age.
4 = None of the objects listed in the item are not accessible to children under three years of age.
95. Securely installed, guards (for example, gates) are at the top and bottom of each open stairway
where infants and toddlers are in care. (Std. 5.1.5.4)
1 = None of the stairways have security guards installed at both the top and bottom of the stairs.
2 = ≤ 50% of the stairways have security guards installed at both the top and bottom of the stairs.
3 = > 50% of the stairways have security guards installed at both the top and bottom of the stairs.
4 = All stairways have security guards installed at both the top and bottom of the stairs.
NA = There are no stairs in the facility.
96. Children over 12 months of age who can feed themselves are actively supervised by a
caregiver/teacher. The caregiver/teacher is within arm’s reach of the child’s high chair or feeding
table or is seated at the same table. (Std. 4.5.0.6)
1 = No toddlers over age 12 months are actively supervised by a caregiver/teacher and are not within
arm’s reach of a Caregiver/Teacher while feeing themselves.
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2 = ≤ 50% of the toddlers are actively supervised and within arm’s reach of a caregiver/teacher while
feeding themselves.
3 = > 50% of the toddlers are actively supervised and within arm’s reach of a caregiver/teacher while
feeding themselves.
4 = All toddlers over age 12 months are actively supervised by a caregiver/teacher and are within arm’s
reach while feeding themselves.
NA = There are no children over 12 months of age, only infants 12 months of age or younger.
97. Foods that are choking hazards are not served to toddlers. Food for toddlers is served in pieces ½
inch or smaller. (Std. 4.5.0.10)
1 = Foods that are choking hazards are served to toddlers. Food for toddlers is served in pieces larger
than ½ inch.
2 = ≤ 50% of the foods served to toddlers are not choking hazards (served in pieces ½ inch or smaller).
3 = > 50% of the foods served to toddlers are not choking hazards (served in pieces ½ inch or smaller).
4 = Foods that are choking hazards are never served to toddlers. Food for toddlers is served in pieces ½
inch or smaller.
NA = There are no toddlers in the classroom.
INFANTS: Are there infants under 12 months of age in this program?
Yes:
□ If yes, complete the items below.
No:
□ If no , you have completed the Checklist.
Infants – Activity, Sleep, Safety
98. Sunscreen is not applied to infants 6 months of age or younger. Infants less than 6 months of age
are not in direct sunlight. (3.4.5.1)
1 = All of the infants less than 6 months of age were observed in direct sunlight and/or had sunscreen
applied.
2 = ≤ 50% of the infants less than 6 months of age are not in direct sunlight and/or don’t have sunscreen
applied.
3 = >50% of the infants less than 6 months of age are not in direct sunlight and/or don’t have sunscreen
applied.
4 = No infants less than 6 months of age are in direct sunlight or have sunscreen applied.
NA = There are no infants under 6 months of age on site.
N Op = There was no opportunity to observe infants less than 6 months of age outside.
99. Infants have supervised tummy time while awake at least once each day. (Std. 3.1.3.1)
Note: It should be possible to observe an infant having tummy time during a two hour Checklist
visit.
1 = None of the infants have supervised tummy time while awake at least once per day.
2 = ≤ 50% of the infants have supervised tummy time while awake at least once per day.
3 = > 50% of the infants have supervised tummy time while awake at least once per day.
4 = All infants have supervised tummy time while awake at least once per day.
N Op = There was no opportunity to observe Infants having tummy time during this visit.
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100. Infants are not seated more than 15 minutes at a time except during meals. (Std. 3.1.3.1)
Note: Record of the number of minutes infants are seated except during meals.
1 = All the infants are seated more than 15 minutes at a time, excluding meals.
2 = ≤ 50% of the infants are not seated for more than 15 minutes at a time, excluding meals
3 = > 50% of the infants are not seated for more than 15 minutes at a time, excluding meals
4 = No infants are seated for more than 15 minutes at a time except during meals.
101. All infants are placed to sleep on their backs, in a crib, on a firm mattress, with a tightly fitting
sheet. Only one infant is placed in each crib. (Std. 3.1.4.1)
Note: Bedding should be changed between infants when crib assignments change.
1 = No infants up to 12 months of age are placed to sleep on their backs, on a firm mattress, with a
tightly fitting sheet and there is more than one infant in a crib.
2 = ≤ 50% of the 5 components in this item are met (for example, put to sleep on their backs, in a crib, on
a firm mattress, with a tightly fitting sheet and one infant per crib.
3 = > 50% of the 5 components in this item are met.
4 = All infants up to 12 months of age are placed to sleep on their backs, on a firm mattress, with a
tightly fitting sheet. Only one infant is placed in each crib.
N Op = Infants were not observed sleeping.
102. Soft or loose bedding and other objects are kept away from sleeping infants and are not in safe
sleep environments (for example, not in cribs). This includes bumpers, pillows, positioners, blankets,
quilts, bibs, diapers, flat sheets, sheepskins, toys and stuffed animals. One-piece blanket sleepers may
be used for warmth. (Std. 3.1.4.1)
Note: This item is assessing sleep environments by observing the cribs; infants do not have to be
in the crib to complete this item. Swaddling is not recommended.
1 = All cribs have soft or loose bedding or objects including bumpers, pillows, positioners, blankets, quilts,
diapers, flat sheets, sheepskins, toys or stuffed animals.
2 = ≤ 50% of the cribs have no soft or loose bedding or objects including bumpers, pillows, positioners,
blankets, quilts, diapers, flat sheets, sheepskins, toys and stuffed animals.
3 = > 50%, of the cribs have no loose bedding or objects including bumpers, pillows, positioners,
blankets, quilts, diapers, flat sheets, sheepskins, toys and stuffed animals.
4 = No soft or loose bedding or objects are in cribs including bumpers, pillows, positioners, blankets,
quilts, diapers, flat sheets, sheepskins, toys and stuffed animals.
103. Room temperature where infants sleep is comfortable for a lightly clothed adult. (Std. 3.1.4.1)
Note: Sleeping infants should not be overheated or sweaty.
1 = The room temperature is not comfortable.
4 = The room temperature is comfortable (not too hot or too cold).
104. Infants who fall asleep any place that is not a crib are moved and placed to sleep on their backs in
a crib. Examples of places where infants may not be left to sleep are car seats, high chairs, swings,
infant seats, beanbag chairs, and futons. (Std. 3.1.4.1)
1 = None of the children who fall asleep in an unsafe environment are moved to sleep on their backs in a
crib.
4 = All children who fall asleep in an unsafe environment are moved to sleep on their backs in a crib.
N Op=No infants fell asleep in any place other than a crib.
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105. * Cribs meet the current guidelines approved by CPSC and ASTM International standards. Crib
slats are spaced no more than 2 3/8 inches apart. The crib has a firm mattress that is fitted so that no
more than two fingers can fit between the mattress and the crib side in the lowest position. Cribs with
drop sides are not used. Cribs are placed away from window blinds or draperies. (Std. 5.4.5.2)
Note: Ask for paper work that demonstrates that all the cribs meet the current CPSC guidelines.
CPSC Standards for cribs: http://www.cpsc.gov/en/Safety-Education/Safety-EducationCenters/cribs/
1 = None of the cribs meet current guidelines.
2 = ≤ 50% of the cribs meet current guidelines.
3 = > 50% of the cribs meet current guidelines.
4 = All cribs meet current guidelines.
NA = There are no cribs on-site.
106. Infants mobile enough to potentially climb out of a crib sleep on cots or mats. (Std. 5.4.5.2)
Note: If infants are observed sleeping on cots or mats, ask about their mobility.
1 = None of the infants that can potentially climb out of a crib are placed to sleep on a cot or mat.
2 = ≤ 50% of the infants that can potentially climb out of a crib are placed to sleep on a cot or mat.
3 = > 50% of the infants that can potentially climb out of a crib are placed to sleep on a cot or mat.
4 = All infants that can potentially climb out of a crib are placed to sleep on a cot or mat.
NA = There are no infants that can potentially climb out of a crib.
N Op = There was no opportunity to observe the mobility of infants.
Infant - Nutrition
107. Bottles or containers with mother’s milk are labeled with the infant’s full name, date and time
the milk was expressed. Mother’s milk is stored in the refrigerator or freezer. (Std. 4.3.1.3)
1 = Bottles or containers with mother’s milk are not labeled with infant’s full name, date and time the
milk was expressed. Mother’s milk is not stored in the refrigerator or freezer.
2 = ≤ 50% of the 4 components in this item are met.
3 = > 50% of the 4 components in this item are met.
4 = Bottles or containers with mother’s milk are labeled with infant’s full name, date and time the milk
was expressed. Mother’s milk is stored in the refrigerator or freezer.
NA= There are no bottles or containers of mother’s milk on-site.
108. Bottles of formula prepared from powder or concentrate or ready-to-feed formula are labeled
with the child’s full name and the time and date of preparation. (Std. 4.3.1.5)
1 = Bottles of formula prepared from powder or concentrate or ready-to-feed formula are not labeled
with the child’s full name and the time and date of preparation.
2 = ≤ 50% of the 3 components in this item are met.
3 = > 50% of the 3 components in this item are met.
4 = All bottles of formula prepared from powder or concentrate or ready-to-feed formula are labeled
with the child’s full name and the time and date of preparation.
NA = There are no bottles of formula on-site.
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109. If caregivers/teachers warm bottles and infant foods, bottles are warmed under running warm
tap water or by placing in a container of water no warmer than 120°F. Bottles and infant foods are not
thawed or warmed in microwave ovens. The temperature of warmed milk does not exceed 98.6 F.
(Stds. 4.3.1.3, 4.3.1.9)
Note: Warmed milk should not feel hot to touch.
1 = If bottles are warmed, they are not warmed under running warm tap water or they are placed in a
container of water that is warmer than 120° F. Bottles and infant foods are thawed or warmed in
microwaves. The temperature of warmed milk does not exceed 98.6 F.
2 = ≤ 50% of the 3 components in this item are met.
3 = > 50% of the 3 components in this item are met.
4 = If bottles are warmed, they are warmed under running warm tap water or by placing in a container
of water no warmer than 120° F. Bottles and infant foods are not thawed or warmed in microwaves. The
temperature of warmed milk does not exceed 98.6 F.
110. Infants are not fed solid foods sooner than 4 months (preferably 6 months). Introductory foods
are single ingredient. (Std. 4.3.1.11)
1 = All of the infants younger than 4 months of age are fed solid foods. Introductory foods have more
than one ingredient.
4 = Infants younger than 4 months of age are not fed solid foods. Introductory foods are single
ingredient.
NA = There are no infants younger than 4 months of age.
N Op = Infants were not observed eating solid foods.
111. Infants who are learning to feed themselves are actively supervised by a caregiver/teacher.
Infants are seated within arm’s reach of caregiver/teacher at all times while being fed or eating. (Std.
4.5.0.6)
1 = Infants who are learning to feed themselves are not actively supervised by a caregiver/teacher.
Infants are not seated within arm’s reach of caregiver/teacher at all times while being fed or eating.
2 = ≤ 50% of infants who are learning to feed themselves are not actively supervised by a
caregiver/teacher and ≤ 50% of the infants are not seated within arm’s reach of caregiver/teacher at all
times while being fed or eating.
3 = > 50% if the infants who are learning to feed themselves are actively supervised by a
caregiver/teacher and >50% of the infants are seated within arm’s reach of caregiver/teacher at all
times while being fed or eating
4 = Infants who are learning to feed themselves are actively supervised by a caregiver/teacher. Infants
are seated within arm’s reach of caregiver/teacher at all times while being fed or eating.
N Op = Infants were not observed feeding themselves or being fed.
112. Foods that are choking hazards are not served to infants. Food for infants is served in pieces ¼
inch or smaller (Std. 4.5.0.10)
1 = Foods that are choking hazards are served to infants. Food for infants is served in pieces larger than
¼ inch.
4 = Foods that are choking hazards are not served to infants. All foods for infants are served in pieces ¼
inch or smaller.
N Op = Infants were not observed eating solid food.
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Abstract
Objectives The project aims were to (1) develop an
observational Health and Safety Checklist to assess health
and safety practices and conditions in early care and education (ECE) programs using Stepping Stones To Caring
For Our Children, 3rd Edition national standards, (2) pilot
test the Checklist, completed by nurse child care health
consultants, to assess feasibility, ease of completion,
objectivity, validity, and reliability, and (3) revise the
Checklist based on the qualitative and quantitative results
of the pilot study.
Methods The observable national health and safety standards were identified and then rated by health, safety, and
child care experts using a Delphi technique to validate the
standards as essential to prevent harm and promote health.
Then, child care health consultants recruited ECE centers
and pilot tested the 124-item Checklist. The pilot study was
conducted in Arizona, California and North Carolina. The
psychometric properties of the Checklist were assessed.
Results The 37 participating ECE centers had 2627
children from ethnically-diverse backgrounds and primarily low-income families. The child care health consultants
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found the Checklist easy to complete, objective, and useful
for planning health and safety interventions. The Checklist
had content and face validity, inter-rater reliability, internal
consistency, and concurrent validity. Based on the child
care health consultant feedback and psychometric properties of the Checklist, the Checklist was revised and rewritten at an 8th grade literacy level.
Conclusion The Health and Safety Checklist provides a
standardized instrument of observable, selected national
standards to assess the quality of health and safety in ECE
centers.
Keywords Child care  Early childhood education 
Health education  Safety  Assessment  Instrument
development

