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Executive Summary
Ensuring children are in safe environments that promote health and development is a top
priority of families, state regulators, the federal government, and national organizations that
accredit early care and education programs (ECE). This paper examines monitoring across ECE
settings and considers lessons learned from the analogous sectors of child welfare and health.
Although professional organizations in partnership with federal agencies developed national
guidelines for health and safety, there is wide variation in state and local regulations around the
minimum health and safety requirements for children in care. Areas of regulatory variation
include: 1) thresholds for the number of children in licensed care at ECE facilities located in
family child care homes (FCCs); 2) the comprehensiveness of background checks for ECE
provider staff and individuals residing at FCCs; and 3) the frequency of monitoring visits.
ECE providers may receive funding from one or more public sources including, the Child Care
and Development Fund (CCDF), Head Start/Early Head Start (HS/EHS), State Pre-Kindergarten
(State Pre-K), Child and Adult Care Food Program (CACFP), Early Intervention and Special
Education, and the Department of Defense Child Care. Providers funded by more than one
public source are subject to multiple accountability systems that are not always aligned. ECE
providers seeking national accreditation engage in yet another layer of accountability and
quality improvement. Some states that are building or reforming Quality Rating and
Improvement Systems (QRIS) are attempting to create unified early learning standards and
consistent ECE program ratings across funding streams and provider types.
Many states use differential monitoring to improve the efficiency of monitoring systems and
technical assistance (TA) systems. As opposed to “one size fits all” systems of monitoring,
differential monitoring determines the frequency and comprehensiveness of provider
monitoring based on the provider’s history of compliance with standards and regulations.
Providers that maintain strong records of compliance are inspected less frequently, while those
with a history of non-compliance may be subject to more announced and unannounced
inspections. This paper includes case studies from states involved in various stages of
implementing differential monitoring approaches.
Implementation of the Child Care and Development Block Grant Act of 2014 (CCDBG), which
was signed into law in November 2014, will likely result in more uniformity in state practice in
some of the components of monitoring. Using examples from states reforming their child care
licensing systems, this paper outlines the challenges and possibilities of building accountability
systems that support positive child and family outcomes while reducing the burden on
individual providers within multiple funding streams. This paper provides a general overview of
the current monitoring system, and highlights several examples of promising state practices
that are already underway. It offers a vision for accountability that addresses compliance with
a minimum floor of health and safety standards, and promising strategies for continuous quality
improvement. The goal of this paper is to inform upcoming changes in licensing and monitoring
systems that will take place in the context of the reauthorized CCDBG implementation.
6

Options for states that could improve monitoring practice:
1. Monitoring policies and procedures could be aligned across funding streams, and
grounded in a universal set of health, safety, and performance standards that are
research-based and endorsed by professional organizations.
2. After further validation by the research community, differential monitoring could be
piloted and implemented to help states target technical assistance and monitoring
resources to the ECE providers most at-risk for providing unsafe learning
environments.
3. Third party accreditation and credentialing by national organizations could be
expanded. This strategy is widely used in analogous sectors.
4. For ECE programs that are also federal grantees subject to monitoring, federal and
state agencies could share any negative findings, or instances of non-compliance.
5. Federal and state agencies could partner to increase understanding among the
community of providers that the larger purpose of monitoring is to keep children,
families, and staff safe.

Background, Issues and Challenges

Ensuring children are in safe environments that promote health and development is a top
priority of families, state regulators, the federal government, and national organizations that
accredit early care and education programs (ECE). This paper examines monitoring across ECE
settings and considers lessons learned from the analogous sectors of child welfare and health.
Although professional organizations in partnership with federal agencies developed national
guidelines for health and safety, there is wide variation in state and local regulations around the
minimum health and safety requirements for children in care. Areas of regulatory variation
include: 1) thresholds for the number of children in licensed care at ECE facilities located in
family child care homes (FCCs); 2) the comprehensiveness of background checks for ECE
provider staff and individuals residing at FCCs; and 3) the frequency of monitoring visits.
This white paper outlines the goals and purposes of monitoring in ECE settings and provides
policy options for accomplishing these goals. It describes the current state of monitoring in ECE
and in two analogous fields. In doing so, it provides examples of best practices and advances
that have been achieved in monitoring across ECE settings, and it provides research-based
policy options that federal, state, and local governments can employ to encourage states to
imbue monitoring systems with innovative, evidence-based practices; foster greater
consistency across states; and move away from a culture of compliance and accountability
toward a culture of continuous quality improvement.
This paper addresses several questions about monitoring in ECE settings, including:
•
•
•

What is the current purpose of monitoring in ECE?
What federal regulations for ECE monitoring currently exist?
What is the evidence base for effective monitoring strategies in ECE or analogous
sectors?
7

•
•
•

What ongoing monitoring work in states is linked to quality improvement?
Are technical assistance resources directed to the ECE programs that are identified as
having compliance issues through monitoring? If so, how?
How can we reduce the overlap between federal or state monitoring and other systems
of quality assurance in ECE, such as accreditation, licensing, inspection, and Quality
Rating and Improvement Systems (QRIS)?

In addressing these questions, the Office of the Assistant Secretary for Planning and Evaluation
(ASPE), in conjunction with the Administration for Children and Families (ACF), conducted a
literature review and interviews with federal and state officials, researchers, and advocates.
ASPE’s work on this paper builds on a foundation of background research and discussions with
expert researchers, practitioners, and stakeholders initiated by ACF in 2012.

The Current State of Monitoring in Early Care and Education (ECE)
Table 1: Types of Child Care and Early Care and Education (ECE) Settings 1
Child care center
Services offered to children in a non-residential setting; usually
include full- and part-time group options. Examples are nursery
and preschool programs. Centers can be commercial, non-profit,
recreational, or can be run by religious institutions, and local, state,
or federal government.
Family child care home
One individual who provides child care services for fewer than 24
(FCC)
hours per day, as the sole caregiver, in a private residence other
than the child’s residence.
Group child care home
Two or more individuals who provide child care services in a private
residence other than the child’s home.
2
Relative care
An individual related to the child other than parents, providing care
in any setting, typically the relative’s home.
In-home care
Care provided in the child’s home. Examples include an au pair,
nanny, or nanny share.
Head Start/Early Head
Promote the school readiness of young children from low-income
Start (HS/EHS)
families through the mental, social, and emotional development of
children birth – aged 5. Programs are offered as part- or full-day,
and some programs offer a combination of home- and centerbased services.
Pre-Kindergarten (Pre-K) Part- or full-day classroom-based programs that are usually within
one year of starting elementary school.

1 Many of these definitions are according to the Child Care and Development Fund (CCDF) Final Rule (1998). Care is usually specified as fewer
than 24 hours per day per child, unless care in excess of 24 hours is due to the nature of parent(s)’ work.
2
Relative and in-home care are usually excluded from state regulations.
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Licensing, monitoring, accreditation, and national standards: The need for reform
Licensing, accreditation, and monitoring systems have been independently designed and
implemented. Licensing in ECE settings is under the provision of the state and subject to local
statutes. In contrast, ECE providers may choose to seek accreditation by a private organization.
The National Association for the Education of Young Children (NAEYC) and the National
Association for Family Child Care Homes (NAFCC) are two of the
major national professional organizations that provide
accreditation. Accreditation typically involves a provider selfstudy followed by an onsite review by trained professionals
National Health and Safety
associated with accrediting bodies.
Standards. Ensuring the health and

safety of children across ECE settings
is a foundational element of quality
care, a major concern of families,
and a top federal priority. The
National Resource Center for Health
and Safety in Child Care and Early
Education (NRC) partnered with the
American Academy of Pediatrics
(AAP) and the American Public
Health Association (APHA) to
develop a set of recommended
national health and safety standards
with the publication of Caring for
Our Children and Stepping Stones
rd
(3 edition, 2011) with funding from
the HHS’ Health Resource Services
Administration (HRSA), Maternal
Child Health Bureau (MCHB). These
standards are not required but
provide research-based best
practices that minimize adverse
incidents for children in ECE settings.
Although the licensing
administration field has embraced
these two documents, the guidance
is not regulatory and may be more
aspirational than immediately
practical in some early care and
education settings. The
Administration for Children and
Families (ACF) and HRSA have also
created an additional companion
document to Caring for our Children
called Caring for Our Children Basics
that will serve as a voluntary tool for
states to create a floor of minimum
health and safety standards across
Head Start and child care settings.
This document was released for
public comment in 2014.

Monitoring is performed in conjunction with state child care
licensing and is typically accomplished through an on-site visit
of ECE provider facilities. Its purpose is to determine whether
the providers and setting meet applicable regulatory standards.
Several challenges are associated with monitoring systems that
currently exist in states, including:
• States may legally exempt certain types of ECE sites
from licensing, such as those associated with established
religious organizations or congregations. In some states, family
child care homes that care for only one or two unrelated
children are not regulated. It is important to note that the
safety of children in license-exempt programs is unknown, even
if these programs receive federal funds.
• Part-time child care settings operating for fewer than
four consecutive hours are not regulated across states.
• Not all states regulate programs for children age 4 years
and older that operate as part of private, accredited,
independent elementary or K-12 schools.
• Some states accept provider self-reports to meet
licensing requirements. Providers attest to whether or not they
have met listed requirements for licensing through checklists.
• Some ECE sites also receive federal funds and are
subject to federal monitoring procedures that may not directly
correspond with state monitoring requirements, contributing to
an administrative burden for ECE sites.
A lack of coordination across systems. Federal and state
governments have implemented systems for monitoring in
response to national and local statutes in different ECE sectors.
These sectors range from the state-administered Child Care and
9

Development Fund (CCDF), Head Start and Early Head Start (HS/EHS) grantees that receive
federal funds, the expanding state-administered Pre-Kindergarten programs, stateadministered Early Intervention and Special Education, the federally funded Child and Adult
Care Food Program (CACFP), and the federally administered Department of Defense (DOD) child
care programs on military installations. A common result of varying statutes is inefficiency and
a high administrative burden for grantees and programs that are subject to different
monitoring requirements due to support from multiple funding streams.
For example, a large number of private and public ECE providers—including many HS/EHS
grantees—participate in CACFP, a federal program administered by the U.S. Department of
Agriculture (USDA) that offers assistance to ECE centers and family child care homes in
providing nutritious foods. Many children who participate in ECE with the assistance of federal
subsidies attend programs that are part of the CACFP program. Additionally, the training and
inspection requirements for CCDF across states and CACFP are very similar. Program and
monitoring requirements are also similar across CACFP and CCDF, and USDA has issued
guidance 3 encouraging streamlining of these requirements. However, a lack of coordination
among state agencies that administer these programs often results in duplicative inspections
across these federal programs, and results of monitoring visits are not shared or used in concert
in efficient ways.
Charlotte Brantley, who led the Child Care Bureau from 1999-2001 and is now director of an
ECE program in Colorado underscored this frustration during a Senate Subcommittee hearing
that informed the reauthorization of the Child Care and Development Block Grant (CCDBG):
The program that I run, it's a licensed child care facility, so it's inspected by child care
licensing, it's inspected by the food program, it's inspected actually by the local arm of
the State health department, it's inspected by Head Start, and it's inspected
separately by Early Head Start…and it's inspected by the HIPPY USA 4 because we use
the HIPPY curriculum, and it's inspected by Denver Public Schools because we are a
Denver Public Schools Colorado preschool program provider, and now we're being
also inspected by the Denver Preschool Program. So we are inspected by funding
stream, if you will. We are an incredibly high-quality program. We have all the stars
you can get. We'd have more stars if there were more stars in Colorado's QRIS 5. We
have incredibly clean [monitoring reports] every 3 years Head Start and Early Head
Start. There are never any findings in this program, and yet I am monitored by
everybody and their brother. 6
As the quote demonstrates, grantees are often at a loss about why there are different
requirements across funding streams. Even if there are similarities in inspection and
3

United States Department of Agriculture (USDA). (2013). Monitoring of Licensing Requirements in the Child and Adult Care Food Program,
Guidance to Regional Directors, Special Nutrition Programs. Washington, DC: USDA. Retrieved from
http://www.fns.usda.gov/sites/default/files/CACFP14-2013.pdf
4 Home Instruction for Parents of Preschool Youngsters
5 Quality Rating and Improvement Systems
6 Brantley, C. M. Testimony of Charlotte M. Brantley, Child Care and Development Block Grant Reauthorization: Hearing Before US Senate
Subcommittee on Children and Families, Committee on Health, Education, Labor and Pensions, § HELP (2011). Washington, DC. Retrieved
from http://www.gpo.gov/fdsys/pkg/CHRG-112shrg87199/html/CHRG-112shrg87199.htm
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enforcement from different federal and state regulatory agencies, concerns and noncompliances may be handled differently by each entity. Current monitoring practices often
overlap in ways that are not efficient and are potentially burdensome to ECE programs subject
to multiple and duplicative regulations. 7,8 The inefficiencies and increased costs are passed
along to taxpayers, monitors, and regulators.
The need for more effective oversight. Unfortunately, while there are cases of high-quality
programs that are frequently monitored by parallel systems, there are also egregious instances
of serious injury or deaths in ECE programs. In part, these instances can be attributed to a lack
of effective oversight or resources needed to meet regulatory requirements. In 2011, the U.S.
Department of Health and Human Services’ Office of the Inspector General (OIG) 9 reviewed
open-source information from the previous decade and found several cases across states of
individuals convicted of serious sexual offense who gained access to child care facilities as
maintenance workers, cooks, or spouses or friends of providers. OIG found that providers
either knowingly hired these offenders or did not perform the necessary pre-employment
background checks intended to detect such convictions.
To further identify health and safety risks at child care providers receiving federal funds, in 2014
OIG 10 audited licensed child care centers and family child care homes across states. OIG found
that although states were largely conducting inspections that their licensing rules mandated,
the monitoring did not ensure that providers complied with state health and safety licensing
requirements. Noted violations existed that were often related to physical conditions of the
center or family home, and required criminal background and child protection checks. To
ensure more adequate state oversight, OIG recommended that monitoring staff have smaller
caseloads. States also provided feedback about undertaking analyses of inspection protocols in
order to increase efficiency for existing monitoring staff. Recently, Crowley 11 and her
colleagues undertook an analysis of routine, unannounced reports of child care centers
collected by the Connecticut Department of Public Health. The study found that outdoor safety
was the largest area of non-compliance. Notably, there was a positive association between
compliance with health and safety regulations and continuing professional development and
education for staff, another Connecticut requirement. Inconsistency in reporting among
inspection staff also threatened to undermine a standardized and fair licensing experience for
7 American Academy of Pediatrics (AAP), American Public Health Association (APHA), & National Resource Center for Health and Safety in
Child Care and Early Education. (2011). Caring for our children: National health and safety performance standards; Guidelines for early care and
education programs, 3rd edition. Retrieved from http://nrckids.org/CFOC3/index.html
8 Brantley, C.M. Testimony of Charlotte M. Brantley, President and CEO, Clayton Early Learning, Child Care and Development Block Grant
Reauthorization: Hearing Before US Senate Subcommittee on Children and Families, Committee on Health, Education, Labor and Pensions
(2011).
9 US Government Accountability Office (GAO). (2011). Child Care: Overview of relevant employment laws and cases of sex offenders at child
care facilities (No. GAO-11-757). Washington, DC: US Government Accountability Office. 441 G Street NW; Washington, DC 20548. Retrieved
from http://www.gao.gov/new.items/d11757.pdf
10US Department of Health and Human Services, Office of the Inspector General (HHS/OIG). (2014). Some Connecticut child care centers did
not always comply with state health and safety licensing requirements (No. A-01-13-02506). Washington, DC: US Department of Health and
Human Services, Office of the Inspector General. Retrieved from https://oig.hhs.gov/reports-and-publications/oas/acf.asp- Please see this report
and a series of similar audits about Michigan, Maine and Louisiana published between April-August, 2014
11 Crowley, A. A., Sangchoon J., & Rosenthal, M. S. (2013). Health and Safety of Child Care Centers: An Analysis of Licensing Specialists’
Reports of Routine, Unannounced Inspections. American Journal of Public Health, 103(10), e52–e58.
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Connecticut ECE providers. These findings across studies are indicative of the lack of a strong
regulatory and enforcement infrastructure in some state child care systems. The findings also
suggest those providers who comply with health and safety regulations are often those who are
more committed to training and professional development or advancing quality in other ways.
Thanks to decades of research, a great deal is known about healthy brain development, the
impact of toxic stress, and how ECE settings can be responsive to the needs of highly vulnerable
children and families. However, not enough is known about the specific characteristics of a
comprehensive, high-quality monitoring system that identifies whether programs adequately
support healthy child development. To improve the way monitoring is performed, systems
should focus both on applying a compliance framework in a fair, consistent, and non-duplicative
way and focus on improving quality through program supports. With many young children
receiving care in settings outside their homes, the ECE community is re-focusing attention on
the dual purposes of work support for families and ensuring that children are in safe settings
that promote health and development across domains.

Monitoring in Child Care Settings

Current regulations, variations in state practice, and upcoming reforms
The Administration for Children and Families (ACF) administers the Child Care and Development
Fund (CCDF), providing child care subsidies for 1.5 million children every month. 12 Based on
data reported to ACF by States, in fiscal year 2012, an estimated that 89 percent of children
who received CCDF subsidies were served in either family homes or centers. 13 Prior to the
passage of the Child Care and Development Block Grant Act of 2014 (CCDBG), there were no
specific federal health and safety requirements defined in statute. Current federal regulations
require states to certify that procedures are in place to ensure compliance with all applicable
state and local health and safety requirements. Some states allow providers to self-certify, yet
current CCDF regulations do not require monitoring. States are required 14 to have health and
safety regulations related to 1) preventing and controlling infectious disease; 2) building and
physical premises safety; and 3) minimum health and safety training. However, states have
considerable flexibility in how they meet these requirements. For example, because it had not
been in federal statute or regulation, not all states have requirements for criminal background
checks, training on first aid and CPR, or safe sleep.15
Exemptions, unlicensed care, and serious injuries and fatalities in child care. Although state
child care licensing regulations provide a baseline of protection for the health and safety of
children, the types of providers who are required to meet licensing standards vary
12 Administration for Children and Families, Office of Child Care (ACF/OCC). (2014, January 27). FY 2012 Preliminary Data Table 1 - Average
Monthly Adjusted Number of Families and Children Served. Retrieved from http://www.acf.hhs.gov/programs/occ/resource/fy-2012-ccdf-datatables-preliminary-table-1
13 Administration for Children and Families, Office of Child Care (ACF/OCC). (2014, January 27). FY 2012 Preliminary Data Table 3 - Average
Monthly Percentages of Children Served by Types of Care. Retrieved from http://www.acf.hhs.gov/programs/occ/resource/fy-2012-ccdf-datatables-preliminary-table-3
14 Section 658E of The Child Care and Development Block Grant Act of 1990 (CCDBG)
15 Smith, L. K. Testimony of Linda K. Smith, Deputy Assistant Secretary and inter-Departmental Liaison for Early Childhood Development,
ACF, Child Care and Development Block Grant Reauthorization: Hearing Before US Senate Subcommittee on Children and Families, Committee
on Health, Education, Labor and Pensions (2012). Washington, DC. Retrieved from http://www.help.senate.gov/imo/media/doc/Smith7.pdf
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tremendously. As mentioned previously, most states have exemptions for licensing, including
facilities with parents on the premises; facilities operated by religious organizations;
recreational programs or instructional classes; facilities with a small number of hours per day or
week; and before- and after- school programs. Family child care providers are often excluded
from licensing in some states and not regulated by other public agencies. Reports of child
injury and death occur most frequently in homes and facilities that are not monitored by states.
In one of the few national studies of child mortality rates in early care and education, Dreby16
and colleagues documented variation in fatality rates by the strength of licensing requirements.
This study also suggested that licensing serves as an important mechanism for identifying highrisk facilities that pose the greatest threats to child safety. It is important to note that there is a
lack of comprehensive, national data on deaths and injuries in child care, and many states do
not require reporting on deaths or serious injuries. In FY 2012, ACF began requiring states to
include a Quality Performance Report (QPR) as an appendix to biannual State Plan submissions,
and currently, states have the option to list and describe the annual number of injuries and
fatalities in child care. However, not all states review the context and circumstances of injuries
and fatalities in child care in ways that provide opportunities to improve regulations and
enforcement. The discussion below delves further into variations in state practices of
implementing health and safety standards. Following this discussion, prominent case studies
are presented of states mobilizing efforts across public and private sectors to learn from
tragedies in child care by putting in place safeguards to prevent children from being harmed.
Recent state data and examples from the media underscore the need for more uniform
requirements across states.
State licensing thresholds. Using data collected in 2011, the Office of Child Care’s National
Center on Child Care Quality Improvement (NCCCQI) in conjunction with the National
Association for Regulatory Administration (NARA) analyzed child care licensing and monitoring
practices in states.17,18,19 All states regulate child care centers. However, state variation is
even more pronounced among family child care homes, group child care homes, and certain
types of religiously affiliated child care facilities. Forty-two states license family child care
homes, and nine of these states (21 percent) require licensure when there is even one
unrelated child in care (AL, CT, DE, DC, MA, MD, MI, OK and WA). Most other States set their
licensing threshold to three children (19 percent) or four children (26 percent). Thirty-eight
states license group child care homes, which are defined as two or more adults taking care of a
group of children, with states (42 percent) most frequently setting the threshold at seven
16 Wrigley, J., & Dreby, J. (2005). Fatalities and the organization of child care in the United States, 1985-2003. American Sociological Review,
70(5), 729–757.
17 National Center on Child Care Quality Improvement (, & National Association for Regulatory Administration (NARA). (2012). Trends in
Child Care Center Licensing Regulations and Policies for 2011 (Policy Brief No. 999). Washington, DC: US Department of Health and Human
Services, Office of Child Care. Retrieved from http://www.qrisnetwork.org/sites/all/files/resources/Debi%20Mathias/2012-1201%2007:08/999_1208_Center_Licensing_Trends_Brief_FINAL.pdf
18 National Center on Child Care Quality Improvement (NCCCQI), & National Association for Regulatory Administration (NARA). (2013).
Research Brief #2: Trends in Family Child Care Home Licensing Requirements and Policies for 2011 (Policy Brief). Washington, DC: US
Department of Health and Human Services, Office of Child Care. Retrieved from https://childcare.gov/resource/research-brief-2-trends-familychild-care-home-licensing-requirements-and-policies-2011
19 National Center on Child Care Quality Improvement (NCCCQI), & National Association for Regulatory Administration (NARA). (2013).
Research Brief #3: Trends in Group Child Care home Licensing Regulations and Policies for 2011. Washington, DC: US Department of Health
and Human Services, Office of Child Care. Retrieved from https://childcare.gov/resource/research-brief-3-trends-group-child-care-homelicensing-regulations-and-policies-2011
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children. Thirteen states do not have a separate designation for group child care family homes,
but several of these include group child care family homes under the category of family child
care homes, with the associated thresholds.
Monitoring frequency in states. The NCCQI-NARA analysis also examined frequency of
inspections (see Table 2). Although the frequency of inspections has improved since 2007,
monitoring practices still range widely. Only 14 states (28 percent) inspect centers two or more
times per year, the recommended frequency by Caring for our Children (see Table 2). Only nine
of the states (21 percent) that license family child care homes, and 13 (34 percent) of those that
license group child care homes visit these sites twice a year. States more commonly conduct
only one annual monitoring visit, with 24 states (48 percent) visiting centers once a year.
Fourteen of the states (33 percent) that license family child care homes require visits once per
year, and 14 of the states (37 percent) that license group child care homes do so.
Table 2: Frequency of Licensing Inspections in States in 2011*
Child Care Centers
Family Child Care
Group Child Care
(N=50 states)**
Homes***
Homes
(N=42 states)
(N=38 states)****
More than three
4
4
3
times per year
Three times per year
3
2
1
Twice a year
14
9
13
Once a year
24
14
14
Once every two years
3
5
2
Once every three
0
2
1
years
Less than once every
1
1
1
three years
No inspection
0
3
0
Other frequency**
1
3
3
Note 1* Please see footnotes 10-12 for the National Center on Child Care Quality Improvement (NCCCQI) Research
Briefs that are the source of data for this table
Note 2**For the purposes of this study, DC was treated as a state. ID has child care licensing at the city/county level
and was not included in this study.
Note 3***Not all states license family child care homes or group child care homes
Note 4**** Other frequencies could be based on compliance history or facility size

Comprehensive background checks. In terms of setting a minimum floor of health and safety
standards for children in out-of-home care, the issue of comprehensive background checks is
closely related to monitoring. In 2011 20, ACF provided guidance to states about criminal
background checks in the form of an information memorandum (IM), recommending that
comprehensive criminal background checks for all child care providers be performed. ACF
20 Administration for Children and Families (ACF). Guidance Released to States by the Office of Child Care Related to Criminal Background
Checks. Information Memorandum. Washington, DC: Administration for Children and Families (ACF), September 20, 2011.
http://www.acf.hhs.gov/sites/default/files/occ/im2011_05.pdf.
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recommended that all paid staff in ECE settings undergo comprehensive background checks,
regardless of whether they are legally exempt from licensing as determined by a state. The
recommended practices align with what is required in Head Start/Early Head Start settings. ACF
cites the lack of a unified, national system for checking criminal history and child abuse records,
and recommended that background checks include:
•
•
•
•

Using fingerprints for state checks of criminal history records;
Using fingerprints for checks of FBI criminal history records;
Checking the child abuse and neglect registry; and
Checking sex offender registries.

Although all states and territories require some type of background check for ECE providers, the
types of providers and staff members who must undergo background checks vary, as does the
kind of background check that is required, which combination of state and federal databases
are used, and whether fingerprinting is involved. An organization focused on research,
advocacy, and resources for families and practitioners, Child Care Aware of America described
background checks that are not based on fingerprints as “of limited value 21,” presumably
because a name search alone can be misleading. NCCQI-NARA found that in 2011, 12 states
required comprehensive checks of federal and state criminal history checks for both centerbased staff and family child care home staff; the process used fingerprinting and checks of child
abuse and neglect registries. Many of the states that have implemented comprehensive
background checks are also working on other aspects of health and safety. Table 3 below
summarizes state practices on different aspects of criminal background checks.
Table 3: Comprehensiveness of Background Checks in States in 2011*

Child Care Centers
(N=50 states)

Criminal history records
Federal fingerprints
State fingerprints
Child abuse and neglect registry
Sex offender registry

48
32
26
44
24

Note 1* Please see footnotes 10-12 for data sources and notes

Family Child Care
Homes
(N=42 states)
41
20
17
38
13

Group Child Care
Homes
(N=38 states)
35
26
21
34
20

Despite variation in state practices surrounding basic health and safety standards, national
surveys demonstrate that parents are under the reasonable assumption that their child care
providers have undergone all necessary background checks, completed health and safety
trainings and are regularly monitored. 22 The current system must strengthen health and safety
21 Child Care Aware of America (formerly NACCRRA). (2012). Background checks: It is time to protect children in child care. Arlington,
Virginia: Child Care Aware of America. Retrieved from http://www.naccrra.org/publications/naccrra-publications/2012/7/background-checks-itis-time-to-protect-children-in-child-c
22 NACCRRA (Now Child Care Aware of America, CCA). (2011). National parent polling results: The economy’s impact on parent’s choice
and perceptions about child care. Arlington, Virginia: NACCRAA, now CCA. Retrieved from
http://www.naccrra.org/sites/default/files/default_site_pages/2011/parent_polling_one_pager_healthsaf_sept_2011_0.pdf
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standards, assist parents in making informed choices about care, reduce the administrative
burden on ECE providers, and support state efforts to improve the quality of early care and
education settings families can access. The Child Care and Development Block Grant of 2014
(CCDBG) that was signed into law in November of 2014 goes a long way to advance the field in
these specific areas.
New legislation and regulations. Following up on guidance issued in 2011, ACF filed a Notice of
Proposed Rulemaking (NPRM) on May 20, 2013, to amend the CCDF regulations. Simultaneous
to and consistent with ACF’s efforts to reform the existing statute, legislators from both parties
worked on historical reauthorizing legislation. The Child Care and Development Block Grant Act
of 2014 passed in both chambers of Congress and was signed into law by the President on
November 19, 2014 (PL 113-186). The much-anticipated CCDBG Act reauthorizes the program
for the first time in 18 years and establishes minimum health and safety requirements for child
care providers who receive CCDF subsidies. It also requires that states monitor providers to
ensure the requirements are met. States must also provide more information to parents about
child care quality, extend eligibility periods for families to at least 12 months, and establish
other reforms to improve the quality of child care.
The CCDBG Act encodes into law many of the requirements ACF had proposed through
rulemaking but had not yet implemented when the reauthorization passed. In addition to
reiterating ACF’s 2011 guidance about comprehensive background checks, the new legislation
requires all providers receiving CCDF subsidies (excluding relatives and providers caring for
children in the child’s own home) to have pre-licensure inspections and at least one
unannounced monitoring visit per year.
Notably, based on more than 500 comments submitted during the public comment period of
the NPRM, state officials, foundations, professional organizations and advocacy organizations
generally support a minimum floor of health and safety requirements and efforts to raise the
overall quality of ECE settings. However, commenters expressed concerns about the costs
states may incur. Some argued for significantly increasing the federal investment in the CCDF
program to offset potential costs to states, while other organizations advocated for a better
balance between federal and state shared expenses for licensing and administration. These
issues will continue to be worked out as the CCDBG Act is implemented.
After reviewing the NPRM—which anticipated reforms in the CCDBG Act—several moved
forward with the state legislative changes to expand health and safety provisions that will be
required under the act. Policymakers, researchers, advocates, practitioners, families, and
other stakeholders agree that the CCDBG Act takes important steps to improve the health,
safety, and quality of care, which children need to thrive. Following the passage of the new
legislation, ACF embarked on a multi-pronged plan to provide interim guidance and TA to states
about implementation, and develop a new rule by 2016.
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Health and Safety Provisions of the CCDBG Act of 2014
The CCDBG Act includes the following provisions:
•

•
•
•
•
•
•

States must provide pre-service and ongoing health and safety training to all CCDF
providers. Topic areas include: 1) prevention of shaken baby syndrome and abusive
head trauma; 2) prevention and control of infectious diseases, including immunization;
3) hand washing and self-care; 4) medication administration; 5) management of food
allergies; 6) safe sleep and prevention of Sudden Infant Death Syndrome (SIDS); 7)
sanitary food handling; 8) building and physical premises safety; 9) emergency
preparedness; 10) handling of hazardous materials; and 11) first aid and CPR.
Trainings on social-emotional development, positive behavioral support, and other
strategies to prevent preschool expulsion were suggested as activities associated with
improving quality.
States must establish age-appropriate child-to-staff ratios.
States must develop health and safety standards related to first aid and CPR, prevention
of Sudden Infant Death Syndrome (SIDS), and child abuse prevention.
States can no longer rely solely on provider self-certification of health and safety
requirements.
States must perform at least one annual inspection and at least one pre-licensure
inspection of CCDF providers and one annual fire, health, and safety inspection of
license-exempt CCDF providers.
All individuals who provide care for children and accept CCDF subsidies must undergo
comprehensive background checks.

Case Study: The experience of reform in Georgia
Georgia has been reforming its ECE
licensing administration, housed in Bright
from the Start: The Department of Early
Care and Learning (DECAL). Bobby Cagle led
these efforts as DECAL commissioner from
2011-2014. In 2013, researchers at the
Frank Porter Graham Institute conducted an
evaluation of the state’s licensing and
monitoring practices in overseeing 6,000
providers. 23 Prior to Commissioner Cagle’s
tenure, health and safety violations were
predominately handled through technical
assistance (TA), though the infrastructure
and staffing were not in place to follow-up

23 Bryant, D. M., & Maxwell, K. (2013). Georgia Child Care
Licensing and Monitoring Study: Final Report. The University of
North Carolina at Chapel Hill: FPG Child Development Institute.

with ECE providers on their areas of noncompliance. Cagle’s approach, which
garnered public support, combined
increased enforcement action with TA.
Public and legislative support. Reform was
facilitated in part through public outcry,
after a series of articles in the local paper,
The Atlanta-Journal Constitution on the
safety of children in child care. One of
DECAL’s first responses to the increased
scrutiny was commissioned studies
investigating the statewide prevalence of
serious injuries in child care. 24,25
24 Carter, J. (2012). Infant and Child Injuries in Georgia: A Study
Comparing Injuries in Child Care Facilities with Infant and Child
Injuries in the General Population (Using Emergency Room and
Hospital Data). Atlanta, GA.
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An analysis of state administrative data
indicated that young children were much
safer in center-based care than other ECE
settings. The study also highlighted
concerns over safe sleep practices. As is the
case in a select number of other states, 26
public attention and advocacy involving the
families of young children who died in child
care was crucial in enacting legislative
changes to support health and safety.
Following the death of a four month old
child placed on his stomach to sleep, Jace’s
Law was passed unanimously by the
Georgia legislature, granting DECAL the
authority to immediately close a family
child care home in which a minor dies. In
2011, the legislature further granted DECAL
emergency closure authority when there is
any immediate risk to children—a
significant improvement from the 90-day
formal revocation process.
Transportation safety involving children
being left unattended in vehicles has been
another area highlighted in the media.
Reforms now focus on issuing fines for
transportation violations in such cases, as
well as instituting new training
requirements for providers and the child
care consultants who monitor providers.
DECAL’s overall goal is to visit each facility
twice a year, a goal they met in 80 percent
of family child care homes and 67 percent
of child care centers in 2012. 27
To address the number of children in
unregulated care in Georgia, DECAL is
advocating for a legislative change that
25 Carter, J. (2012). An Assessment of the Risk of Preventable
Deaths Among Children in Child Care in Georgia (2007-2009).
Atlanta, GA.
26 See Lexie’s Law in Kansas (2010), which required the Kansas
Department of Health and Environment to create a database of
licensed child care facilities that includes information about
complaints that parents can access.
27 Bryant & Kelly, 2013

would require regulation of family child
care homes to begin when a provider cares
for two, rather than three unrelated
children.
By featuring current licensing reports on the
DECAL homepage, parents, guardians, and
other members of the public can access the
information about how ECE facilities
function, including how health and safety
violations are addressed, and
announcements of license revocations.
Change in staffing practices. Many states
struggle with a high turnover rate for
regulatory and support staff. 28 This
problem is compounded in Georgia because
in the rural parts of the state, travel times
are extensive for child care consultants who
conduct monitoring visits. Since DECAL
increased its enforcement authority in
terms of the number of follow-up visits
required when there is an adverse event at
a facility, more demands have been placed
on staff. DECAL has tried to address
turnover and the additional burden it places
on remaining staff by significantly
expanding the number of child care
consultants on staff. To address vacancies
with minimal burden, new staff members
are also cross-trained to handle “blended
caseloads” that include different types of
ECE facilities, and initial licensing visits as
well as complaints. The DECAL
management team considers reallocating
staff resources an integral part of building a
more sustainable infrastructure.
Infrastructure to support increased
enforcement. In addition to providing
technical assistance to ECE providers
attempting to correct problems, DECAL has
made concerted effort to ensure that
28 Bryant & Kelly, 2013
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enforcement procedures are applied
quickly, equitably, firmly, and predictably.
DECAL is building an information technology
system to support increased enforcement in
a more timely manner. For example,
whereas transportation violations could
take up to 62 days to process manually,
DECAL’s new data system will automatically
generate legal action for repeat noncompliances in this area. DECAL has also
taken a research-based approach to
strengthening Georgia’s child care rules and
regulations.
DECAL has developed an inter-rater
reliability process in which multiple child
care consultants conduct monitoring visits
to the same facilities, and results of
compliance determinations are compared
by DECAL’s in-house research staff. DECAL
also focuses monitoring visits around a set
of 74 “core rules” that were deemed the
most crucial to ensuring children’s health
and safety. In 2014, Richard Fiene, a
university-based investigator, determined
that Georgia’s core rules moderately
correlated with key indicators of
compliance that emerged from licensing
data from 2008-2012. 29 Based on these
findings, DECAL is considering changes to its
compliance determination protocol to more
closely align the core rules with compliance
indicators.

cases, the licensing and compliance status
of the applicant must be available to make
determinations about awarding Pre-K
grants. The Pre-K delivery system in
Georgia is a mix of public and private
providers, and challenges have emerged
over jurisdiction when Pre-K classes are
housed in K-12 public schools that are
regulated by independent school boards set
up by the statutes of the state. Although
licensing staff do not monitor Pre-K that is
housed in public schools for licensing
compliance, DECAL staff conduct other
visits related to the implementation of
learning guidelines and classroom quality.
If concerns over health and safety emerge
during these visits, they can be reported to
the school system, which has a different
enforcement system. Some of the health
and safety concerns that have been raised
about Pre-K in K-12 settings involve
playgrounds and equipment designed for
older children. DECAL is still working on
several performance goals related to the
visiting of all ECE providers more
frequently, improving automation in data
systems so enforcement can occur more
quickly, advocating for legislative changes
that will bring more informal providers
under state regulation, and improving
collaboration with other state agencies,
including public schools.