Significance
When children attend low quality licensed or unlicensed
child care programs, they may be exposed to unsafe health
and safety environments which put them at risk for illnesses and injuries.

Introduction
Children’s academic, socio-emotional, and behavioral
development, and their long term wellbeing, are affected
by the overall quality of the early care and education (ECE)
programs they attend [1–5]. Children who attend high
quality compared to low quality ECE programs are less
likely to adopt harmful health habits (e.g., smoking, use of
illicit drugs, failing to wear seat belts, teen pregnancy) and
antisocial behaviors (e.g., violent behavior, arrests and
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incarceration), while being more likely to have pro-social
and health promoting behaviors (e.g., be employed, have
socially desirable cognitive and character skills, earn
higher wages, have health insurance, exercise, eat healthful
foods) [5–9]. Health and safety are the foundations of high
quality ECE [10], yet there is no standardized, national
instrument to objectively assess health and safety as a key
component of quality.
In the United States (U.S.), 61 % of children less than 5
years of age are in a regular child care arrangement [11]. As
of 2011, there were a total of 107,286 licensed child care
centers in the U.S. [12]. State child care licensing regulations only provide a baseline of protection for the health and
safety of children in out-of-home care [12]. Two studies, one
with 77 ECE programs in North Carolina (NC) and the other
with 111 centers in California (CA), showed that the
majority of these programs had no written policies that
addressed medication administration, inclusion of children
with special health care needs, or transportation safety [13,
14]. In CA, only 60 % of the licensed centers met the recommended national health and safety standards for the
proper storing of medications, 50 % for proper diapering of
infants and toddlers, and 20 % for proper handwashing by
staff and children before and after toileting and meals [13].
According to the Centers for Disease Control and
Prevention, unintentional injuries are the number one cause
of childhood deaths [15]. In a study of 77 ECE programs in
NC, the rate of medically-attended injuries was 0.02 per
100 child days [14]. In a Consumer Product Safety Commission study of 220 licensed ECE programs, 67 % of the
programs had at least one safety hazard. These hazards
included soft bedding, no safety gates on stairs, and unsafe
playground surfaces [16]. Most injuries are preventable
using well-known safety measures.
Many ECE programs are assessed for overall quality
using standardized Environment Rating Scales (ERS), e.g.,
the Early Childhood Environment Rating Scale-Revised
(ECERS-R) [17] for preschool classrooms and the Infant
and Toddler Environment Rating Scale-Revised (ITERSR) [18] for infant/toddler classrooms. These ERSs are in
widespread use across the nation to assess quality in the
growing number of states using Quality Rating and
Improvement Systems (QRIS). The ECERS-R and the
ITERS-R items are rated on a 7-point Likert scale from
inadequate to excellent. One of the subscales, Personal
Care Routines (PCR), contains five items specifically about
health and safety: meals/snacks, nap/rest, diapering/toileting, health practices, and safety practices. The PCR subscale had the lowest rating of the ERS subscales in a study
in four states which included 228 infant/toddler classrooms. Seventy-five percent of all the infant/toddler
classrooms had a score of one (i.e., inadequate) on one or
more of the health and safety items [19].
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National health and safety performance standards for
ECE programs were initially developed in 1992 by the
American Academy of Pediatrics, American Public Health
Association, and National Resource Center for Health and
Safety in Child Care and Early Education, funded by the
Maternal Child Health Bureau (MCHB). Since 1997, the
MCHB has supported Healthy Child Care America initiatives, including the National Resource Center for Health
and Safety in Child Care and Early Education (http://
nrckids.org/), National Training Institute for Child Care
Health Consultants (CCHCs) (http://nti.unc.edu/), and
Child Care and Health Partnership at the American Academy of Pediatrics (www.healthychildcare.org). These initiatives and the MCHB-funded project that preceded them
contributed to developing (1992) and updating the national
health and safety performance standards (2002) in addition
to the training and technical assistance for CCHCs. In
2011, lead agencies and 86 technical experts were grouped
into ten technical panels and they significantly revised,
updated, or wrote new evidence-based standards to create
Caring for our Children, Third Edition (CFOC3) [20] with
686 standards.
In 2013, Stepping Stones, 3rd Edition (SS3) [21] was
published online with 138 of the CFOC3 standards which,
when followed or implemented, are most likely to prevent
serious adverse outcomes for children/staff in ECE programs. Ten members of the CFOC3 expert panels and 55
other experts identified the 138 CFOC3 standards included
in SS3.
Other national quality improvement initiatives for ECE
programs are recognizing the importance of health and
safety. The Federal Race-to-the Top Early Learning
Challenge Program requires the inclusion of health and
safety improvements as a component of the initiative. The
revisions to the Child Care Development Fund (CCDF)
Block Grant by the Health and Human Services Department [22] states that, ‘‘…health and safety is the foundation for building a high quality early learning
environment.’’ Accountability starts with the measurement
of performance and the ability to meet national standards.
Currently there is no standardized instrument to objectively
assess the implementation of the health and safety national
performance standards.
Child care health consultation intervention programs
have been shown to help ECE programs maintain or
develop up-to-date health and safety policies, support
healthy hygiene, improve immunization rates, improve
hand washing practices, and reduce infectious illnesses [13,
14, 23–26]. CCHCs need standardized assessment instruments to determine the strengths and weaknesses of the
health and safety practices in an ECE program and to
develop interventions to help the programs improve their
ability to meet national standards [13, 14, 27, 28].
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Child care licensing regulations are determined independently by each state and provide minimal standards for
health and safety. Only 16 states’ regulations include the
ten basic health and safety standards recommended by
pediatric experts [29]. In addition to state licensing, some
programs are accredited by professional organizations
(e.g., National Association for the Education of Young
Children (NAEYC)) and/or government agencies (e.g.,
Department of Defense, Office of Head Start, National
Institute for Early Education Research). Such accreditation
systems include a wide range of regulations and standards
to identify programs meeting the highest levels of quality.
Few of these regulations or accreditations include compliance assessments of current health and safety practices
based on CFOC3 [30, 31]. Child care and health professionals, along with researchers and policy makers, need a
standardized health and safety instrument to assess and
compare national health and safety standards for ECE
programs across the U.S.

Methods
Study Design
The first phase of the project was to develop a pilot
Checklist to be used as an observational assessment in ECE
centers. The development phase included consultation with
an Advisory Committee and used a Delphi process [32] to
survey experts working in ECE programs. Then, a pilot
study was conducted in ECE centers in Arizona (AZ), CA,
and NC. Lastly, the pilot Checklist was revised based on
the qualitative feedback from CCHCs and its psychometric
properties.
Samples and Settings
The target population of the Delphi process was professionals working in ECE programs providing expertise on
health and safety issues.
The pilot study included a convenience sample of ECE
centers in AZ, CA, and NC that met the following inclusion
criteria: state licensed, enrolled primarily (over 50 %)
children receiving federal or state child care subsidies,
enrolled children 0–5 years of age, and did not receive
monthly CCHC services. The study oversampled the
infant/toddler classrooms because these children are at
highest risk of infectious illnesses [33] and injuries [34]
while attending group care. In AZ and NC, the centers were
also participating in their locally-based QRIS program.
The University of California, San Francisco (UCSF)
Committee on Human Research approved the study protocol and consent forms. The Delphi survey participants

read consent forms and ECE center directors signed consent forms. The ECE directors each received a $30 gift card
for their center’s participation.

Advisory Committee
Seventy-six of the 138 SS3 standards were identified as
observable standards by the research staff. An ‘observable’
standard was defined as a standard that an assessor can
observe in an ECE program, requiring minimal interaction
with ECE staff. The Advisory Committee assessed the 76
standards for face and content validity.
Delphi Survey
The Delphi study was completed in several phases. First,
key organizations were identified to help reach our target
population, professionals with health and safety expertise
working in ECE programs (e.g., child care health consultants, child care health advocates, Head Start health managers). Invitations were sent to eight national and state
organizations and to independent child care health consultants. The organizations were asked to distribute the
invitations to interested members and staff. Independent
CCHCs and interested members and staff of the eight
organizations were asked to read the consent form and
complete the web-based (i.e., Qualtrics) demographic
survey. Ninety-five participants completed the demographic form, and one month later they were sent a link to
the full survey. Of the 95 participants, 45 completed the
full survey. Forty-two of the surveys were included in the
final analyses. Three participants did not meet our inclusion
criteria of working in an ECE program.
The Delphi survey asked the participants to review the
76 observable standards and to answer the following
questions for each standard:
1.

2.

3.

4.

Do you think this standard is essential for preventing
harm and promoting health in ECE programs? There
were four response options ranging from extremely
essential to not essential.
How easy would it be for you to help an ECE program
meet this standard? There were four response options
ranging from extremely easy to extremely difficult.
Of the ECE programs you have visited in the past
12 months, how many did not meet this standard? The
respondent listed the number of sites visited last year
and number of sites which did not meet the standard.
Rate the severity of the adverse outcome if this
standard is not followed. There were seven response
options ranging from extremely low to extremely
high.
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Pilot Checklist
The pilot Checklist was developed using a similar format
and concept used in the UCSF School of Nursing’s California Childcare Health Program (CCHP) Health and
Safety Checklist developed in 2001 and revised in 2005
[35], based on Caring for Our Children: National Health
and Safety Performance Standards; Guidelines for Out-OfHome Child Care Programs, 2nd Edition [36]. The pilot
Checklist was developed in a stepwise process as follows:
1.

2.

3.

The objective, observable standards, written in language consistent with CFOC3, were listed separately
or itemized if they included multiple elements.
A four-level rating scale with additional options of ‘not
applicable’ or ‘not observed’ was developed for each
item and reviewed with the Advisory Committee. The
rating scale included 0 (Never: No components of the
item are met), 1 (Sometimes: Less than or 50 % of the
components in the item are met), 2 (Usually: 50 % or
more but \100 % of the components in the item are
met), and 3 (Always: Every component in the item is
met).
The Checklist’s 124 items were divided into three
sections: (1) Facilities, Supervision, Interaction, Activity, Sanitation, Nutrition; (2) Pools, Spas, and Hot
Tubs; and (3) Infants/Toddlers. A User Manual was
written to explain how to complete the Checklist by
defining the rating scale for each item.

Data Collection Procedures
The Delphi survey was completed by national, regional,
and state experts on health and safety practices and conditions in ECE programs. The CCHCs in the pilot study
were given an orientation by the UCSF staff, and there
were monthly conference calls to discuss the data collection protocol and obtain qualitative feedback on the process. The ECE directors were interviewed by the CCHCs to
collect demographic information about their backgrounds
and the children enrolled in their centers. Then, the CCHCs
completed the Checklists. In AZ, the ECERS or ITERS
was also completed. The UCSF staff had phone meetings
with each CCHC to discuss her experiences using the
Checklist and User Manual. In addition, the CCHCs were
consulted about recommended changes and asked to
review the revised Checklist and User Manual.
Data Analysis
Descriptive statistics were calculated for the demographic
data and the Checklist’s items, subscales, and total score.
Cronbach’s alpha coefficients were calculated to establish
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internal consistency as a measure of reliability for the items
in each of the subscales and overall Checklist. To establish
concurrent validity, the Checklist items similar to five
items on the PCR subscale of the ECERS/ITERS were
correlated.

Results
Forty-two health and safety professionals working in ECE
programs completed the Delphi survey. Participants were
from 16 different states and were mostly female (98 %)
and White (81 %). Seventy-seven percent were CCHCs,
19 % were child care health advocates or child care providers, and 4 % worked in regulatory or Head Start agencies. They had a mean (SD) of 18 (13) years of experience
in the child care health and safety field and had a mean
(SD) age of 52 (11) years. Ninety-three percent (n = 26/
28) of the CCHCs had completed a formal training program to become a CCHC.
The mean response for each Delphi study question was
calculated and then ranked to identify the standards with
the highest and lowest ratings. The five standards least
essential to prevent harm and promote health were oral
health (Std. 3.1.5.1.); introduction of solid foods to infants
(Std. 4.2.1.1.1.); helmets (Std. 6.4.2.2); preparing, storing,
feeding infant formula (Std. 4.3.1.5.); and trampolines (Std.
6.2.4.4.). The two standards which were difficult for a
CCHC to help a program meet were impact surfaces (Std.
6.2.3.1) and discipline measures (Std. 2.2.0.6). The least
frequently observed standards were pool drain covers (Std.
6313); life-saving equipment (Std. 6.3.2.1.); and hot tubs,
spas, and saunas (Std. 6.3.5.1.). The survey participants
rated the following standards as having the least severe
adverse outcome if not followed: oral health (Std. 3.1.5.1.),
introduction of solid foods to infants (Std. 4.2.1.1.1.), and
fresh air (Std. 5.2.1.1).
Thirty-seven ECE centers participated in the pilot study.
Twelve centers were in AZ, 12 in NC, and 13 in CA. The
classrooms observed served infants only or infants and
toddlers (41 %), toddlers only (27 %) or preschool-age
(32 %) children. The centers were located in rural (13 %),
urban (57 %), and suburban (30 %) locations. The centers
enrolled 2627 children primarily from low income, ethnically diverse families (Table 1). The cost of care was
subsidized for 54 % of the children who attended these
centers.
The ECE directors had a mean (SD) of 9.2 (9.3) years of
employment at the center with a mean (SD) of 21 (12)
years in the ECE field. The majority (95 %) were women.
Forty-eight percent were White and 38 % were African
American. They had a range of educational and specialty
backgrounds (Table 1).
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Table 1 Children’s and center directors’ demographics
Children’s Ethnic Background (n = 2627)

n (%)

White/European American

946 (36 %)

African American/Black

841 (32 %)

Chinese/Asian/Pacific Islander

210 (8 %)

Latino/Latina/Hispanic

394 (15 %)

Native American/American Indian/Alaskan Native

131 (5 %)

Mixed Ethnicity or Race

105 (4 %)

Total
Center Director Characteristics (n = 37)

2627 (100 %)
n (%)

Education
No college degree

12 (32 %)

Bachelor of Arts/Bachelor of Science

14 (38 %)

Master of Science or higher

11 (30 %)

Total

37 (100 %)

Area of study in college
Early Childhood Education

17 (52 %)

Child Development

6 (18 %)

Education

8 (24 %)

Psychology
Total

2 (6 %)
33 (100 %)

Ethnic Background
White/European American

18 (48 %)

African American/Black

14 (38 %)

Chinese/Asian/Pacific Islander
Latino/Latina/Hispanic

2 (5 %)
1 (3 %)

Native American/American Indian/Alaskan Native

1 (3 %)