Interagency communication and
collaboration. Effective communication
between the divisions within DECAL that
handle child care regulation and Pre-K was
reported, particularly about child care
centers that are applying for a grant to
house Georgia’s Pre-K classes. In these
29 Fiene, R. (2014). Georgia Child Care Licensing Study:
Validiating the Core Rule Differential Monitoring System.
Middletown, PA: Research Institute for Key Indicators.
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Case Study: The experience of reform in Kansas
Kansas is another state that has implemented
more stringent health and safety regulations, in
part in response to advocacy and media
attention that surrounded fatalities in child
care. State administrators reported that a
history of legislative interest in reducing
oversight and licensing requirements
overlapped with an alarming rise in serious
injuries and fatalities which peaked during the
2007 calendar year. The high incidence of
fatalities prompted the Kansas Department of
Health and the Environment, which houses
Child Care Licensing, to implement new
procedures to guide investigations of serious
injury or sudden, possibly unexplained deaths in
child care that were not required in existing
statute.
The trend for infant mortality in Kansas was also
higher than other states at the time, with
Kansas ranked 40th out of all states in 2011. 30
The Governor’s Blue Ribbon Panel on Infant
Mortality highlighted these statistics, as well as
the need to collect more robust and
geographically specific data. In addition, in
2010, Kansas was ranked 46 out of all states in
the annual report by Child Care Aware 31 on
state standards and oversight for family child
care homes. At the time, one third of all child
care providers were ‘registered family day care
homes,’ which could serve up to six children
without being subject to pre-inspection, or any
ongoing monitoring or regulation, except in the
event of a complaint.

Lexie Engelman:
July 6, 2003 - August 10, 2004
The family of Lexie Engelman advocated for
change after the 13-month old suffered fatal
injuries in a family day care home in 2004 due
to lack of supervision. The family day care
home Lexie died in had been licensed. However,
another family, the Patricks, lost their 18-month
old Ava on her first day at an overcrowded,
registered—but not licensed—family day care
home in 2009. After learning of the problems
with oversight, the Engelman and Patrick
families organized a grassroots campaign
focused on reform. As a result of partnerships
in and out of government, public awareness
that was raised through advocacy, and
publicizing data about death and serious injury
in child care, Lexie’s Law was enacted in 2010.
The law strengthened inspection and health and
safety requirements for child care providers and
marked the first major change to the state’s
child care standards in three decades.

30 Kansas Blue Ribbon Panel on Infant Mortality. (2011). Road
Map for Preventing Infant Mortality in Kansas. Topeka, KS:
Kansas Health Institute. Retrieved from
http://www.khi.org/documents/2011/apr/18/road-map-preventinginfant-mortality-kansas/
31 Child Care Aware of America (formerly NACCRRA). (2010).
Leaving Children to Chance: NACCRRA’s Ranking of state
standards and oversight for small family child care homes, 2010
update. Arlington, Virginia: Child Care Aware of America.
Retrieved from http://www.naccrra.org/node/1745
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Lexie’s Law required that by the end of June, 2011, all registered providers transition to
licensed providers. New health and safety regulations were effective by February 2012 that
included regular inspection, training for providers, and the minimum requirement that new
providers applying for a license have at least a high school diploma. New rules for the
competent supervision of children in child care came into effect, as well as additional
requirements for the protection of children. Lexie’s Law also established an online database
with information about complaints and violations that families can access. The implementation
of Lexie’s Law has boosted Kansas from 46th, to 3rd in Child Care Aware’s 32 annual ranking, and
state officials have used new data collected electronically from providers to target regulatory
action and provide information to the public in a much more timely way. State officials report
that more stringent regulations have greatly enhanced state capacity to protect children, in
part by supporting providers.

Lessons learned from reform efforts in states
•
•
•

•

Partnerships between state agencies and advocacy efforts that include families and
practitioners can facilitate public and legislative support for reform.
It is important to consider staff capacity, caseload and professional development needs
when major changes in regulatory practice are being implemented.
A robust data infrastructure is needed to support the collection of data on complaints
and violations, as well as serious child injuries and deaths. This information could also
be communicated to the public in a seamless and timely fashion.
State-level statutory barriers in monitoring across settings can remain even if there is
extensive cooperation between the agencies that regulate settings where children are
served.

32 Child Care Aware of America (formerly NACCRRA). (2012). Leaving Children to Chance: NACCRRA’s Ranking of state standards and
oversight for small family child care homes, 2012 update
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Monitoring across ECE sectors

This section provides an overview of monitoring in other ECE sectors related to child care.
Please see appendices for a comparison of factors significant to monitoring, such as statutes,
monitoring goals, types of monitoring performed, data collection methods and federal and
program level feedback. It is noteworthy that across sectors, reforms are being considered and
implemented in ways that can be mutually informative to researchers and policymakers
focused on specific program areas.
Head Start/Early Head Start. A federal program established in 1965, Head Start (HS) promotes
school readiness for children from low-income families by offering comprehensive services.
Early Head Start has served infants, toddlers, young children, and expectant parents since 1994.
In fiscal year 2013, HS/EHS was funded to serve nearly one million children 33. Currently, the
Office of Head Start (OHS) uses the Office of Head Start Monitoring System, which is aligned
with five-year grant oversight to assess program services and quality.
The Designation Renewal System (DRS), which went into effect in 2011,34 introduced major
changes to the Head Start monitoring system. The DRS uses monitoring outcomes to make
designation determinations that increased accountability by specifying conditions about
whether high-quality, comprehensive services are being offered to children and families. The
new system informs decisions about whether a grantee needs to re-apply for funding, and
effectively transformed all HS grants from indefinite funding to five-year grant periods. To
date, four cohorts of Head Start grantees—including nearly 400 individual grantees—have been
designated to compete for continued funding.
One of the seven conditions that will spark re-competition for a grantee is scores on the
Classroom Assessment and Scoring Instrument (CLASS-Pre-K) falling below a minimum
threshold, or in the lowest 10 percent of all grantees assessed in the three areas the instrument
evaluates the quality of adult-child interactions in: emotional support, classroom organization
or instructional support. Although changing teacher behavior and practice at the ground level
that the CLASS evaluates is a daunting task, OHS leadership reports that they have
implemented a wide range of TA supports, including adapting a case consultation approach to
targeted technical assistance. This has been a successful strategy piloted with Tribal grantees,
particularly in improving instructional support.
DRS implementation also created the opportunity for OHS to offer Birth-to-Five pilot awards to
new grantees. The awards create the flexibility for grantees to design programs based on the
current needs in their communities for serving children and families as they proceed on a
continuum of care through the many transitions from expecting a child to the beginning of a
child’s formal schooling. OHS is currently implementing a risk-based assessment model that will
33
Office of Head Start. (2014). Head Start Program Facts Fiscal Year 2013. Washington, DC: US Department of Health and Human Services.
Retrieved from http://eclkc.ohs.acf.hhs.gov/hslc/mr/factsheets/docs/hs-program-fact-sheet-2013.pdf
34
Section 641(c)(1) of the Head Start Act, 45 CFR (2011). Retrieved from
http://eclkc.ohs.acf.hhs.gov/hslc/standards/Head%20Start%20Requirements/1307/Part%201307-FRNotice_2011-28880.pdf
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allow TA and monitoring resources to be further targeted to programs that are at the greatest
risk of failing to maintain safe and healthy ECE environments.
State funded Pre-Kindergarten Programs. State-funded prekindergarten programs have grown
in recent years and are an important part of the President’s Early Learning Initiative. 35
However, systematic implementation or monitoring of these programs by the states that
operate them is currently limited. To date, there are more than 54 different public Pre-K
initiatives in 40 states and territories which serve more than one million children.36,37 In most
states, Pre-K is a mixed delivery system. Some providers are part of the K-12 public school
system, monitored by State Departments of Education. Others are HS grantees subject to
federal monitoring. Still others are private entities that receive state grants to administer
services and are subject to regulation by state licensing agencies.
Monitoring often consists of evaluating or tracking the implementation of early learning
standards for Pre-K, yet in many states that offer these services, programs are not required to
adhere to standards. The frequency of monitoring visits to state Pre-K programs varies widely
across states, and Pre-K stakeholders—including philanthropists, advocates, business leaders,
and elected officials—may not be well versed in assessment methods or health and safety
standards. 38 Monitoring data may include classroom quality, teacher efforts to support student
learning, information about the quality of teacher-child interactions, and facility and safety
practices.
Documenting children’s learning outcomes is an increasingly common way to assess State Pre-K
providers and make determinations about funding. 39 As states curtailed their budgets during
from 2008-2012, they eliminated monitoring requirements that were put in place in the early
2000s. Tension remains between the number of slots available for students and the budget for
monitoring and quality improvement. The Preschool Development Grant 40 funding
opportunities first made available in 2014, required states to describe the system they intended
to put in place for monitoring subgrantees that will be providing high-quality Pre-K services.
This requirement was put in place despite a lack of standardization and mandate for monitoring
protocols in existing Pre-K systems. It is likely that states that receive this funding either
through a development or expansion track will put in place more sophisticated monitoring and
evaluation systems, and are offered flexibility in designing these systems.
Early Intervention and Special Education (Parts B & C of IDEA). US Department of Education’s
Office of Special Education (OSEP) monitors compliance with the Individuals with Disabilities
with Education Act (IDEA). Part C of IDEA covers infants and toddlers with disabilities who are
typically served in their homes, child care settings, or other naturalistic, least restrictive
35 http://www.whitehouse.gov/issues/education/early-childhood
36 Ackerman, D. J., & Coley, R. J. (2014). State Pre-K Assessment Policies: Issues and Status. Princeton, NJ: Educational Testing Service (ETS).
Retrieved from http://www.ets.org/Media/Research/pdf/PIC-PRE-K.pdf
37 Barnett, S. W., Carolan, M., Fitzgerald, J., & Squires, J. H. (2012). The State of Preschool 2012: State Preschool Yearbook. Rutgers Graduate
School of Education: National Institute for Early Childhood Reseach (NIER). Retrieved from http://nieer.org/publications/state-preschool-2012
38 Ackerman & Coley, 2014.
39 Barnett et al., 2012.
40
http://www2.ed.gov/programs/preschooldevelopmentgrants/index.html
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settings. Part B includes preschoolers with disabilities. State programs are monitored to
ensure program compliance with federal requirements for services. From 2003-2012, federal
monitoring teams conducted site visits. The visits involved interviews with stakeholders and
record reviews. Historically, the focus of OSEP’s monitoring has been on compliance with
regulations. However, OSEP is now moving toward a Results Driven Accountability (RDA)
process that will focus on child and family outcomes. 41
In June 2014, the US Department of Education (ED) announced 42 that it was making a formal
shift in the way it oversees the effectiveness of state special education programs by adapting
the RDA process. The new system will no longer focus exclusively on procedural requirements,
such as the timeliness of evaluations and service delivery. It will now also include educational
outcomes, and assessments of proficiency gaps between students involved in special education
and general education. These reforms will allow federal policymakers and program staff to
consider data on how students are actually performing, rather than just compliance issues,
which states have made great strides in improving.
The Department of Defense (DOD) child care programs. The U.S. military has invested heavily
in high-quality child care and in the past two decades has transformed its system from one of
the most poorly rated systems in the country to a model for the nation. 43,44 The DOD runs the
largest employer-sponsored child care system, serving 200,000 children domestically and
internationally, and considers high-quality, affordable care a major component of combat
readiness for military families.
Monitoring in military child care is grounded in certification by the military, accreditation by
national organizations, and frequent inspections (four times per year). At least one of these
monitoring visits must include an interdisciplinary team with an ECE expert. ECE settings
certified by the military include family and group child care homes, centers, and Pre-K
programs. Military child care programs are certified for one-year, and serious violations
uncovered during monitoring visits result in immediate closure. Information about violations is
publicly reported.
Waiting lists for military child care are common, and since 2000, it has also been possible to
receive subsidies for off-installation civilian ECE providers that are state licensed. In an ongoing
effort to understand the extent to which there are comparable levels of quality in non-military
child care in states, the DOD is currently analyzing state efforts on quality improvement, which
includes state Quality Rating and Improvement Systems (QRIS).

41 Office of Special Education and Rehabilitative Services (OSSERS) (2012). Office of Special Education Program’s Results Driven
Accountability Home Page. Retrieved May 5, 2014, from http://www2.ed.gov/about/offices/list/osers/osep/rda/index.html
42 Office of Special Education and Rehabilitative Services (OSERS). (2014). New accountability framework raises the bar for state special
education programs. Washington, DC: US Department of Education. Retrieved from http://www.ed.gov/news/press-releases/new-accountabilityframework-raises-bar-state-special-education-programs
43 Smith, L., & Smith, M. R. (2011). Child Care: Like the military, is it time for shared responsibility. Arlington, Virginia: National Association
of Child Care Resource & Referral Agencies (NACCRRA, now Child Care Aware).
44 Floyd, L., & Phillips, D. (2013). Child care and other support programs. The Future of Children, 23(2), 73–97.
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As is the case in other ECE sectors, the DOD programs are currently in the midst of reform. For
the first time since 1996, the DOD in August of 2014 issued new guidance and instructions 45 for
providing care. Some of these reforms were to standardize inspections across branches of the
military. The service branches have reached consensus on a common framework for inspection
criteria that groups them into three main categories of 1) general management; 2) facility,
health, safety and risk management; and 3) programming. Each service branch compared
current criteria to ensure they inspect the same items. Further standardization is currently
underway that will involve the number of classrooms observed and the number of files
reviewed during inspections. Software is being developed to support the inspection visit and
report writing. These efforts will ensure that regardless of how a military family enters the
child care system, the family has access to the same high level of quality.
Across ECE programs described above, feedback from monitoring is used to target technical
assistance resources, and by individual programs for the purposes of quality improvement.
OSEP and the DOD post monitoring reports publically. Several types of programs are subject to
monitoring by multiple regulatory systems with little collaboration across federal and state
agencies. Almost all of these parallel systems are engaged in reform that would require greater
consideration of child and family outcomes.

Third party accreditation and Quality Rating and Improvement Systems (QRIS)

Quality in ECE settings has multiple dimensions. It has been defined as the aspects of the
environment and children’s experiences that nurture child development.46 High-quality ECE
settings have been associated with better language development, math, and reading skills at
kindergarten entry. 47,48 Burchinal and colleagues49 identified structural components of quality
as class size, teacher-child ratios, staff turnover, salaries, training, and curriculum. These
structural components of quality are related to what has been identified as process-level
components, including teacher beliefs, and teacher-child interactions.50 There is no single
method of evaluating quality, and the definitions of quality could vary from different
stakeholder perspectives. 51 Some states have additional goals for their regulatory systems,
including using licensing as a foundation for building quality improvement systems.
As has been discussed in other sections of this paper, licensing generally focuses on basic issues
of health and safety, while QRIS and national accreditation move ECE programs to higher levels
45 US Department of Defense, Office of Family Policy. Department of Defense Instruction, Number 6060.02 (2014). Retrieved from
http://www.dtic.mil/whs/directives/corres/pdf/606002p.pdf
46 Layzer, J. I., & Goodson, B. D. (2006). The quality of early care and education settings: definitional and measurement issues. Evaluation
Review, 30(5), 556–576.
47 Burchinal, M., Peisner-Feinberg, E., Bryant, D. M., & Clifford, R. (2000). Children’s social and cognitive development and child care quality:
Testing for different associations related to poverty, gender, or ethnicity. Applied Developmental Science, 4(3), 149–165.
48 Pianta, R. C., La Paro, K., Payne, C., & Bradley, R. (2002). The relation of kindergarten classroom environment to teacher, family, and school
characteristics and child outcomes. The Elementary School Journal, 102(3), 225–238.
49 Burchinal, M., Roberts, J. E., Nabors, L. A., & Bryant, D. M. (1996). Quality of Center Child Care and Infant Cognitive and Language
Development. Child Development, 67(2), 606–620.
50 Howes, C., & Smith, E. W. (1995). Relations among child care quality, teacher behavior, children’s play activities, emotional security, and
cognitive activity in child care. Early Childhood Research Quarterly, 10, 381–404.
51 Winterbottom, C., & Jones, I. (2014). National Accreditation and its role in early education: An analysis of Florida’s Gold Seal Quality ChildCare program and licensing standards. Journal of Early Childhood Research, 12(1), 64–76.
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of quality. A widely promoted strategy to improve quality in ECE is voluntary accreditation
through a national organization, such as NAEYC and NAFCC. NAEYC offers a five-year
accreditation to school and center-based providers and NAFCC offers a three-year accreditation
to family child care providers. Both organizations begin the accreditation process with a selfstudy. In addition to an on-site observation, accreditation by both organizations involves a
commitment to upholding research-based standards, meeting credential and training
requirements for providers, program administrators, and teaching staff, and meeting the
requirements for the highest level of regulation to operate a facility by the authorized
regulatory agency—the state licensing agency, state board of education, or military.
Maintaining each kind of accreditation involves annual reporting, updates and agreeing to
announced and/or unannounced (in the case of NAEYC) visits before each renewal.
Whitebook52 noted that public funds, including CCDF funds, are increasingly directed to
accredited programs as a way to supplement what is sometimes limited quality assurance
provided by compliance with state licensing systems.
Health and safety in accredited programs. Research is limited on the relationship between
state child care regulations and accreditation. However, the presumption in the field is that
accredited programs exceed the floor of minimum health and safety standards regulated by
state licensing agencies. Apple 53 used descriptive statistics to examine the relation between
quality indicators found in state regulations and the number of NAEYC accredited programs in
states. Apple found that as maximum staff-child ratios decrease and minimum pre-service
teacher education qualifications increase in state child care regulations, the number of ECE
programs that have obtained or are seeking accreditation increases. Winterbottom and Jones54
studied the relationship between accreditation and licensing violations in the state of Florida.
Comparing licensing data on the 23 percent of ECE centers that were accredited from 20072010 with non-accredited child care centers, Winterbottom and Jones determined that children
were more at-risk for both imminent and less serious health and safety violations if they
attended a non-accredited ECE center. Although the number of statewide health and safety
violations increased over time among all facilities, presumably because of increased
enforcement, accredited facilities experienced a lower rate of increase.
Accredited facilities have demonstrated that they are meeting standards in the structural areas
of small class size, teacher-child ratios, turnover, staff salaries, training, curriculum, and the
education level of the teacher. Because there is considerable variability in state licensing,
accreditation offers an alternative means to ensure that children are in safe environments that
are meeting their developmental needs.

52 Whitebook, M., Sakai, L., & Howes, C. (1997). NAEYC Accreditation as a strategy for improving child care quality. Washington, DC:
National Center for Early Childhood Work Force (NCECW). Retrieved from
http://www.ccw.org/storage/ccworkforce/documents/publications/naeyc.pdf
53 Apple, P. L. (2006). A developmental approach to early childhood program quality improvement: The relation between state regulation and
NAEYC accreditation. Early Education and Development, 17(4), 535–552.
54 Winterbottom & Jones, 2014
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Lessons learned from the Race to the Top—Early Learning Challenge (RTT—ELC)
The Race to the Top—Early Learning Challenge (RTT—ELC) is a discretionary grant program
jointly administered by the U.S. Department s of Education and Health and Human Services,
and is an important part of the President’s early learning agenda.55 RTT—ELC focuses on
improving early learning and development by supporting states in coordinating across agencies
and programs that serve young children and their families from vulnerable communities. Goals
of the program include raising the quality of ECE programs and increasing access to high-quality
programs for young children who are disadvantaged, so that all children enter kindergarten
ready to learn.
The five key areas of reform are: 56
•
•
•
•
•

Successful state systems based on broad stakeholder support and effective governance.
High-quality, accountable programs aligned across Head Start, child care, state Pre-K,
and Early Intervention and Special Education.
Promoting early learning and development outcomes through the implementation of
statewide standards, and implementing comprehensive assessments aligned to
standards.
Building a well-trained early childhood workforce through professional development,
and incentives to improve knowledge, skills, and abilities to promote children’s learning
and development.
Measuring outcomes and progress through evaluation that will address children’s
outcomes across domains. Building robust data systems that will support quality
improvement.

Quality Rating and Improvement Systems (QRIS). There are three cohorts encompassing 20
states that were awarded RTT—ELC grants from 2011-2013, with a total investment of over $1
billion. The one absolute priority of the RTT—ELC program is the alignment of resources to
create a common, statewide tiered quality rating and improvement systems (QRIS) that is
inclusive of all ECE programs. QRIS is an approach intended to assess, improve, and
communicate levels of quality in ECE programs. QRIS awards quality ratings to ECE programs
that meet a set of defined program standards, and are designed to help families understand the
quality of ECE programs available for their children. Even prior to RTT—ELC, nearly half of all
states and the District of Columbia were operating statewide QRIS, and almost all other states
were planning or piloting them. 57 Oklahoma instituted the first system in 1998, and North
Carolina followed in 1999. QRIS that existed in RTT—ELC grantee states prior to reform was
typically focused on licensed child care and family and group child care homes. Existing QRIS in
many states has historically been tied to a tiered reimbursement rate; ECE providers that were
designated at higher levels of quality could obtain a higher rate of CCDF subsidies. QRIS also
55 Early Learning | The White House. (2014). Retrieved April 30, 2014, from http://www.whitehouse.gov/issues/education/early-childhood
56 The Early Learning Challenge Technical Assistance Program (ELC TA). (2013). Race to the Top-Early Learning Challenge Brochure.
Washington, DC: US Department of Education. Retrieved from http://www2.ed.gov/programs/racetothetop-earlylearningchallenge/2013-earlylearning-challenge-flyer.pdf
57 Quality Rating & Improvement Systems — Alliance for Early Childhood Finance. (2014). Retrieved April 30, 2014, from
http://www.earlychildhoodfinance.org/qris
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traditionally offered a pathway for credentialed programs to enter at a higher quality level, in
part through a policy strategy that has become increasingly common in states known as tiered
reimbursement. Through tiered reimbursement, child care providers that are offering higher
quality care are eligible to receive a reimbursement rate that is higher than the maximum rate
set by the state when they care for a child who is receiving CCDF subsidies. NAEYC noted in
2012 that 27 states and the District of Columbia had tiered CCDF reimbursement rates for
center and family and group child care homes linked to accreditation.58
QRIS systems had not been traditionally designed to include funding streams, standards, or
requirements for ECE providers who were Head Start grantees, state Pre-K, or special education
providers. However, RTT—ELC encouraged states to include all ECE programs, and grantees
had to re-conceptualize their approach in order to create an integrated QRIS. In 2012, ECE
financing and policy expert Louise Stoney 59 reviewed the QRIS sections of the first round of
applications to the program, which consisted of 35 states and the District of Columbia. Stoney
noted that several states also envisioned QRIS as an opportunity to align monitoring and
technical assistance. North Carolina and Oregon made this the cornerstone of their ECE reform
plan. Illinois, Kentucky, and New Mexico also focused on creating an integrated process so ECE
providers with different funding streams only have to be monitored once.
At the third annual RTT—ELC grantee meeting in April 2014, the 20 grantees shared more of
their views about the implementation challenges of building and validating a QRIS. RTT—ELC
states have also been making decisions about how to include licensing in their QRIS. After
acting on feedback from providers that regulation and quality improvement should be separate
goals, Washington State did not initially include state licensing agencies in their QRIS planning
and outreach. Because Washington envisions its QRIS as a cornerstone that grounds different
funding streams, the state team is currently re-envisioning their licensing system to align all
standards with QRIS. In Illinois, outreach has been targeted to child care consultants
(monitoring staff) from the state licensing agency. The QRIS team is currently making regional
visits to child care consultants to provide information about QRIS, research, and validation. The
Illinois QRIS team received positive feedback from child care consultants, some even asking to
participate in trainings available to providers through QRIS. Maryland has gone even farther in
aligning efforts with state licensing staff. Part of the training for quality assurance specialists
that are members of Maryland’s QRIS is accompanying state licensing consultants on
monitoring visits.
There is still some tension between the minimum health and safety standards that are coded in
licensing regulations and higher levels of quality QRIS incentivizes by publicly rating programs
and offering financial resources for attaining different levels of quality. The tension is apparent
in the decision of several states, including Illinois and Wisconsin, to remove personal care
58 National Association for the Education of Young Children (NAEYC). (2012). NAEYC Chart: States with tiered reimbursement programs.
Washington, DC: National Association for the Education of Young Children (NAEYC). Retrieved from
http://www.naeyc.org/policy/tieredprograms
59 Stoney, L. (2012). Unlocking the potential of QRIS: Trends and opportunities in the Race to the Top-Early Learning Challenge Applications
(Policy Brief). QRIS National Learning Network. Retrieved from http://qrisnetwork.org/sites/all/files/resources/gscobb/2012-0307%2008:29/LouiseStoneyMemo.pdf
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routines, such as hygiene, and sanitation requirements from QRIS, since this is viewed as within
the realm of licensing. Other states expressed that their licensing agencies had not been
involved in the RTT-ELC or other ECE reform plans, and are not always amenable to the kind of
systems change that these reforms require. Representatives from Massachusetts expressed
that in their experience co-location of child care licensing and QRIS staff matters in obtaining
the buy-in of licensing staff. In Massachusetts, the licensing division is subsumed under the
Executive Office of Education, Early Learning Division, and Georgia has a similar governance
structure. In Illinois and several other states, the licensing division is in a different agency than
QRIS and there are limited opportunities for collaboration or shared planning.
A benefit of aligning ECE systems in quality improvement is to encourage the participation of
State Pre-K and Head Start providers in QRIS. States have various strategies for attracting these
providers to the system. Several states offer incentives to adopt QRIS, such as Washington’s
grants for Head Start Centers to become local, regional, or state resource centers that provide
technical assistance or training to other ECE providers. Washington has partnered with the Bill
& Melinda Gates Foundation in funding these awards, and some of the grants to Head Start
providers can be substantial, depending on how extensively a Head Start provider can offer
training and support. Almost all RTT—ELC grantees have reciprocity programs in place for Head
Start and Pre-K providers to enter the QRIS at a higher level or rating, but many states also
require that providers supply evidence from their own federal or state reviews that they have
met minimum thresholds in areas such as quality of classroom environments (based on
environmental rating scales), the curriculum, child assessment, inclusion of children with or atrisk for disabilities, and program administration.
Several states have identified pathways for providers joining QRIS. Illinois has mapped the
standards for different kinds of providers in their state to attain each QRIS level. To further
reduce the burden on ECE programs that have already committed to quality improvement,
some RTT—ELC grantees also have tracts for nationally accredited programs to join QRIS.
However, several states struggled with alignment between newly reformed and ambitious QRIS
and national accreditation standards. Massachusetts recently partnered with NAEYC to
conduct a comparison between national accreditation standards and their QRIS. The study
found an 80 percent overlap, making it difficult to simply offer entry at a particular level of
quality to accredited ECE providers. Massachusetts is still considering these results in terms of
how to reduce the number of initial and ongoing quality visits to accredited ECE programs.
Some RTT—ELC states have mandated that participation of Universal Pre-K programs be
included in QRIS. In other states, Pre-K participation is voluntary. However, even in states with
mandatory participation, it has been difficult to apply all the QRIS standards, particularly to PreK programs in K-12 facilities. Many of the RTT—ELC teams include state Pre-K directors in
efforts to address these issues. Just as there is collaboration and cross-training between QRIS
and state licensing staff, there are opportunities to work closely together and conduct joint
monitoring visits with education staff. For example, Ohio and Georgia reported a high level of
collaboration.
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In summary, the lessons learned from the QRIS features in RTT—ELC are instructive in thinking
about larger ECE policy about the layering of funding streams, collaboration between agencies,
and how to develop early learning standards of quality that are applicable to different kinds of
ECE providers. As the RTT—ELC states continue to grapple with reducing the burden of
licensing, quality, monitoring, and federal visits, the solutions and compromises they arrive at
by engaging stakeholders throughout ECE systems will undoubtedly be instructive to all states.

Brief overview of monitoring in other sectors (child welfare and health care)

This section summarizes the purposes and goals of monitoring in child welfare and health care,
analogous sectors that have reformed their inspection and monitoring systems in recent years.
Monitoring and reform in the child welfare systems
Monitoring in child welfare had historically been compliance driven. In 2000, regulatory
changes involved a federal mandate for state accountability in achieving quantifiable outcomes
for children and families involved in the child welfare system. Increased federal oversight
occurred through the rulemaking process for the Adoption and Safe Families Act of 1997 (ASFA,
PL 105-89). 60 The new federal outcomes represented a major shift in focus of child welfare
thinking towards children’s health and safety concerns, and state performance in operating
child welfare and child protection programs is now assessed through the Child and Family
Services Reviews (CFSRs). According to a Children’s Bureau factsheet, CFSRs enable the Bureau:
(1) To ensure conformity with federal child welfare requirements;
(2) Determine what is actually happening to children and families as they are engaged
in child welfare services; and
(3) Assist states to enhance their capacity to help children and families achieve positive
outcomes. 61
More specifically, CFSRs measure seven child and family outcomes in the areas of safety,
permanency, and well-being and seven systematic factors. The systematic factors include the
effectiveness of the state's systems for child welfare information, case review, and quality
assurance; training of child welfare staff, parents, and other stakeholders; the services that
support children and families; the agency's responsiveness to the community; and foster and
adoptive parent licensing, recruitment, and retention. CFSRs are conducted in partnership with
State child welfare agency staff and are structured to help states identify strengths and
weaknesses. Part of the CSFR involves a self-assessment by states with respect to national
performance measures, determined by the Children’s Bureau, a federal agency. Performance
standards focus on child safety, permanency of living situations, and family and child wellbeing. The Statewide Assessment is followed by a weeklong, labor intensive onsite review
conducted by a federal-state team and involving an administrative record review and
60 For a historical overview of federal child care policy, please see Courtney, M. E., Needell, B., & Wulczyn, F. (2004). Unintended
consequences of the push for accountability: the case of national child welfare performance standards. Children and Youth Services Review, 26,
1141–1154.
61 Children’s Bureau. (2012). Child and Family Services Review Fact Sheet. Washington, DC: US Department of Health and Human Services.
200 Independence Avenue SW; Washington, DC 20201. Retrieved from http://www.acf.hhs.gov/programs/cb/resource/cfsr-fact-sheet
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interviews with children and families served by the child welfare system and community
stakeholders. Ninety percent of cases reviewed must be judged to have substantially achieved
the outcomes and systematic factors being assessed. States determined not to be in
“substantial conformity” in all required areas must develop a Program Improvement Plan (PIP),
for which TA and additional monitoring is provided. Financial penalties are levied against states
that do not achieve required improvements. State PIPs must be developed in collaboration
with community stakeholders, including representatives from the judicial system, mental health
practitioners, and state legislators.
The first round of CFSRs took place between 2000 and 2004, and the second round was from
2007 to 2010. The Children’s Bureau set very high standards of performance for the CFSR, 62
and no states achieved substantial conformity on child and family outcomes. Therefore, the
Children’s Bureau took a step back to consider how to improve the CFSR process, and in the
summer of 2014 issued new guidance 63 for states on the next rounds of CFSRs, to be conducted
between 2015-2018. The Children’s Bureau is also currently encouraging States to strengthen
their own self-monitoring tools using the principles of continuous quality improvement (CQI).
Despite performance gaps, there are instances of states engaging in the CSFR and PIP process
to move forward on self-evaluation and quality improvement. The National Conference of
State Legislatures documented several instances of child welfare administrators partnering with
state legislators and other community stakeholders over CFSR results in ways that were
productive in moving state systems reform efforts forward, as well as building the
infrastructure to finance these changes. 64,65 In the recent history of child welfare reform, states
have expressed concerns about being held accountable for child well-being largely because
child outcomes are dependent on other, related systems. Although state officials, advocates,
and researchers have been critical about the measures used in the reviews, there is consensus
among stakeholders that the focus on child and family outcomes is appropriate and constituted
a much-needed shift in child welfare monitoring. As the capacity of states to routinely collect
and use data to examine their work and make data-driven decisions is built through CQI
frameworks, the role of federal monitoring is being re-configured.
Monitoring of patient safety and quality in health care delivery settings
Health care delivery is another sector that prioritizes the safety and quality of care. Health care
monitoring and quality improvement systems have gone through significant reform in the past
several years, which could be instructive to how federal and state governments are considering
re-envisioning and improving monitoring in ECE settings.