Mixed Ethnicity or Race

1 (3 %)

Total

37 (100 %)

The qualitative results from the CCHCs found the
Checklists to be user-friendly and easy to understand. The
mean time to complete the Checklist was 2 h and 15 min.
The Checklist assessments were completed with minimal
interaction with the ECE staff. The Checklist items were
mostly observable, objective, and clearly written. The
CCHCs suggested changes to the Checklist to eliminate
double negatives, difficult to understand words, and technical language. The CCHCs reported that items which were
different than state licensing regulations were hard to rate,
the choice of ratings as ‘not observed’ versus ‘not applicable’ was confusing, and some infant/toddler items only
related to infants and not toddlers.
The overall mean(SD) of the 124 items on the Checklist
was 2.51(.16) with a range of 2.14–2.76 (Table 2). The
subscales with the highest ratings (i.e., the standard was
met) were medications, supervision, interaction and activity, environmental health, nutrition, infant/toddler relationships, infant activity, infant sleep, and infant/toddler

injury prevention. The subscales with the lowest ratings
(i.e., not met) were handwashing, tooth-brushing, equipment safety outdoors, and infant/toddler diapering. There
were a range of ratings for each of the individual items
(Table 3). The items with the lowest ratings were having
well-stocked first aid supplies, using helmets when children
were on tricycles, having carbon monoxide detectors,
covering electrical outlets, and applying sunscreen on the
children.
The psychometrics of the pilot Checklist were established for content and face validity based on the Delphi
study and Advisory Committee feedback. At least 90 %
inter-rater reliability was established between the
CCHCs with their local expert (i.e., supervisors). Internal consistency (i.e., alpha coefficients) for most of the
subscales was moderate to strong (Table 2). The nutrition, outdoor equipment and furnishings, and infant sleep
subscales had weak internal consistency. The toothbrushing, infant activity and infant/toddler diapering
subscales’ internal consistency could not be calculated
since they had too few items or the ratings did not have
enough variability.
Concurrent validity was established between the
Checklist and PCR subscale for the centers in AZ (n = 12)
where the Environment Rating Scale (ERS), either the
ECERS-R (n = 3) or ITERS-R (n = 9), was completed
(Table 4). The mean Checklist score was weakly, negatively correlated with the PCR subscale score (r = -0.05)
and negatively, moderately correlated (r = -0.27) with the
mean ERS score. The correlations between the Checklist
items covered on the PCR subscale and the four of the PCR
items were positive and ranged from weak to moderate.
The nap/rest items were negatively, strongly correlated
(Table 3).
The revision of the pilot Checklist was based on the
qualitative feedback from the CCHCs and psychometric
properties. Four out of 76 standards were dropped
because they were low in frequency, not variable in the
internal consistency analyses, or identified in the Delphi
study as low in frequency or not related to preventing
harm and promoting health. The four standards dropped
were: telephone on-site (Std. 5.3.1.12), caregivers’ use of
substances on-site (Std. 3.4.1.1), rescue device by pool
(Std. 6.3.2.1), and children’s access to hot tubs (Std.
6.3.5.1).
There were other revisions made to the Checklist. (1)
Each item’s wording was reviewed and revised, if needed,
for clarity, simplicity, and literacy level at the 8th grade
level per Flesh-Kinkaid readability test. For example, item
#80, ‘‘Kitchen equipment is clean and in operable condition’’ was changed to, ‘‘Kitchen equipment is clean and in
working order.’’ (2) An asterisk was inserted before an item
number if the item required the CCHC to talk to a staff
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Table 2 Descriptive statistics and alpha coefficients by subscale
Subscales

Mean (SD), range 0–3

# items

Alpha coefficient*

# items*

# centers

Section 1: Emergencies, Medications, Equipment and Furnishings, Supervision, Sanitation, Nutrition (Items 1–93)
Supervision, Interaction, and Activity

2.79 (0.26)

15

0.68

12

37

Medications

2.74 (0.47)

3

0.66

3

27

Sanitation: Environmental Health

2.73 (0.30)

11

0.58

11

37

Nutrition: Food safety, Food handling, Eating, Drinking

2.67 (0.29)

11

0.07

10

37

Equipment and Furnishings: Indoors and Outdoors

2.48 (0.24)

28

0.54

21

37

Equipment and Furnishings: Outdoors Only

2.20 (0.70)

7

0.21

5

37

Emergencies

2.19 (0.34)

11

0.39

10

37

Sanitation: Handwashing

2.09 (0.69)

5

0.69

5

37

Sanitation: Toothbrushing

1.70 (1.41)

2

–

–

15

Section 1 Total
Section 2: Pools, Spas, and Hot Tubs (Items 94–99)

2.51 (0.16)

93

0.73

75

37

Section 2 Total

2.20 (0.72)

6

0.82

4

3

Section 3: Infant/Toddler (Items 100–124)
Infant: Activity

2.79 (0.33)

2

–

–

12

Infant/Toddler: Injury Prevention

2.77 (0.54)

4

0.75

3

26

Infant/Toddler: Relationships

2.74 (0.50)

2

0.69

2

25

Infant: Sleep

2.70 (0.33)

7

0.13

6

18

Infant/Toddler: Nutrition

2.55 (0.52)

7

0.78

6

22

Infant/Toddler: Diapering

2.14 (0.77)

3

–

–

26

Section 3 Total

2.56 (0.33)

25

0.61

21

27

Complete Checklist (Items 1–124)

2.51 (0.16)

124

–

–

37

* Items were deleted from the calculation of the alpha coefficient if there was no variability in the responses. There was no alpha coefficient
calculated for subscales with no variability or few items

person. (3) Infant only items were separated from
infant/toddler items. (4) Grey shading was applied to the
response boxes if the item should not be rated as ‘not
observed’ or ‘not applicable’. (5) Each subscale has extra
rows for CCHCs to include other state licensing regulations
which may differ from the national health and safety
standards. Even though the pools, spas, and hot tubs subscale was only completed in three centers, its six standards
were retained given the high mortality/morbidity that
would result were the standards not met.

Discussion
The pilot Checklist was developed in a systematic way and
included key, observable standards from SS3. The Delphi
study results validated the SS3 methodology since the
majority of the standards were rated as ‘very high’ or
‘extremely high’ in severity if the standards were not met.
Since the respondents for the Delphi survey had practical
experience in ECE programs and had worked on health and
safety issues, their responses supported the technical panels
and experts involved in the development of CFOC3 and
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SS3. The three standards which the Delphi respondents
rated as unable to meet were not included in the final
Checklist. The pilot study showed that the Checklist was
feasible and easy to complete by CCHCs, and the psychometric properties informed the revision of the pilot
Checklist.
Most of the subscales had moderate to strong internal
consistency except for nutrition, outdoor equipment and
furnishings, and infant sleep which may reflect the difference in structural versus behavioral items. The concurrent
validity was weak and inversely related between the overall
Checklist and ERS, showing that centers with high ratings
on health and safety may have low overall quality and vice
versa. Thus, these two instruments are complementary but
not redundant. For example, in order to reach the highest
rating on the ERS for sleep, center staff need to provide
activities for non-sleepers and help children relax to fall
asleep, which are not included in the Checklist. Therefore,
the different content in the two instruments for the same
item represents the different gold standards used to develop
each instrument. The ECERS-R and ITERS-R were published in 1998 and 2006 respectively and informed by
CFOC2 [36] while the Checklist was informed by the
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Table 3 Health and Safety Checklist: Item by mean (SD)
Health and Safety Checklist Subscales and Items

Mean (SD)

# centers

1. The facility has a sign-in/sign-out system that tracks who (other than children) enters and exits the facility. The
system includes name, contact number, relationship to facility (for example, parent/guardian, vendor, guest,
consultant), and recorded time in and out. (Std. 9.2.4.7)
2. There is at least one telephone or wireless communication device available for use on site. (Std. 5.3.1.12)

1.68 (1.11)

37

3.00 (0)

37

3. Phone numbers and reporting system for reporting child abuse and neglect (Child Protective Services) are clearly
posted where any adult in the facility can easily see them. (Std. 3.4.4.1)

1.51 (1.28)

37

4. The phone number for the Poison Center is posted in a location where it is readily available in emergency
situations (for example, next to the telephone). (Stds. 5.2.9.1, 5.2.9.2)

2.51 (1.04)

37

Facilities: Emergencies, Medications, Equipment and Furnishings
Emergencies

5. Fire extinguishers are inspected annually. Check date on fire extinguisher tag. (Std. 5.1.1.3)

2.83 (0.70)

36

6. Each building or structure has a minimum of two unobstructed exits leading to an open space at the ground floor.
(Std. 5.1.4.1)

2.86 (0.54)

37

7. There is a smoke detector system or alarm in working order in each room or place where children spend time.
(Std. 5.2.5.1)

2.78 (0.63)

37

8. Carbon Monoxide detectors are present in hallways or areas outside of sleeping areas. (Std. 5.2.9.5)

1.00 (1.41)

35

9. *First aid supplies are well-stocked in each location where children spend time. (Std. 5.6.0.1)

1.43 (0.65)

37

10. *First aid supplies are kept in a closed container, cabinet, or drawer that is labeled, accessible to staff, but
inaccessible to children. (Std. 5.6.0.1)

2.62 (0.89)

37

11. *A well-stocked, transportable, first aid kit is available when children leave the facility (for example, walk or
transported to another location). (Std. 5.6.0.1)

1.66 (1.00)