62 Children’s Bureau. (2011). Federal child and family services reviews: Aggregate report, round 2 fiscal years 2007-2010. Washington, DC: US
Department of Health and Human Services, Administration on Children, Youth & Families. Retrieved from
http://www.acf.hhs.gov/sites/default/files/cb/fcfsr_report.pdf
63
http://www.acf.hhs.gov/programs/cb/monitoring/child-family-services-reviews/round3
64 National Conference of State Legislatures (NCSL). (2005). Focusing on child welfare systems: Collaborating with state legislators on reform.
Denver, CO: National Conference of State Legislatures. Retrieved from http://www.ncsl.org/print/cyf/collaborate.pdf
65 National Conference of State Legislatures (NCSL). (2010). State progress toward child welfare improvement: Findings from fiscal years 2007
and 2008 of the Child and Family Service Reviews. Denver, CO: National Conference of State Legislatures (NCSL). Retrieved from
http://www.ncsl.org/documents/cyf/progress_cw_improvement.pdf
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The modern culture of patient safety in U.S. hospitals coalesced after the Institute of Medicine
(IOM) released a report in 1999 entitled, To Err is Human: Building a Safer Health System. 66 The
report highlighted the tens of thousands of deaths each year attributable to preventable
medical errors, and called for comprehensive efforts across sectors to improve patient safety.
Problematic areas cited by the report include: a fragmented health care delivery system, a lack
of attention to preventable medical errors in the systems that license health care providers,
flaws in the medical liability system, and the lack of financial incentive for health care
organizations to improve safety and quality of care.
Regulatory groups have instituted major patient-safety initiatives that have been undertaken in
the years since the IOM report, through professional organizations, and private, for-profit
companies.67 The IOM report noted that licensing and accreditation standards were the main
accountability drivers for health care organizations and professionals; yet, at the time, neither
focused on patient health and safety. An influential party in health and safety monitoring of
health care organizations is the third party credentialing organization, the Joint Commission
(TJC), formerly known as the Joint Commission on Accreditation of Health Care Organizations
(JCAHO). The Joint Commission has been classified as a quasi-regulatory entity, and it is an
independent, not-for-profit organization that accredits and certifies more than 20,000 hospitals
across the country. Hospitals that participate in Medicare and Medicaid are required to
undergo a regulatory review by the Centers for Medicare & Medicaid Services (CMS), or
alternatively, CMS enables hospital participation if they are accredited by a private body, such
as The Joint Commission, and a select few other organizations that have been recently granted
deeming authority.
The Joint Commission operates on a three-year accreditation cycle, and transitioned from preannounced, to unannounced, full-survey visits in 2008. Beginning in 2001, the Joint
Commission adapted some of the recommendations in the IOM report and introduced new
standards that focused directly on patient safety and quality. 68 Surveys are conducted every
18-39 months after each unannounced visit. Surveyors currently talk to patients and caregivers
whereas prior to 1999, the focus of surveys was a records and policies review. Surveys are
performed to verify compliance with standards that encompass performance expectations,
structures, and processes in place for quality health care. Survey reports include Requirements
for Improvement (RFI), and organizations have 45-60 days to respond to these reports before
accreditation decisions are made. Beginning in 2002, accredited hospitals began collecting data
on core performance measures and their outcomes. Indicator scores are public, and
comparisons can be made between hospitals. Provider participation in this data collection and
reporting is linked to CMS reimbursements.69
Current TJC goals for health care organizations include requiring procedures for identifying and
responding to caregivers who create a negative culture, and promoting patient participation in
66 Insitute of Medicine. (1999). To err is human: Building a safer health system. National Academies Press, Washington, DC.
67 Devers, K. J., Pham, H. H., & Liu, G. (2004). What Is Driving Hospitals’ Patient-Safety Efforts? Health Affairs, 23(2), 103–115.
68 The Joint Commission. (2014). The Joint Commission History. Retrieved from
http://www.jointcommission.org/assets/1/6/Joint_Commission_History.pdf
69 The Joint Commission. (2014, January 10). Facts about the Patient Safety Advisory Group. Retrieved from
http://www.jointcommission.org/assets/1/6/Patient_Safety_Advisory_Group_1_19_13.pdf
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hospital safety. Critiques from the research community have included concerns that patient
safety goals have been enacted without sufficient guidance, 70 and that TJC’s approaches to
patient safety goals lack strong supporting evidence. 71 Additionally, in 2004, the Government
Accountability Office (GAO) concluded that 78 percent of the time, the Joint Commission survey
process did not identify serious deficiencies in patient safety that state auditors detected, 72
resulting in the recommendation that more federal oversight be required over TJC accreditation
activities. TJC also does not mandate hospitals to report on outcome progress related to patient
safety goals. 73 Accreditation has served as a quality indicator and has functioned as a
placeholder for public regulation of hospital quality.
State regulation efforts in the patient safety movement have included requirements to report
serious adverse events and strong encouragement that hospitals conduct error analyses. 74
Other recent public sector efforts have included federal grant support for health information
technology (IT) implementation, and increasing engagement of HHS’s Agency for Health Care
Research & Quality (AHRQ). AHRQ has sponsored the development and dissemination of a
quality indicators (QI) toolkit that measures hospital quality and safety using inpatient data.
This tool can be used for hospital self-assessment. AHRQ also funds a Medical Liability Reform
and Patient Safety Grant Initiative; which aims to strengthen the link between patient safety
and medical liability reforms. 75
TJC is the main source of health care organization credentialing, but appears to have limited
effectiveness in improving patient safety outcomes, and has been the subject of more than one
Government Accountability Office study about conflict of interest. 76 Keenan 77 recently
documented private sector alternatives to TJC that have recently been granted deeming
authority by CMS and appear to be engaging in promising practices that address some of the
concerns that have plagued TJC. The Health Care Facilities Accreditation Program (HFAP) offers
accreditation standards that are closely aligned with CMS, and also integrates information from
recent, successful public health campaigns. Other newly granted credentialing organizations
engage in more outcome-based, rather than inspection-focused, surveys.

70 Wachter, R. M. (2010). Unmistakable Progress, Troubling Gaps. Health Affairs, 29(1), 165–173.
71 Weinstein, R. A., Edmond, M., & Eickhoff, T. C. (2008). Who Is Steering the Ship? External Influences on Infection Control Programs.
Clinical Infectious Diseases, 46(11), 1746–1750.
72 US Government Accountability Office. (2004). CMS needs additional authority to adequately oversee patient safety in hospitals (No. 04-850).
Washington, DC: US Government Accountability Office. 441 G Street NW; Washington, DC 20548. Retrieved from
http://www.gao.gov/new.items/d04850.pdf
73 Kenniston, E. (2011, February). Have accreditor policies improved patient safety? California Western Law School. Retrieved from
http://hlaw.ucsd.edu/prospectivestudents/documents/Kenniston_HavePoliciesImprovedPatientSafety.pdf
74 Agency for health care research and quality (AHRQ). (2009). 10 Patient Safety Tips for Hospitals (No. 10-M008). Washington, DC: Agency
for Health care Research and Quality (AHRQ).
75
Medical Liability Reform & Patient Safety Initiative | Agency for Healthcare Research & Quality (AHRQ). (2014.). Retrieved April 21, 2015,
from http://www.ahrq.gov/professionals/quality-patient-safety/patient-safety-resources/resources/liability/ For more historical information,
please also see: Wachter, R. M. (2004). The end of the beginning: Patient safety five years after “to Err is Human.” Health Affairs, 23(4), 534–
545, and Wachter, 2009.
76 US Government Accountability Office. (2006). Hospital accreditation: Joint commission on accrditation of health care organization’s
relationship with its affiliate (No. 07-79). Washington, DC: US Government Accountability Office. 441 G Street NW; Washington, DC 20548.
Retrieved from http://www.gao.gov/new.items/d0779.pdf
77 Kenniston, E. 2011
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Lessons learned from child welfare and health care monitoring
•
•
•
•

Reform is an iterative process that requires feedback from states and other
stakeholders, including practitioners, family members, and advocates.
Assessing child, family, or patient outcomes is a labor-intensive and complicated process
that may require several revisions before achieving the right balance of federal and
state engagement.
The goals of an increased federal or third party presence should include building the
data and infrastructure capacity for self-monitoring that could inform quality
improvement.
Third party approaches to credentialing and standards development on safety are
promising, but require alignment with federal policy and oversight of the mandatory
reporting of outcomes.

The Differential Monitoring Model and Statistical/Risk-Based Approaches
A blanket monitoring system that treats all organizations equally can be inefficient. A better
approach is to base monitoring and oversight on past performance or on an assessment of risk
for non-compliance with standards. Such “differential monitoring” approaches have garnered
attention as methods to better target limited funds and resources.
Federal and state research has explored methods for determining when to adjust the frequency
or depth of monitoring across ECE settings based on a provider’s level of compliance with
regulations. These approaches are called differential monitoring, of which statistical/ riskbased monitoring are subtypes. These methods are consistent with NARA recommendations for
best practices, which specifies that monitoring agencies:
Maintain a research-based risk-assessment method whereby industry-wide and facilityspecific risks, including both immediate and cumulative risks, are identified and prioritized;
focuses inspections and technical assistance accordingly; and, applies the agency’s
enforcement continuum systematically to avert or abate priority risks, to build consistent
compliance, and to improve overall consumer protection across all relevant domains. 78
Richard Fiene, a researcher from Penn State University, has spent several years in consultation
with states and the federal government formulating key indicator and risk assessment
approaches to differential monitoring. He has helped implement these approaches in states,
sometimes in conjunction with NARA. His work suggests that statistical and risk-based
approach to monitoring have the benefit of reducing overlap between multiple systems. Data
from across systems can be integrated and analyzed to tease apart correlations and support
greater efficiency in data collection strategies, monitoring activities, and technical assistance

78 NARA, 2009
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decisions. 79 Although Fiene’s work is extensive and well documented, it has not been
extensively subjected to peer-review.
In this section, two approaches to differential monitoring will be discussed: key indicators and
risk assessment. Examples of how each leads to differential monitoring will be addressed
within each section with case examples.
Elements of a key indicator approach. An abbreviated approach, through the use of key
indicators in monitoring allows the regulatory agency to track key indicators of compliance,
better target monitoring and technical assistance resources, and address compliance
deterioration. Key indicators are standards that demonstrate statistical correlation with
broader compliance or non-compliance on performance standards and regulations. Examples
of key indicators that are relevant to ECE settings include:
•
•
•
•
•
•
•

Background checks and medical clearances for teachers and staff;
Cleanliness of the physical space;
Securing of hazardous substances;
Ensuring teachers and staff complete pre-service and ongoing trainings;
Maintaining appropriate child: staff ratios for different age ranges of children;
Safety of outdoor premises; and
Maintenance of medical records for children

Under a key indicator approach, agencies with oversight over early childhood programs are able
to assess preliminary compliance using key indicators of health and safety or program integrity,
and base monitoring, technical assistance, and other decisions on this review. An indicatorbased approach to monitoring increases agencies’ ability to more efficiently target scarce
monitoring and technical assistance resources. Compliance or non-compliance with key
indicators in this approach triggers different consequences for programs. For example,
programs that demonstrate compliance with key indicators might receive abbreviated,
targeted, or focused monitoring reviews, while programs that indicate significant noncompliance with key indicators could receive more comprehensive reviews, technical
assistance, and other consequences. To prevent programs from “gaming” the system, a larger
number of key indicators that could trigger consequences could rotate over time, so that
programs do not strive for compliance with key indicators to the detriment of other aspects of
program quality. Finally, self-inspection alone should not be part of a risk-based monitoring
system.

79

Fiene, R. (2012, 2013, 2014) Differential Monitoring Logic Model and Algorithm (DMLMA)©: A New Early Childhood Program Quality
Indicator Model (ECPQIM)©.
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Case Study: The Head Start Key Indicator
(HSKI) Pilot Study. The Office of Head Start

(OHS) has been working on a Key Indicator
Project and Pilot Study with Richard Fiene of
Penn State University and other researchers
and experts to determine which data elements
collected by OHS (from monitoring and other
reporting) are correlated with quality. The
team is developing a list of key indicators that
could be collected and monitored to assess
compliance and risk and eventually drive
monitoring, technical assistance, and other
decisions.
The HSKI-C Protocol is a research-based
monitoring instrument designed to identify
grantees at low risk for non-compliance and, as
a result, should receive differential monitoring.
An abbreviated version of the comprehensive
monitoring protocols, the HSKI-C protocol is
comprised of 27 compliance measures that
were selected based on how strongly they
differentiated between high- and lowperforming grantees. The HSKI-C covers the
following review areas:

•
•
•

Management Systems & Program
Governance
Comprehensive Services & School
Readiness
Fiscal Integrity

The HSKI-C is a critical part of the aligned
monitoring system that will be implemented in
FY 2015. OHS designed the aligned monitoring
system to provide a different review process
based on the grantee’s history.
The Comprehensive Monitoring Process and
the Differential Monitoring Process. The
monitoring process that a grantee receives is
determined by whether it meets a specific set
of criteria. The criteria include:

•
•
•
•
•
•

No findings on the previous review
cycle,
No fiscal findings in the past two review
cycles,
No findings in the annual audits,
No Designation Renewal System (DRS)
criteria met,
No significant program changes (e.g.,
changes in program leadership), and
No concerns identified through input
from the Regional Office.

Grantees that do not meet the above listed
criteria will engage in the Comprehensive
Monitoring Process. Those grantees that do
meet the criteria will engage in the Differential
Monitoring Process.
Comprehensive Monitoring Process: The
Comprehensive Monitoring Process includes the
following individual review events conducted
over the first 3 years of a 5-year grant cycle:
Environmental Health and Safety, Fiscal
Integrity, the Classroom Assessment Scoring
System (CLASS), Management Systems &
Program Governance, and Comprehensive
Services and School Readiness.
Differential Monitoring Process: In an effort to
recognize grantees that have demonstrated
strong performance through a history of
compliance, OHS developed the Differential
Monitoring Process. Grantees eligible for this
process will first receive the HSKI-C Review
Event. Head Start grantees that are successful in
the HSKI-C Review Event will receive the
Environmental Health and Safety and CLASS
Review Events. EHS grantees that are
successful will receive Environmental Health
and Safety and Comprehensive Services and
School Readiness since CLASS is not used in EHS
programs. Grantees that are unsuccessful in the
HSKI-C Review Event, meaning one or more
indicators are triggered during their HSKI-C
Review event, will go through the
Comprehensive Monitoring Process.
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The HSKI-C Tool was developed in consultation
with Richard Fiene. With Fiene’s support, the
OHS team analyzed monitoring data from FY
2012-FY 2014 (N = 1,099) to identify compliance
measures that were 1) best suited to
differentiate between high-performing grantees
(i.e., compliant grantees) and low-performing
grantees (i.e., grantees with findings) and 2)
tended to be cited in reviews that have the
most findings. Psychometric analysis examined
whether HSKI-C review results agreed with the
results of a comprehensive review. Based on
FY2014 data, the results of the 27-item HSKI-C
had a 91 percent agreement rate with the
comprehensive review results.

Differential Monitoring Head Start

metrics (including data from environmental
rating scales such as CLASS), demographic data,
fiscal data, and service utilization information
on the children and families served. This would
represent a major resource shift in the short
term but could potentially lead to greater
efficiency and better use of data that are
collected. This constitutes a way of restructuring and re-framing the resources that
already exist for monitoring by making sure
programs with low compliance are seen more
often. Differential monitoring in Head Start
represents a budget-neutral change in which
resources that are currently being devoted to
comprehensive reviews for all grantees would
be targeted to screening for those grantees who
are performing well and comprehensive reviews
for those grantees who need the support. In
this aligned monitoring system, grantees who
receive differential monitoring in one 5-year
grant cycle would be required to have a
comprehensive monitoring review in the next
cycle. Grantees that are found to be out of
compliance through the HSKI-C would have to
undergo comprehensive reviews more
frequently.

The monitoring system includes the ability to
capture specific and timely performance

The key indicator approach is a promising one for child care monitoring systems, and in fact,
many states currently use these methods. Using 2011 data, NCCCQI found that more than 50
percent of states are working on methods that target monitoring and TA resources. This
approach will help ensure that support is made available to ECE programs who are struggling
with licensing compliance. 80 These states include Kansas, Washington, Illinois, and California.
Child care licensing staff from Kansas recently articulated the benefits of a key indicator system,
including: 81
•
•

The regulatory agency is able to spend more time monitoring and providing TA to
noncompliant ECE providers;
A reduction of the administrative burden for compliant providers through shorter
inspections;

80 National Center on Child Care Quality Improvement (NCCCQI) & National Association for Regulatory Administration (NARA). (2012).
Trends in Child Care Center Licensing Regulations and Policies for 2011
81 Jackson, E., & Ritchey, Heather. (2014, September 29). The key licensing indicator system: A Kansas journey. Presented at the NARA
Licensing Seminar, Orlando, Florida. Retrieved from
http://rikinstitute.wikispaces.com/file/view/KLIS%20NARA%20PPT%202014.pdf/526755604/KLIS%20NARA%20PPT%202014.pdf
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•
•

Children in out-of-home care are better protected in a more efficient system; and
Taxpayers are assured that strong licensing continues, even in the face of reductions in
resources.

Kansas has been implementing their key indicator system since 2013, and has developed a key
indicator inspection process for: 1) determining which providers are eligible for indicator
inspections; 2) conducting inspections measuring compliance with statistically identified
indicator regulations; 3) measuring regulations identified at random; 4) expanding the scope of
indicator inspections if violations are detected; 5) conducting comprehensive inspections every
third year in addition to interim indicator inspections; and 6) re-calculating indicators every
three years. Other states are in different phases of development and implementation of their
key indicator systems, and to move forward with these efforts, robust state licensing data
should be used as a basis for determining the statistical power of key indicators, similar to the
way Tri-Annual Review data were used to validate HSKI.
Elements of a risk assessment approach. A risk assessment approach identifies rules or
regulations that place children at greatest risk of injury or death. Unlike the key indicator
approach, the risk assessment approach does not statistically predict overall compliance with
licensing rules or regulations. Instead, risk assessment helps determine the rules or regulations
that pose a greater risk of harm to children if violated. Risk assessment is most often used to
classify or categorize violations, distinguish levels of regulatory compliance, or determine
enforcement actions using categories of violations. There are a number of ways licensing
regulations can be assessed for risk, including the following:
•
•
•

Probability of harm (high, medium, low);
Severity of harm (extreme, serious, moderate, low); or
Frequency of violations (numerous, repeated) based on those considered most
critical to protecting children’s health and safety82

The real strength of key indicator and risk assessment approaches is when they are used in
tandem rather than individually, which is the case in Illinois that is described below. Fiene has
advocated the combined approach as being the most cost effective and efficient differential
monitoring system.

82
National Center on Child Care Quality Improvement (NCCCQI), & US Department of Health and Human Services, Office of Child Care
(HHS/OCC). (2014). Monitoring strategies for determining compliance: Differential monitoring, risk assessment, and key indicators.
Washington, DC: US Department of Health and Human Services, Office of Child Care. Retrieved from
https://childcareta.acf.hhs.gov/resource/contemporary-issues-licensing-monitoring-strategies-determining-compliance-differential
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Case Study: The development of a
weighted key indicator licensing system in
Illinois. The Division of Licensing and

Monitoring at the Illinois Department of
Children and Family Services (DCFS) is
responsible for upholding Illinois licensing
standards in 8,000 day care homes (family child
care), 3,000 day care centers, and 700 group
day care homes across the state. In FY 2013,
the division investigated more than 1,300
complaints about ECE providers. Currently,
each licensed ECE provider should receive an
annual, unannounced, comprehensive
inspection visit.
For many years in Illinois, momentum had been
building for a different approach to licensing
and enforcement. Concerns were raised by the
advocacy community and agency staffs about
the high caseloads experienced by child care
licensing staff at DCFS, and ECE providers were
generally frustrated with the efficiency and
timeliness of the licensing process. Further
straining the system, DCFS, which administers
child protective services, experienced budget
cuts in a number of funding cycles. These issues
were highlighted in 2009 when early childhood
offices across agencies were co-located in the
Governor’s Office of Early Learning. The
funding for actually reforming the licensing
system came together through the state’s Race
to the Top—Early Learning Challenge (RTT—
ELC) award.
Illinois is currently working with a team from
NARA that includes Richard Fiene on a key
indicator approach that in Illinois will be called a
“weighted licensing key indicator system.” The
system will assign weights or numerical scores
to each section of Illinois’s Day Care Home
regulations based on the relative risk to children
if the regulation is not met. As part of the
development process, DCFS provided NARA
with several years of data on serious injuries
and deaths.
NARA is also administering a survey in English,
Spanish, and Polish to relevant stakeholders,

including ECE providers and practitioners
associated with centers and family child care
homes. When these surveys are complete,
NARA will analyze the numerical scores
assigned by each respondent and calculate a
mean weight for each regulatory item. The
mean weights obtained from this analysis will
be the basis for the weighted licensing system,
which will ultimately focus on more serious
violations. The weighted system will take into
account provider licensing and inspection
histories. Providers with few noted concerns
will experience more streamlined inspections.
The weighted system will eventually be
dovetailed with the key indicator system that is
being developed at the same time. This
weighted licensing key indicator system will
concurrently provide Illinois with statistical
predictor rules and high risk rules.

A depiction of the Illinois’ QRIS
The state’s QRIS, ExceleRate, a major RTT-ELC
implementation project, facilitated reform of
the licensing system. The state is working to
more fully integrate DCFS licensing with the
larger system of supports for early care and
education. Licensed providers, for example, are
automatically enrolled in ExceleRate. The state
hopes that administering inspections more
efficiently will free child care licensing staff to
mentor providers on attaining higher levels of
quality, and licensing staff are excited about the
new roles they may be able to take on through
the weighted system.
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These latest developments in designing and implementing differential monitoring strategies will
continue as states consider ways to increase the efficiency of their monitoring systems.
Research is also currently underway that compares results from monitoring systems associated
with licensing, QRIS, and key indicator and risk assessment systems. 83 In some cases where
state licensing or monitoring compliance records are extensive, Fiene has also conducted
internal validation studies of key indicator systems. In these cases, false positive and negative
rates of key indicator reviews are calculated by comparing compliance data from
comprehensive reviews to compliance results from key indicator reviews. 84 To date, only Head
Start (HSKI-C) and Georgia’s Core Rule Approaches have been validated. Additional research
must be conducted to validate the approaches to differential monitoring and to determine
other approaches that show merit.

Options for monitoring across ECE settings
1. Monitoring policies and procedures could be aligned across funding streams, and
grounded in a universal set of health, safety, and performance standards that are
research-based and endorsed by professional organizations.
Our ECE system is currently fragmented, offering a mixed bag of options to families with
different levels of resources. Distinct funding sources each have different purposes that
have created competing demands for accountability. For infants, toddlers, young children,
and their families nested between and within these systems, it has been difficult to discern
whether minimum standards—let alone higher levels of quality—are being met. To ensure
that there is a minimum floor of health and safety, especially for children and families using
subsidized care, greater continuity across programs and funding streams is needed.
As stated earlier, Caring for Our Children Basics, a companion resource to the third edition
of Caring for our Children, was released for public comment in 2014 and will provide
voluntary guidance to state regulatory agencies on the minimum health and safety
standards necessary in all ECE settings. These standards are aligned with both HS/EHS
performance standards and OCC guidance to states about providers who meet the
minimum recommended standards for serving children and families who are eligible for
subsidies. In addition, Basics references common health and safety standards across other
federal programs, including the Centers for Disease Control and Prevention (CDC) Advisory
Committee on Immunization Practices/American Academy of Pediatrics/American Academy
of Family Physicians-approved guidelines on immunizations, 85 the U.S. Department of

83 Fiene, R. (2015). Differential monitoring logic model (DMLM©): A new early childhood program quality indicator model (ECPQIM4©) for
early care and education regulatory agencies. Middletown, PA: Research Institute for Key Indicators.
84 Fiene, R. (2015). Technical detail notes: Validation updates to the Fiene Key Indicator Systems. Middletown, PA: Research Institute for Key
Indicators.
85 U.S. Department of Health and Human Services, Centers for Disease Control and Prevention (2012) Recommended Immunization Schedule
for Persons Aged 0 Through 18 Years—United States, 2012. http://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-11x17-fold-pr.pdf
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Agriculture’s (USDA) Child and Adult Care Food Program (CACFP) regulations, 86 and the
Consumer Product Safety Commission guidelines for playground safety. 87 Incorporating
research-based, interdisciplinary standards and recommendations in state regulations is
intended to reduce the burden on programs, and increase the likelihood that children will
be served in settings that are safe and conducive to their learning.
In the examples from states, it is clear that ECE providers are subject to multiple inspections
every year under parallel—but not yet aligned—systems. A more unified ECE system built
on core early learning and performance standards that are applicable to different kinds of
providers is needed. States should use common administrative and monitoring protocols
regardless of funding streams. Some of the RTT—ELC states that have been required to
revise current or design new QRIS have started implementing a more aligned system. Colocating and cross-training state regulatory, quality improvement, Pre-K, and HS/EHS staff
who could have been originally housed in different human services and education agencies
is one promising approach.
At a minimum, ensuring that representative stakeholders from across agencies of early
learning are all involved in ECE system reform is essential. States that have been
attempting to build a QRIS that includes all ECE sectors of HS/EHS, Pre-K, special education
and child care, have faced difficulties accessing federal monitoring data that corresponds
with minimum quality thresholds, for example from ECE environmental ratings or ratings of
teacher-child interactions. It will be important to build the data infrastructure and
communications systems to share monitoring information across federal and state settings.
Under uniform standards developed and implemented across regulatory agencies, national
credentialing organizations, and the agencies that manage federal and state grants to ECE
providers, basic health and safety compliance will be addressed in such a way that allows
accountability systems to focus on higher levels of quality linked to child and family
outcomes.
2. After further validation by the research community, systems of differential monitoring
could be piloted and implemented to help states target technical assistance and
monitoring resources to the ECE providers who are at the greatest risk for providing
unsafe learning environments.
Many states are using differential monitoring to make monitoring more efficient. As
opposed to “one size fits all” systems of monitoring, differential monitoring determines the
frequency and depth of needed monitoring from an assessment of the provider’s history of
compliance with standards and regulations. Providers who maintain strong records of
compliance are inspected less frequently, while providers with a history of non-compliance
may be subject to more announced and unannounced inspections. In some states, more

86 U.S. Department of Agriculture (USDA), Food and Nutrition Service (FNS) (2012) Child and Adult Care Food Program Regulations 7 CFR
Chapter II Part 226. http://www.fns.usda.gov/cnd/care/regs-policy/CFR226.pdf
87 U.S. Consumer Product Safety Commission (2010) Publication #325: Handbook for Public Playground Safety.
http://www.cpsc.gov/cpscpub/pubs/325.pdf
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frequent inspections are conducted for providers who are on a corrective action plan, or
after a particularly egregious violation.
Differential monitoring, however, should not replace routine inspection of all licensed
providers. A study of Vermont’s differential licensing system demonstrates that although it
can be effective to inspect centers with a poorer compliance record more frequently,
centers with a good compliance record also need routine inspection or risk deteriorating
compliance.88 It is also important to put in place precautions that will prevent providers
from anticipating abbreviated or more focused monitoring reviews.
At a minimum, all early care and education providers could receive a comprehensive
inspection to determine the baseline level of compliance with standards and regulations. In
addition, the National Association for Regulatory Administration (NARA) recommends that
"routine monitoring inspections occur with sufficient frequency to protect consumers and
to prevent or reduce compliance deterioration—at least twice-yearly— unless the agency
has a reliable system to reduce the frequency of routine monitoring for stable, highcompliance facilities, provided that all facilities are inspected at least once a year." 89
A risk-based, or key indicator, approach to monitoring complements differential monitoring
by allowing the monitoring agency to track key indicators of compliance, better target
monitoring and technical assistance resources, and combat compliance deterioration. The
HSKI Pilot Project provides an important model for how monitoring resources can be redistributed to focus limited resources on the programs that are out of compliance in the
most crucial areas for the protection of children, and several states are already designing
and implementing this kind of approach.
A note of caution: Although differential monitoring models have been implemented in
states, this research has not been submitted to the rigor of peer-review. It will be
important to validate these efforts in the scientific community before differential
monitoring practices are significantly expanded or further endorsed by states or federally.
3. Third party accreditation and credentialing by national organizations could be expanded.
This strategy is widely used in analogous sectors.
Although 98 percent of military child care providers have attained national accreditation,
only 10 percent of civilian ECE centers and 1 percent of family and group child care homes
are accredited.90 Providers who embark on accreditation are often committed to more
88 National Association for Regulatory Administration (NARA). (2009). Recommended best practices for human care regulatory agencies.
Lexington, KY: National Association for Regulatory Administration (NARA). Retrieved from
http://www.naralicensing.drivehq.com/publications/NARA_Best_Practices.pdf
89 NARA, 2009
90 Center for Law and Social Policy (CLASP). (2011). Charting Progress for Babies in Child Care: Expand Monitoring and Technical
Assistance. Retrieved April 2, 2015, from http://www.clasp.org/babiesinchildcare/recommendations/healthy-and-safe-environments-in-which-toexplore-and-learn/expand-monitoring-and-technical-assistance

42

stringent standards for class sizes, teacher: child ratios, staff qualifications and professional
development, and salaries than state regulatory guidelines require. Providers who are
nationally accredited publicize this achievement, and presumably, families recognize
national accreditation as a mark of quality. Although research is limited in this area, it
suggests that nationally accredited providers offer safer learning environments.
One way states and territories have created incentives to become nationally accredited is
by offering ECE providers higher subsidy rates. Continuing to provide incentives to
providers to commit to higher levels of quality takes some of the burden off state regulatory
agencies, who are already struggling to meet the staff caseloads ratios of one child care
consultant to 50 ECE providers that are recommended by the National Association for
Regulatory Administration (NARA). 91 National accreditation should also bear some
relationship to QRIS in states. Toward this end, several states are consulting with NAEYC
and other national accreditation organizations to determine how QRIS standards align with
national accreditation standards.
4. For ECE programs that are also federal grantees subject to monitoring, federal and state
agencies could share any negative findings or instances of non-compliance.
Many states developing QRIS that is meant to be inclusive of Head Start have had difficulty
incorporating Head Start grantees in ways that will incentivize participation, rather than
increase the burden on these grantees. It is clear that federally-administered Head Start
monitoring occurs in ways that are often more rigorous than basic health and safety
monitoring conducted by state regulatory agencies. In addition, the Office of Head Start has
been experimenting with a research-based, differential monitoring approach since 2013.
Although data from federal monitoring visits may eventually be made available to grantees
for the purposes of quality improvement, it is currently neither shared with state licensing
agencies, nor QRIS staff. Under these circumstances, participation in additional state
quality improvement endeavors—such as QRIS—has the potential to add to an already
extensive reporting burden for Head Start grantees. Similarly, the USDA’s Child and Adult
Care Food Program (CACFP) conducts federal monitoring of many of the same programs
that accept CCDF subsidies in states, but monitoring results are not shared with state
administrators. Aligning monitoring protocols and results of monitoring visits across federal
and state agencies will increase efficiency and decrease the time and effort of grantees.
Notably, in the context of discussions about implementing the CCDBG Reauthorization,
several states have already begun to convene interagency groups to map out staffing the
enhanced monitoring requirements. These discussions have involved work on aligning
inspection and training requirements across CCDF and the CACFP. On a federal level, the
U.S. Department of Health and Human Services and the U.S. Department of Agriculture
have also started collaborating in considering guidance to states about how to improve
streamline standards and requirements across programs. Some of these discussions have
91 NARA, 2009
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focused on cross-training monitoring staff, and examining funding mechanisms to crosstrain and cross-monitor.
5. Federal and state agencies could partner to increase understanding among the
community of providers that the larger purpose of monitoring is to keep children,
families, and staff safe.
Different federal and state agencies may have different purposes for monitoring. Examples
of the intent of monitoring that were highlighted by different sources include monitoring
for:
• Basic compliance with health and safety standards;
• A high standard of quality;
• Determining whether to close down an ECE program; and
• Determining whether an ECE program receives additional funding.
Considering the different purposes monitoring could serve, it may be difficult to come to an
agreement on a more universal vision of monitoring across sectors and funding streams.
However, federal and state agencies could begin the process of reaching consensus on the
foundational components of monitoring that are meant to keep children, families, and staff
safe. Once these basic elements are met, ECE programs could work with state and federal
regulatory agencies on higher levels of quality that are associated with children’s readiness
to learn.
Current research on aligning monitoring across sectors
The Administration of Children and Families (ACF) recently invested in a Child Care and Early
Education Policy Research and Analysis (CCEEPRA) project that is being conducted by the
research organization Child Trends. The project is focused on cross-sector monitoring issues in
early care and education that:
•
•
•
•
•
•
•

Supports a more unified early childhood system;
Provides a foundation for cross-sector work in other areas, such as professional
development;
Reaches agreement on some basic elements of quality;
Helps focus on some basic elements of quality;
Minimizes inconsistencies across ECE sectors;
Increases the efficiency in the early childhood system; and
Reduces burden on early childhood programs.