32

12. *Medications are stored in an organized fashion, inaccessible to children, separated from food, and at the proper
temperature (for example, in the refrigerator if stated on prescription). (Std. 3.6.3.2)

2.96 (0.19)

27

13. *Over-the-counter medications are in the original container, labeled by the parent or guardian with the child’s
name, and accompanied by specific instructions given by the child’s prescribing health professional. (Std. 3.6.3.2)
14. *Prescription medications are not expired. They are in their original child resistant container labeled with the
following: child’s name, date filled, prescribing clinician’s name, pharmacy name and phone number, dosage/
instructions, and relevant warnings. (Std. 3.6.3.1)

2.41 (0.94)

17

2.62 (0.80)

21

15. *Toxic substances are stored in the original, labeled containers. Material Safety Data Sheets (MSDS) are on-site
for each hazardous chemical on the premises. (Std. 5.2.9.1)
16. *Toxic substances are inaccessible to children in a locked room or cabinet. (Std. 5.2.9.1, 5.2.8.1)

2.19 (0.79)

36

2.61 (0.87)

36

17. Fresh air is provided by windows or ventilation system. There are no odors or fumes (for example, mold, urine,
excrement, air fresheners, chemicals, pesticides).(Std. 5.2.1.1, 3.3.0.1, 5.2.8.1)

2.62 (0.76)

37

18. Windows open less than 4 inches or are protected by a window guard to prevent exit by children. (Std. 5.1.3.2)

0.89 (1.37)

19

19. There are no unvented gas or oil heaters or portable kerosene space heaters. (Std. 5.2.1.10)

3.00 (0)

36

20. Gas cooking appliances are not used for heating purposes. Charcoal grills are not used indoors. (Std. 5.2.1.10)

3.00 (0)

27

21. Portable electric space heaters are not left on when unattended, not accessible to children, not used with an
extension cord, and placed on the floor at least three feet from curtains, papers, furniture, and any flammable
object. (Std. 5.2.1.11)

3.00 (0)

12

22. All electrical outlets accessible to children are tamper resistant or have safety covers attached to the electrical
outlet by a screw or other means to prevent removal by a child. (Std. 5.2.4.2)

1.74 (1.46)

34

23. *There are no firearms, pellet or BB guns, darts, bows and arrows, cap pistols, stun guns or paint ball guns, or
objects manufactured for play as toy guns visible. (Std. 5.5.0.8)

2.92 (0.49)

37

Medications

Equipment and furnishings—indoors and outdoors

24. Plastic bags, matches, candles, and lighters are stored out of reach of children. (Stds. 5.5.0.7, 5.5.0.6)

2.88 (0.33)

26

25. Children do not have access to balloons or inflated objects that are treated as balloons, such as latex gloves. (Stds.
6.4.1.5, 6.4.1.2)

2.92 (0.49)

37

26. No electrical devices accessible to children are located so they could be plugged into an electrical outlet while a
person is in contact with a water source, such as sinks, tubs, water tables, and swimming pools. (Std. 5.2.4.4)

3.00 (0)

29

27. Bathtubs, buckets, diaper pails, and other open containers of water are emptied immediately after use. (Std.
6.3.5.2)

2.75 (0.87)

12
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Table 3 continued
Health and Safety Checklist Subscales and Items

Mean (SD)

# centers

28. Children do not play in areas where there is any body of water including tubs, pails, sinks, toilets, swimming
pools, ponds, irrigation ditches, or built-in wading pools, unless the supervising adult is within an arm’s length
providing ‘‘touch supervision’’. (Std. 2.2.0.4)

3.00 (0)

17

29. Adults do not consume hot liquids in child care areas. (Std. 4.5.0.9)

3.00 (0)

37

30. Hot liquids and food (more than 120 F) are kept out of reach of children. (Std. 4.5.0.9)
31. Electrical cords from any appliance, including coffee pots, are not within the reach of children. (Std. 4.5.0.9)

2.91 (0.51)
2.68 (0.64)

35
34

32. Equipment and play areas do not have the following: sharp points or corners; splinters or protrusions that may
catch a child’s clothing (for example, nails, pipes, wood ends, long bolts); flaking paint; loose or rusty parts; small
parts that may become detached or present a choking, aspiration, or ingestion hazard; strangulation hazards (for
example, straps, strings); components that can snag skin, pinch, sheer, or crush body tissues. (Stds. 5.3.1.1, 6.2.1.9)

2.53 (0.51)

36

33. To prevent entrapment of a child’s head or limbs, all openings in play or other equipment are too large for a
child’s head or limbs to get stuck in or too small for a child’s body to fit into. Openings are smaller than 3.5 inches
or larger than 9 inches. There are no rings on long chains. (Stds. 5.3.1.1, 6.2.1.9)

2.83 (0.38)

36

34. To prevent entrapment of fingers, openings are smaller than 3/8th inch or larger than 1 inch. (Std. 6.2.1.9)

2.86 (0.35)

36

35. All pieces of climbing equipment are placed over and surrounded by loose fill materials raked to maintain proper
depth/distribution or a unitary material intended as a shock-absorbing play surface that meets ASTM International
standards. (Std. 6.2.3.1, Appendix Z)

2.08 (1.15)

25

36. Fall zones extend at least 6 feet beyond the perimeter of stationary climbing equipment. (Std. 6.2.3.1)

2.25 (0.85)

24

37. There are no tripping hazards. (Std. 5.3.1.1)

1.62 (1.52)

37

38. There are no tip-over hazards such as chests, bookshelves, and televisions. (Std. 5.3.1.1)

2.16 (1.34)

37

39. Hazardous equipment (for example, child care equipment needing to be repaired, lawn mowers, gardening tools
not intended for child use, tractors) is not present or is inaccessible to children by means of barriers such as fences.
(Std. 5.7.0.4)
40. Guardrails or protective barriers are at least 36 inches in height located at open sides of stairs, ramps, porches,
balconies, and other walking surfaces from which there is a more than a 30 inch vertical distance to fall. (Std.
5.1.6.6)

2.72 (0.85)

36

2.54 (0.88)

13

41. Trampolines are not accessible to children. (Std. 6.2.4.4)

3.00 (0)

42. All children one year of age and over wear properly fitted and approved helmets while riding toys with wheels
(e.g., tricycles, bicycles) or using any wheeled equipment (for example, rollerblades, skateboards). Helmets are
removed as soon as children stop riding wheeled toys or using wheeled equipment. (Std. 6.4.2.2)

0.04 (0.19)

28

6

43. Children play outdoors each day unless weather conditions pose a significant health risk (for example, wind chill
factor at or below minus 15 F, heat index at or above 90 F.). (Std. 3.1.3.2)

2.64 (0.90)

36

44. The outdoor play areas are enclosed with a fence or natural barrier that allow observation of children. Openings
in fences and gates are no larger than 3.5 inches. (Std. 6.1.0.8)

2.68 (0.60)

31

45. Enclosures outside have at least two exits, one being remote from the building. All gates have a latch that cannot
be opened by children. All gates are equipped with self-closing, positive latching closure mechanisms. (Std.
6.1.0.8)

1.57 (1.19)

30

46. Shade is provided outside (for example, trees, tarps, umbrellas). Children wear hats or caps with a brim to protect
their faces from the sun if they are not in a shaded area. (Std. 3.4.5.1)
47. Broad spectrum sunscreen with SPF of 15 or higher is available for use and is not applied to infants 6 months of
age or younger. (Std. 3.4.5.1)

2.30 (0.85)

33

1.19 (1.47)

31

48. Outside play areas are free from bodies of water including unfenced swimming pools, wading pools, ditches,
quarries, canals, excavations, fish ponds, and water retention/detention basins. (Std. 6.1.0.6)

3.00 (0)

29

49. All water hazards (for example, swimming pools, stationary wading pools, ditches, fish ponds, water retention/
detention basins) are enclosed with a fence at least 4–6 feet high and comes within 3  inches of the ground. (Std.
6.3.1.1)

3.00 (0)

8

Equipment and furnishings—outdoors only

Supervision, interaction and activity
50. Ratios: Indoors: Time (h/min):____/_____ Ages of children observed: (circle all that apply) B12 months,
13–35 months, 3 years, 4–5? years

2.49 (1.12)

37

2.24 (1.30)

29

# of children _____ # of staff _____ child/staff ratio:____:_____(Std. 1.1.1.2)
51. Ratios: Outdoors: Time (h/min):__/__Ages of children observed: (circle all that apply) B12 months,
13–35 months, 3 years, 4–5? years
# of children _____ # of staff ___ child/staff ratio:___:___(Std. 1.1.1.2)
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Mean (SD)

# centers

52. Children are directly supervised by sight and hearing at all times, indoors and outdoors, including when sleeping,
going to sleep, or waking up. (Std. 2.2.0.1)

2.86 (0.35)

37

53. Caregivers/Teachers use simple rules for behavior that children can understand. They use clear, direct and simple
commands, and descriptive praise. (Std. 2.2.0.6)

2.78 (0.49)

37

54. Caregivers/Teachers encourage positive behavior, promote self-regulation, and model desired behavior. (Std.
2.2.0.6)

2.84 (0.44)

37

55. Caregivers/Teachers support children in learning appropriate social skills and emotional responses and provide
predictable daily routines and schedules. (Std. 2.2.0.6)

2.92 (0.36)

37

56. Caregivers/Teachers only use ‘‘time-out’’ for persistent, unacceptable behavior. (Std. 2.2.0.6)

2.83 (0.41)