Addressing these considerations, the Child Trends project will articulate the dimensions of a
cross-sector monitoring system that will provide tools for state and federal agencies to think
through the infrastructure necessary to institute such a system across funding streams. We
hope that some of the foundational work in this white paper on state practice and the current
federal system will inform work on cross-sector monitoring.
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Conclusion

As demonstrated in this white paper, a range of entities monitor and regulate individual ECE
programs in ways that are often duplicative and burdensome. Advancing the field in
monitoring will likely occur in response to the reauthorization of the CCDBG Act. These recent
legislative changes have been the result of advocacy, examination of best practices in states,
recommendations of experts through the hearing process in the Senate and House, and bipartisan support. Any reform in monitoring should more effectively promote children’s health,
safety, and optimal development. The current system operates under both inefficiencies and
promising practices. Analogous sectors, such as child welfare and health care, offer some
insights about how iterative the process of reforming monitoring systems can be, and how
necessary it is to carefully gather feedback from stakeholders in and outside of government.
We have learned that the right balance of federal and state engagement has been difficult to
attain, and have highlighted the importance of activities to build the infrastructure necessary to
support a data-driven monitoring system that has the potential of informing continuous quality
improvement. We hope this white paper, and the upcoming research on alignment across ECE
sectors, will provide states with some of the resources necessary to collaborate in building a
cross-sector monitoring system that is centered on aligning federal and state programs,
increasing efficiencies, reducing administrative burdens, targeting support to programs that
require the greatest assistance, and ensuring all children in out-of-home care are safe and
ready to learn.
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CONTEMPORARY ISSUES IN LICENSING
Monitoring Strategies for Determining Compliance:
Differential Monitoring, Risk Assessment, and Key Indicators
Introduction
While States’ licensing systems primary goal is to improve the health and safety of children in child care, important
decisions must be made in order to also maximize administrative cost efficiencies.With limited resources, licensing
administrators work to ensure that monitoring visits focus on what is most important in keeping children safe. In
the absence of research that assesses the efficacy of various approaches, States are moving ahead with different
methods to identify and reduce the risk of harm to children. Some strategies include:


Identifying licensing rules 1 where violations pose a greater risk to children;



Assigning a weight to each rule to further distinguish levels of regulatory compliance;



Focusing monitoring visits on key indicators from the rules that predict compliance and reduce risks;



Increasing monitoring frequency for programs with low levels of compliance;



Increasing monitoring depth for programs with low levels of compliance;



Helping providers, parents, and licensing staff better understand the potential consequences of serious
noncompliance;



Identifying providers in need of technical assistance; and



Using more sophisticated data systems to target case management and improve consistency in enforcement
actions.

The purpose of this report is to describe various methods States are using to monitor child care facilities efficiently
and effectively. It provides descriptions and examples of these methods and details of States’ practices.
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Because licensing of child care facilities most often occurs at the state level, there are variances in terminology from State to
State. For the purposes of this report, the terms identified are defined as follows and are used interchangeably throughout:
Regulations, Rules, Requirements, Policies and Administrative Code, Laws, Statutes.
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Methodology
To support the Office of Child Care’s goal of children served in safe, healthy child care settings, the National Center
on Child Care Quality Improvement (NCCCQI) contracted with a group of nationally-recognized consultants with
expertise in administering and researching licensing systems to prepare a series of written reports about critical
licensing issues.
The information provided in these reports was obtained by surveying and interviewing representatives of state
licensing agencies in nine States: CT, FL, GA, NC, OH, OK, TX, UT, and, WA. The States selected are not a
representative sample but were chosen based on the consultants’ knowledge that they are implementing effective
and innovative practices which may be helpful to other state licensing agencies. Additionally, an effort was made
to achieve some degree of geographic representation through the States selected.
Licensing personnel from the nine States selected first completed a written survey instrument and then spoke with
the consultants in a telephone interview. All individuals interviewed were licensing agency directors or top-level
administrators.
Information from Research Brief #1: Trends in Child Care Center Licensing Regulations and Policies for 2011
(NCCCQI, 2013) and The 50-State Child Care Licensing Study: 2011-2013 Edition (National Association for
Regulatory Administration [NARA], 2013) are also included to provide national data and context to the information
gathered from the nine States. Both of these reports include data gleaned from a national survey of licensing
agencies conducted by NARA. Responses to the NARA survey were received from licensing agencies in all 50 States
2
and the District of Columbia.

Methods for Monitoring for Compliance
In an effort to ensure the health and safety of children in child care facilities, States seek to identify and assess the
risk of harm to children and increase monitoring in programs with lower levels of compliance. At the same time,
state licensing agencies need to make the most efficient and effective use of available, and often shrinking,
resources.
NARA, in Recommended Best Practices for Human Care Regulatory Agencies (2009), presents the characteristics of
a strong licensing agency, including:
Maintains a research-based risk-assessment method whereby industry-wide and facility-specific risks,
including both immediate and cumulative risks, are identified and prioritized; focuses inspections and
technical assistance accordingly; and, applies the agency’s enforcement continuum systematically to avert
or abate priority risks, to build consistent compliance, and to improve overall consumer protection across
all relevant domains. (p. 6)

2

In the NCCCQI and NARA reports, and in this report, the District of Columbia is included in state counts and not listed
separately.

National Center on Child Care Quality Improvement, A Service of the Office of Child Care
9300 Lee Highway, Fairfax, VA, 22031 | Phone: 877-296-2250 | Email: OCCQualityCenter@icfi.com

2

Monitoring Strategies for Determining Compliance

July 2014

Child Care’s National Child Care Information and Technical Assistance Center

There are a variety of methods that many States are using, often in combination, in their monitoring and
enforcement of licensing rules and regulations. This report explores these methods:




Differential Monitoring: A regulatory method for determining the frequency or depth of monitoring based on
an assessment of a facility’s history of compliance with rules;
Full and Abbreviated Compliance Reviews: Conducting an inspection by monitoring all rules (full review) or a
selected set of rules (abbreviated review);



Risk Assessment: An approach that focuses on identifying and monitoring those rules that place children at
greater risk of mortality or morbidity if violations or citations occur; and



Key Indicators: An approach that focuses on identifying and monitoring those rules that statistically predict
compliance with all the rules.

The relationship among these methodologies is often confused, partly because of varying definitions. The graphic
below explains the relationship of the methodologies with differential monitoring as the overarching approach and
risk assessment and key indicators as types of abbreviated compliance.
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Differential Monitoring
Differential monitoring is a regulatory method for
Why Use Differential Monitoring?
determining the frequency or depth of monitoring based
on an assessment of a facility’s history of compliance

Increase monitoring frequency for programs
with licensing rules. A differential monitoring system can
with low levels of compliance;
be used to recognize a provider’s strong record of

Identify providers in need of technical
licensing compliance with abbreviated or less frequent
assistance;
inspections if there have been no serious violations for a

Recognize programs with strong compliance
period of time. For providers with rule violations and
records with abbreviated inspections; and
compliance issues, licensing agencies can use differential
monitoring to focus more attention on those facilities

Use staff resources efficiently.
with additional monitoring visits, targeting visits on the
problem areas, and providing technical assistance. When inspections are focused on a subset of rules, States often
have an option for licensing staff to conduct a full review when necessary.
In its analysis of licensing trends, NCCCQI (2013) noted that more than 50 percent of States report having a
method for determining the frequency or depth of monitoring based on an assessment of compliance with
regulations. The number of States using differential monitoring increased significantly from 11 States in 2005 to
26 States in 2011.

Differential Monitoring Policies in Oklahoma
Oklahoma increases the number of monitoring visits from the required three annual visits if there is a pattern of
noncompliance. Technical assistance is provided during all visits as needed. According to the Oklahoma
Department of Human Services’ (2012) policies:
After each monitoring visit, licensing staff enter the monitoring frequency plan… [in] the licensing database.
Any changes in the monitoring plan must be reviewed by the supervisor. Examples of the required number of
visits include:

One visit per year for inactive child care centers, part-day, or school-age facilities;

Two visits per year for part-year programs;

Three visits per year for facilities with a history of compliance;

Six visits per year for applications, six-month permits, and changes in facility class except a large FCC
home changing to a FCC home; and

Twelve visits per year for seriously noncompliant facilities.
On occasions when licensing staff visit a facility between monitoring visits for purposes such as picking up
paperwork, providing consultation on a specific issue, or verifying a required repair or purchase, a full monitoring
visit is not required and the visit is not counted toward the required number of visits. If numerous, repeated or
serious noncompliance is observed during the visit, a complete monitoring visit is conducted. If caseloads prevent
licensing staff from conducting the required number of monitoring visits, the supervisor consults with the staff on
case management, and the number of required visits may be reduced if approved by the regional program
manager. This adjustment is approved and documented in the case record by the supervisor. Required visits to
nonproblematic licensed facilities may be reduced by one visit per year for no longer than a one-year period. More
information about 340:110-1-9. Case Management, Instructions to Staff, is available at
http://www.okdhs.org/library/policy/oac340/110/01/0009000.htm.

National Center on Child Care Quality Improvement, A Service of the Office of Child Care
9300 Lee Highway, Fairfax, VA, 22031 | Phone: 877-296-2250 | Email: OCCQualityCenter@icfi.com

4

Monitoring Strategies for Determining Compliance

July 2014

Child Care’s National Child Care Information and Technical Assistance Center

Full and Abbreviated Compliance Reviews
States generally conduct full compliance reviews during monitoring visits where all possible areas of regulatory
compliance are measured and every rule is checked for compliance. According to NARA (2013), States typically
conduct a full compliance review of programs every 1 – 2 years, most often as part of the license renewal process.
A growing number of States are using an abbreviated compliance review to conduct at least some inspections.
NCCCQI (2013) reported that more than 55 percent of States in 2011 were using abbreviated compliance reviews
for some inspections, mostly during routine compliance reviews.
States have different approaches to deciding if and when to use an abbreviated compliance form. NARA (2013)
reported that in 2011, most of the States that use abbreviated compliance forms had policies on when to switch
from an abbreviated compliance review to a full compliance review. The following examples illustrate how States
determine when to use full and abbreviated compliance reviews:


Florida inspects centers a minimum of three times per year and family child care (FCC) homes two times per
year. As part of the 1996 WAGES Act, the Florida Legislature directed the Department of Children and Families
and local licensing agencies to develop and implement an abbreviated inspection plan for child care facilities
based on certain statuatory criteria. Florida has an automated child care inspection system that tracks
violation data and identifies the providers eligible for abbreviated inspections. Eligible providers have had no
Class I or Class II (most serious) violations for two consecutive years. If violations are found during an
abbreviated visit, the provider is no longer eligible to be monitored using the shorter form and must have a
full compliance review. Florida’s laws about conducting abbreviated inspections are available in 2013 Florida
Statutes Sections 402.26 – 402.319 Child Care at
http://nrckids.org/default/assets/File/StateRegs/FL/FL_Statutes_402_26-402_319_Child_Care.pdf.



The Georgia licensing agency conducts a minimum of two visits per year, including a licensing study and a
monitoring visit. The licensing study is a full inspection using an inspection form that includes all rules, with the
core rules highlighted (see page 8 for more detail). Monitoring visits involve the use of an abbreviated form
that only includes the core rules.



North Carolina’s state statute requires that all providers are inspected by the licensing agency at least once
per year, in addition to annual inspections by local or state health and fire inspection agencies. For programs
to receive an abbreviated monitoring visit, they must have a four- or five-star license and a compliance score
of 85 percent over the past 18 months prior to the scheduled visit date. In the rated license system, higher star
levels are obtained by meeting additional requirements related to program quality standards and education
levels of staff. “Chapter 110 Child Care Facilities,” in North Carolina General Statutes (2013) is available at
http://nrckids.org/default/assets/File/StateRegs/NC/07-13%20Article%207.pdf.



Texas inspectors and investigators determine which standards to evaluate prior to the inspection but have the
ability to add standards during the inspection, if needed. All standards must be evaluated at least once every
two years. Standards may be re-evaluated as a result of investigations, follow up on previous deficiencies, or
as part of a corrective action. Texas policies on Preparing for Inspections are in Section 4140 in the Texas’
Licensing Policy and Procedures Handbook at
http://www.dfps.state.tx.us/handbooks/Licensing/Files/LPPH_pg_4000.asp#LPPH_4140.



Utah inspects centers and FCC homes twice a year. All providers receive an abbreviated unannounced
compliance review and a full announced compliance review annually. All of Utah’s announced (full) and
unannounced (abbreviated) inspection checklists are available on its Web site at
http://health.utah.gov/licensing/centerinspectionchecklists.htm (centers) and at
http://health.utah.gov/licensing/HomeInspectionChecklists.htm (FCC homes).
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Approaches to Identifying Critical Rules
Often differential monitoring involves monitoring programs using a subset of the licensing rules to determine
compliance. There are two methods that States have used to identify these critical rules:




Key Indicators: An approach that focuses on identifying and monitoring those rules that statistically predict
compliance with all the rules; and
Risk Assessment: An approach that focuses on identifying and monitoring those rules that place children at
greater risk of mortality or morbidity if violations or citations occur.

Focusing on specific rules, whether through a key indicator or risk assessment process or a combination of both,
can assit the licensing agency to:


Implement a differential monitoring policy;



Guide case management such as targeted technical assistance or witnessed visits;



Determine enforcement actions based on categories of violations; and



Assist families in better understanding the potential impact of noncompliance on their child’s care.

Key Indicators
Here we describe the key indicator approach, where States identify those rules that statistically predict overall
compliance. A methodology for key indicators was developed by Dr. Richard Fiene at Pennsylvania State
University. Dr. Fiene (2014) states that “if a program is 100% in compliance with the Key Indicators, the program
will also be in substantial to full compliance with all rules. The reverse is also true in that if a program is not 100%
in compliance with the Key Indicators, the program will also have other areas of non-compliance with all the
rules.” (p. 3)
The indicator methodology was based on research to study the impact of child care quality on children’s
development and the relationship between program quality and compliance with state licensing rules (Fiene,
2013). Several conducted in Pennsylvania in the 1980s found that programs in substantial compliance with
licensing rules had better quality than those with 100% compliance (with a focus on recordkeeping), which led to
including more program items in licensing rules. The studies supported greater use of indicators to save monitoring
time and permit more technical assistance and consultation on quality improvement (Fiene, 1986, Kontos & Fiene,
1987).
The key indicators approach is often used to determine the rules to include in an abbreviated inspection form or
checklist. Some States have worked with Dr. Fiene to implement his statistical methodology; however, other States
have determined indicators by reviewing their rules and choosing by consensus those considered most critical to
protecting children’s health and safety. In addition, States that use key indicators often include a few additional
rules in their inspections, based on level of risk or random selection.
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Washington Employs Key Indicator System
Washington based its system of monitoring checklists on the thirteen indicators developed by Dr. Richard Fiene
(2002) for the U.S. Department of Health and Human Services a number of years ago. These are used across all
types of programs—centers, FCC homes, and school-age programs. Providers with nonexpiring full licenses are
monitored using an abbreviated checklist when the site has demonstrated a high level of compliance since the
prior visit. This includes, but is not limited to, no valid complaints, compliance agreements, or other information
demonstrating noncompliance with licensing rules. Licensors are required by policy to move to a full checklist in
cases where providers are not in compliance with any of the key indicators. Washington has started to use
electronic licensing forms and data gathering that will allow for statistical weighting in future years, after the data
have matured. Washington’s licensing agency includes some rules in addition to the key indicators in their
abbreviated checklists.




Policies and Procedures



Monitoring Visit Policies:
http://www.del.wa.gov/publications/licensing/docs/MonitoringVisitPolicy.pdf



Monitoring Visit Procedures:
http://www.del.wa.gov/publications/licensing/docs/MonitoringVisitProcedure.pdf

Monitoring Tools



Child Care Center Full Licensing Checklist:
http://www.del.wa.gov/publications/licensing/docs/CenterLicensingChecklist.pdf



Child Care Center Abbreviated Monitoring Checklist:
http://www.del.wa.gov/publications/licensing/docs/CenterMonitoringChecklist.pdf



FCC Home Full Licensing Checklist:
http://www.del.wa.gov/publications/licensing/docs/FHLicensingChecklist.pdf



FCC Home Abbreviated Monitoring Checklist:
http://www.del.wa.gov/publications/licensing/docs/FHMonitoringChecklist.pdf

Risk Assessment
A risk assessment approach can be used to determine the rules that pose a greater risk of harm to children if
violated. Risk assessment is most often tied to classifying or categorizing rule violations and can be used to identify
rules where violations pose a greater risk to children, distinguish levels of regulatory compliance, or determine
enforcement actions based on categories of violations.
There are a number of ways licensing regulations can be assessed for risk, including the following:


Probability of harm (high, medium, low);



Severity of harm (extreme, serious, moderate, low); or



Frequency of violation (numerous, repeated) based on those considered most critical to protecting children’s
health and safety.

States that choose a risk assessment approach must determine whether to assign a risk category to all rules or a
selected set of rules. A risk category might be assigned to all rules so that enforcement can be tied to level of risk.
For example, Florida has categorized all rule violations based on the threat of harm to children:
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“Class I Violations” are the most serious in nature, pose an imminent threat to a child including abuse or
neglect, and could or do result in death or serious harm to the health, safety, or well-being of a child;



“Class II Violations” are less serious in nature than Class I violations, and could be anticipated to pose a threat
to the health, safety, or well-being of a child, although the threat is not imminent; and



“Class III Violations” are less serious in nature than either Class I or Class II violations, and pose a low potential
for harm to children.

Alternatively, a licensing agency might only assign a risk category to a subset of rules if the primary purpose of risk
assessment is to determine the need for further monitoring visits. Ohio has defined Serious Risk Noncompliances
(SRNC) for centers and group child care homes based on requirements with the highest risk of harm if violated.
Regulations are organized into three large categories: 1) Lack of Supervision, 2) Administrative Negligence, and 3)
Environmental Hazards. If a program has a certain number of serious risk violations, they receive additional full
compliance inspections. A summary document of the requirements chosen as SRNC is available at
http://jfs.ohio.gov/cdc/RiskRules.pdf.
Oklahoma has also identified serious noncompliances that expose children to conditions that present an imminent
risk of harm. Their policies clarify that “Imminent risk of harm must be assessed based on the age of the child, the
amount of time the caregiver was out of compliance, and the caregiver's efforts to mitigate the risk. Serious
noncompliances are identified through licensing observations, confirmed complaint investigations, and/or selfreported incidences.” The policies are available at
http://www.okdhs.org/library/policy/oac340/110/01/0009003.htm.
Some States use risk assessment to classify violations and determine enforcement approaches. For example, in
Florida, violations of the minimum health and safety standards are automatically classified as Class I, Class II, or
Class III based on the potential for harm to a child. Enforcement actions, such as monetary fines, are determined
by the classification of violations and number of occurrences in a progressive enforcement model. Licensing
inspection reports are posted on the Florida Department for Children and Families Web site and include violation
classifications. The definitions of the three classes are found in “Chapter 65C-22 Child Care Standards” of the
Florida Administrative Code (8/1/2013) at http://nrckids.org/default/assets/File/StateRegs/FL/FL_Chapter_65C22.pdf.
In Utah, rule violations are classified as Level 1, 2, or 3 violations, depending on both the seriousness of harm to a
child that could result from the violation, as well as the likelihood that harm will occur. Level 1 findings are
categorized as “cited” findings the first time they occur. Level 2 and 3 findings are initially classified as “technical
assistance” findings, which mean that providers are given technical assistance and the opportunity to correct the
violation. The number of rule violations and the severity of the violations determine if providers may be placed on
a conditional license with additional monitoring inspections. The frequency of monitoring inspections may also
increase due to noncompliance during the conditional period. Definitions of the violation levels are available in the
“Introduction” section of the Child Care Center Rule Interpretation Manual at
http://health.utah.gov/licensing/rules/Interpretation/Center/Section%201-%20Introduction.pdf. Utah’s
interpretation manuals include noncompliance levels for each licensing requirement. The manuals are available at
http://health.utah.gov/licensing/rules.htm.
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Texas’ Weighted Standards Based on Risk
In Texas, all of the Child Care Licensing Minimum Standards have been assigned a weight (High, Medium High,
Medium, Medium Low, or Low) based on the risk that a violation of that standard presents to children. Weights
are noted within the minimum standards documents in the left margin next to each standard or subsection. Only
those standards that can be violated (marked as a deficiency) are weighted. The weighted enforcement system
utilizes the program’s operations compliance history including the repetition of violations, investigations, types,
and number and weight of deficiencies to generate the enforcement recommendations. The Texas licensing
standards are available at http://nrckids.org/index.cfm/resources/state-licensing-and-regulationinformation/texas-regulations/.
In Texas, inspectors and investigators determine which standards to evaluate prior to the inspection but have the
ability to add standards during the inspection, if needed. All standards must be evaluated at least once every two
years. Standards may be re-evaluated as a result of investigations, follow up on previous deficiencies, or as part of
a corrective action. The weighted enforcement system utilizes the operations compliance history, including the
repetition of violations, investigations, types, and number and weight of deficiencies to generate the enforcement
recommendations.
Licensing staff document observations to capture the scope and severity of the deficiency, but the weighted
standards are now part of the licensing database and decisionmaking process, resulting in more consistent and
equitable enforcement practices. The Child Care Licensing Automation Support System (CLASS)* Risk Review is a
tool that supplements the professional assessments of licensing staff. The CLASS Risk Review produces
enforcement recommendations based upon the type, number, weight, and repetition of violations over the course
of an operation’s two-year compliance history. A Risk Analysis summary can be requested by staff seeking
feedback on corrective actions. Facilities with serious deficiencies or a significant number of deficiencies, repeat
deficiencies, or that fail to make timely corrections, are inspected more frequently to monitor the level of risk to
children.
For more information, see “Section 4500: Evaluating Risk to Children” in the Texas Licensing Policy and Procedures
Handbook at http://www.dfps.state.tx.us/handbooks/Licensing/Files/LPPH_pg_4300.asp#LPPH_4500.
*CLASS is the Child Care Licensing Automation Support System. It is a computer application used by Texas licensing staff for
record management.
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Georgia’s Core Rules
Georgia uses a core rule reference chart to determine and assess the health and safety risk of noncompliance to
children. When child care licensing consultants conduct inspections, they use the chart to assess the level of
severity of the violation and guide their decisionmaking on issuing citations. Each time any core rule within the
core rule categories is cited, the risk level of the citation is also assessed. Risk level is assigned at low, medium,
high, and extreme levels. The number of core rule categories cited and the assigned risk level determines the
annual compliance level. A facility’s annual compliance status is determined on June 30 of each year, based on the
performance for the past fiscal year (July 1-June 30), is posted on the public Web site, and remains in place for the
next fiscal year. Additional information about Georgia’s core rules is available at
http://decal.ga.gov/ChildCareServices/CoreRulesInformation.aspx.
Family Day Care Home Rule Categories






Criminal Records Check
Discipline
Field Trips
Infant Sleeping Safety Requirements
Overcrowding Registration Requirements







Physical Plant
Playgrounds
Staff:Child Ratios
Supervision
Swimming Pools and Water Related Activities

Child Care Learning Center and Group Day Care Home Core Rule Categories







Diapering Areas and Practices
Discipline
Field Trips
Infant Sleeping Safety Requirements
Hygiene
Medications








Physical Plant
Playgrounds
Staff:Child Ratios
Supervision
Swimming Pools and Water Related Activities
Transportation

Issues To Consider
The goal of differential monitoring, abbreviated compliance tools, risk assessment and key indicators is to create
efficiencies and greater effectiveness in monitoring and enforcement, permitting more time for monitoring,
especially of those facilities with lower compliance that need more technical assistance and program consultation.
It should be noted, however, that these strategies should only be implemented when built on a strong licensing
structure with a foundation of adequate periodic unannounced inspections. The States surveyed for this report use
different tools and methodologies for measuring compliance, and feel that this practice has increased their
enforcement capability. The increased use of these methodologies across States raises some questions for the field
to consider:


While abbreviated compliance forms are widely used, most are not developed using a methodology that
statistically predicts compliance. Are all of these methods equally effective in measuring the level of
compliance with licensing rules?



Are all abbreviated compliance systems successful in creating both efficient and effective use of resources?
What are the similarities and differences and what is their impact on effective regulation?



What is the best mix of the measurement methodologies discussed in this report for consistent and strong
enforcement of the licensing rules?
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How do these methods impact the relationship between licensing and other entities that monitor child care
programs, such as Head Start, Quality Rating and Improvement Systems, prekindergarten, and national
accreditation?

States must continue to educate providers on the importance of meeting all licensing rules, not only those that are
identified as being critical to children’s health and safety. Licensing staff should receive training and guidance on
remaining diligent during all on-site inspections, and carefully observing and assessing all facets of the physical
facility and program including interaction between staff and children. Licensing policy and procedures should also
guide staff on what factors will trigger a full compliance review at any inspection using an abbreviated tool. Lastly,
research is needed to compare the various forms of abbreviated compliance systems for their effectiveness in
measuring compliance levels and fostering improved compliance and quality.
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OVERVIEW
The purpose of this research brief is to provide guidance for state child care agencies as they think about revising
their state child care regulations. The brief is based upon a synthesis of literature around the health and safety
standards for out-of-home child care found in Stepping Stones to Using Caring for Our Children, using 13
predictor/indicator topics to provide focus. The brief examines evidence that exists to support how these standards
protect children from harm. The audiences for this research brief are state administrators and policymakers, child care
providers, and early childhood researchers. It combines two licensing measurement methodologies (Fiene & Kroh,
2000): 1) Licensing weighting and 2) indicator systems. Licensing weighting and indicator systems are two licensing
measurement tools that have been utilized in the licensing literature for the past 20 years. These two methodologies
are part of the Licensing Curriculum developed by the National Association for Regulatory Administration. These
methodologies constitute the most researched tools for conducting inferential inspections by licensing agencies.
The National Resource Center for Health and Safety in Child Care utilized the two licensing measurement
methodologies to develop a user-friendly, shortened assistance tool based upon Caring for Our Children: National
Health and Safety Performance Standards for Out-of-Home Child Care, a comprehensive standards document
containing over 900 standards. The shortened assistance tool, Stepping Stones to Using Caring for Our Children , is a
statistically determined version of Caring for Our Children , based upon the most critical standards to protect children
from harm in out-of-home child care. Employing the indicator system methodology, this research brief builds upon
Stepping Stones by focusing on those standards that protect children from harm in child care. These standards are
also key predictors regarding childrens positive outcomes while in child care and are statistical indicators of overall
compliance with child care regulations. The indicators in this brief contain a reduced number of standards from those
presented in Stepping Stones . These standards have gone through a weighting consensus based on risk factors as
well as an indicator methodology that selects standards on the basis of being able to predict overall compliance with
standards and positive outcomes for children. As state regulations are rewritten, this brief will constitute a major step
forward in support of state child care agencies as they attempt to ascertain which standards are the keys to protecting
children.
This research brief is the final product of a lengthy process that started in 1979, when the Federal Interagency Day
Care Requirements (FIDCR) were being drafted and the Department of Health, Education and Welfare (HEW) was
looking for a streamlined tool for conducting monitoring reviews. The weighted licensing indicator system was just
being developed in Pennsylvania (Fiene & Nixon, 1981) and this new methodology looked like a potential solution for
the FIDCR standards. Although the FIDCR standards went through several drafts, the standards were never finished
and implemented. However, the interest of HEW (became the Department of Health and Human Services (HHS) in

1980) in the weighted licensing indicator system methodology never wavered. A federal demonstration grant was
given to Pennsylvania to further develop this methodology and begin pilot testing it in a consortium of states from
1980-1985 (Fiene, 1988). After 1980 it became clear that the monitoring focus for child care programs was shifting
from the federal government to the states. HHS wanted to assist states in their monitoring efforts and felt that the
weighted licensing indicator system was an innovative means for doing this.
During 1980s and early 1990s, many states utilized this methodology to help streamline their licensing enforcement
systems. In 1994, a study from the U.S. General Accounting Office (GAO) estimated that 30 states were using the
methodology in one form or another. The methodology has been used in child care and in other human services areas
as well, including: mental health, early intervention, child welfare, and youth services (Fiene, 1988). During this time, a
national data base was established at the Pennsylvania State University in order to track the various state regulations
that constituted respective states weighted licensing indicator systems. The remarkable aspect of this data collection
effort and data base was that a core set of indicators began to appear. Although the wording was not exact from state
to state, every state had the same indicators appearing on their indicator checklists in some fashion. Thirteen key
indicators consistently appeared. The 13 indicators were the following: child abuse reporting and clearances, proper
immunizations, staff child ratio and group size, director and teacher qualifications, staff training,
supervision/discipline, fire drills, administration of medication, emergency plan/contact, outdoor playground safety,
inaccessibility of toxic substances, and hand washing/diapering.
From the early 1990s, the methodology began to gain the attention of national organizations that were interested in
utilizing it outside of the licensing domain. For example, the National Child Care Association was interested in using it
for their newly developing accreditation system (Fiene, 1992). In 1994, the Maternal and Child Health Bureau and the
National Resource Center for Health and Safety in Child Care became interested in exploring a means for targeting
certain standards in Caring for Our Children based upon the methodology. Stepping Stones is the product of that
endeavor. However, only the weighting consensus portion of the methodology was utilized in the development of
Stepping Stones . This research brief completes that process by incorporating the key indicator portion of the
methodology.
This research brief updates reviews of recent research that is related to the 13 indicators that form the basis of the
national database maintained at the Pennsylvania State University. It also lists the standards from Caring for Our
Children that correspond to the 13 indicators. In many of the indicators, several standards are listed because the
indicator was represented by different wording or emphases in the various state regulations. Therefore, when the
comparison between the Caring for Our Children standards and the national data base of the state child care
regulations was completed, many variations on each specific indicator were included.
The research brief then summarizes the research that has been completed in the 1990s and identifies gaps where
additional research is needed. Following that, a summary table gives additional detail in an annotated bibliographic
fashion on key studies that demonstrate the importance of the particular indicator. This research base and review
clearly documents the importance of the 13 indicators when determining the health and safety of young children in
child care and the overall quality of a program.
These key indicators support and embrace the overall research literature related to child care quality. Many of the
indicators have been identified as key surrogates of child care quality that have an impact on young children and as
being a reliable tool for identifying high compliant versus low compliant programs. The research literature over the past
20 years has demonstrated that these indicators accomplish two things. One, they statistically predict overall
compliance with regulations in particular states. And two, a significant relationship exists between compliance with
these indicators and positive outcomes for young children (Fiene, 1994).
[Go To Contents]

INTRODUCTION

INTRODUCTION
The Office of the Assistant Secretary for Planning and Evaluation and the Bureau of Maternal and Child Health in the
U.S. Department of Health and Human Services have commissioned this research brief through an interagency
agreement; it was developed from a comprehensive literature search conducted by the National Resource Center for
Health and Safety in Child Care.
The purpose of this research brief is to review and to provide an analysis of the research literature focused on 13 key
licensing indicators of quality in child care. These 13 indicators were used in the development of Stepping Stones to
Using Caring for Our Children (1997). Stepping Stones is a publication developed from the National Health and Safety
Performance Standards: Guidelines for Out-of-Home Child Care Programs [Caring for Our Children(CFOC)] to identify
those standards most needed for the prevention of injury, morbidity, and mortality in child care settings. The National
Resource Center developed Stepping Stones and is currently revising the National Health and Safety Performance
Standards .
The 13 key licensing indicators, empirically identified in the research literature (Fiene & Nixon, 1981, 1983; Fiene,
1988; Fiene, 1994), have been part of a generic child care regulatory database for the past two decades. This
database has been used by many states in the development of their respective licensing indicator systems.
This research brief will highlight the latest pertinent research studies related to the 13 indicators that have been
completed since the publication of the National Health and Safety Standardsin 1992. The research brief will also focus
on gaps in the research literature where additional empirical research needs to occur. In some cases, research going
back further than the last decade was used because of the classic nature of the studies and their significance to the
13 key indicators. The 13 indicators are the following: child abuse reporting and clearances, proper immunizations,
staff:child ratio and group size, director and teacher qualifications (two indicators), staff training,
supervision/discipline, fire drills, administration of medication, emergency contact/plan, outdoor playground safety,
inaccessibility of toxic substances, and handwashing/diapering. The order in which the indicators are reviewed in this
research brief is arbitrary and does not reflect the degree of risk associated with an indicator.
This research brief is organized by indicator, followed by each related standard from Caring for Our Children. Next, the
latest empirically-based research that demonstrates the importance of the indicator and any noted gaps in the
research literature are listed. Finally, a summary table that lists pertinent research citations related to each indicator is
included. When fewer research citations were available, the summary table of research selections mirrors the
research cited in the review section. When many research selections were available, the summary table and the
research review sections are very different due to the large number of research citations. A conclusion summarizing
the results of this research brief concludes the document.
[Go To Contents]

CHILD ABUSE INDICATOR
The following list of standards based upon Caring for Our Children (CFOC) are taken from the National Data Base of
Key Weighted Licensing Indicators that is maintained at the Pennsylvania State University. This national data base
maintains all the state licensing regulations that fall under this particular indicator. State regulations are sometimes
worded a bit differently or emphasize different aspects of this indicator. Therefore, in comparing the national data base

of state regulations with CFOC standards, several different standards are selected for inclusion under this particular
indicator. Twelve standards from CFOC were selected because states measure the child abuse indicator in 12
different ways.

CARING FOR OUR CHILDREN (CFOC) STANDARDS (1992):
HP 094: The facility shall report to the department of social services, child protective services, or police any instance
where there is reasonable cause to believe that child abuse, neglect, or exploitation may have occurred.
HP 095: Caregivers and health professionals shall establish linkages with physicians, child psychiatrists, nurses,
nurse practitioners, physicians' assistants, and child protective services who are willing to provide them with
consultation about suspicious injuries or other circumstances that may indicate abuse or neglect. The names of these
consultants shall be available for inspection.
HP 096: Caregivers must be aware of the common behaviors shown by abused children and, if many such children
are in the center, make special provisions for them by the addition of staff.
HP 097: Caregivers who report abuse in the settings where they work shall be immune from discharge, retaliation, or
other disciplinary action for that reason alone, unless it is proven that the report was malicious.
HP 098: Employees and volunteers in centers shall receive an instruction sheet about child abuse reporting that
contains a summary of the state child abuse reporting statute and a statement that they will not be discharged solely
because they have made a child abuse report.
HP 099: All caregivers in all settings and at all levels of employment shall know the definitions of the four forms of
child abuse and shall be able to give examples. They shall know the child abuse reporting requirements as they apply
to themselves, and how to make a report.
HP 100: Caregivers with a year of experience in child care, and all small family home caregivers, shall know the
symptoms and indicators of abuse that abused children may show. They shall know the common factors, both
chronic and situational, that lead to abuse, and some ways of helping persons who are prone to abuse to avoid
committing abuse. These symptoms and indicators shall be listed in the written policies.
HP 101: Center directors shall know methods for reducing the risks of child abuse. They shall know how to recognize
common symptoms and signs of child abuse.
HP 102: Caregivers shall have ways of taking breaks and finding relief at times of high stress (e.g., they shall be
allowed 15 minutes of break time every four hours, in addition to a lunch break of at least 30 minutes).
HP 103: The physical layout of facilities shall be arranged so that all areas can be viewed by at least one other adult
in addition to the caregiver at all times to reduce the likelihood of isolation or privacy for individual caregivers with
children, especially in areas where children may be undressed or have their genitals exposed.
HP 104: Caregivers shall be knowledgeable about the symptoms and signs caused by sexually transmitted diseases
(STDs) in children. They must refer such children for care by calling the health care provider as well as the parent in
order to be certain that the child is taken for care. They must determine from the health care provider when the child
may return to the site and what precautions, if any, are needed to protect other children. Caregiver training on these
items shall be documented.

ST 034: Directors and large family home caregivers shall check references and examine employment history before
employing any staff, including substitutes, who will be alone with a child or a group of children in child care.

RESEARCH REVIEW/GAP ANALYSIS:
A major concern of parents when they drop their children off at child care is the safety of their children in the hands of
the caregivers. The abuse of children in out-of-home settings has generated a good deal of concern. However, all
documented research in this area indicates that fewer instances of abuse occur in child care programs than in homes
or residential facilities (Finkelhor & Williams, 1990; Goldman, 1993; Margolin, 1991). If abuse does occur, though,
parents must be aware of several signs that are cause for concern. According to research, physical abuse most
frequently occurs in the form of excessive discipline, often as a response to prior conflict with the child. Sometimes,
excessive discipline may have been inadvertently supported by parental permission for corporal punishment. Although
sexual abuse occurs less frequently in centers than in homes, the effects of sexual abuse on the child seems worse
in centers. Sexual abuse often involves physical abuse (Schumacher & Carlson, 1999).
Several things that a program can do to foster an effective and harm-free child care experience include increased
caregiver support (high staff-child ratios, sufficient breaks, etc.), a model of care, a focus on positive behavior, a
consumer orientation, training opportunities, program evaluation, and an internal program audit (Daly & Dowd, 1992).
Any effective staff development program incorporates these elements. When the staff is fully supported with these
elements, the risk for abusive behavior decreases substantially. Research (Reyome, 1995) has also shown that
satisfaction in the role of child care worker is inversely related to abusive attitudes. However, overall competence and
feelings of efficacy in the role of child care worker are not significantly related to abusive attitudes.
Other research (Thompson, Laible, & Robbennolt, 1997) indicates that child maltreatment might be prevented through
child care programs that offer social support, parent networking, child-rearing advice, and informal counseling to
troubled parents. This idea is attractive in the abstract, but it is often difficult to implement. The Thompson et al.
study examines the nature of social support and its efficacy in preventing child abuse and neglect, the characteristics
and needs of abuse-prone parents, the roles of child care providers, and the institutional and economic conditions that
can make child care programs uniquely valuable but challenging settings for assisting families at risk.
Another area that should be addressed is the caregivers ability to recognize abuse when it has occurred. Research
(Wurtele & Schmitt, 1992) indicates that child care personnel know significantly less about the procedures for
reporting suspected abuse and their protection under the law when compared to child sexual abuse experts. While
child care staff are potential resources for abused children, they may fail to report suspected abuse if they do not
know their legal responsibilities and their rights and protections under the law. These researchers have made
suggestions for improving child care workers knowledge about reporting suspected sexual abuse cases. A basic
educational program clearly delineating the legal responsibilities of staff, including requirements for reporting, is
needed.
Linking nurses with child care programs seems to be a viable alternative (Mondor & Wray, 1994). Such an innovative
program was implemented in Edmonton, Alberta, Canada, in which a health program focusing on child abuse and
neglect was linked with local child care programs. This program grew out of a study done by OMara and Chambers in
which 53 percent of child care operators felt they needed more information on child abuse and how to detect potential
abuse related to children in their care.
User manuals can also be excellent training tools. One user manual of particular note was developed by the National
Center on Child Abuse and Neglect, titled Caregivers of Young Children: Preventing and Responding to Child
Maltreatment. Another good user manual is the Arkansas Healthy Children Handbook (1998), which has an excellent
section on Child Maltreatment. The American Camping Association has an excellent guide, For Their Sake:

Recognizing, Responding to, and Reporting Child Abuse (1992). Additionally, a Teaching Strategies text called Caring
for Infants and Toddlers: A Supervised, Self-Instructional Training Program (Volume I) (1991) has an exceptional
chapter that recognizes child abuse and neglect. All of these handbooks, texts, and manuals are useful tools to be
used for training child care staff on what to look for and how to report suspected child abuse and neglect. These tools
also provide directors of child care programs with helpful information on designing a prevention program at their child
care centers.
The community context in which child abuse and neglect takes place may influence both reporting and outcomes of
investigations into such incidents (Craft & Staudt, 1991). The general purpose of the Craft & Staudt (1991) study was
to determine if two types of communities (rural and urban) would present differences in the reporting and
substantiating of possible child neglect situations. For example, although where one lives (rural or urban) does not
significantly influence the projected likelihood of a situation being reported as neglect; considerable agreement exists
between urban and rural respondents on what should be reported as neglect. Even so, workers in both communities
did not agree about what would be substantiated in those communities. To further clarify this issue, Groeneveld and
Giovannoni (1977) found that if a complaint was reported by a professional source it was more likely to be
substantiated than if reported by a relative or neighbor.

SUMMARY TABLE:
Citation: Margolin (1991), Abuse and neglect in non parental child care: a risk assessment, Journal of Marriage & the
Family, 53(3):694-704.
Summary: Interviews were conducted with 982 mothers of young children to assess factors related to childrens risk of
abuse and neglect by non parents temporarily responsible for child care. The target populations consisted of mothers
who had given birth to at least one child during the previous six years (May 1984 through April 1990). Mothers were
identified through certificates of live births located in the courthouse of a Midwestern county. Equal numbers of
mothers were randomly selected from each month of the survey years. One hundred twenty-five mothers (13% of
those surveyed) said that one or more of their children had been harmed or neglected by a nonparental caregiver. The
strongest correlates of child abuse were caregiver gender and age. Although males were responsible for only 6.1% of
non parental child care, they committed 40% of the child abuse. Adolescents performed 8.5% of non parental child
care but committed 44% of the child abuse. Children were significantly less likely to be abused in a day care center or
preschool than in home-based child care. The strongest correlates of neglect were the childs age, the caregivers age,
and the child care setting. Babies under the age of one year were three times more likely to be neglected, adolescent
caregivers were twice as likely to be neglectful, and as was true of child abuse, home-based care was the setting with
the greatest risk.
*************************
Citation: Bybee & Mowbray (1993), An analysis of allegations of sexual abuse in a multi-victim day care center case,
Child Abuse and Neglect, 17(6):767-83.
Summary: This study applied criteria from Statement Validity Analysis (SVA) protocols to aggregate record review
data of alleged sexual abuse of over 100 children in a day care center. The use of SVA criteria supported the
veritability of allegations in this case, with the data analysis reflecting consistency, logical structure, and spontaneity
of allegations.
*************************

Citation: Wurtele & Schmitt (1992), Child care workers knowledge about reporting suspected child sexual abuse, Child
Abuse & Neglect, 16(3):385-90.
Summary: As reports of the sexual abuse of preschool aged children increase and the number of children in day care
expands, it is important to recognize child care workers as potentially important resource persons for sexually abused
preschoolers. Although they are potential resources for abused children, they may fail to report suspected abuse if
they do not know their legal responsibilities and their rights and protections under the law. The purpose of this study
was to determine child care workers knowledge about their reporting rights and responsibilities. Relative to child
sexual abuse experts, day care personnel knew significantly less about the procedures for reporting suspected abuse
and their protection under the law. Suggestions for improving child care workers knowledge about reporting suspected
sexual abuse cases are provided.
*************************
Citation: Bassoff & Willis (1991), Requiring formal training in preventive health practices for child day care providers,
Public Health Reports, 106(5):523-9.
Summary: The study was a test of the feasibility of mandating training in preventive health practices for child day
care providers in California. Three approaches were taken to determining the feasibility of mandatory training. They
were (a) to identify persons and groups with the capability to provide training, (b) to identify systems and networks for
communication and collaboration on health issues related to day care at the local level, and (c) to determine the child
day care providers concerns, needs, and future interests regarding child health. Information was collected on relevant
courses offered by universities, colleges, and adult education programs; on training offered by child health authorities;
and on formal curriculums offered by local and national sources. Day care center and family day care home providers
were surveyed to determine their knowledge of child health issues, their concerns, and their future needs. The
providers surveyed cared for a total of 14,340 children. Information on local networks was obtained from the surveys,
from interviews, and from a special task force that had been set up to advise the State legislature. Study results
supported the conclusion that a coordinated system of State-wide training was feasible, given the existing networks of
training and educational resources, the number of day care providers who had already been motivated to seek some
training in child health practices, and the almost unanimous interest among day care providers in obtaining training.
Mandatory training in child health for day care providers will require a commitment in the form of new legislation
outlining basic requirements and allocating funding. The implementation and costs of such a mandate at the State and
local level are discussed.
*************************
Citation: Craft & Staudt (1991), Reporting and founding of child neglect in urban and rural communities, Child Welfare,
70(3):359-70.
Summary: The community context in which child abuse and neglect takes place may influence both reporting and
outcomes of investigations into such incidents. This study examines and contrasts urban versus rural community
perceptions of neglect by lay citizens and protective service workers.
*************************
Citation: Cohen (1998), Bettering your odds of not getting sued, Child Care Information Exchange, 123, 74-78.

Summary: Reviews five serious issues that can result in lawsuits against child care centers and suggests ways
directors can make them less likely. Discusses suits resulting from: injuries to a child; sexual abuse of a child;
contractual matters with parents; wrongful termination of employees; and failing to care for a child with special health
needs.
*************************
Citation: Goldman (1995), Recognizing child abuse and neglect in child care settings, Day Care & Early Education,
22(3):12-15.
Summary: Draws attention to the prevalence of child abuse in homes, and discusses the extent of the problemits
definition and its physical, behavioral, and environmental indicators. Discusses the child care workers role in knowing
how to report the crime, teaching a child how to prevent it, and combating it by being informed and aware personnel.
*************************
Citation: Daly & Dowd (1992), Characteristics of effective, harm free environments for children in out of home care,
Child Welfare, 71(6):487-96.
Summary: Discusses specific elements that can foster effective and abuse free out of home care, increase program
effectiveness, and reduce negative outcomes such as staff burnout. Elements include caregiver support, a model of
care, a focus on positive behavior, a consumer orientation, training, program evaluation, and an internal program audit.
*************************
Citation: Mondor & Wray (1994), Whats the matter with Johnny? telltale signs of child abuse and neglect, Canadian
Nurse , 90(4):35-8.
Summary: Day care workers must be able to recognize and respond to the telltale signs of child abuse and neglect.
They also need a sound understanding of the services available to these children and their families. Nurses can help.
*************************
Citation: Schumacher & Carlson (1999), Variables and risk factors associated with child abuse in day care settings,
Child Abuse & Neglect, 23(9):891-898.
Summary: Identified variables associated with abuse of children in day care centers and homes and specified risk
factors. Literature regarding physical (PA), sexual (SA) and ritual child abuse (RA) was reviewed, focusing on
identification of variables associated with victims, perpetrators, and settings. PA most frequently occurred in the form
of over discipline, was a response to prior conflict with the child, and may have been inadvertently supported by
parental permission for corporal punishment. SA often include PA and occurred less frequently in centers than in
homes, but effects on the victim seemed worse in centers because severity was worse. A Satanic overtone
frequently associated with RA, and RA with SA was most devastating. Effects were not temporary. Males
predominated the perpetrator profile. Multiple perpetrator abuse was worse. Failure of center staff to report suspicion
of abuse by fellow staff or parents was cited as a worry by several researchers.
*************************

Citation: Thompson, Laible, & Robbennolt (1997), Child care and preventing child maltreatment, in Dunst & Wolery
(Ed.), Advances in early education and child care, Vol. 9, 173-202.
Summary: Examines the nature of social support and its efficacy in preventing child abuse and neglect, the
characteristics and needs of abuse prone parents, the roles of child care providers, and the institutional and economic
conditions that can make child care programs uniquely valuable but challenging settings in which to assist families at
risk.
*************************
Citation: Zellman (1992), The impact of case characteristics on child abuse reporting decisions, Child Abuse &
Neglect, 16(1):57-74.
Summary: Surveyed 1196 mandated reporters (physicians, social workers, psychologists, principals) about their child
abuse reporting behavior, using vignettes in which case and characteristics were systematically varied. Data reveal
that abuse relevant judgments and reporting intentions varied as a function of case characteristics. Three case
characteristics (previous abuse, severity of abuse, and recantation) were powerful predictors of vignette outcomes.
Previous abuse led to judgments of greater seriousness. When the alleged victim retracted his/her accusation on
questioning by an authority figure, respondents were significantly less likely to intend a report. Child age, perpetrator
intent, and family socioeconomic status also influenced abuse relevant judgments and reporting intentions.
Respondents were more likely to intend a report (make a report) when younger children, lazy or angry perpetrators,
and children from poorer families were portrayed.
*************************
Citation: Haldopoulos & Copeland (1992), Case studies of child care training volunteers found to be at risk for abuse,
Early Child Development & Care, 68, 149-158.
Summary: Conducted a comprehensive screening and training program designed to train women interested in
obtaining jobs as infant caregivers. Over 100 women registered for training over a three year period, most of them low
socioeconomic status urban dwellers seeking minimum wage jobs in the suburbs. Subjects were administered an
open ended screening interview that assessed past history, child care knowledge, and individual personality
dynamics. Ten percent of subjects were screened out of the program because they were rated as being high risk for
child abuse. The case histories of six subjects are presented to illustrate the dynamics involved in the high risk rating,
which included history of physical abuse, potential emotional abuse, and sources of anger. All of the high risk
subjects sincerely saw themselves as potentially good child care providers, indicating the need for effective screening
of potential child care providers.

ADDITIONAL RESOURCES:
Child Welfare Information Gatewaywww.childwelfare.gov 1250 Maryland Avenue, SW Eighth Floor Washington DC
20024 1.800.394.3366info@childwelfare.gov
National Committee for the Prevention of Child Abuse PO Box 2866 Chicago, IL 60690-9950 Phone: 312-663-3520
http://childabuse.org
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IMMUNIZATIONS INDICATOR

IMMUNIZATIONS INDICATOR
This indicator only has one standard selected because the ACIP and AAP are the standards in the field related to
immunizations for young children.

CFOC STANDARD (1992):
APP 26the latest version of the Advisory Committee on Immunization Practices (ACIP) of the U.S. Public Health
Service and the American Academy of Pediatrics (AAP) immunization schedule.

RESEARCH REVIEW/GAP ANALYSIS:
Since child care settings are associated with outbreaks of illness, and attendees have more frequent and severe
infectious illnesses and receive more antimicrobial agents than children cared for at home, the increased use of child
care has significantly impacted the epidemiology and cost to society of infectious diseases in the United States
(Holmes, Morrow, & Pickering, 1996).
Immunizations are both a process indicator and an outcome indicator, which help protect children not just during
childhood but for the rest of their lives. Immunizations are one of the most effective means for controlling the spread
of infectious diseases in child care. Young children in child care face a greater risk of acquiring infectious diseases as
compared to older children and adults (Pickering & Solomon, 1994). Licensed child care facilities typically require upto-date immunizations for entrance, so vaccine-preventable diseases should have a reduced incidence compared to
the general population. For example, the use of the Hib vaccine has led to a dramatic decline in the incidence of
invasive disease caused by haemophilus influenzae type B.
Though immunization rates in child care have increased over the years, higher overall immunization rates are still
needed. Linking child care payments to immunizations is one approach. Most parents believe immunizations should
be undertaken for health reasons rather than monetary reasons and are ambivalent about linking child care payments
to immunizations. However, research (Bond, Nolan, & Lester, 1999) has shown that immunization levels in child care
could be increased by as much as 10% with this strategy. Responses from parents indicate that opportunistic
immunizations (e.g., immunizations given at child care facilities or in a mobile immunization van) and evening
immunization services would be welcome changes to current immunization services. This study suggests that both
flexible immunization provision and government incentives may work together to increase immunization rates.
Statewide systems can help by keeping track of immunization rates and enacting systems for continued
improvement. ECELSEarly Childhood Education Linkage System, in Pennsylvania, is a very effective and highly
evaluated program where the licensing inspection system shares data with ECELS on a quarterly basis so that
ECELS can follow up with sites that are having difficulty meeting immunization standards. This is a unique
partnership between a state agency and one of its contractors (Fiene, 1995). Another study (OMara & Isaacs, 1993)
demonstrated that reviewing and monitoring child care center records increases the reported rate of correctly
immunized preschool children. Other studies have also shown that monitoring records increases compliance with
guidelines (Aronson & Aiken, 1980). ECELS has utilized the latest computer technology by using software algorithms
to determine vaccine compliance for children. Not only does this technology track childrens immunization status, it
holds particular promise in producing positive change by following up with programs that have low compliance levels.
Two very important studies regarding illnesses in child care that have been conducted by the Washington Department
of Public Health and the Centers for Disease Control and Prevention (MacDonald et al. 1997, Cordell et al. 1997).
These studies address illnesses and absence due to illness among children who attend child care facilities in Seattle-

King County, Washington. The first study (Cordell et al., 1997) compared incidence of illness and absence among
children attending child care homes and child centers. The other study (MacDonald et al., 1997) explored passive
surveillance for communicable diseases, seeking to develop and evaluate models for public health surveillance of
illnesses among children in out-of-home child care facilities. States can consider the alternative models that these two
studies provide when attempting to establish and implement a statewide surveillance system for tracking illnesses in
child care.

SUMMARY TABLE:
Citation: Bond & Lester (1999), Immunization uptake, services required and government incentives for users of formal
day care, Australian & New Zealand Journal of Public Health, 23(4):368-76.
Summary: To determine immunization uptake in children attending formal day care prior to the introduction of
certificates and parent incentives, and to document parent and child caregivers attitudes to these strategies. In 1997,
60 child care centers and 300 family day care providers in suburban Melbourne were randomly sampled. Immunization
dates, service use and preference, and views on government incentives were obtained from parents of children under
three years of age. Providing client focused, flexible immunization services and government incentives and legislation
may work together to boost immunization levels for those in formal child care.
*************************
Citation: Ferson (1997), Infection control in child care settings, Communicable Diseases Intelligence, 21(22):333-7.
Summary: Over one-third of all under 5-year-old Australian children use some form of licensed child care. The majority
of research on infectious diseases in children using care, mainly emanating from North American and Scandinavia,
suggests that children in preschool or long day care suffer more frequent infections and more days of illness than
those cared for a home or in family day care. In order to minimize these risks it is necessary to apply infection control
principles. In this study infection risk factors are outlined and recommendations for immunization, preventative
practices, the use of antibiotics and outbreak management are presented.
*************************
Citation: OMara (1993), Evaluation of registered nurses follow-up on the reported immunization status of children
attending child care centers, Canadian Journal of Public Health, 84(2):124-7.
Summary: The purpose of this study was to evaluate whether follow up by nurses increased the reported rate of
correctly immunized preschoolers in child care centers. Records from 14 randomly selected child care centers from
the Hamilton-Wentworth area (n=514 records) were assessed for the number of correctly immunized preschoolers by
two nurses operating in different centers. The nurses advised the centers about all incomplete records and reminded
parents to update their childs immunization status. One nurse revisited all her assigned centers two to five weeks
later. Both nurses returned to the child care centers to reevaluate the records two to eight months after the initial
contact. Three hundred and eighty-two records were available for the second review (25% drop out rate). The reported
rates increased significantly for all immunizations. There was no difference when the follow up intervention was
greater. This study suggests that monitoring records improves the completeness of records in child care centers.
*************************
Citation: Fiene (1995), Utilizing a statewide training system to improve child day care quality, Child Welfare ,
74(6):1189-1201.

Summary: Describes Pennsylvanias comprehensive child day care and early childhood development training system,
focusing on the Early Childhood Education Linkage System (ECELS) and its immunization initiative. The initiative was
established to improve the overall immunization status of all children in child day care in the state.
*************************
Citation: Carter & Bumpers (1992), We must immunize every child by two, Dimensions , 20(2):5-6.
Summary: Discusses the development and initial implementation of the Every Child By Two project. The project is
designed to immunize as many newborn through two year old children in the United States as possible against
communicable childhood diseases and to create a program to systematically immunize this age group in the future.
*************************
Citation: Middleton (1995), Child care diseases: the risksand how to minimize them, Consultant , 35(2):195-8.
Summary: Is it safe to send a child with a temperature of 100 degrees F to child care? How soon after the start of
therapy can a preschooler with conjunctivitis return to child care? As the number of children attending such facilities
rises, you can expect to hear more of these questions form anxious parents. You can help reduce the risk of
infectious disease transmission by making sure that vaccination is up to date in all preschoolers; also, pneumococcal
vaccination is mandatory for children 2 years and older with serious pulmonary, cardiac, or hematologic illnesses.
Give parents a checklist of safety features to consider when they are looking for a child care center; remind them that
the risk of injury can be lowered by such measures as continuous staff supervision, use of child safety devices, and
provision of foods and toys that cannot easily be aspirated.
*************************
Citation: Pickering & Solomon (1994), Day care infections: children at risk, Patient Care, 28(9):118-21.
Summary: Day care centers provide a setting for transmission of respiratory and GI infections. Proper immunization,
preventive measures, and prompt reporting of outbreaks are the keys to control.
*************************
Citation: MacDonald, Boase, Stewart, Alexander, Solomon & Cordell (1997). Active and passive surveillance for
communicable diseases in child care facilities, Seattle-King County, Washington. American Journal of Public Health,
87(12), 1951-55.
Summary: This study presents the results of a 1992 project by the Seattle-King County Department of Public Health
and the Centers for Disease Control and Prevention to develop and evaluate models that could be used for public
health surveillance in child care settings. The study was to determine the feasibility of active public health
surveillance in child care settings. The surveillance objectives were to 1) rapidly detect illness outbreaks in particular
facilities, 2) give local health officials information on the scope and patterns of illnesses among children in child care,
and 3) create a channel for information sharing between child care providers and the Department of Public Health. The
study was conducted from July 1992 through March 1994. It began with active surveillance, but changed to passive
surveillance based upon the increased effort needed from both child care and the Department of Public Health staff to
maintain the system. The study discusses the implementation of the two surveillance models pointing out the pluses
and minuses of both approaches.

*************************
Citation: Cordell, MacDonald, Solomon, Jackson, & Boase (1997). Illnesses and absence due to illness among
children attending child care facilities in Seattle-King County, Washington, Pediatrics , 100(5), 850-855.
Summary: Although much of the economic impact of child care associated illness in the U.S. is due to parents time
lost from work, there are no data on the incidence of absence due to illness among children in various types of out-ofhome child care settings. The goals of this study were to compare the incidence of illness and absence due to illness
among children attending child care centers and child care homes. From July 1992 through June 1993, child care
providers from 91 child care homes and 41 child care centers in Seattle-King County, Washington, provided
information on absenteeism and illness for 96,792 child-weeks of observation. The age-adjusted incidence of providerreported illness episodes among children in child care homes was greater than that among children in child care
centers. The age-adjusted incidence of absence due to illness among children in child care homes was less than that
among children in child care centers. Results comparing the incidence of illness between children in various types of
child care settings may be influenced by information sources. The incidence of illness among children in child care
homes may be greater than that among children in child care centers. The increased incidence of absence due to
illness among children in child care centers compared with that among children in child care homes probably reflects
differences in exclusion and attendance policies and practices between there two types of settings.

ADDITIONAL RESOURCES:
American Academy of Pediatrics (AAP) 141 Northwest Point Boulevard Elk Grove Village, IL 60007-1098 Phone: 847228-5005 Fax: 847-228-5097http://www.aap.org/
Centers for Disease Control National Immunization Program 1600 Clifton Road Building 16, D25 Atlanta, GA 30333
Hotline: 1-800-232-2522 http://www.cdc.gov/nip/
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STAFF CHILD RATIO AND GROUP SIZE INDICATOR
These indicators only have one standard represented because in the national data base a specific state regulation
that deals with staff child ratio and group size exists. Even so, the variation of these regulations among the states is
great. While some states meet or almost meet these standards for staff child ratio and group size, many states do
not. Of all the indicators, the greatest variation occurs in how state regulations match up with the national standard for
staff child ratio and group size.

CFOC STANDARD (1992):
ST 002Child:staff ratios for centers and large family child care homes shall be maintained as follows during all hours
of operation:

Age

Child-staff ratio

Maximum group size

Birth-12 months

3:1

6

13-24 months

3:1

6

25-30 months

4:1

8

31-35 months

5:1

10

3 year olds

7:1

14

4 year olds

8:1

16

5 year olds

8:1

16

6-8 year olds

10:1

20

9-12 year olds

12:1

24

When there are mixed age groups in the same room, the child:staff ratio and group size shall be consistent with the
age of the majority of the children when no infants or toddlers are in the mixed age group. When infants or toddlers are
in the mixed age group, the child:staff ratio and group size for infants and toddlers shall be maintained.

RESEARCH REVIEW/GAP ANALYSIS:
HEALTH
Review of all the major research in child care clearly demonstrates the importance of maintaining appropriate
child:staff ratios and group sizes. Child:staff ratios and group sizes are two of the best indicators for determining the
quality of a child care program and they significantly effect many other health and safety issues. Smaller group size is
associated with a lower risk of infection in child care. The risk of illness in children between the ages of one and three
years of age increases as the group size increases to four or more, whereas children in groups of three or fewer have
no more risk of illness than children cared for at home (Bartlett, Orton, & Turner, 1986; Bell, Gleiber, Mercer, Hifer,
Guinter, Cohen, Epstein, & Narayanan, 1989). The risk of repeated ear infections increases in one- to six-year-old
children who attend child care in groups of more than six children (Hardy & Fowler, 1993).
The risk of hemophilus influenzas increases for children one year of age or older in a child care setting with four or
more children, and the risk of infection peaks in settings with 21 or more children. Research indicates that group size
should be limited to twice the maximum number of children allowed per adult. Smaller child care centers, not just
those with smaller class sizes, have lower rates of disease. Outbreaks of Hepatitis A occur at the rate of 3% in
centers that enroll less than 20 children but 53% in those that enroll 51 or more children (Hadler, Erben, Francis,
Webster & Maynard, 1982). Children in small child care centers in France had two to three times the risk of repeated
infections (e.g., upper respiratory tract infections, otitis media, conjunctivitis) than children in family child care
settings with no more than three children (Collet, Burtin, Kramer, Bossard & Ducruet, 1994).
Lower child:staff ratios reduce the transmission of disease. Although there is little research available that examines
the relationship between particular child:staff ratios and childrens health (a major gap that needs to be addressed), the
research that is available suggests that fewer children per adult reduces the transmission of disease because

caregivers are better able to monitor and promote healthy practices and behaviors (Bredekamp, 1990; Hayes, Palmer,
& Zaslow, 1990).

SAFETY
Smaller group size improves the caregiving behaviors of staff and the safety of children. The North Carolina Office of
Child Care Licensing found that the severity and frequency of complaints (such as reports of severity and frequency
of complaints or reports of abuse and neglect) were higher in child care centers serving 30 or more children (Russell &
Clifford, 1987). Caregivers in small groups spend substantially more time interacting (praising, responding, comforting,
questioning, and instructing) with children and are more actively involved with the children in their care (Ruopp,
Travers, Glantz, & Coelen, 1979).
Lower child:staff ratios are associated with fewer situations involving potential danger (such children climbing on
furniture (Hayes, Palmer & Zaslow, (1990); and child abuse (Howes, 1990). Having a second adult in a child care
facility reduces the chances for child abuse (Howes, 1990). When centers and family child care homes have
insufficient staff, caregivers are often burdened with the care of more children than they can manage, which increases
their stress and makes it more likely that they will abuse the children (Deitch, 1987). Additional staff enables teachers
to leave stressful situations until they are ready to cope with and respond to the children in a manner that does not
inflict harm.

MENTAL HEALTH/SCHOOL READINESS
Research suggests that children in groups of 12-14 with two caregivers are more cooperative, compliant, and exhibit
more reflection/innovation than children in groups of 24-28 with four caregivers. Children in smaller groups also exhibit
more social competence than children in larger groups (Clarke-Stewart, Gruber, & Fitzgerald, 1994). Children become
securely attached to individuals whom they trust to care for them in a responsive and sensitive manner. Caregivers
with small groups are more actively involved and spend more time interacting with children; they are more responsive,
more socially stimulating, and less restrictive than caregivers in larger groups (NICHD Early Child Care Research
Network, 1996). These behaviors correspond to those found in caregivers of securely attached children. Securely
attached children tend to be more advanced in their play, less aggressive and withdrawn, and more socially
competent than children who are insecurely attached (NICHD Early Child Care Research Network, 1996).
Children receive less attention, affection, responsiveness, and stimulation from caregivers each time a single child is
added to a group (Clarke-Stewart, Gruber, & Fitzgerald, 1994). Caregivers have more positive, nurturing interactions
with children and provide children with more individualized attention when they are in charge of smaller groups of
children with smaller child:staff ratios (Dunn, 1993). Children who have highly involved caregivers tend to exhibit
behaviors suggestive of secure attachment (e.g., they explore unfamiliar surroundings more, have more contact with
the caregiver, and orient more to the caregiver than to a stranger) more than children with less involved caregivers
(Anderson, Nagle, Roberts, & Smith, 1981).
Children who are members of larger groups and receive less individual attention show lower gains in PSI (Preschool
Inventory) scores than children who are members of smaller groups and receive more individual attention. Children
with higher language development scores tend to have caregivers who are more responsive, more sensitive, and less
detached (Whitebook, Howes, & Phillips, 1989).
Smaller group size is associated with more developmentally appropriate classroom activities than larger group size.
Groups of six or fewer infants, 12 or fewer toddlers, and 18 or fewer preschoolers are more likely to engage in
developmentally appropriate activities than children in groups that exceed these numbers (Howes, Phillips, &

Whitebook, 1992). When children are expected to perform at unattainable levels, they may feel overwhelmed and thus
be less motivated to excel at academic pursuits (Eccles, Wigfield, & Schiefele, 1998).
Lower child:staff ratios are associated with less distress in toddlers, less apathy and distress in infants (Hayes,
Palmer, & Zaslow, 1990), and greater social competence (Clarke-Stewart, Gruber, & Fitzgerald, 1994). Children in
classrooms with lower child:staff ratios engage in more talk and play (Howes & Rubenstein, 1981) and display more
gestural and vocal imitation (Francis & Self, 1982) than children in classrooms with higher child:staff ratios. Children
who engage more frequently in conversations with caregivers tend to develop better socially (Clarke-Stewart, 1987).
Children in classrooms having lower child:staff ratios (i.e., 3:1 for infants, 4:1 for toddlers, 9:1 for preschoolers) are
more likely to have positive interactions with caregivers, be properly supervised, and be engaged in activities rated as
good or very good (NICHD Early Child Care Research Network, 1996; Howes, Phillips, Whitebook, 1992). Lower
child:staff ratios relate to more developmentally appropriate caregiving and sensitivity (Whitebook, Howes, & Phillips,
1989); more contact (e.g., talking, playing, touching, and laughing) with children (Smith & Connolly, 1981); more
responsive and stimulating behavior (NICHD Early Child Care Research Network, 1996); and less restriction of
childrens behavior (e.g., less commanding, correcting (Howes, 1983). Additional caregivers reduce the amount of
irritability and restrictiveness that caregivers express to the children in their care (Rubenstein, Howes, & Pederson,
1982). Lower child:staff ratios are associated with higher rates of secure attachments between toddlers and their
caregivers (Howes, Rodning, Galluzzo, & Myers, 1988).
Lower child:staff ratios are associated with more verbal communication between caregivers and children, which
appears to foster language development in children. Adults and children talk to one another more when there is a
lower child:staff ratio (Palmerus, 1996), and caregivers engage in more dialogues (i.e., verbal communications
between a caregiver and child that involve an exchange of at least three turns) and fewer monologues (i.e., verbal
communications between a caregiver and child that contain only one or two sentences and involve only one or two
turns (Palmerus, 1996)). More adult-child verbal interactions predict better scores on language inventories, whereas
more peer verbal interactions predict lower scores on these measures (McCartney, 1984). Lower child:staff ratios
allow caregivers to engage in more educational activities (e.g., teaching, promoting problem-solving) with children
(Palmerus, 1991).