57. There is no physical or emotional abuse or maltreatment and no physical punishment or threat of physical
punishment of a child. (Std. 2.2.0.9)
58. Caregivers/Teachers do not use threats, humiliation (public or private), profane or sarcastic language, or make
derogatory remarks about the child or the child’s family. (Std. 2.2.0.9)

3.00 (0)

37

6

2.92 (0.36)

37

59. Caregivers/Teachers do not use tobacco, alcohol, or illegal drugs during the child care program’s paid time,
including break time. (Std. 3.4.1.1)

3.00 (0)

37

60. Children are not physically restrained unless their safety or that of others is at risk. (Std. 2.2.0.10)

3.00 (0)

35

61. Children engage in moderate to vigorous activities such as running, climbing, dancing, skipping, and jumping.
(Std. 3.1.3.1)

2.56 (0.97)

36

62. Children engage in structured activities and games that promote movement. (Std. 3.1.3.1)

2.12 (1.18)

26

63. Food is not used or withheld as a bribe, reward, or punishment. (Std. 2.2.0.9)

2.97 (0.17)

36

64. Physical activity/outdoor time is not taken away as punishment. (Std. 2.2.0.9)

2.97 (0.17)

36

65. Situations or times that children and staff should perform hand hygiene are posted in all food preparation, hand
hygiene, diapering, and toileting areas. (Std.3.2.2.1)

1.14 (1.40)

37

66. Handwashing Procedures-Staff

2.35 (0.68)

37

2.28 (0.66)

36

2.65 (0.73)

34

2.25 (1.39)

8

2.44 (0.88)

9

1.75 (1.54)

12

72. There is no clutter, trash, water damage, or standing water on the premises. (Std. 5.2.8.1)

2.76 (0.64)

37

73. Objects and surfaces are kept clean of dirt, debris, and sticky films. (Std. 3.3.0.1)

2.89 (0.31)

37

74. There are no cracks or holes in walls, ceilings, or screens. (Std. 5.2.8.1)

2.89 (0.31)

37

Sanitation: Personal Hygiene, Environmental Health Personal Hygiene- Handwashing

Moisten hands with water and apply soap (not antibacterial).
Rub hands together into a soapy lather.
All hand surfaces are washed including fronts and backs and between fingers from wrists to finger tips.
Hands are rinsed with running water and dried with a paper or single use cloth towel. (Std. 3.2.2.2)
67. Handwashing Procedures- Children
Children wash their hands or have their hands washed.
Moisten hands with water and apply soap (not antibacterial).
Rub hands together into a soapy lather.
All hand surfaces are washed including fronts and backs and between fingers from wrists to finger tips.
Hands are rinsed with running water and dried with a paper or single use cloth towel. (Std. 3.2.2.2)
68. Caregivers/Teachers assist children with handwashing at a sink when children can stand but cannot wash their
hands independently. Children’s hands hang freely under the running water either at a child level sink or with a
safety step. (Std. 3.2.2.3)
69. Hand hygiene with an alcohol-based sanitizer is only used by adults and children as an alternative to
handwashing with soap and water if hands are not visibly soiled. Hand sanitizers are only used for children over
24 months and with adult supervision. (Stds. 3.2.2.2, 3.2.2.3)
Personal Hygiene—Toothbrushing
70. In facilities where toothbrushes are present, toothbrushes are not worn or frayed, and fluoride toothpaste is
present. (Std. 3.1.5.1)
71. *Except in the case of children who are known to brush their teeth twice a day at home, caregivers/teachers brush
children’s teeth or monitor tooth brushing activities at least once during the hours that the child is in child care.
(Std. 3.1.5.1)
Environmental Health
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75. *Non-permeable disposable gloves are available for handling blood and blood-containing body fluids. (Std.
3.2.3.4)

2.68 (0.88)

37

76. *Infectious and toxic waste is stored separately from other waste. (Std. 5.2.7.6)

2.52 (0.95)

23

77. Hard, non-porous surfaces contaminated with potentially infectious body fluid (for example, toilets, diaper
changing tables) are disinfected with an EPA registered disinfectant according to label instructions. (Std.3.3.0.1)
78. Food surfaces (for example, dishes, utensils, dining tables, high chair trays, cutting boards, or objects intended
for the mouth such as pacifiers and teething toys) are sanitized in a dishwasher or by using an EPA registered
sanitizer according to label instructions. (Std. 3.3.0.1)

2.37 (0.85)

30

2.47 (0.76)

32

79. Children are not in close proximity during sanitizing and disinfecting procedures. (Std. 3.3.0.1)

2.50 (0.85)

36

80. Kitchen equipment is clean and in operable condition. Food surfaces are in good repair, free of cracks and
crevices, and made of non-porous smooth material that is kept clean and sanitized. (Std. 4.8.0.3)
81. The food preparation area of the kitchen is separate from eating, play, laundry, toilet, bathroom, and diapering
areas, and areas where animals are permitted. (Std. 4.8.0.1)

2.97 (0.17)

34

2.91 (0.51)

35

82. The food preparation area of the kitchen is separated by a door, gate, counter, or room divider. (Std. 4.8.0.1)

2.76 (0.78)

34

83. Home-canned food, food from dented, rusted, bulging, or leaking cans, and food from cans without labels are not
present. (Std. 4.9.0.3)

2.96 (0.21)

23

84. All fruits and vegetables are washed thoroughly with water prior to use. (Std. 4.9.0.3)

3.00 (0)

25

85. Meat is labeled as being from government-inspected sources. Dairy product labels state that they are pasteurized.
(Std. 4.9.0.3)

2.87 (0.51)

30

86. Commercial fruit juice has a label stating the juice is pasteurized and fresh squeezed fruit and vegetable juices
are squeezed just prior to serving. (Std. 4.9.0.3)

2.57 (1.08)

21

87. Meat, fish, poultry, milk, and egg products are refrigerated or frozen until immediately before use. Refrigerators
have a thermometer and are kept at 41 F or lower. (Std. 4.9.0.3)

2.56 (0.94)

36

88. Individual children’s food allergies are posted prominently in the classroom and/or wherever food is served. (Std.
4.2.0.10)

2.35 (1.17)

31

89. Children 2 years of age and older are served skim or 1 % milk. (Std. 4.9.0.3)

2.77 (0.65)

26

90. Drinking water is available, in indoor and outdoor areas, throughout the day for children over 6 months of age.
(Std. 4.2.0.6)

2.25 (1.13)

36

91. A variety of nourishing foods is served at meals and snacks including fruits, vegetables, whole and enriched
grains, protein, and dairy. (Std. 4.2.0.3)
92. Children under 4 years of age are not offered foods that are associated with choking among young children (for
example, hot dogs and other meat sticks (whole or sliced into rounds), raw carrot rounds, whole grapes, hard
candy, nuts, seeds, raw peas, hard pretzels, chips, peanuts, popcorn, rice cakes, marshmallows, spoonfuls of peanut
butter, or chunks of meat larger than can be swallowed whole). (Std. 4.5.0.10)

2.83 (0.38)

36

2.56 (1.00)

36

93. Children are always seated while eating. (Std. 4.5.0.10)

2.95 (0.23)

37

1.50 (2.12)

2

95. Exit and entrance points around bodies of water have self-closing, positive latching gates with locking devices
that are a minimum of 55 inches from the ground. (Std. 6.3.1.1)

2.67 (0.58)

3

96. When not in use, in-ground and above-ground swimming pools are covered with a safety cover that meets or
exceeds the American Society for Testing and Materials (ASTM) International standards. (Std. 6.3.1.4)

1.00 (1.73)

3

97. Each swimming pool more than six feet in width, length, or diameter is provided with a ring buoy and rope, a
rescue tube, or a throwing line and a shepherd’s hook. (Std. 6.3.2.1)

2.67 (0.58)

3

Nutrition: Food Safety/Food Handling, Eating and Drinking Food Safety/Food Handling

Eating and Drinking

Pools, Spas and Hot Tubs
If the program does not have pools, spas or hot tubs, skip to the Infant/Toddler subscale.
This facility has the following water hazards: (circle all that apply)
Swimming Pool Hot Tub Stationary Wading Pool Pond Other_________
94. Ratios: Ages of children observed: (circle all that apply)
B12 months, 13–35 months, 3 years, 4–5? years
Location________________ Time of Day (h/min):____/_____
# of children ___ # of staff ___ child/staff ratio:___:___(Std. 1.1.1.5)
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98. Toys and other equipment used in and around the water play area are made of sturdy plastic or metal. No glass is
present.(Std. 6.3.1.1, 6.3.1.4)

3.00 (0)

3

99. Children are not permitted in hot tubs, spas, or saunas. Hot tubs, spas, and saunas are secured to prevent any
access by children. (Std. 6.3.5.1)

–

0

Infant/toddler
If the classroom has children under 36 months of age, complete this section of the Checklist.
Infant/toddler—relationships
100. Caregivers/Teachers interact within the context of routines like diapering, feeding and eating with infants and
toddlers by means of smiling, talking, touching, holding, singing, and playing. (Std. 2.1.2.1)

2.71 (0.62)

24

101. Caregivers/Teachers comfort children who are upset and are attuned to children’s feelings. (Std. 2.1.2.1)

2.80 (0.50)

25

3.00 (0)

12

2.55 (0.69)