SUMMARY TABLE:
Citation: NICHD Team (1999), Child outcomes when child care center classes meet recommended standards for
quality, American Journal of Public Health, 89(7):1072-7.
Summary: This study assessed outcomes for children when child care centers meet recommended care standards.
Data from the NICHD study of early child care were used to examine the association between meeting standards for
child staff ratios, group sizes, caregiver training, and caregiver education and childrens development at 24 and 36
months of age. There were five major findings: 1) most classes observed did not meet all four recommended
standards; 2) linear associations were found between number of standards met and child outcomes, and this was
more the case at 36 months than at 24 months of age; 3) there was no evidence of threshold effects; 4) children in
classes that met more standards had better school readiness and language comprehension scores as well as fewer
behavior problems at 36 months of age; 5) child outcomes were predicted by child staff ratio at 24 months and
caregiver training and education at 36 months of age. Outcomes were better when children attended classes that met
recommended child staff ratios and recommended levels of caregiver training and education.
*************************

Citation: Moore (1996), Substitute child care at different ages: relationship to social emotional functioning in
preschool, American Journal of Orthopsychiatry, 66(2):305-8.
Summary: In a pilot study based on parent and teacher ratings, the number of hours spent in substitute care during
the first three years of life correlated with childrens levels of behavior problems in preschool. The developmental
period from 18 to 24 months was the most sensitive to the use of substitute care, and boys were more negatively
affected than girls. The child adult ratio and setting were not significant factors. Results suggest reconsideration of
parental leave policies and direction for future research.
*************************
Citation: Deater-Deckard, Kinkerton, & Scarr (1996), Child care quality and childrens behavioral adjustment: a four
year longitudinal study, Journal of Child Psychology & Psychiatry & Allied Disciplines , 37(8):937-48.
Summary: Studies of extensive, full time child care in infancy and early childhood have shown negative, positive and
no effects on childrens social emotional development. The current study explored the prediction of childrens
behavioral adjustment four years after assessments of day care center quality and of the home and family
environment. Participants included 141 school age children and their employed mothers who had made use of full time
child care when the children were toddlers or preschoolers. Home environment factors and earlier behaviors were
predictive of individual differences in adjustment four years later, particularly for maternal ratings of child behaviors.
By contrast, indicators of center quality were generally unrelated to mother and teacher ratings of behavioral
adjustment.
*************************
Citation: Rosenthal & Vandell (1996), Quality of care at school aged child care programs: regulatable features,
observed experiences, child perspectives, and parent perspectives, Child Development, 67(5):2434-45.
Summary: This study investigates childrens experiences at 30 school aged child care programs. Regulatable features
such as total enrollment, child staff ratio, and staff education were assessed via director report. Observers recorded
positive/neutral and negative interactions, and rated programs in terms of flexibility and age appropriateness. Negative
staff child interactions were more frequent when child staff ratios were larger and when staff had less formal
education. The presence of a greater number of different types of program activities was associated with staff having
more frequent positive interactions with children and with observers rating programs as flexible and age appropriate.
*************************
Citation: Burchinal, Roberts, Nabors, & Bryant (1996), Quality of center child care and infant cognitive and language
development, Child Development , 67(2):606-20.
Summary: The relations between quality of center based child care and infant cognitive and language development
were examined in a sample of 79 African-American 12 month old infants. Both structural and process measures of
quality of child care were collected through interviews with the center director and observation of the infant classroom.
Results indicated that quality of infant care positively correlated with scores on standardized assessments of
cognitive development, language development, and communication skills. These findings, in conjunction with the
growing child care literature, suggest that researchers and policymakers should focus on how quality of child care can
be improved to enhance, not impair, infant development.
*************************

Citation: Osguthorpe & Parsons (1995), Day care and the incidence of otitis media in young children, OtolaryngologyHead and Neck Surgery, 112(6):695-9.
Summary: This study assesses whether day care is a significant risk variable for otitis media in children younger than
2 years in the United States after controlling for the number of children in the day care group. After controlling for the
total size of the day care group for children younger than 12 months, the previously established relationship between
attending a day care center and frequent ear infections is reduced from an odds ratio of 3.17 to an odds ration of 1.34.
The total size of the day care group is an important intervening variable in the relationship between attending day care
and frequent ear infections for children younger than 12 months. The size of the day care group rather than the day
care per se is the primary modifiable risk variable for many working parents.
*************************
Citation: Laborde, Weigle, Weber, & Kotch (1993), Effect of fecal contamination on diarrheal illness rates in day care
centers, American Journal of Epidemiology, 138(4):243-55.
Summary: Contact spread of enteropathogens in day care centers is supported by the recovery of fecal coliforms
from hands and day care center formites. This prospective study was conducted to determine what, if any,
quantitative measures of fecal coliforms predict the risk of diarrhea among day care center attendees. Diarrheal
illness without concomitant respiratory symptoms was monitored among 221 children under 3 years of age in 37
classrooms through biweekly parental telephone interviews from 10/88 to 5/89 in Cumberland County, North Carolina.
This was the first study to demonstrate an increased risk of diarrhea associated with fecal contamination and the
frequent sink contamination in day care centers.
*************************
Citation: Howes & Whitebook (1992), Thresholds of quality: implications for the social development of children in
center based child care, Child Development, 63(2):449-60.
Summary: The quality of center child care relationships with adults and peers for 414 children (ages 14 to 54 months)
were assessed. Classrooms were classified by ratio and group size provisions of the FIDCR and by the ECERS and
ITERS. Children cared for in classrooms meeting the FIDCR ratios were more likely to be in classrooms rated as good
or very good in caregiving and activities. Children in classrooms rated as good or very good in caregiving were more
likely to be securely attached to teachers. Securely attached children were more competent with peers. Children cared
for in classrooms meeting FIDCR group size were more likely to be in classrooms rated higher in activities. Children in
classrooms rated high in activities were likely to orient to both adults and peers. Children with social orientations to
adults and peers were more competent with peers.
*************************
Citation: Phillips, Howes, & Whitebook (1992), The social policy context of child care: effects on quality, American
Journal of Community Psychology , 20(1):25-51.
Summary: Examined effects on the quality of childrens child care environments of a) the stringency of state child
care regulations; b) voluntary compliance with proposed federal child care standards; and c) the legal auspice of the
center. Quality of care was assessed in 227 child care centers in five metropolitan areas. Centers in states with more
stringent child care regulations tended to have better staff child ratios, staff with more child related training and lower
staff turnover rates. Similarly, centers that more fully complied with the ratio, group size, and training provisions of a
set of proposed federal child care standards had significantly lower staff turnover rates, more age appropriate

classroom activities, less harsh and more sensitive teachers, and more teachers with specialized training. For profit
centers offered children less optimal care than did nonprofit centers. These findings are placed in the context of
ecological models of research and of contemporary policy debates about child care.
*************************
Citation: Fiene (1997), Searching for a solution to the child care trilemma, Child Care Information Exchange, 117:5760.
Summary: Describes the trilemma of inadequate quality, accessibility, and affordability of American child care.
Proposes addressing the quality sector by utilizing a model which determines adult child ratios based upon quality of
staff. Model argues the more highly qualified the program staff, the higher the quality of the overall program.
*************************
Citation: Howes (1997), Childrens experiences in center based child care as a function of teacher background and
adult child ratio, Merrill-Palmer Quarterly, 43(3):404-25.
Summary: Two studies examined impact of teacher background and teacher child ratio on child and teacher behavior
in a child care environment. Both studies indicate more effective performances produced by teachers with higher
degrees. One study suggests lower ratios are more effective. No interactive effect of ratio and background was noted.
*************************
Citation: Kontos & Wilcox (1997), Teachers interactions with children: why are they so important: research in review,
Young Children , 52(2):4-12.
Summary: Reviews research demonstrating a positive relationship between childrens quality interactions with
teachers and their enhanced cognitive, socio-emotional, and language development. Discusses most frequently
studied aspects of teacher behavior including roles, sensitivity/detachment, involvement and teacher talk. Describes
influences on interactions including child characteristics, training, ratio, group size and curriculum. Summarizes
implications for teachers, and lists recommended adult child ratios.
*************************
Citation: Howes & Marx (1992), Raising questions about improving the quality of child care, Early Childhood Research
Quarterly , 7(3):347-66.
Summary: Describes and contrasts aspects of child care systems in France and the US to stimulate discussion of
child care standards. French child care is characterized by highly trained and reasonably compensated teachers who
work in classrooms with class sizes and child adult ratios considered excessive by US standards.
*************************
Citation: Howes et al. (1992), Thresholds of quality: implications for the social development of children in center based
child care, Child Development , 63(2):449-60.

Summary: Examined thresholds for two aspects of child care: adult child ratio and group size. Investigated
associations among different levels of these variables and with quality of care and childrens social development.
Findings suggest that meeting licensing standards for ratios and groups has a positive effect on ratings of the quality
of care provided for children.
*************************
Citation: Essa (1998), When, how and why child caregivers respond to childrens behaviors, Early Child Development
and Care, 141, 15-29.
Summary: Forty-two female child caregivers participated in one of six focus groups to examine how, when, and why
they discipline young children. Aggressive behavior, not listening, and sexually related behaviors were the most likely
behaviors to concern caregivers. These behaviors most frequently elicited the disciplinary strategies of time out,
explanations, and redirection. How caregivers respond to misbehaviors was analyzed in terms of the attributions the
caregivers make in regard to these misbehaviors. Age, gender, home, family, society, caregiver emotion, and child
care setting circumstances were the most frequently mentioned factors to affect caregiver discipline. Results also
indicate that caregivers with higher levels of early childhood education and experience, and those working with smaller
group and adult to child ratios provide more thoughtful answers that are more congruent with developmental
appropriateness.
*************************
Citation: McCartney, Scarr, Rocheleau, Phillips (1997), Teacher child interaction and child care auspices as predictors
of social outcomes in infants, toddlers, and preschoolers, Merrill Palmer Quarterly, 43(3):426-450.
Summary: Examined 718 infants, toddlers and preschoolers who were enrolled in 120 child care centers from
Massachusetts, Virginia, and Georgia to determine the effects of quality of care on childrens social outcomes. Four
auspices of child care centers were sampled: nonprofit, local for profit, national chains for profit, and church
sponsored. Social outcomes included mothers ratings of attachment, observations of social skills in classroom, and
parents rating of behavior problems. Quality of care assessment was based on teacher characteristics, teacher child
ratio, and teacher child interactions. Results show that there were few associations between teacher child interaction
and childrens social outcomes. Higher work family interference was associated with poorer social outcomes generally.
Children in nonprofit centers had better social outcomes on some measures.
*************************
Citation: Palmerus (1996), Child caregiver ratios in day care center groups: impact on verbal interactions, Early
Childhood Development and Care , 118, 45-57.
Summary: Explored the effect of caregiver child ratio on verbal interactions in six public day care center groups for
preschool children in Sweden. Detailed records of verbal interactions were studied in one group where the number of
children/caregiver had changed from 4.25 to 5.67. Caregivers were the main target for observation. Audio recorded
verbal communications were coded and analyzed. Data were collected on three occasions in year 1 and on three
occasions in year 2. With a high ration the proportion of child initiated verbal activities to the caregivers decreased,
the proportion of adult initiated verbal activities increased, and the amount of verbal interaction between caregivers
decreased.
*************************

Citation: Scarr, Eisenberg, & Deater-Deckard (1994), Measurement of quality in child care centers, Early Childhood
Research Quarterly , 9(2):131-151.
Summary: Assessment of quality of care in 363 classrooms with infants, toddlers, and preschool children was
conducted in 120 child care centers in three states. Assessment measures included the ITERS, ECERS, and the
Assessment Profile. Regulatable aspects of quality of child care included: ratio of caregivers to children, group size,
teacher training in child development or child care, teacher education, highest wage paid to a center teacher, and staff
turnover. Process measures proved to be highly redundant, both internally and with each other. Much smaller sets of
items, drawn randomly from the instruments item pools were found to be perfectly acceptable measure of quality.
Regulatable measures did not prove to be acceptable measure of quality, except for teachers wages, which were
highly correlated with process measures of quality.
*************************
Citation: Dunn (1993), Ratio and group size in day care programs, Child & Youth Care Forum, 22(3):193-226.
Summary: Reviews literature on the influences of ratio and group size on childrens development in day care. When
measured separately, ratio and group size are sometimes, but not always related to childrens development. When
included as variables in quality clusters, ratio and group size are more likely to be related to developmental outcomes.
Group size more consistently influences development in the expected direction than ratio. This suggests the need for
increased attention to group size in the policy arena. Ratio and group size have been found to have both direct and
indirect effects on development indicating that they are potentially valuable as proxy measures of childrens
experience in day care programs.

ADDITIONAL RESOURCES:
National Association for the Education of Young Children (NAEYC) 1509 16 th Street, NW Washington DC 20036 1800-424-2460http://www.naeyc.org
[Go To Contents]

STAFF (DIRECTOR AND TEACHERS) QUALIFICATIONS INDICATORS
These two indicators overlap some with the next indicator that deals with training. Separating out state regulations
that deal with these two indicators is difficult because qualifications and training form a continuum. Therefore, drawing
a line between these indicators is generally arbitrary. Fifteen standards are related to this indicator and four standards
are related to the training indicator.

CFOC STANDARDS (1992):
ST 006: The director of a center enrolling fewer than 60 children shall be at least 21 years old and shall have an
undergraduate degree in early childhood education, child development, social work, nursing, or other child related field,
or a combination of college coursework and experience under qualified supervision. Education shall include a course
in business administration or equivalent on the job training in an administrative position; a minimum of four courses in
child development and early childhood education; and 2 years' experience as a teacher of children of the age group(s)
in care.

ST 007: The director of a center enrolling 60 or more children shall be at least 21 years old and shall have an
undergraduate degree in early childhood education, child development, social work, nursing, or other child related field,
or a combination of college coursework and experience under qualified supervision. Education shall include one
course in administration or at least 6 months' experience in administration, and 3 years' experience as a teacher of
children of the age group(s) in care.
ST 008: Centers enrolling 30 or more children must employ a non-teaching director. Centers with fewer than 30
children may employ a director who teaches as well.
ST 009: In addition to the credentials listed in Appendix A, a director of a center or a small family child care home
system enrolling 30 or more children shall provide documentation of one course or 26 to 30 clock hours of training in
health and safety issues for out of home facilities, in addition to other educational qualifications, upon employment.
This training requirement shall be reduced to a minimum of 17 clock hours for directors of facilities caring for fewer
than 30 children. This training shall include at least the following content:
1. Mechanisms of communicable disease spread.
2. Procedures for preventing the spread of communicable disease, including handwashing, sanitation, diaper
changing, health department notification of reportable disease, equipment, toy selection and proper washing,
disinfecting to reduce disease and injury risk, and health related aspects of pets in the facility.
3. Immunization requirements for children and staff.
4. Common childhood illnesses and their management, including child care exclusion policies.
5. Organization of the facility to reduce illness and injury risks.
6. Training child care staff and children in infection and injury control.
7. Emergency procedures.
8. Promotion of health in the child care setting.
ST 010: In addition to the general requirements in Qualifications of Directors of Centers, the director of a facility for
children under 5 years of age shall have not less than 2 to 3 years of experience, depending on the size of the center,
as a teacher of infants, toddlers, and preschoolers. Directors of facilities for children ages 0 to 35 months shall have
their 2 to 3 years of experience with infants and toddlers. Directors of facilities for children ages 3 to 5 years shall
have their 2 to 3 years of experience with preschoolers.
ST 011: In addition to the general requirements in Qualifications of Directors of Centers, the director of a school-age
child care facility shall hold an undergraduate degree in early childhood education, elementary education, child
development, recreation, or other child related field, or a combination of college coursework and experience under
qualified supervision, and not less than 2 years' experience working with school-age children.
ST 034: Directors and large family home caregivers shall check references and examine employment history before
employing any staff, including substitutes, who will be alone with a child or a group of children in child care.
ST 012: Caregivers shall have knowledge of child development and early childhood education; an undergraduate
degree in early childhood education, child development, social work, nursing, or other child related field, or a
combination of experience under qualified supervision and college coursework; 1 year's experience (or the equivalent
as specified in Appendix A); and on the job training to provide a nurturing environment and to meet the child's out of
home needs.
ST 013: Centers shall employ licensed, certified teaching, caregiving staff for direct work with children in a
progression of roles such as the following:

1. aides,
2. assistant teachers,
3. associate teachers,
4. teachers,
5. lead teachers, and;
6. education coordinators; Each role with increased responsibility shall have increased educational qualifications
as outlined in Appendix A.
ST 014: Every center, regardless of setting, shall have at least one licensed/certified lead teacher (or mentor teacher)
who has a Bachelor of Arts, Bachelor of Science, Bachelor of Education, or Master of Education degree in early
childhood education, child development, social work, nursing, or other child-related field, in addition to at least 1 year
of experience working in child care serving this age group. All teachers in charge of a group shall be licensed/certified
as lead teachers, teachers, or associate teachers, with education and experience related to the care and development
of infants and toddlers, as well as supervised experience with this age group.
ST 015: Caregivers shall want to work with infants and toddlers when asked and shall know what the job entailsfostering interaction, diapering, bathing, feeding, holding, comforting, and responding.
ST 016: Every center, regardless of setting, shall have at least one licensed/certified lead teacher (or mentor teacher)
who has a Bachelor of Arts, Bachelor of Science, Bachelor of Education, or Master of Education degree in early
childhood education, child development, social work, nursing, or other child-related field, as well as at least 1 year of
experience working in child care with this age group. All teachers in charge of a group shall be licensed/certified as
lead teachers, teachers, or associate teachers, with education in child development and early childhood education
specific to this age group, as well as supervised experience with preschool children.
ST 017: Caregivers shall demonstrate an ability to apply their understanding of the developmental characteristics of 3to 5-year-olds. Caregivers shall demonstrate knowledge and understanding of these children's independence and
social competence, more complex inner lives, and increasing ability to adapt to their environment and cope with
stress.
ST 018: Every center, regardless of setting, shall have at least one licensed/certified group leader (or mentor teacher)
who has a Bachelor of Arts, Bachelor of Science, Bachelor of Education, or Master of Arts degree in child
development or early childhood education covering ages newborn to 8 or 3 to 8, elementary education, recreation, or a
related field, as well as at least 1 year of experience working in child care. Teachers in charge of a group shall be
licensed/certified as lead teacher, teacher, or associate teacher with education in child development and programming
specific to this age group; they shall also have supervised experience with school-age children. Caregivers shall have
training and supervised experiences in child development and education.
ST 019: Caregivers shall demonstrate knowledge about the social and emotional needs and developmental tasks of 5to 12-year-old children, and shall know how to implement a nonacademic, enriching program.

RESEARCH REVIEW/GAP ANALYSIS:
Caregivers should be encouraged or required to have as much general education and/or specific training in child
development, health, and safety as possible because educated and trained caregivers are more likely to promote the
physical and mental health, safety, and cognitive development of the children in their care. Child care directors who
have more experience and education are more likely to appropriately monitor staff, which promotes childrens health.
Higher rates of diarrhea have been found in child care centers where the directors had less than eight years of
experience (Soto, Guy, Deshaies, Durand, Gratton & Belanger, 1994). Caregivers are more likely to exhibit behaviors

that protect childrens health and safety if their behavior is monitored (Black et al., 1981). Staff surveillance requires
knowledge of behaviors that reduce the transmission of disease; this suggests that child care directors should have
as much or more education in child development and health than the direct caregivers they supervise.
Caregivers with a bachelors degree with or without specialized training or with no bachelors degree but with
specialized training at the college level behave more sensitively and less harshly, engage in more positive
interactions (more warmth, more enthusiasm, and more developmentally appropriate communication with children) and
display less detachment (more involved with and interested in the children) and less punitiveness (less hostile,
threatening, and harshly critical of children) (Arnett, 1989; Whitebook, Howes, & Phillips, 1989).
Caregivers with more education have children who are more compliant and socially competent (Clarke-Stewart,
Gruber, & Fitzgerald, 1994). College-educated caregivers encourage children more, exhibit more teacher direction
(developing goals for children without pressuring the children to accept them), and engage in less restrictive behavior
with children than do high-school-educated caregivers (Berk, 1985). Caregivers who complete at least two child-related
courses at the community college level hold less authoritarian attitudes (like strict rules, little give-and-take about
rules, assertive discipline strategies, and emphasis on conformity) than those who have no training at all (Arnett,
1989). Such attitudes toward caregiving appear to influence the behavior exhibited by caregivers (Holden, 1995). The
promotion of independence contributes to the development of social competence and school readiness in children.
Caregivers with more education are more likely to continue in child care employment (Berk, 1985), which promotes
attachment and social development in children. Caregivers who plan to continue in child care employment are less
restrictive, place a greater emphasis on the development of childrens verbal skills, and have better child-oriented
attitudes than those who do not plan to continue working in child care. Children who have stable caregivers are more
likely to engage in social activities, spend less time aimlessly wandering around the center (Whitebook, Howes, &
Phillips, 1989), and are more likely to display secure attachments (Hayes, Palmer, & Zaslow, 1990), which is a major
component of later healthy personal/social development.
Caregivers with college educations tend to engage children in interactions that expand upon and extend childrens
ongoing activities and promote the development of verbal skills (Berk, 1985). College-educated caregivers are almost
three times as likely to display behaviors that promote the development of verbal skills (such as encouraging children
to express themselves verbally, explaining the meaning of words, giving factual information) than caregivers with only
a high school diploma (Berk, 1985). Children who have caregivers who answer their questions, engage them in more
informative talk, and give information to and request information from them have higher language competence and
intelligence test scores (McCartney, 1984).
Children tend score higher on the Preschool Inventory (a measure of childrens knowledge of shapes, sizes, parts of
the body, spatial relationships, etc.) and other measures of intellectual ability (like language comprehension, verbal
fluency, memory, object recognition, and knowledge of concepts) when they are cared for by caregivers with more
years of education (Clarke-Stewart & Gruber, 1984).

SUMMARY TABLE:
Citation: Bloom (1997), Navigating the rapids: directors reflect on their careers and professional development, Young
Children , 52(7):32-38.
Summary: In an effort to address issues concerning credentialing early childhood directors, explores career decisions
and provides a framework for understanding the growth and development of director competence through the career
cycle. The career cycles of beginning, competent, and master directors, and the growth and change which occur, are
detailed.

*************************
Citation: Phillipsen, Burchinal, Howes, & Cryer (1997), The prediction of process quality from structural features of
child care, Early Childhood Research Quarterly, 12(3):281-303.
Summary: This study examined the structure of child care classrooms and centers to predict process quality. Costs
and quality of early childhood center based care in four states with varying levels of regulation were analyzed to
identify characteristics of the teacher, classroom, director, and center related to child care quality.
*************************
Citation: Galinsky, ODonnell, Sazer, & Boose (1996), Florida child care quality improvement study .
Summary: The ongoing Florida child care quality improvement study investigates how Floridas new ratios and
education requirements for early education and care affect childrens development, parents lives, and the early
childhood marketplace. The project consists of three interrelated studies: the childrens study, the parent study and
the market study. The report summarizes the findings of all three studies in 1992 and 1994, and reports new findings
from the 1996 children study. Among the findings noted are the following: 1) increased teacher education and ratio
requirements significantly contributed to a number of positive outcomes in childrens development in 1994 and
continue to improve in 1996; 2) in comparison with other national multi-site studies of the overall quality of early
education and care, Florida has made positive strides; 3) increased staff education and more rigorous ratio
requirements did not have a marked negative impact on the child care marketplace nor did requirements significantly
affect consumer costs during the 1992-96 period; 4) the greatest gains in childrens development and in the quality of
the early childhood education and care occurred when classrooms met professionally recommended ratios, which are
higher then the new Florida ratios; and 5) teachers with an advanced education had the highest scores in terms of
childrens development and classroom quality; however, in 1996, teachers with a CDA or equivalency were warmer and
more sensitive as well as more responsive with children than those with less than a CDA.
*************************
Citation: Howes (1997), Childrens experiences in center based child care as a function of teacher background and
adult child ratio, Merrill-Palmer Quarterly, 43(3):404-25.
Summary: Two studies examined impact of teacher background and teacher child ratio on child and teacher behavior
in a child care environment. Both studies indicate more effective performances produced by teachers with higher
degrees. One study suggests lower ratios are more effective. No interactive effect of ratio and background was noted.
*************************
Citation: Rodd (1997), The selection and preparation of early childhood teachers: perceptions of employers and
teachers, Early Child Development & Care, 130, 99-110.
Summary: Studied perceptions of early childhood teachers and employers regarding early childhood teacher
education. Found that previous experience with, attitudes toward, and understanding of children and entry
qualifications were weighted higher than age and gender for teacher selection.
*************************
Citation: Kagan & Neuman (1997), Highlights of the quality 2000 initiative, Young Children, 52(6):54-62.

Summary: Describes the quality 2000 advancing early care and education initiativethe purpose is to address the
quality crisis in early childhood education. Details eight areas of improvement and recommendations: quality, results,
family engagement, staff credentialing, staff training, licensing, funding, and governance structures.
*************************
Citation: Snow et al. (1996), Child care center licensing standards in the United States, Young Children , 51(6):36-41.
Summary: Studied child care quality indicators via a comparison of state child care licensing requirements in three
areas: child staff ratio, group size, and caregiver educational requirements. Compared these data to 1981 data to
assess changes in licensing regulations. Found both positive and negative changes and that regulations vary greatly
state by state.
*************************
Citation: Honig (1996), Early childhood education, training for the future, Early Child Development & Care, 121, 13545.
Summary: Discusses the future training of early childhood educators, focusing on techniques for teachers to build
prosocial skills, develop aesthetic appreciation, inculcate acceptance and inclusion, and develop a curiosity for
learning among children.
*************************
Citation: Lowenthal (1995), Competencies of the early childhood special educator in the United States, Early Child
Development and Care , 113, 59-64.
Summary: Discusses the kinds of competencies needed by educators to better assist young children with disabilities
and their families. These competencies include: knowledge of early childhood as a distinct phase of development,
experiences in working with families, skills in collaboration and coordination, developmentally appropriate intervention,
and delivery of services in inclusive settings.
*************************
Citation: Bredekamp (1995), What do early childhood professionals need to know and be able to do?, Young Children,
50(2):67-69.
Summary: Describes the purpose and history of guidelines posed by NAEYC for teacher education in BA and
advanced degree programs. Summarizes the result of the review processes, describing how the new curriculum
guidelines differ from the earlier versions and how the guidelines can be used to shape programs and to influence
policy.
*************************
Citation: Morgan et al. (1993), Making a career of it: the state of the states report on career development in early care
and education .

Summary: Noting that 11 million children are involved in early care and education outside their homes, and that the
quality of the services these children receive depends on the knowledge and skills of the people who care for and
teach them, this report presents the results of the first national study of career development in early care and
education. It examines regulations, training opportunities, and financial support that shape the preparation of center
and home based practitioners. The study revealed the lack of a coordinated system to develop well trained
practitioners to work with young children in homes, centers, Head Start programs, or schools. Millions of practitioners
are not required to have early childhood training. Training that develops the full range of essential early care and
education knowledge and skills is not consistently available or accessible.

ADDITIONAL RESOURCES:
The Center for Career Development in Early Care and Education Wheelock College 200 The Riverway Boston, MA
02215 617-734-5200 x2211http://ericps.ed.uiuc.edu/ccdece/ccdece.html
Center for the Child Care Workforce (CCW) 733 15th Street, NW Suite 1037 Washington, DC 20005-2112 Phone: 1800-879-6784 Fax: 202-737-0370 E-mail: ccw@ccw.orghttp://www.ccw.org/
National Association for the Education of Young Children (NAEYC) 1509 16th Street, NW Washington DC 20036 1800-424-2460http://www.naeyc.org
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STAFF TRAINING INDICATOR
This indicator overlaps with the previous indicators that deal with training. Separating out state regulations that deal
with this indicator is difficult because qualifications and training form a continuum. Therefore, drawing a line between
these indicators is generally arbitrary. A great deal of variability in this indicator is exhibited when state-to-state
regulations are compared. These 11 standards encompass the essence of the regulatory citations.

CFOC STANDARDS (1992):
ST 039: Caregivers shall be educationally qualified in advance for the role they are entering and shall receive
orientation training during the week immediately following employment. Caregivers shall also receive continuing
education each year. In centers, directors shall ensure that 12 hours of staff meetings are held, in addition to the
continuing education specified in Continuing Education.
ST 040: All new full-and part-time staff shall be oriented to, and demonstrate knowledge of, the following items a
through o. The director of any center or large family-child-care home shall provide this training to newly hired
caregivers. Small family home caregivers shall avail themselves of orientation training offered by the licensing
agency, a resource and referral agency, or other such agency. This training shall include evaluation and a repeat
demonstration of the training lesson. The orientation shall address, at a minimum:
1. The goals and philosophy of the facility.
2. The names and ages of the children for whom the caregiver will be responsible, and their specific
developmental needs.
3. Any special adaptation(s) of the facility required for a child with special needs.
4. Any special health or nutrition need(s) of the children assigned to the caregiver.
5. The planned program of activities at the facility.

6. Routines and transitions.
7. Acceptable methods of discipline.
8. Policies of the facility about relating to parents.
9. Meal patterns and food-handling policies of the facility.
10. Occupational health hazards for caregivers.
11. Emergency health and safety procedures.
12. General health policies and procedures, including but not limited to the following:
1. Handwashing techniques, including indications for handwashing.
2. Diapering technique and toileting, if care is provided to children in diapers and/or needing help with
toileting, including appropriate diaper disposal and diaper-changing techniques.
3. Correct food preparation, serving, and storage techniques if employee prepares food.
4. Formula preparation, if formula is handled.
13. Child abuse detection, prevention, and reporting.
14. Teaching health promotion concepts to children and parents as part of the daily care provided to children.
15. Recognizing symptoms of illness.
ST 041: Orientation training in centers shall be documented. The director shall document the topics covered and the
dates on which the orientation was provided.
ST 042: During the first three months of employment, the center director or large family home caregiver shall
document, for all full-time and part-time staff, additional orientation in and the employee's satisfactory knowledge of
the following topics for the purpose of noting and responding to illness in the facility. Staff shall not be assigned to
tasks involving these topic areas before receiving the orientation training.
1. Recognition of symptoms of illness and correct documentation procedures for recording illness symptoms.
2. Exclusion and readmission procedures.
3. Cleaning, sanitation, and disinfection procedures.
4. Procedures for administering medication to children and for documenting medication administered to children.
5. Procedures for notifying parents or legal guardians of communicable disease occurring in children or staff
within the facility.
6. Procedures for performing the daily health assessment of children to determine whether they are ill and whether
they need to be excluded from the facility.
ST 043: Staff members shall not be expected to take responsibility for any aspect of care for which they have not
been oriented and trained.
ST 044: The director of a center or a large family-child-care home shall ensure that all staff involved in the provision of
direct care are certified in pediatric first aid that includes rescue breathing and first aid for choking. At least one
certified staff person shall be in attendance at all times and in all places that children are in care.
ST 045: Small family home caregivers should be certified in pediatric first aid training that includes rescue breathing
and first aid for choking.
ST 046: Pediatric first aid training, including rescue breathing and first aid for choking, shall be consistent with
pediatric first aid training developed by the American Red Cross, the American Heart Association, or the National
Safety Council for First Aid Training Institute, or the equivalent of one of the three. The offered first aid instruction
shall include, but not be limited to, the emergency management of:
1. Bleeding.
2. Burns.

3. Poisoning.
4. Choking.
5. Injuries, including insect, animal, and human bites.
6. Shock.
7. Convulsions or nonconvulsive seizures.
8. Musculoskeletal injury (e.g., sprains, fractures).
9. Dental emergencies.
10. Head injuries.
11. Allergic reactions.
12. Eye injuries.
13. Loss of consciousness.
14. Electric shock.
15. Drowning.
ST 047: Facilities that have a swimming pool or built-in wading pool shall require infant and child CPR training for
caregivers. At least one of the caregivers, volunteers, and other adults who are counted in the child:staff ratio for
wading and swimming (see standard ST4, p. 3) shall be trained in basic water safety and certified in infant and child
CPR each year by a person certified as an instructor in water safety and in CPR. (For small family-child-care homes,
the person trained in water safety and CPR shall be the caregiver.) Written verification of CPR and lifesaving
certification, water safety instructions, and emergency procedures shall be kept on file.
ST 048: Facilities that serve children with special needs shall have at least one caregiver certified in infant and child
CPR. Written verification of CPR certification shall be kept on file.
ST 049: Records of current certification of pediatric first aid including rescue breathing and first aid for choking (and
infant and child CPR, when indicated) shall be maintained in the files of the facility.
ST 050: Directors and all caregivers shall have at least 30 clock hours per year of continuing education in the first
year of employment, 16 clock hours of which shall be in child development programming and 14 of which shall be in
child health, safety, and staff health; and 24 clock hours of continuing education based on individual competency
needs each year thereafter, 16 of which shall be in child development programming and 8 of which shall be in child
health, safety, and staff health.

RESEARCH REVIEW/GAP ANALYSIS:
Staff training in procedures meant to reduce the transmission of infectious disease reduces the number of pathogens
present in child care (Bartlett, et al., 1988), including the number of intestinal illnesses (Butz, Larson, Fosarelli &
Yolken, 1990), the number of cases of diarrhea (Soto, Guy, & Belanger, 1994), the number of upper respiratory
infections (Gillis, Holaday, Lewis & Pantell, 1989), and the frequency of illness symptoms (Ulione & Donovan, 1996;
Ulione, 1997). After receiving training in hand washing, those who earned the best scores for hand washing had
children with lower rates of diarrhea. Further, implementing a health education program reduced the incidence of
diarrhea (from 72.7 to 20.4 cases per 100 child-years) and colds (from 208.7 to 94.5 cases (Soto, Guy, Deshaies,
Durand, Gratton, & Belanger, 1994). After participating in training to reduce the transmission of infectious diarrhea, 41
of 44 caregivers passed an examination of the procedures they had just been taught. Eight months later, 28 of the 44
originally trained workers and 14 subsequently trained workers were given the same examination. None of the
caregivers passed the examination (Bartlett, Jarvis, Katz, Dalia, Englender, & Anderson, 1988). One might infer that
caregivers did not practice the behaviors they initially learned. Conversely, instituting a hand washing program for

caregivers and following it up with continuous monitoring of caregivers hand washing practices was associated with a
50% decrease in the incidence of diarrhea in two child care centers (Morrow, Townsend, & Pickering, 1991).
Monitoring appears to remind staff of their training and promotes implementation of healthy practices.
Staff training programs reduce the number of accidental injuries in child care centers (Ulione, 1997). Significant
decreases in the number of accidental injuries occur after child care staff have been trained in identifying signs and
symptoms of childhood illnesses and infection control, preventing child and staff injuries, and providing basic first aid
for children (Ulione, 1997). Staff training programs may be more effective when accompanied by staff monitoring. Two
years after receiving an intervention that taught child care directors about the specific hazards found on their
playgrounds, explained why these problems were dangerous, and distributed educational materials about child safety,
inspectors returned to the centers and found that the intervention playgrounds were no less hazardous than centers
that did not receive the intervention (Sacks, Brantley, Homgreen, & Rochat, 1992). The intervention might have been
more effective if it had been accompanied by monitoring.
Caregivers who receive specialized training are better able to facilitate a positive learning and socialization
environment, and tend to have children who are more compliant, more cooperative, less aggressive, and who exhibit
fewer negative (i.e., uncooperative, unpleasant, and avoidant) behaviors with an unfamiliar peer in a laboratory
playroom (Clarke-Stewart, Gruber, & Fitzgerald, 1994; Kontos, Hsu, & Dunn, 1994). Caregivers with more training tend
to stimulate childrens cognitive and language development and have children with higher cognitive competence who
display more complex cognitive play (Kontos, Hsu, & Dunn, 1994). When caregivers receive specialized training in
facilitating language interactions, such interactions increase in frequency, which result in childrens accelerated
language acquisition (Tennant, McNaughton, & Glynn, 1988).
The American Public Health Association and American Academy of Pediatrics in Caring for Our Children suggest that
child care directors and caregivers should have at least 30 hours per year of continuing education in their first year of
employment (16 hours in child development and 14 in safety, child health, and staff health). Each year thereafter,
directors and staff should obtain 24 hours of training (16 in child development and eight in health). New staff should
receive an orientation to the policies and procedures (including childrens needs, discipline, relating to parents,
emergency procedures, basic hygiene practices, and child abuse) of the center. Within the first three months, they
should also receive training in infection control procedures and daily health assessments.
Caregivers should receive training on sanitary procedures, the early assessment of certain illnesses, child
development and developmental disabilities, general first aid, rescue breathing, and first aid choking (Lie, Runyan,
Petridou, & Chang, 1994). Training should include sanitary procedures that reduce the spread of disease (e.g., staff
and child hand washing, food preparation and service), which have been shown to reduce diarrheal illnesses. Three
out of four child care centers report a need for more information on infectious diseases (OMara & Chambers, 1994).
First aid training should be consistent with that of the American Red Cross, the American Heart Association, or the
National Safety Council. It should be more child-focused than standard first aid courses (Lie, Runyan, Petridou, &
Chang, 1994). Child care center staff should be trained to detect developmental disabilities and to make referrals for
appropriate intervention (Parrino & Thacker, 1994).
Child care directors and staff should be trained to assess childrens daily health. Training in daily health assessments
should include detection of signs and symptoms of common childhood diseases. If childhood professionals are
trained to observe the signs and symptoms of various childhood diseases, they may be better able to enable infected
children to seek professional medical help earlier and to limit the transmission of infectious disease (Morgan,
Stevenson, Fiene, & Stephens, 1986).

Training programs should be practical and cumulative in nature (Kendrick, 1994) and should be structured to promote
the acquisition and retention of information. Coherent, cumulative training programs appear to be more effective than
single sessions that do not build upon one another (Copple, 1991). The most preferred forms of training are those that
actively involve students in learning, such as small group discussions, demonstrations and modeling, role playing,
games and simulation, observations of actual procedures, and video presentations (Kendrick, 1994). A mentoring
model appears to be most effective. Changes in caregivers behavior are most often seen when the content of training
is focused and meets a specific need, when handouts are disseminated for later reference, when the administration
supports the training, and when a variety of training techniques are used. In contrast, caregivers may not learn much
from training that consists of charts, research data, and foreign terminology. Changes in caregivers behavior are not
as likely to be seen following training that is based on work sheets, panel discussion, and homework assignments.
Effective training conveys information in the same context in which caregivers work every day. Trainers must speak
in the same language and be able to understand the day-to-day dilemmas faced by child care providers. Nurses are
effective trainers of health and safety practices in child care centers (Peterson-Sweeney & Stevens, 1992; Ulione,
1997; Ulione & Donovan, 1996). Some professionals suggest that schools of nursing contract with child care centers
to have nursing students gain clinical experience through implementing training programs for child care providers
(Ulione, 1997).
An area for additional research involves the assessment of how staff monitor their own health care needs. This is
critical given the lack of proper health care coverage for the majority of staff employed in child care. Training or
mentoring programs and monitoring systems might be important additions in order to find out how this potentially very
vulnerable group of individuals is dealing with their health needs. The accessibility and adequacy of child care training
is an area that needs to be addressed in the research literature. Acknowledging the importance of staff training in
these particular areas is one thing, but providing easy access to these trainings so that they are truly available and
affordable is another issue.

SUMMARY TABLE:
Citation: Cassidy, Hicks, Hall, & Farran (1998), The North Carolina child care corps: the role of national service in
child care, Early Childhood Research Quarterly, 13(4):589-602.
Summary: Evaluated the impact of training and experience on the knowledge, beliefs, and practices of AmeriCorps
child care volunteers in North Carolina. Found that Corps members completed successful training, but, after nine
months of service, showed a decline in the appropriateness of their interactions with children.
*************************
Citation: Honig & Hirallal (1998), Which counts more for excellence in child care staffyears in service, education level
or early childhood education coursework?, Early Child Development & Care, 145, 31-46.
Summary: Observed 81 caregivers from 24 urban centers interacting with 3 and 5 year olds. Interactions were
categorized into negative/positive, language facilitation, concept promotion, and care giving and cleaning up domains.
When all positive teacher interactions were combined, found that early childhood education/child development course
work accounted for over 62% of variance in teacher inputs.
*************************
Citation: Espinosa, Busch, Patterson (1998), Evaluation of an in-service model to train child care providers about
inclusion, Journal of Research in Childhood Education, 12(2):130-42.

Summary: Home and center based child caregivers were randomly assigned to training and control groups. Caregivers
who received training on inclusion attended group meetings and observed either live, or videotaped, on-site
demonstrations. Caregivers who received training scored significantly higher on an observation scale and self-rating
questionnaire than control caregivers, but there were no significant differences between video versus live training
presentations.
*************************
Citation: Miller & Stayton (1998), Blended interdisciplinary teacher preparation in early education and intervention,
Topics in Early Childhood Special Education, 18(1):49-58.
Summary: A survey of 41 faculty explored interdisciplinary teacher preparation programs that blend personnel
standards from early childhood special education and early childhood education. The benefits and barriers to
interdisciplinary, blended programs are discussed, along with the many concerns among faculty who are members of
interdisciplinary teams in these programs.
*************************
Citation: Sumsion (1997), Early childhood teacher education programs, Early Child Development and Care, 129, 12941.
Summary: This study addressed whether early childhood teacher education programs can effectively prepare
graduates to work with children across the entire 0-8 years age span. Data from the students practicum suggested
that generalist programs can offer effective preparation for entry into the early childhood teaching profession.
*************************
Citation: Bloom (1996), The quality of work life in NAEYC accredited and non accredited early childhood programs,
Early Education & Development , 7(4):301-7.
Summary: Compared work environments of NAEYC accredited and non accredited centers using the early childhood
work environment survey. Found that innovativeness, goal consensus, opportunities for professional growth, and
clarity accounted for the greatest differences between accredited and non accredited centers. Also found differences
in staffs commitment, turnover, and teachers current and desired levels of decision making influence.
*************************
Citation: Davis et al. (1996), Training determinants for quality infant child care, Early Child Development and Care,
124, 25-32.
Summary: Examined the associations among infant caregivers training and the quality of care they provide. Found
through observation and rating of 50 caregivers that as infant caregiver training levels increased, so did mean scores
on some dimensions of quality, such as personal care routines and learning activities.
*************************
Citation: Haskell (1992), Using training as a means to improve the level of quality in child care facilities .

Summary: This practicum as designed to increase the quality of service in five day care centers in a metropolitan
Florida county, as evidence by increase in the ECERS scores of early childhood teacher participants. A ten week
teacher education program for five early childhood teachers was developed. Pre- and post-intervention ECERS scores
were developed by observing the participants in their day care center classrooms. All five participants made
significant improvements in their ECERS scores, especially in the areas of furnishings/displays and creative
activities.
*************************
Citation: Galinsky et al. (1995), The family child care training study, Families and Work Institute .
Summary: The family work institute conducted a study in San Francisco Valley, California; Dallas, Texas; and
Charlotte, North Carolina, to examine the effects of child care awares family to family training program on 130 child
care providers. These providers were compared to 112 regulated providers not participating in family to family training.
Results show that 1) after training, children behaved in ways demonstrating that they are more securely attached to
their providers; 2) training improved the overall quality scores of sites; 3) after training, 97% of providers reported
increased their commitment to their jobs and began to seek out additional training; and 4) providers increased their
involvement in family child care associations, the family child care community, and the child and adult care food
program. Recommendations include the following: 1) increase provide and public investment in child care; 2) develop
beginning, intermediate, and advanced family child care training; and 3) develop strategies for improving the quality of
nonregulated providers.
*************************
Citation: Whitebook et al. (1995), Mentoring in early care and education , National Center for the Early Childhood Work
Force.
Summary: This report describes the nature of the mentoring relationship between mentors and protégés, the goals
common to all mentoring programs, and some general principles that can serve to guide program development. The
successes and barriers faced by seven mentoring programs are presented. Successes are related to the ability to
provide relevant training to committed teachers and providers, and the chance to recognize mentors skills and
commitment. Obstacles are centered around the availability of and access to resources. The last part of the report
cites the need for a national early childhood mentoring alliance, resource materials for mentoring programs, a program
developers network, and a mentor network.
*************************
Citation: Fiene (1993), Pennsylvania early childhood/child care training system model , EDRS ED350080 .
Summary: A multi-dimensional training program is being implemented in Pennsylvania to improve the quality of early
childhood and child care programs. Training opportunities are provided for early childhood program and day care
center staff, group and family home day care providers, and unregulated child care providers. The overall training plan
is designed to offer a variety of training options and topics so staff can choose those most closely suited to their level
of knowledge and experience. Training covers developmentally appropriate practice; health and safety; separation and
loss; emergent literacy; intergenerational programming; observation and evaluation skills; administration of early
childhood and child care programs; childrens literature; use of community resources; working with parents; discipline;
growth-promoting relationships; and interpersonal skills.
*************************

Citation: Krajicek & Moore (1993), Child Care for Infants and Toddlers with Disabilities and Chronic Illnesses, Focus
on Exceptional Children .(25)8:1-16.
Summary: This paper discusses the need for child care for infants and toddlers with disabilities and chronic illnesses;
types of child care; shortage of and need for specially trained caregivers; influence of federal programs; the
importance of family involvement; and a program providing preservice training to caregivers in public and private child
care facilities, called First Start.
*************************
Citation: Shirah et al. (1993), Preservice Training Fosters Retention: The Case for Vocational Training, Young
Children, (48)4:27-31.
Summary: The lack of adequate training contributes to a high turnover rate among child care employees. A training
program developed by the University of South Alabama reduced turnover in the Mobile, Alabama, area. Among
caregivers who received training, 68% were still employed in the field one year after graduation.
*************************
Citation: Palmerus, & Pramling (1995), Increasing the Competence of Staff Dealing with Young Children .
Summary: This paper reports on a study designed to increase the psychological and educational knowledge of day
care staff and develop content and methods appropriate for toddlers in day care settings. Preschool teachers and
nursery nurses in three day care centers participated. They were interviewed at the beginning of the study, and 19
months later at the study's end. The interviews dealt with their experience of working with toddlers, expectations for
the project, knowledge of child development, work as caregivers and educators, and attitudes toward work. At the
beginning of the study, subjects attended a one-week course that covered theories and knowledge about child
development and information about the Swedish preschool program. Mediated Learning Experiences (MLE), an
intervention program based on adult mediation between the child's experiences and the surrounding environment, was
implemented. Every four weeks, interactions between children and staff were videotaped and analyzed. Results
indicated that MLE, and the teaching and guidance of the staff, increased the staff's capacity to interact in a
stimulating way with children. The interviews indicated changes in staff attitudes about the education of toddlers.
Viewings of the videotapes enabled staff members to understand their own behavior and increased their ability to
individualize and to take the viewpoint of the toddler.
*************************
Citation: Eggbeer & Pratt, Establishing statewide systems of inservice training for infant and family personnel, Infants
& Young Children, 5(3):49-56.
Summary: In accordance with Part H of the Individuals with Disabilities Education Act (IDEA), states are required to
ensure that all professionals and paraprofessionals serving infants, toddlers, and their families are adequately trained.
This article discusses the experience of two states -- Massachusetts and Hawaii -- in establishing statewide,
inservice training programs for personnel serving children under the age of 3 years and their families. It also relates
their efforts to the work of ZERO TO THREE/National Center for Clinical Infant Programs (NCCIP) Training
Approaches for Skills and Knowledge (TASK) project, in which professionals from both states participated.
*************************

Citation: Peisner-Feinberg, & Burchinal (1997), Relations between preschool children's child-care experiences and
concurrent development: The Cost, Quality, and Outcomes Study, Merrill-Palmer Quarterly, 43(3):451-477.
Summary: As part of the Cost, Quality, and Outcomes Study, child and family characteristics were tested to see
whether they moderated the relation between center-based child care quality and preschool children's concurrent
cognitive and socioemotional development. Analyses included a multisite sample of 170 child-care centers of varying
quality and 757 children (mean age 4.3 yrs). Results provide further evidence that there is a positive relation between
child-care quality (both observed classroom practices and teacher ratings of teacher-child closeness) and children's
cognitive and socioemotional outcomes. Moderating influences of family characteristics were observed for some
outcomes, indicating stronger positive effects of child-care quality for children from more at-risk backgrounds. Further,
there was no evidence that children from more advantaged families were buffered from the effects of poor-quality
care.
*************************
Citation: McCartney, et al. (1997), Teacher-child interaction and child-care auspices as predictors of social outcomes
in infants, toddlers, and preschoolers, Merrill-Palmer Quarterly, 43(3):426-450.
Summary: Examined 718 infants (aged 11-17.9 mo), toddlers (aged 18-35.9 mo), and preschoolers (aged 36-61.7 mo),
who were enrolled in 120 child-care centers from Massachusetts, Virginia, and Georgia, to determine the effects of
quality of care on children's social outcomes. Four auspices of child-care centers were sampled: nonprofit, local forprofit, national chains for-profit, and church-sponsored. Social outcomes included mothers' ratings of attachment,
observations of social skills in classroom, and parents' rating of behavior problems. Quality of care assessment was
based on teacher characteristics, teacher:child ratio, and teacher-child interactions. In addition, child developmental
patterns and family characteristics, such as work-family interference and family stress, were tested. Results show
that there were few associations between teacher-child interaction and children's social outcomes. Higher work-family
interference was associated with poorer social outcomes generally. Children in nonprofit centers had better social
outcomes on some measures, although effects were small.

ADDITIONAL RESOURCES:
The Center for Career Development in Early Care and Education Wheelock College 200 The Riverway Boston, MA
02215 617-734-5200 x2211http://ericps.ed.uiuc.edu/ccdece/ccdece.html
Healthy Child Care America American Academy of Pediatrics (AAP) 141 Northwest Point Boulevard Elk Grove
Village, IL 60007-1098 Contact HCCA Program Manager, American Academy of Pediatrics, for information on
potential state training linkages: 888-227-5409 or email childcare@aap.org http://www.aap.org/
National Association for the Education of Young Children (NAEYC) 1509 16th Street, NW Washington DC 20036 1800-424-2460 http://www.naeyc.org
The National Association of Child Care Resource and Referral Agencies (NACCRRA) 1319 F. Street, NW Suite 500
Washington, DC 20004-1106 Phone: 202-393-5501http://www.naccrra.net/
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SUPERVISION/DISCIPLINE INDICATOR

These standards are based on state regulations that deal with general supervision, discipline, and in some cases,
basic programming related to developmentally appropriate practices. Characteristic of state regulations, the
supervision and discipline aspects are emphasized rather than the developmental program aspects. Eight standards
are listed for this indicator.

CFOC STANDARDS (1992):
AD 009: Each facility's supervision policy shall specify a) That no child shall be left alone or unsupervised while under
the care of the child care staff. Caregivers shall supervise children at all times, even when the children are sleeping (a
caregiver must be able to both see and hear infants while they are sleeping). Caregivers shall not be on one floor while
children are on another floor. School-age children shall be permitted to participate in activities and visit friends off
premises as approved by their parents and by the caregiver(s) b) That developmentally appropriate child:staff ratios
shall be met during all hours of operating, including field trips. The policy shall include specific procedures governing
supervision of the indoor and outdoor play spaces that describe the child:staff ratio, precautions to be followed for
specific areas and equipment, and staff assignments for high-risk areas. The supervision policies of centers and large
family-child-care homes shall be written policies.
PR 028: Facilities shall maintain supervision of children at all times as specified in Supervision Policy (AD 009).
PR 031: Discipline shall include positive guidance, redirection, and the setting of clear-cut limits that foster the child's
ability to become self-disciplined. Disciplinary measures shall be clear and understandable to the child, shall be
consistent, and shall be explained to the child before and at the time of any disciplinary action.
PR 032: Caregivers shall guide the child to develop self-control and orderly conduct in his/her relationships with peers
and adults. Caregivers shall show children positive alternatives rather than just telling children "no." Good behavior
shall be rewarded. Caregivers shall work with children without recourse to physical punishment or abusive language.
PR 033: The facility shall use the teaching method described in standard PR 032 immediately when it is important to
show that aggressive physical behavior toward staff or children is unacceptable. Caregivers shall intervene
immediately when children become physically aggressive.
PR 034: Disciplinary practices established by the facility shall be designed to encourage the child to be fair, to
respect property, and to assume personal responsibility and responsibility for others.
PR 035: The following behavior shall be prohibited in all child care settings and by all caregivers:
1. Corporal punishment, including hitting, spanking, beating, shaking, pinching, and other measures that produce
physical pain.
2. Withdrawal or the threat of withdrawal of food, rest, or bathroom opportunities.
3. Abusive or profane language.
4. Any form of public or private humiliation, including threats of physical punishment.
5. Any form of emotional abuse, including rejecting, terrorizing, ignoring, isolating, or corrupting a child.
PR 036: Children shall not be physically restrained except as necessary to ensure their own safety or that of others,
and then only for as long as is necessary for control of the situation. Children shall not be given medicines or drugs
that will affect their behavior except as prescribed by their health care provider and with specific written instructions
from their health care provider for the use of the medicine.

PR 037: "Time out" that enables the child to regain control of himself or herself and that keeps the child in visual
contact with a caregiver shall be used selectively, taking into account the child's developmental stage and the
usefulness of "time out" for the particular child.

RESEARCH REVIEW/GAP ANALYSIS:
Supervision and discipline of children are clearly intertwined in the research literature (Gross et al., 1999; Arnold et al.,
1998). Proper supervision can lessen certain behavioral problems and has a direct impact on injury rates with young
children (Wills et al., 1997). Supervision varies with childrens age, self-help skills, and activity. The influence of child
care teachers lax and over-reactive discipline on childrens behavior problems was examined in a study (Arnold et al.,
1998) in which teachers laxness strongly influenced child misbehavior, and child misbehavior influenced both teachers
over-reactivity and laxness. Teachers over-reactivity did not influence child misbehavior. Caregivers who attribute
misbehaviors to factors internal to the child and controllable by the child responded to the misbehaviors with more
power-assertive discipline strategies than did caregivers who offered external or uncontrollable attributions (Scott-Little
& Holloway, 1992). Encouraging caregivers to reflect on why children misbehave could influence their responses to
childrens misbehaviors. In particular, teacher education could be directed toward increasing the salience of
environmental factors as an explanation for misbehaviors (Scott-Little & Holloway, 1992).
Most injuries occur to children in unsupervised group situations (Wills et al, 1997). This research suggests that the
occurrence of physical injury may be associated with peer presence as well as with lack of supervision, and that
having a supervisor present does not guarantee protection from injury. The association between the supervisors age
and peer presence may be important for interpreting future findings about injury risk. The age of directors has dropped
in recent years, which causes concern that children may be at greater risk in programs with younger, less experienced
staff.
Noncompliance in preschool children is a common problem in child care and results in increased controlling behaviors
by caregivers, which is the most frequent complaint of parents of children referred to clinics for treatment of behavior
problems. Noncompliance also underlies, or is associated with, a number of other childhood disorders and appears to
be a significant predictor of maladjustment later in life. A study (MacKenzie-Keating et al., 1996) showed that the
mean rate of compliant behavior for preschool children in child care centers was 84%. Overall compliance increased
with age from 2 years to 4 years of age. Children were more responsive to direct requests than to indirect or group
requests. Overall, girls were not significantly more compliant than boys, regardless of age or type of request.
Teachers delivered more direct requests than either group or indirect requests. Having teachers focus on these cues
might help teachers meet the individual needs of children more effectively. This is an area that needs additional
research.
Another major concern with discipline is the misinterpretation of punishment as discipline and the resultant negative
effects of verbal reprimands and corporal punishment. Many parents, for example, use disapproving verbal
statements as a form of punishment to alter undesirable behaviors. If used frequently and indiscriminately, verbal
reprimands lose their effectiveness and become reinforcers of undesired behavior. Corporal punishment, especially
spanking, is equally less effective as a strategy to eliminate undesired behavior. For example, spanking children
under 18 months of age increases the chance of physical injury and the child is unlikely to understand the connection
between the behavior and the punishment. Although spanking may result in a reaction of shock by the child and
cessation of the undesired behavior, repeated spanking may result in agitated, aggressive behavior in the child that
may lead to a physical altercation between parent and child. Spanking models aggressive behavior as a solution to
conflict and has been associated with increased aggression in preschool and school children (American Academy of
Pediatrics, 1998). Corporal punishment and frequent and indiscriminate verbal reprimands should never occur in any
child care setting.

SUMMARY TABLE:

SUMMARY TABLE:
Citation: Gross, Sambrook & .Fogg (1999), Behavior problems among young children in low-income urban day care
centers, Research in Nursing & Health, 22(1):15-25.
Summary: The purposes of this study were to describe: (a) the frequency and correlates of behavior problems among
a sample of 2- and 3-year-old children from low-income families as seen by their parents and day care teachers, (b)
the degree to which parents and teachers agree about the children's behavior problems in their respective contexts,
and (c) family characteristics that distinguish toddlers with behavior problems both at home and at day care from the
rest of the sample. Parents of 133 toddlers from ten Chicago day care centers completed measures of child behavior
problems, child behavioral intensity, parenting self-efficacy, discipline strategies, and stress. Children's day care
teachers also completed a measure of child behavior problems. Parent-reported behavior problems were associated
with higher child behavioral intensity, greater parent stress, lower self-efficacy, and discipline strategies characterized
by irritability, coercion, and inconsistency. Parent and teacher ratings on child behavior were correlated for boys'
behavior problems only. Parents reported more child behavior problems than teachers. Approximately 8% of the
children were rated as having behavior problems at home and at day care. Although most of the children are
functioning well, many of these parents and toddlers are engaged in highly stressful and coercive relationships.
************************
Citation: Arnold, McWilliams, & Arnold (1998), Teacher discipline and child misbehavior in day care: untangling
causality with correlational data, Developmental Psychology, 34(2):276-87.
Summary: Day-care centers provide an ideal, underused setting for studying the developmental processes of child
psychopathology. The influence of day-care teachers' lax and over-reactive discipline on children's behavior problems
was examined, as was the influence of children's behavior problems on teachers' discipline. Participants were 145
children and 16 day-care teachers from eight classrooms in a day-care center for children from low-income families.
Two techniques are presented for estimating causal relations based on correlational data gathered from day-care
centers: 2-stage least squares and simultaneous structural equation modeling. Across techniques, teachers' laxness
strongly influenced child misbehavior, and child misbehavior influenced both teachers' over-reactivity and laxness.
Teachers' over-reactivity did not influence child misbehavior.
*************************
Citation: Wills et al. (1997), Supervision in childhood injury cases: a reliable taxonomy,
Accident Analysis & Prevention, 29(1):133-7.
Summary: This paper describes the development of the "Chicago Children's Supervision Taxonomy" which
operationally defines supervision based on the age of an injured child and the ages, familiarity, and proximity of that
child's companions. The reliability, coverage, and utility of this taxonomy are illustrated by its application to 142 cases
of urban childhood pedestrian injury. All cases were unambiguously classified with good interrater reliability. Most
injured children were in unsupervised groups (42%) but 36% had supervisors nearby, thus, supervisor presence does
not guarantee protection. Supervising more than one child (especially likely when the supervisor was a teenager) may
increase injury risk compared with one-to-one supervision. The taxonomy provides a needed framework adaptable for
describing direct supervision in most child injury situations and can facilitate studies of more complex aspects of
supervision.
*************************

Citation: Wills et al. (1997), Patterns and correlates of supervision in child pedestrian injury, Journal of Pediatric
Psychology , 22(1):89-104.
Summary: Described supervision in 142 child pedestrian injuries (PI), based on presence and proximity of supervisors
and/or peers. Children (5-12 years), families, sites, and PI events were described via record reviews, interviews,
questionnaires, and site investigation. Supervision of PI victims varied with family size and cohesion, and with
children's age, self-help skills, nearness to home, and activity (playing or journey). Peer presence was associated with
more impulsive behavior among supervised (but not among unsupervised) PI victims. Definitions of supervision
parameters offered here can aid research on the complex relationship between supervision and PI risk.
*************************
Citation: Arnold et al. (1998), Teacher Discipline and Child Misbehavior in Day Care: Untangling Causality with
Correlational Data, Developmental Psychology, 34(2):276-87.
Summary: Used least squares analysis and simultaneous structural equation modeling to examine the bi-directional
relationship between day-care teachers' lax, over reactive discipline and young children's behavior problems. Found
that teachers' laxness strongly influenced child misbehavior and child misbehavior influenced teachers' over reactivity
and laxness. Teachers' over-reactivity did not influence child misbehavior.
*************************
Citation: Watson (1995), Behaviour Management in Context .
Summary: Based upon the belief that what children learn from adult responses to their early behavior sets the
foundations on which they will build all future learning, this publication provides information for teachers on the
appropriate guidance and management of children's behavior in early childhood settings using a contextual approach.
Issues discussed in the document include: 1) setting a behavior policy for the institution; 2) building positive
relationships with children; 3) using a knowledge of child development to create appropriate expectations for behavior;
4) considering developmental issues in responding to children's behavior; 5) understanding the impact of changes and
loss on children's behavior; 6) examining the variety of family lifestyle issues, such as family routines, living
situations, and family tensions; 7) identifying the effects of sociocultural backgrounds on children's behavior, including
Aboriginal and Torres Strait Island children; 8) understanding the personal characteristics of each child; 9) realizing the
impact of various chronic or acute illness on children's behavior; 10) dealing with children's aggression; 11) creating
behavior-friendly classroom environments; 12) developing a plan when behavior problems arise; 13) working with
parents; 14) responding to particular behavior problems, such as out of control feelings, emotional stress, regression,
and separation anxiety; 15) talking to a child when there is a problem; and 16) using a checklist to identify and
evaluate possible strategies for guiding children's behavior.
*************************
Citation: MacKenzie-Keating et al. (1996), Natural Rates of Compliant Behavior in Preschool Children in Day Care
Settings, Early Child Development & Care, 124, 91-103.
Summary: Collected data on natural rates of compliance of preschool children in day care centers. Found a mean rate
of 84%. Also found that overall compliance increased with age, that children were more compliant to direct requests
(of which teachers gave more) than to indirect or group requests, and that girls were not significantly more compliant
than boys.

*************************
Citation: Couchenour (1994), Bright Ideas: Learning All Day. Curriculum for Infants and Toddlers.
Summary: Using as a framework concerns and problems which two early childhood educators encountered in
connection with curriculum in programs for infants and toddlers, this guide focuses on common questions about child
developmental needs shared by caregivers and parents. The chapters consider the following questions: 1) "What Is
Curriculum?" attempts to come up with a working definition of curriculum for infants and toddlers; 2) "What Kind of
Curriculum Should We Use?" asserts that play is the primary teaching method; 3) "What Will the Children Learn?"
includes a discussion of physical-motor development, cognitive and language development, and social and emotional
development; 4) "What Kinds of Discipline Will We Use?"; and 5) "How Do We Measure the Child's Development?"
includes running records, time samples, developmental checklists, and formal measures. A reproducible letter to
parents concerning parent participation and understanding of the child care program is included, as is a list of nine
teacher resources.
*************************
Citation: Robinson (1996), Aggressive Behavior in the Pre-Verbal Child.
Summary: Directors, teachers, parents, and mental health professionals in child care centers were interviewed about
aggressive behavior of pre-verbal children to determine the caregivers' level of understanding about children's
emotional development. The definition of aggressive behavior included hitting, biting, pushing, scratching, pinching,
grabbing, tantrums, whining or screaming, pulling hair, walking on another child, and running into people. Hitting,
biting, and pushing were the mostly commonly observed problems. Ways that aggressive behaviors were handled by
the centers were analyzed in terms of intervention techniques, center rules and procedures, and parent roles. The
various approaches illustrated helplessness toward and misunderstanding of children's emotions. It was concluded
that caregivers need more knowledge of children's emotional development. Commentary is offered about the
intervention strategies employed, and examples are given to show the extent of parent anger, guilt, and stress over
handling aggressive children. An eight-point plan is suggested for centers to use when confronted with aggressive
behavior. The plan includes adapting the curriculum, recognizing the value of calm adult reactions, taking care of both
victims and aggressors, keeping logs of behavioral problems, and establishing a cooperative relationship between the
center and the parent.
*************************
Citation: Kuhns et al. (1992), Mothers' and Child-Care Providers' Cognitive, Affective, and Behavioral Responses to
Children's Misbehavior, Early Education & Development, (3)3:232-43.
Summary: Mothers and caregivers responded to hypothetical incidents in which a four-year-old child misbehaved.
Mothers and caregivers differed in their causal attributions for children's misbehavior and their affective and behavioral
responses to children's failures to be altruistic. Assertions of power were likely when respondents believed
misbehavior was caused by stable personality factors.
*************************
Citation: Scott-Little, & Holloway (1992), Child care providers' reasoning about misbehaviors: Relation to classroom
control strategies and professional training, Early Childhood Research Quarterly, 7(4):595-606.

Summary: Explored the relationship between causal explanations or attributions caregivers form regarding aggressive
and rebellious behaviors in their classrooms and their behavioral responses to the misbehaviors. Forty female
caregivers (aged 21-54 yrs) were observed during classroom activities, and details about caregiver responses to two
instances of child misbehavior were noted. Subsequent to the observation period, caregivers were asked to indicate
why they thought a child had misbehaved. Attributions were coded along dimensions of locus of causality,
controllability by the child, and stability over time. Caregivers who attributed misbehaviors to factors internal to the
child and controllable by the child responded to the misbehaviors with more power-assertive discipline strategies than
did caregivers who offered external or uncontrollable attributions.
*************************
Citation: Sternberg et al. (1991), Does out-of-home care affect compliance in preschoolers? International Journal of
Behavioral Development , 14(1):45-65.
Summary: One hundred and forty first-born Swedish children (aged 11-24 months) were observed with their mothers in
two situations (a problem-solving task and a clean-up session). Individual differences in their behavior were then
related to measures of the quality of care received by them both at home and in alternative care settings when they
averaged 16, 28, and 40 months of age; the amount of social support reportedly received by the mother; the children's
ages; and the amount of early out-of-home care received. Analyses show that subjects were more compliant in the
task situation at 40 months when they had experienced high quality care at home, when they were older, and when
they had experienced less out-of-home care before 24 months of age.

ADDITIONAL RESOURCES:
American Academy of Pediatrics (AAP) 141 Northwest Point Boulevard Elk Grove Village, IL 60007-1098 Phone: 847228-5005 Fax: 847-228-5097http://www.aap.org/
[Go To Contents]

FIRE DRILLS INDICATOR
This indicator had a relatively direct crosswalk between state regulations and CFOC standards. Most state regulations
did not vary much with this indicator and that was reflected in the national database. Five standards are
representative of this indicator.

CFOC STANDARDS (1992):
AD 031: The facility shall have a written plan for reporting and evacuating in case of fire, flood, tornado, earthquake,
hurricane, blizzard, power failure, or other disaster that could create structural damages to the facility or pose health
hazards. The facility shall also include procedures for staff training on this emergency plan.
AD 032: Evacuation drills shall be practiced as follows in areas where natural disasters occur: for tornadoes, on a
monthly basis in tornado season; for earthquakes, every 6 months; and for hurricanes, annually.
AD 033: The center director shall use a daily class roster in checking the evacuation and return to a safe indoor space
of all children in attendance during an evacuation drill. Small and large family home caregivers shall count to be sure
that all children are safely evacuated and returned to a safe indoor space during an evacuation drill.

AD 034: A fire evacuation procedure shall be approved by a fire inspector and shall be practiced at least monthly from
all exit locations at varied times of the day and during varied activities, including naptime.
AD 035: A fire evacuation procedure shall be maintained by the caregiver and practiced at least monthly from all exit
locations at varied times of the day and during varied activities, including naptime.

RESEARCH REVIEW/GAP ANALYSIS:
Children under the age of 5 are 2.5 times more likely to die from fire than any other childhood age group. The vast
majority of fire-related deaths occur in family residences, with the majority in one- and two-family dwellings.
Unfortunately, not many recent empirical demonstrations or evaluations of fire-safety programs for preschool children
exist. A program called Kid Safe was particularly successful. In this program, preschool children showed significantly
greater knowledge gains from pre-test to post-test than did children who did not receive the program. Three-year-olds
showed the greatest change of any age group. This program provides support for the value of training preschool
children in fire safety as an important strategy for injury prevention in this age group. This is an area that needs
additional research and program development.
The Kid Safe program is a 30-hour program with daily 20-minute sessions covering nine lessons presented over an
18-week period. Separate lessons teach children about hot and cold items, the use of matches and lighters, the
proper procedure if clothing catches on fire, the difference between good fires and bad fires, the importance of smoke
detectors, safe departure from a burning house, how to cool burns, and the role of the firefighter as a community
helper. Much of the program emphasizes cognitive aspects of fire safety such as situations to avoid, things not to
play with, etc. Other portions use behavioral techniques (such as modeling, role playing, and rehearsal during
simulated emergency situations) to instruct children in specific behavior sequences, such as Stop, Drop, and Roll
when their clothes catch on fire, or when there is smoke, Crawl Low.

SUMMARY TABLE:
Citation: Gielen, Dannenberg, Ashburn, & Kou (1996), Teaching safety: evaluation of a children's village in Maryland,
Injury Prevention , 2(1):26-31.
Summary: The purpose of this study was to evaluate Children's Village, a life safety education facility for children.
The study took place in Washington County, Maryland, a rural county. Eight elementary schools with 20 second grade
classrooms (410 students aged 7 and 8) were selected to participate. Using a quasi-experimental design, tests were
administered to two cohorts of children before (pre-test) and after (post-test) they attended the Children's Village
during 1993-1994. Parent and teacher surveys were also completed after the program. Among children who attended
in December 1993-January 1994, there was a significant improvement in average test scores between the pretest
(58% correct) and post-test (78%). Among children who attended in April 1994, there also was a significant
improvement in test scores between pretest (74%) and post-test (85%). Among parents, 70% reported that their child
learned a great deal at Children's Village and 33% reported having made changes in their home as a result. The parent
survey also revealed that 25% of children and 35% of adults did not always wear their seat belts, and 74% of children
did not always wear bicycle helmets. Teachers' responses to the program were generally positive. Children's Village
brought together an extensive network of community leaders, parents, and teachers dedicated to safety education of
children. The curriculum had a positive impact on children's knowledge and, to a lesser extent, on parents' safety
practices. Program impact could be enhanced by more emphasis on automobile restraints and helmets (behaviors
that parents reported were not consistently practiced) and by expanding the village services to parents as well as
children. Others considering creating similar programs need to identify community leaders willing to commit the time,
effort, and resources required to develop and sustain such programs.