11

104. All infants up to 12 months of age are placed to sleep on their backs, on a firm mattress, with a tightly fitting
sheet. Only one infant is placed in each crib. (Std. 3.1.4.1)

2.42 (0.67)

12

105. For infants up to 12 months of age, no soft or loose bedding or objects are accessible including bumpers,
pillows, positioners, blankets, quilts, diapers, flat sheets, sheepskins, toys, and stuffed animals. One piece blanket
sleepers may be used for warmth. (Std. 3.1.4.1)
106. Room temperature is comfortable for a lightly clothed adult. (Std. 3.1.4.1)

1.92 (1.16)

12

2.89 (0.32)

18

107. If infants fall asleep any place that is not a safe sleep environment, such as a car seat, high chair, or swing, they
are moved and placed to sleep on their backs in a crib. (Std. 3.1.4.1)

2.88 (0.35)

8

Infant—activity
102. Infants (birth to 12 months of age) have supervised tummy time while awake at least once each day. (Std.
3.1.3.1)
103. Infants \12 months of age are not seated more than 15 min at a time except during meals. (Std. 3.1.3.1)
Infant—sleep

108. Cribs meet the current guidelines approved by CPSC or ASTM International standards. (Std. 5.4.5.2)

2.92 (0.29)

12

109. Cribs are placed away from window blinds or draperies. (Std. 5.4.5.2)

2.75 (0.45)

12

110. Infants mobile enough to potentially climb out of a crib sleep on cots or mats. (Std. 5.4.5.2)

3.00 (0)

5

Infant/toddler—diapering
111. Current diaper changing procedures are posted in the changing area(s). (Std. 3.2.1.4)

2.23 (1.31)

26

112. Children are not left unattended on a diaper changing surface. Caregiver/Teacher has one hand on the child at
all times. (Std. 3.2.1.4)

2.96 (0.21)

23

113. The diaper changing procedures include the following:

1.36 (0.78)

22

2.81 (0.63)

26

Non-absorbent paper liner, large enough to cover the changing surface from the child’s shoulders to beyond the
child’s feet, is used.
Clothing is removed or otherwise kept from contact with the contents of the diaper during the change.
Child is cleaned of stool and urine, front to back, with a fresh wipe for each swipe.
Soiled diapers placed in a plastic-lined, covered, hands-free can.
If reusable cloth diapers are used, soiled diaper is put in a plastic bag or into a plastic-lined, hands-free covered can.
A fresh wipe is used to clean the hands of the child and another fresh wipe to clean the hands of the caregiver before
putting on a new diaper and dressing the child.
The child’s hands are washed before returning the child to a supervised area.
Diaper changing surface is cleaned and disinfected with an EPA registered disinfectant after each diaper change.
Disinfectant is put away, out of reach of children.
Caregivers’/Teachers’ hand hygiene is performed after diapering procedure is complete. (Std. 3.2.1.4)
Infant/toddler—injury prevention
114. Strings, cords, ribbons, ties, and straps long enough to encircle a child’s neck are not accessible to children
under 3 years of age. (Std. 3.4.6.1)
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115. The following are not accessible to children under 3 years of age: small objects, toys, and toy parts that have a
diameter less than 1 inch and a length between 1 inch and 2 inches; balls and toys with spherical, egg shaped,
or elliptical parts that are smaller than 1 inches in diameter; toys with sharp points and edges; plastic bags;
styrofoam objects; coins; rubber or latex balloons; safety pins; marbles; magnets; foam blocks, books, or objects;
latex gloves; bulletin board tacks or glitter. (Std. 6.4.1.2)

2.73 (0.53)

26

116. Securely installed, effective guards (for example, gates) are at the top and bottom of each open stairway in
facilities where infants and toddlers are in care. (Std. 5.1.5.4)

3.00 (0)

2

117. Infants \6 months of age are not in direct sunlight. (Std. 3.4.5.1)

2.89 (0.33)

9

118. Bottles or containers with mother’s milk are labeled with infant’s full name, date, and time the milk was
expressed. Only glass bottles or bottles labeled BPA-free and phthalate-free or marked #1, #2, #4, #5 are used.
(Stds. 4.3.1.3, 4.3.1.9)

1.50 (1.20)

8

119. Mother’s milk is stored in the refrigerator or freezer. Frozen mother’s milk is thawed in the refrigerator or in a
container of running cool tap water. (Stds. 4.3.1.3, 4.3.1.9)

3.00 (0)

7

120. Bottles of formula prepared from powder or concentrate or ready-to-feed formula are labeled with the child’s
full name and the time and date of preparation. (Std. 4.3.1.5)

1.27 (1.27)

11

121. If caregivers/teachers choose to warm bottles and infant foods, bottles are warmed under running warm tap
water or by placing in a container of water no warmer than 120 F. Bottles and infant foods are not thawed or
warmed in microwaves. (Std. 4.3.1.9)

2.17 (1.33)

6

122. Infants are not fed solid foods sooner than 4 months (preferably 6 months). Introductory foods are single
ingredient. (Std. 4.3.1.11)

2.89 (0.33)

9

123. Infants who are learning to feed themselves are actively supervised by an adult seated within arm’s reach of
them at all times while being fed and/or eating. Children over 12 months of age who can feed themselves are
actively supervised by an adult who is seated at the same table or within arm’s reach of the child’s high chair or
feeding table. (Std. 4.5.0.6)
124. Foods that are choking hazards are not served to infants or toddlers. Food for infants is served in pieces 
inches or smaller. Food for toddlers is served in pieces  inches or smaller. (Std. 4.5.0.10)

2.92 (0.27)

14

2.70 (0.47)

20

Infant/toddler—nutrition

* An asterick (*) indicates that the Checklist item requires interaction with the director or staff to ask where to find an item or identify products

Table 4 Correlation between
environment rating scale and
checklist (n = 12 centers)

ERS item/subscale

# Checklist item

Correlation coefficient

Personal Care Routine Items
Meals and snacks
Nap/rest
Diapering and Toileting

13

0.01

7

-0.60

8

0.27

Health practices

11

0.15

Safety practices

16

0.32

ERS Personal Care Routines subscale and Checklist mean

124

-0.05

Total ERS and Checklist mean

124

-0.27

ERS Subscale and Total Score

CFOC3 revised in 2011. Based on these findings, it seems
that if a center is rated as three or less on the PCR items,
the Checklist should be completed for a more detailed
health and safety assessment identifying the gaps in
meeting CFOC3 standards.
The revised Checklist kept the literacy level as low as
possible while retaining the meaning of the standard to
reach a wider group of users, including ECE directors,
child care health advocates, program staff, and licensing
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inspectors. The revised Checklist and User Manual are
available online at www.ucsfchildcarehealth.org, with links
to the original CFOC3 standards included with each item.
Future studies are needed to determine the psychometric
properties of the revised Checklist.
Although the methodology for the development of the
Checklist is scientific and methodical, and the results of the
pilot study contributed to the revision of the Checklist and
User Manual, there are limitations to this pilot study. The
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small convenience sample of 37 ECE centers in the three
states and 12 centers where the ERS were completed is not
a representative sample, so these results need to be replicated with a larger sample.

Conclusion
This project’s findings have the potential to impact and
improve the health and safety practices in ECE centers
through the use of the accessible, revised Health and Safety
Checklist. This Checklist could have great utility in
research, evaluation, program quality rating and improvement, monitoring/accreditation activities [37], and the
health and safety of children. The majority of epidemiologic and sociologic studies show higher rates of illness for
children attending of ECE centers than for children cared
for at home [33, 38, 39], yet none of these studies include
health and safety assessments of ECE environments. Major
factors which contribute to high illness rates are staff and
children’s hand hygiene and regular sanitizing of children’s
toys, which are CFOC3 standards on the Checklist.
The Checklist can be used to provide comparable,
standardized data to identify strengths and gaps, and
compare practices and conditions across states. In a study
where researchers in Indiana and CCHCs in CA completed
the CCHP Health and Safety Checklist-Revised, the two
states’ ratings were significantly different. Indiana rated
higher overall than CA [40]. Both states’ lowest ratings
were for the health practice of handwashing and safety
issue of adequate impact-absorbing surfaces under outdoor
equipment. The Checklist can be used by health professionals and researchers along with ECE providers, parents,
regulators, and policy makers.
The Checklist provides a measure of health and safety as
the foundation of quality in an ECE program by assessing a
center’s ability to meet key, observable national health and
safety standards. In a CCHC intervention study in ECE
centers in NC, centers with child care health consultation
showed improvements in staff hygiene (e.g., hand washing,
diaper-changing), playground safety, and nutrition [14].
The Checklist can complement other quality assessment
tools which have limited health and safety content. Since
parents’ top concern about ECE is quality [41], the
Checklist can inform parent choices. It can also be used as
a self-assessment tool by ECE providers and directors to
identify their programs’ strengths and weaknesses and as
an instrument for state’s QRIS.
This revised Checklist supports children’s overall health
and development in ECE programs. Improvements in
health and safety in ECE programs will provide the foundation for high quality ECE programs and support positive
health outcomes across children’s lifespans [42].
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ASSURANCES - NON-CONSTRUCTION PROGRAMS
Public reporting burden for this collection of information is estimated to average 15 minutes per response, including time for reviewing
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
information. Send comments regarding the burden estimate or any other aspect of this collection of information, including suggestions for
reducing this burden, to the Office of Management and Budget, Paperwork Reduction Project (0348-0040), Washington, DC 20503.

PLEASE DO NOT RETURN YOUR COMPLETED FORM TO THE OFFICE OF MANAGEMENT AND BUDGET. SEND
IT TO THE ADDRESS PROVIDED BY THE SPONSORING AGENCY.
NOTE:

Certain of these assurances may not be applicable to your project or program. If you have questions, please contact the
awarding agency. Further, certain Federal awarding agencies may require applicants to certify to additional assurances.
If such is the case, you will be notified.

As the duly authorized representative of the applicant, I certify that the applicant:
1.

Has the legal authority to apply for Federal assistance
and the institutional, managerial and financial capability
(including funds sufficient to pay the non-Federal share
of project cost) to ensure proper planning, management
and completion of the project described in this
application.

2.

Will give the awarding agency, the Comptroller General
of the United States and, if appropriate, the State,
through any authorized representative, access to and
the right to examine all records, books, papers, or
documents related to the award; and will establish a
proper accounting system in accordance with generally
accepted accounting standards or agency directives.

3.

Will establish safeguards to prohibit employees from
using their positions for a purpose that constitutes or
presents the appearance of personal or organizational
conflict of interest, or personal gain.

4.

Will initiate and complete the work within the applicable
time frame after receipt of approval of the awarding
agency.

5.

Will comply with the Intergovernmental Personnel Act of
1970 (42 U.S.C. §§4728-4763) relating to prescribed
standards for merit systems for programs funded under
one of the 19 statutes or regulations specified in
Appendix A of OPM's Standards for a Merit System of
Personnel Administration (5 C.F.R. 900, Subpart F).

6.

Will comply with all Federal statutes relating to
nondiscrimination. These include but are not limited to:
(a) Title VI of the Civil Rights Act of 1964 (P.L. 88-352)
which prohibits discrimination on the basis of race, color
or national origin; (b) Title IX of the Education
Amendments of 1972, as amended (20 U.S.C.§§16811683, and 1685-1686), which prohibits discrimination on
the basis of sex; (c) Section 504 of the Rehabilitation

Act of 1973, as amended (29 U.S.C. §794), which
prohibits discrimination on the basis of handicaps; (d)
the Age Discrimination Act of 1975, as amended (42 U.
S.C. §§6101-6107), which prohibits discrimination on
the basis of age; (e) the Drug Abuse Office and
Treatment Act of 1972 (P.L. 92-255), as amended,
relating to nondiscrimination on the basis of drug
abuse; (f) the Comprehensive Alcohol Abuse and
Alcoholism Prevention, Treatment and Rehabilitation
Act of 1970 (P.L. 91-616), as amended, relating to
nondiscrimination on the basis of alcohol abuse or
alcoholism; (g) §§523 and 527 of the Public Health
Service Act of 1912 (42 U.S.C. §§290 dd-3 and 290
ee- 3), as amended, relating to confidentiality of alcohol
and drug abuse patient records; (h) Title VIII of the Civil
Rights Act of 1968 (42 U.S.C. §§3601 et seq.), as
amended, relating to nondiscrimination in the sale,
rental or financing of housing; (i) any other
nondiscrimination provisions in the specific statute(s)
under which application for Federal assistance is being
made; and, (j) the requirements of any other
nondiscrimination statute(s) which may apply to the
application.
7.

Will comply, or has already complied, with the
requirements of Titles II and III of the Uniform
Relocation Assistance and Real Property Acquisition
Policies Act of 1970 (P.L. 91-646) which provide for
fair and equitable treatment of persons displaced or
whose property is acquired as a result of Federal or
federally-assisted programs. These requirements
apply to all interests in real property acquired for
project purposes regardless of Federal participation in
purchases.

8. Will comply, as applicable, with provisions of the
Hatch Act (5 U.S.C. §§1501-1508 and 7324-7328)
which limit the political activities of employees whose
principal employment activities are funded in whole
or in part with Federal funds.
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9. Will comply, as applicable, with the provisions of the DavisBacon Act (40 U.S.C. §§276a to 276a-7), the Copeland Act
(40 U.S.C. §276c and 18 U.S.C. §874), and the Contract
Work Hours and Safety Standards Act (40 U.S.C. §§327333), regarding labor standards for federally-assisted
construction subagreements.

13. Will assist the awarding agency in assuring compliance
with Section 106 of the National Historic Preservation
Act of 1966, as amended (16 U.S.C. §470), EO 11593
(identification and protection of historic properties), and
the Archaeological and Historic Preservation Act of
1974 (16 U.S.C. §§469a-1 et seq.).

10. Will comply, if applicable, with flood insurance purchase
requirements of Section 102(a) of the Flood Disaster
Protection Act of 1973 (P.L. 93-234) which requires
recipients in a special flood hazard area to participate in the
program and to purchase flood insurance if the total cost of
insurable construction and acquisition is $10,000 or more.

14. Will comply with P.L. 93-348 regarding the protection of
human subjects involved in research, development, and
related activities supported by this award of assistance.

11. Will comply with environmental standards which may be
prescribed pursuant to the following: (a) institution of
environmental quality control measures under the National
Environmental Policy Act of 1969 (P.L. 91-190) and
Executive Order (EO) 11514; (b) notification of violating
facilities pursuant to EO 11738; (c) protection of wetlands
pursuant to EO 11990; (d) evaluation of flood hazards in
floodplains in accordance with EO 11988; (e) assurance of
project consistency with the approved State management
program developed under the Coastal Zone Management
Act of 1972 (16 U.S.C. §§1451 et seq.); (f) conformity of
Federal actions to State (Clean Air) Implementation Plans
under Section 176(c) of the Clean Air Act of 1955, as
amended (42 U.S.C. §§7401 et seq.); (g) protection of
underground sources of drinking water under the Safe
Drinking Water Act of 1974, as amended (P.L. 93-523);
and, (h) protection of endangered species under the
Endangered Species Act of 1973, as amended (P.L. 93205).
12. Will comply with the Wild and Scenic Rivers Act of
1968 (16 U.S.C. §§1271 et seq.) related to protecting
components or potential components of the national
wild and scenic rivers system.

SIGNATURE OF AUTHORIZED CERTIFYING OFFICIAL

15. Will comply with the Laboratory Animal Welfare Act of
1966 (P.L. 89-544, as amended, 7 U.S.C. §§2131 et
seq.) pertaining to the care, handling, and treatment of
warm blooded animals held for research, teaching, or
other activities supported by this award of assistance.
16. Will comply with the Lead-Based Paint Poisoning
Prevention Act (42 U.S.C. §§4801 et seq.) which
prohibits the use of lead-based paint in construction or
rehabilitation of residence structures.
17. Will cause to be performed the required financial and
compliance audits in accordance with the Single Audit
Act Amendments of 1996 and OMB Circular No. A-133,
"Audits of States, Local Governments, and Non-Profit
Organizations."
18. Will comply with all applicable requirements of all other
Federal laws, executive orders, regulations, and policies
governing this program.
19. Will comply with the requirements of Section 106(g) of
the Trafficking Victims Protection Act (TVPA) of 2000, as
amended (22 U.S.C. 7104) which prohibits grant award
recipients or a sub-recipient from (1) Engaging in severe
forms of trafficking in persons during the period of time
that the award is in effect (2) Procuring a commercial
sex act during the period of time that the award is in
effect or (3) Using forced labor in the performance of the
award or subawards under the award.
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CERTIFICATION REGARDING LOBBYING
Certification for Contracts, Grants, Loans, and Cooperative Agreements
The undersigned certifies, to the best of his or her knowledge and belief, that:
(1) No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned, to any
person for influencing or attempting to influence an officer or employee of an agency, a Member of
Congress, an officer or employee of Congress, or an employee of a Member of Congress in connection with
the awarding of any Federal contract, the making of any Federal grant, the making of any Federal loan, the
entering into of any cooperative agreement, and the extension, continuation, renewal, amendment, or
modification of any Federal contract, grant, loan, or cooperative agreement.
(2) If any funds other than Federal appropriated funds have been paid or will be paid to any person for
influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an
officer or employee of Congress, or an employee of a Member of Congress in connection with this Federal
contract, grant, loan, or cooperative agreement, the undersigned shall complete and submit Standard
Form-LLL, ''Disclosure of Lobbying Activities,'' in accordance with its instructions.
(3) The undersigned shall require that the language of this certification be included in the award documents
for all subawards at all tiers (including subcontracts, subgrants, and contracts under grants, loans, and
cooperative agreements) and that all subrecipients shall certify and disclose accordingly. This certification
is a material representation of fact upon which reliance was placed when this transaction was made or
entered into. Submission of this certification is a prerequisite for making or entering into this transaction
imposed by section 1352, title 31, U.S. Code. Any person who fails to file the required certification shall be
subject to a civil penalty of not less than $10,000 and not more than $100,000 for each such failure.
Statement for Loan Guarantees and Loan Insurance
The undersigned states, to the best of his or her knowledge and belief, that:
If any funds have been paid or will be paid to any person for influencing or attempting to influence an officer
or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of
a Member of Congress in connection with this commitment providing for the United States to insure or
guarantee a loan, the undersigned shall complete and submit Standard Form-LLL, ''Disclosure of Lobbying
Activities,'' in accordance with its instructions. Submission of this statement is a prerequisite for making or
entering into this transaction imposed by section 1352, title 31, U.S. Code. Any person who fails to file the
required statement shall be subject to a civil penalty of not less than $10,000 and not more than $100,000
for each such failure.
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