*************************
Citation: English, & Hendricks (1997), Learn Not To Burn, Children & Families, 16(2):40-41.
Summary: Describes the "Learn Not to Burn Preschool Program," a low-cost fire safety awareness and burn
prevention curriculum for young children. The program promotes eight burn prevention methods--including practicing
an escape plan--using developmentally appropriate learning objectives to increase children's fire safety knowledge,
skill, and understanding. Evaluation data suggest that participating Head Start children increased their fire-safety
skills.
*************************
Citation: McConnell, Leeming, & Dwyer (1996), Evaluation of a fire-safety training program for preschool children,
Journal of Community Psychology , 24(3):213-227.
Summary: Described an empirical evaluation of a fire-safety program for preschool children ages 3, 4 and 5 years.
Four hundred and forty-three subjects from ten child-care facilities participated. Children in six centers received an 18week training program called Kid Safe. Children in four other centers were assigned to the delayed-treatment condition
and constituted the comparison group. All subjects were pretested with a modified 48-question multiple choice
comprehensive fire-knowledge test. The same test was re-administered to all subjects following presentation of the
program to the treatment group. At each of the three ages, subjects in the treatment group showed significantly
greater knowledge gains from pre-test to post-test than did subjects in the comparison group. Three year olds showed
the greatest change of any age group. Findings provide support for the value of training preschool children in fire
safety as an important strategy for injury prevention in this age group.
*************************
Citation: Bednarczyk, Alexander-Whiting, & Solit (1994), Guidelines for the adaptation of preschool environments to
integrate deaf, hard of hearing, and hearing children, Children's Environments Quarterly, 11(1):6-15.
Summary: Discusses the integration of deaf and hard-of-hearing (HOH) children in the preschool environment. The
authors suggest that a quality early childhood program can be successfully expanded to accommodate deaf, HOH,
and hearing children with in-service training and the addition of staff who can communicate with the deaf and HOH
children, and with additional physical and visual modifications. Recommended modifications to aspects of the
environment include increased visual stimulation, safe physical layout, deaf/HOH staff and trained hearing staff to
work with deaf and HOH children, an appropriate communication milieu, cultural sensitivity, knowledge of applicable
laws, sign language training, and appropriate curriculum activities. Safety concerns should also be considered,
especially for fire drills and alarms and for playground procedures.

ADDITIONAL RESOURCE:
National Fire Protection Association (NFPA) 1 Batterymarch Park Quincy, MA 02269-9101 617-7703000http://www.nfpa.org
[Go To Contents]

MEDICATION INDICATOR

State regulations for this indicator were very specific and cross walked clearly to the seven standards listed here.
Exact wording was not present in doing the crosswalk but the essence of the regulations is captured in these CFOC
standards.

CFOC STANDARDS (1992):
HP 082: The administration of medicines at the facility shall be limited to: a) Those prescribed medications ordered by
a health care provider for a specific child. b) Those nonprescription medications recommended by a health care
provider for a specific child, with written permission of the parent or legal guardian referencing a written or telephone
instruction received by the facility from the health care provider.
HP 083: Any prescribed medication brought into the facility by the parent, legal guardian, or responsible relative of a
child shall be dated, and shall be kept in the original container labeled by a pharmacist with the child's first and last
names; the date the prescription was filled; the name of the health care provider who wrote the prescription; the
medication's expiration date; and specific, legible instructions for administration, storage, and disposal (i.e., the
manufacturer's instructions or prescription label).
HP 084: Any over-the-counter medication brought into the facility for use by a specific child shall be labeled with the
following information: the date; the child's first and last names; specific, legible instructions for administration and
storage (i.e., manufacturer's instructions); and the name of the health care provider who made the recommendation.
HP 085: All medications, refrigerated or unrefrigerated, shall have child protective caps, shall be kept in an orderly
fashion, shall be stored away from food at the proper temperature, and shall be inaccessible to children. Medication
shall not be used beyond the date of expiration.
HP 086: There shall be a written policy for the use of any commonly used, nonprescription medication as specified in
Medication Policy.
HP 087: Any caregiver who administers medication shall be trained to check for the name of the child, to read the
label/prescription directions in relation to the measured dose, frequency, and other circumstances relative to
administration (e.g., relation to meals); and to document properly that the medication was administered.

RESEARCH REVIEW/GAP ANALYSIS:
According to the Centers for Disease Control and Prevention, children in child care are 18 times more likely to acquire
an infectious disease than children who are not. Group child care is perfect for spreading infectious organisms
rapidlynot only the common cold and flu, but also Salmonella, the agents that cause meningitis, and even hepatitis
viruses. According to the National Standards for Health and Safety Caring for Our Children, children with meningitis
and Hepatitis A should be permitted to attend if prophylaxis has begun. Children with Hepatitis B or C should be
permitted to attend if staff observe standard precautions.
Children in child care are more likely to be taking medicationboth over-the-counter preparations and prescription drugs
(decongestants, expectorants, antihistamines, antibiotics, and inhalers) because of this increased risk of acquiring an
infectious disease. Child care staff are often obligated to administer a variety of medications, often at inconvenient
times, to a number of children (Moser, 1995).
Over-the-counter medications should be used in child care only with written permission of the parent or guardian and
instructions from a physician. Because use of any medication in child care puts an increased burden on providers,
parents should ask their physicians to modify dose schedules to avoid the hours that children are in child care

(Aronson, 1991).
The National Health and Safety Performance Standards, National Academy of Early Childhood Programs accreditation
criteria, Head Start Performance Standards, and state licensing requirements specifically address administration of
medicines in child care programs. It is essential that every child care program have a written policy and clear
procedures on giving medicines. Delegation in medication administration is another key area that needs additional
research to determine the impact of training programs in the actual administration of medications. The key to
medication administration is the three-way collaborative alliance of the child care provider, a medical professional, and
the parents.
In addition to the steps mentioned above, the several things can be done to assist in the administration of medication.
Medicines must be stored in original, labeled containers in locked cabinets inaccessible to children. Parents should
take home any medicines at the end of the day or end of the week. Each center should have designated staff
members who are trained and authorized to give medicines. This indicator needs additional research to help fill in
some of the gaps that presently exist in determining if training programs are truly effective with staff.

SUMMARY TABLE:
Citation: Slack-Smith, Read, & Stanley (1998), The use of medication in children attending childcare in Western
Australia , Journal of Pediatrics & Child Health, 34(2):183-7.
Summary: This paper reports on medication use and factors affecting use in a cohort of preschool children attending
long (seven hrs+) day care in centers and family day care in homes. A survey of parents representing 846 children
under 6 years old in two types of childcare in Perth, Western Australia. The data were analyzed using descriptive and
logistic regression techniques to elucidate factors associated with use of medication. Seventy-three per cent of the
children were reported to have used over-the-counter medication at some time, while current regular use of prescribed
medication was 11%. This proportion is comparable to the limited available data for children of similar ages in Western
Australia. For both medication categories, the use of medication was higher in long day care than family day care. In
addition, many other characteristics differed between children in long day care and family day care. Initial analysis
showed a number of significant associations between child and family factors and both categories of medication.
Multivariable analyses indicated that the most important associations with medication use were with children's
illnesses. There was no significant difference between long day care and family day care for use of over-the-counter
medication but attending long day care was significantly associated with increased use of prescribed medication
(OR=2.13; 95% CI 1.24-3.67) after illnesses had been taken into account. Medication use in children attending
childcare is closely related to reported illness in the child.
************************
Citation: Hale, & Polder (1995), The ABCs of Safe and Healthy Child Care: A Handbook for Child Care Providers .
Summary: Recognizing the importance of maintaining a safe and healthy child care setting, this manual for home or
center child care providers contains information and guidelines to help providers maintain child health and reduce
sickness and injuries. Part 1, "Introduction," describes how diseases are spread and how to prevent and prepare for
unintentional and intentional injuries, and provides guidelines for recognizing child abuse. Part 2 of the guide,
"Establishing Policies to Promote Health and Safety," makes recommendations for developing written policies for
health history and immunizations for day care children and care providers, exclusion for illness, incident reporting,
emergency illness or injury procedures, children with special needs, medication administration, nutrition/foods brought
from home, as well as smoking and the use of alcohol and illegal drugs. Part 3, "Following Protective Practices to
Reduce Disease and Injury," describes basic disease and injury protection practices, including stress reduction,

handwashing and diapering routines, use of toilet training equipment, cleaning and disinfecting routines, use and
handling of toothbrushes, and food safety and sanitation. Part 4, "Maintaining a Safe and Healthy Facility," details the
contents of a written safety plan, including precautions, evaluation plan and drills pertaining to fire safety, electrical
fixtures and outlets, stairways and walkways, indoor furnishings and equipment, outdoor play areas, small objects and
toys, firearms, water temperatures, chemical toxins, lead poisoning, air pollution, pets, and exposure to electric and
magnetic fields and to heat and ultraviolet rays. Part 5, "Fact Sheets on Childhood Diseases and Conditions," lists a
variety of sicknesses and diseases, from asthma and the common cold to yeast infections, and gives the child care
provider a general diagnostic description, as well as preventive measures for the illness. Appendices contain
additional resources and contact information on regional poison control centers.
*************************
Citation: Aronson (1991), Ask Dr. Sue, Child Care Information Exchange , 77, 24-25.
Summary: Answers child care center directors' questions concerning the use of the Haemophilus influenza type b
(Hib) vaccine and use of over-the-counter medication with children in child care.

ADDITIONAL RESOURCE:
American Academy of Pediatrics 141 Northwest Point Boulevard Elk Grove Village, IL 60007-1098 Phone: 847-2285005 Fax: 847-228-5097http://www.aap.org/
[Go To Contents]

EMERGENCY PLAN/CONTACT INDICATOR
This indicator had only the one CFOC standard that represented the states regulations regarding emergency plans and
contact information related to that emergency plan.

CFOC STANDARDS (1992):
APP 28The facility shall have a written plan for reporting and managing any incident or unusual occurrence that is
threatening to the health, safety, or welfare of the children or staff. The facility shall also include procedures for staff
training on this emergency plan. The following incidents, at a minimum, shall be addressed in the emergency plan: a)
lost or missing child; b) sexual or physical abuse or neglect of a child; c) injuries requiring medical or dental care; d)
serious illness requiring hospitalization, death of a child enrolled in the facility, or death of a caregiver, including
deaths that occur outside of child care hours. The following procedures, at a minimum, shall be addressed in the
emergency plan: e) provision for a caregiver to accompany a child to the emergency care source and remain with the
child until the parent or legal guardian assumes responsibility for the child. Provision for a backup caregiver or
substitute for large and small family child care homes to make this feasible. Child:staff ratios must be maintained at
the facility during the emergency; f) the source of emergency medical carea hospital emergency room, clinic, or other
constantly staffed facility known to caregivers and acceptable to parents; g) ensure that first aid kits are resupplied
following each first aid incident, and that required contents are maintained in a serviceable condition, by a periodic
review of the contents; h) the names and addresses of a least three licensed providers of dental services who have
agreed to accept emergency dental referrals of children and to give advice regarding a dental emergency.

RESEARCH REVIEW/GAP ANALYSIS:

Quality child care must take place in safe and healthy settings. Because no environment can be absolutely safe, all
staff must be prepared to handle medical emergencies and to use the appropriate emergency medical services (Wiebe
& Fuchs, 1999). Staff need to be prepared for emergency situations and injuries, medical emergencies, and need to
have emergency medical policies and procedures in place. All child care staff that provide direct care must have
training in pediatric first aid, including rescue breathing and first aid for choking. At least one certified staff person
should be with the children in care at all times and in all places. Additional research is needed to determine the
effectiveness of training programs related to emergency contacts and planning. However, clear indicators of the types
of information that child care programs should have readily available at all times are available.
Responding appropriately means preparing adequately through training, practice, and access to necessary
information. Certain critical information should be gathered on all children and staff and readily available in an
organized, easy-to-use file. Because information often changes, data on each child should be regularly updated.
Examples of critical information include: accurate and current contract names and phone numbers, names and phone
numbers of medical providers, preferred hospitals, copies of current insurance or Medicaid cards, parent/guardian
signatures authorizing emergency care, and information on allergies or chronic health conditions. Emergency phone
numbers, resources, and other information should be posted in a highly visible place, such as near the door.
Emergency phone numbers and program addresses should be posted by the telephone. Location of the nearest
phone, emergency assistance numbers, address of the child care program, name of caregiver, location of fire
extinguishers, location of the first aid kit, child abuse hotline numbers, and basic first aid information should also be
posted. However, even with all these resources in place, this indicator requires additional research to determine if
training in these areas is really effective.

SUMMARY TABLE:
Citation: Copeland (1996), Code Blue! Establishing a Child Care Emergency Plan, Child Care Information Exchange,
107, 17-22.
Summary: Discusses steps necessary to develop an emergency preparedness plan for child care centers: (1)
identifying the need for policies through brainstorming and reviewing previous emergencies; (2) identifying potential
issues through consultation; (3) establishing center procedures; (4) identifying a spokesperson to present accurate
public information; (5) preparing statements to prevent misinformation; and (6) preparing for ongoing support after the
emergency.
*************************
Citation: Levin (1991), Your Center Needs an Emergency/Crisis Plan!, Child Care Information Exchange, 79, 34-37.
Summary: Describes the development of a five-part plan for dealing with emergencies and crises in day care centers.
The plan involves a handout that provides general information about the program, the designation of spokespeople,
procedures for responding to both common and extreme emergencies, and media guidelines.
*************************
Citation: Kelly, Kirkland, Holmes, Ellis, Delclos, & Kozinetz (1997), Assessing parental utilization of the poison
center: an emergency center-based survey, Clinical Pediatrics, 36(8):467-73.
Summary: The purpose of this study was to identify and characterize caretakers who fail to utilize the poison center
for unintentional poisonings involving children. The authors interviewed 210 caretakers of children evaluated for
unintentional poisoning in the emergency center of an urban, university-based teaching hospital to determine 1)

whether demographic differences exist between those caretakers who contacted a poison center prior to the
emergency center visit and those who did not and 2) whether differences exist in prevalence of poison prevention
knowledge and behaviors between the two groups. Ninety-six (46%) of caretakers did not contact the poison center
prior to the emergency center visit. Significant differences were found between the two groups for the following
caretaker variables: race/ethnicity, language preference, age, level of education, country in which schooling occurred,
and type of insurance coverage for the child. When logistic regression was used to control for confounding, the two
variables associated with failure to use the poison center were black race and schooled outside the United States
(primarily in Mexico). Poison center callers reported a higher prevalence of poison prevention knowledge and
behaviors than non-callers. Educational interventions should be targeted to the groups of caretakers identified who do
not use the poison center.
*************************
Citation: O'Connor, Boyle, O' Connor, & Letellier (1992), Self-reported safety practices in child care facilities, American
Journal of Preventive Medicine, 8(1):14-8.
Summary: To determine the prevalence of safety hazards and current injury prevention practices in child care
settings, we administered a structured telephone interview to a geographically stratified, randomly selected sample of
licensed child care facilities. Representatives of 130 child care facilities responded to questions about current injury
prevention practices. Specific hazards assessed were related to burns, falls, poisoning, playgrounds, and emergency
telephone numbers. Results indicated that 26.8% of providers who knew the temperature of their tap water stated that
it was over 130 degrees F.; 14.1% had space heaters accessible to children; 30.3% of those with stairs accessible to
children lacked safety gates; 61.4% of those with playgrounds did not have an impact-absorbing surface under
playground equipment; 16.9% of respondents had an unexpired bottle of syrup of ipecac; 55.8% demonstrated that a
poison control center telephone number was available to them; and 80% of providers could demonstrate the
availability of the telephone number of the local ambulance. We conclude that potential and remedial injury hazards
exist in some licensed child care centers and that providers of child care within licensed facilities are a promising
target for childhood injury prevention interventions.

ADDITIONAL RESOURCE:
Emergency Medical Services for Children National Resource Center 111 Michigan Avenue, N.W. Washington, DC
20010-2970 Phone: 202 884-4927http://www.ems-c.org/
[Go To Contents]

OUTDOOR PLAYGROUND INDICATOR
State regulations related to outdoor play areas varied greatly. As a result, many CFOC standards are listed in this
indicator. These 29 standards capture the full scope of variation in all of the state regulations.

CFOC STANDARDS (1992):
FA 234: Sunlit areas and shaded areas shall be provided by means of open space and tree plantings or other cover in
outdoor spaces.

FA 235: The outdoor play area shall be enclosed with a fence or natural barriers. The barrier shall be at least 4 feet in
height and the bottom edge shall be no more than 3 1/2 inches off the ground. There shall be at least two exits from
such areas, with at least one remote from the buildings. Gates shall be equipped with self-closing and positive selflatching closure mechanisms. The latch or securing device shall be high enough or of such a type that it cannot be
opened by small children. The openings in the fence shall be no greater than 3 1/2 inches. The fence shall be
constructed to discourage climbing.
FA 236: The soil in play areas shall not contain hazardous levels of any toxic chemical or substances. The facility
shall have soil samples and analyses performed by the local health department, extension service, or environmental
control testing laboratory, as required, where there is good reason to believe a problem may exist.
FA 237: The soil in play areas shall be analyzed for lead content initially. It shall be analyzed at least once every 2
years where the exteriors of adjacent buildings and structures are painted with lead containing paint. Lead in soil shall
not exceed 500 ppm. Testing and analyses shall be in accord with procedures specified by the regulating health
authority.
FA 238: Sandboxes shall be constructed to permit drainage, shall be covered tightly and securely when not in use,
and shall be kept free from cat or other animal excrement.
FA 239: Sand used in sandboxes shall not contain toxic or harmful materials.
FA 240: Outdoor storage shall be available for equipment not secured to the ground, unless indoor storage space is
available.
FA 241: Anchored play equipment shall not be placed over, or immediately adjacent to, hard surfaces.
FA 242: Outdoor play equipment shall be of safe design and in good repair. Climbing equipment and swings shall be
set in concrete footings located below ground surface (at least 6 inches). Swings shall have soft and, or flexible
seats. Access to play equipment shall be limited to age groups for which the equipment is developmentally
appropriate.
FA 243: All pieces of playground equipment shall be designed to match the body dimensions of children.
FA 244: All pieces of playground equipment shall be installed so that an average adult will not be able to cause a
fixed structure to wobble or tip.
FA 245: All pieces of playground equipment shall be surrounded by a resilient surface (e.g., fine, loose sand; wood
chips; wood mulch) of an acceptable depth (9 inches), or by rubber mats manufactured for such use, consistent with
the guidelines of the Consumer Product Safety Commission and the standard of the American Society for Testing and
Materials, extending beyond the external limits of the piece of equipment for at least 4 feet beyond the fall zone of the
equipment. These resilient surfaces must conform to the standard stating that the impact from falling from the height
of the structure will be less than or equal to peak deceleration 200G(63). Organic materials that support colonization of
molds and bacteria shall not be used.
FA 246: All pieces of playground equipment shall be designed so that moving parts (swing components, teeter totter
mechanism, spring ride springs, etc.) will be shielded or enclosed.

FA 247: All pieces of playground equipment shall be free of sharp edges, protruding parts, weaknesses, and flaws in
material construction. Sharp edges in wood, metal, or concrete shall be rounded to a minimum of 1/2 inch wide on all
edges. Wood materials shall be sanded smooth and shall be inspected regularly for splintering.
FA 248: All pieces of playground equipment shall be designed to guard against entrapment or situations that may
cause strangulation by being made too large for a child's head to get stuck or too small for a child's head to fit into.
Openings in exercise rings shall be smaller than 4, inches or larger than 9 inches in diameter. There shall be no
openings in a play structure with a dimension between 4 and 5/8 inches and 9 and 1/8 inches. In particular, side
railings, stairs, and other locations where a child might slip or try to climb through shall be checked for appropriate
dimensions. Protrusions such as pipes or wood ends that may catch a child's clothing are prohibited. Distances
between vertical infill, where used, must be 4 and 5/8 inches or less to prevent entrapment of a child's head. No
opening shall have a vertical angle of less than 55 degrees. To prevent finger entrapment, no opening larger than 3/8
inch and smaller than 1 inch shall be present.
FA 249: All bolts, hooks, eyes, shackles, rungs, and other connecting and linking devices of all pieces of playground
equipment shall be designed and secured to prevent loosening or unfastening except by authorized individuals with
special tools.
FA 250: Crawl spaces of all pieces of playground equipment, such as pipes or tunnels, shall be securely anchored to
the ground to prevent movement, and shall have a minimum diameter that permits easy access to the space by
adults in an emergency or for maintenance.
FA 251: The maximum height of any piece of playground equipment shall be no greater than 5 and 1/2 feet if children
up to the age of 6 are given access to it, and no higher than 3 feet if the maximum age of children is 3 years.
FA 252: All paved surfaces shall be well drained to avoid water accumulation and ice formation.
FA 253: All walking surfaces, such as walkways, ramps, and decks, shall have a nonslip finish.
FA 254: All walking surfaces and other play surfaces shall be free of holes and sudden irregularities in the surface.
FA 255: Space used for wheeled vehicles shall have a flat, smooth, and nonslippery surface. There shall be a
physical barrier separating this space from traffic, streets, parking, delivery areas, driveways, stairs, hallways used as
fire exits, balconies, and pools and other areas containing water.
FA 256: All outdoor activity areas shall be maintained in a clean and safe condition by removing debris, dilapidated
structures, broken or worn play equipment, building supplies, glass, sharp rocks, twigs, toxic plants, and other
injurious material. The play areas shall be free from anthills, unprotected ditches, wells, holes, grease traps, cisterns,
cesspools, and unprotected utility equipment. Holes or abandoned wells within the site shall be properly filled or
sealed. The area shall be well drained with no standing water.
FA 257: Outdoor play equipment shall not be coated or treated with, nor shall it contain, toxic materials in hazardous
amounts that are accessible to children.
FA 258: The center director and the large and small family home caregiver shall conduct inspections of the
playground area and the playground as specified below.
FA 259: The general playground surfaces shall be checked every day for broken glass, trash, and other foreign
materials (e.g., animal excrement).

FA 260: The playground area shall be checked on a daily basis for areas of poor drainage and accumulation of water
and ice.
FA 261: Any particulate resilient material beneath playground equipment shall be checked at least monthly for packing
due to rain or ice and, if found compressed, shall be turned over or raked up to increase resilience capacity. All
particulate resilient material, particularly sand, shall be inspected daily for glass and other debris, animal excrement,
and other foreign material. Loose fill surfaces shall be hosed down for cleaning and raked or sifted to remove
hazardous debris as often as needed to keep the surface free of dangerous, unsanitary materials.
FA 262: The playground equipment shall be checked on a monthly basis for the following:
1. Visible cracks, bending or warping, rusting, or breakage of any equipment.
2. Deformation of open hooks, shackles, rings, links, and so forth.
3. Worn swings hangers and chains.
4. Missing, damaged, or loose swing seats.
5. Broken supports or anchors.
6. Cement support footings that are exposed, cracked, or loose in the ground.
7. Accessible sharp edges or points.
8. Exposed ends of tubing that require covering with plugs or caps.
9. Protruding bolt ends that have lost caps or covers.
10. Loose bolts, nuts, and so forth that require tightening.
11. Splintered, cracked, or otherwise deteriorating wood.
12. Lack of lubrication on moving parts.
13. Worn bearings or other mechanical parts.
14. Broken or missing rails, steps, rungs, or seats.
15. Worn or scattered surfacing material.
16. Hard surfaces, especially under swings, slides, and so forth (e.g., places where resilient material has been
shifted away from any surface underneath play equipment).
17. Chipped or peeling paint.
18. Pinch or crush points, exposed mechanisms, juncture, and moving components.

RESEARCH REVIEW/GAP ANALYSIS:
Though child care center injury rates are relatively low, the majority of injuries occur on outdoor playgrounds. Many
injuries that occur in this setting are minor. However, lowering the height of playground equipment and providing more
resilient playground surfaces could further reduce injury risks in child care centers. The injury rate was 1.5 injuries per
100,000 child hours in child care. The most common injuries were cuts or lacerations (31%), bumps or bruises (15%),
fractures (10%), and dental injuries (8%). Most injuries (51%) occurred on the playground. Many injuries (18%), and
more than half of factures and concussions (53%) were due to falls from climbing equipment. (Briss, Sacks, Kresnow,
& ONeill, 1993). The most important risk factor for injury was the height of the tallest piece of climbing equipment on
the playground (Briss, Sacks, Addiss, Kresnow, & ONeill, 1995).
Previous research has documented that the majority of injuries occurring in child care involve falls, and that the most
common consumer product associated with such falls is playground equipment. A recent study of children less than 5
years of age admitted to hospitals between 1979 and 1988 for injuries associated with playground equipment found
that significantly more injuries occurred in the home than in child care facilities. Fractures were the most common
injury, and the head was the most commonly involved body region. Lower limb injuries were usually the most severe.
Among the differences between home and child care injuries were the type of equipment involved. For instance,
swings were disproportionately associated with head injuries (Kotch, Chalmers, Langley, & Marshall, 1993).

Another study was conducted to determine the prevalence of safety hazards and current injury prevention practices in
child care settings (OConnor, OConnor, Boyle, & Letellier, 1992). Results from this study indicated that 27% of
providers who knew the temperature of their tap water stated that it was over 130 degrees F, 14% had space heaters
accessible to children, 30% of those with stairs accessible to children lacked safety gates, 61% of those with
playgrounds did not have an impact-absorbing surface under playground equipment, 17% had an unexpired bottle of
syrup of ipecac, 56% demonstrated that a poison control center phone number was available to them, and 80% of
providers could demonstrate the availability of the phone number of the local ambulance.
Concern for the safety of children in out-of-home care is growing along with the number of such children. The above
studies clearly demonstrate that injuries among children in child care centers occur on playgrounds and are the results
of falls affecting the head and upper limbs. Such injuries are often related to reversible hazards on child care
playgrounds. Targeted funding might improve child care playground safety. It is also possible to conduct abbreviated
playground safety surveys with minimal demand on the time of child care staff. Results from a study of Smart Start in
North Carolina holds promise as a potential solution to improving playground safety (Kotch & Guthrie, 1998).
Several excellent resources can be used to help reduce the risks or at least be able to identify and respond to risks.
The National Playground Safety manual developed by the University of North Iowa or CDCs Handbook for Public
Playground Safety or NAEYCs Healthy Young Children include playground safety information. Other excellent
resources are the CPSC Handbook for Public Playground Safety, ASTM/CPSE Audit Guide by Dr. Frances Wallach,
published by Playworld Systems, and the National Playground Safety Institute of the National Parks and Recreation
Association course to certify playground inspectors.

SUMMARY TABLE:
Citation: Ulione & Dooling (1997), Preschool injuries in child care centers: nursing strategies for prevention, Journal of
Pediatric Health Care, 11(3):111-6.
Summary: Injuries to children 0 to 12 years of age pose a national health problem. Injuries are a particular problem in
child care settings. Both research and anecdotal reports confirm that most injuries in the child care setting are cuts,
scratches, and abrasions caused by falls indoors and in playgrounds. Other injuries are caused by human bites and
motor vehicle pedestrian injuries. Child development centers are an obvious focal point to direct injury prevention
services by nurses. The nurse's role in injury prevention is to educate the child care providers about injuries and then
teach them the skills to assess and monitor injury prevention strategies. This article discusses the problem of injuries
in child care centers in general and discusses injury prevention strategies the nurse can share with the child care
provider. Educational resources are included to help the child care providers assess and monitor their own center's
injury risk.
*************************
Citation: Cummings, Rivara, Boase, & MacDonald (1996), Injuries and their relation to potential hazards in child day
care, Injury Prevention , 2(2):105-8.
Summary: To prospectively determine the incidence rate of injuries that required medical attention among children in
day care and to identify possible hazards related to these injuries. Prospective cohort study of children in a sample of
licensed day care facilities. From 1 July 1992 to 30 June 1993, 53 medically attended injuries were reported by 133
day care sites; incidence rate 1.9 per 100,000 hours of day care attendance. The rate of injury in 91 small family day
care homes was essentially the same as that in 42 larger day care centers; relative rate 1.0 (95% confidence interval
0.6 to 1.9). Injuries that required sutures accounted for 39% of the cases, while 17% required a cast, splint, or sling.
No child was hospitalized. Sixty-nine sites were inspected and all had potentially correctable physical hazards, with a

median of 15 hazards per site (range 7 to 26). These potential hazards had little relationship to the risk of injury and a
case-by-case review identified only two injuries that might have been prevented by a more energy absorbent
playground surface. The incidence of medically attended injuries found in this study is consistent with other studies
from the United States. Most injuries were minor and had little relation to physical hazards at day care locations.
*************************
Citation: Browning, Runyan, & Kotch (1996), A statewide survey of hazards in child care centers, Injury Prevention,
2(3):202-7.
Summary: The purpose of this study was to determine adherence to selected recommended safety standards in North
Carolina child care centers. A self administered questionnaire eliciting information about safety practices in child care
was mailed to a randomly selected sample of 409 North Carolina child care centers. One hundred and ninety-five
usable questionnaires were returned from child care centers in 75 counties. Results indicated that all of the standards
included in the state's child regulations were being adhered to by at least 80% of the centers. However, adherence to
recommended standards not included in the state's regulations was quite variable, with one standard implemented by
less than 5% of the centers. The lowest rates of adherence were found for standards specifying that resilient surface
material be used under playground equipment (4%) and that certain foods that may present a choking hazard to small
children not be served (27%). Many hazards not addressed in North Carolina child care regulations are present in child
care centers. Some safety standards are not adhered to due to lack of knowledge or limited resources. Inclusion of
national standards in state child care regulations appears to reduce, but not eliminate, the likelihood of hazards being
reported. Further research should include on-site inspections and attention to safety in family child care.
*************************
Citation: Briss, Sacks, Addiss, Kresnow, & O'Neil (1995), Injuries from falls on playgrounds. Effects of day care
center regulation and enforcement, Archives of Pediatrics & Adolescent Medicine , 149(8):906-11.
Summary: To measure the incidence of playground fall injuries among children attending licensed U.S. day care
centers and to evaluate how injury incidence varies with center characteristics and with the regulatory and
enforcement climate in which centers operate. Telephone surveys of directors of day care centers and enforcement
agencies and review of written day care regulations. Probability sample of licensed day care centers in 50 states and
the District of Columbia. Children attending day care centers with playgrounds. Medically attended playground fall
injuries. Among the 1740 day care centers studied, a weighted total of 89.2 injuries occurred during the 2-month study
period (0.25/100,000 child-hours in day care). The most important risk factor for injury was height of the tallest piece
of climbing equipment on the playground in both bivariate (P = .01) and multivariate (P = .02) analyses. Neither
regulations addressing playground safety or playground surfaces nor enforcement patterns were associated with lower
injury rates. Additional effort is needed to develop and evaluate regulations and enforcement that reduce injury risks
for children while minimizing burden on day care centers. In the meantime, limiting climbing equipment heights may
reduce playground injury rates.
*************************
Citation: Briss, Sacks, Addiss, Kresnow, & O'Neil (1994), A nationwide study of the risk of injury associated with day
care center attendance, Pediatrics, 93(3):364-8.
Summary: Because an increasing proportion of U.S. children spends time in day care center environments, a national
estimate of injury risks in day care centers is needed. Interviewed directors of 1797 day care centers from every state
and the District of Columbia from October to December 1990 and analyzed medically attended injuries and center

characteristics reported by the directors. The centers were attended by 138,404 children. In the two months before the
center directors were interviewed, 556 children sustained injuries requiring medical attention while attending the
centers. The injury rate was 1.5 injuries per 100,000 child hours in day care. The most common injuries were cuts or
lacerations (31%), bumps or bruises (15%), fractures (10%), and dental injuries (8%). Most injuries (51%) occurred on
the playground. Many injuries (18%), and more than half of fractures and concussions (53%) were due to falls from
climbing equipment. Day care center injury rates estimated by this study were relatively low. Many injuries that occur
in this setting are probably minor. However, lowering the height of playground equipment and providing more resilient
playground surfaces could further reduce injury risks in day care centers.
*************************
Citation: Kotch, Chalmers, Langley, & Marshall (1993), Child day care and home injuries involving playground
equipment, Journal of Pediatrics & Child Health, 29(3):222-7.
Summary: The increasing number of children attending child day care has led to a corresponding concern for their
safety in the absence of parental care. Previous studies have documented that the majority of injuries occurring in
child day care involve falls, and that the most common consumer product associated with such falls is playground
equipment. This study describes New Zealand children less than 5 years of age admitted to hospital between 1979
and 1988 for injuries associated with playground equipment located at home or a child care facility. There were 528
hospitalized home injuries involving playground equipment, and 145 such day care injuries. Fractures were the most
common injury, and the head was the most commonly involved body region. Lower limb injuries were the most
severe. Among the differences between home and day care injuries were the type of equipment involved. Swings were
disproportionately associated with head injuries.
*************************
Citation: O'Connor, Boyle, O' Connor, & Letellier (1992), Self-reported safety practices in child care facilities, American
Journal of Preventive Medicine, 8(1):14-8.
Summary: To determine the prevalence of safety hazards and current injury prevention practices in child care
settings, the authors administered a structured telephone interview to a geographically stratified, randomly selected
sample of licensed child care facilities. Representatives of 130 child care facilities responded to questions about
current injury prevention practices. Specific hazards assessed were related to burns, falls, poisoning, playgrounds,
and emergency telephone numbers. Results indicated that 26.8% of providers who knew the temperature of their tap
water stated that it was over 130 degrees F; 14.1% had space heaters accessible to children; 30.3% of those with
stairs accessible to children lacked safety gates; 61.4% of those with playgrounds did not have an impact-absorbing
surface under playground equipment; 16.9% of respondents had an unexpired bottle of syrup of ipecac; 55.8%
demonstrated that a poison control center telephone number was available to them; and 80% of providers could
demonstrate the availability of the telephone number of the local ambulance. The authors conclude that potential and
remedial injury hazards exist in some licensed child care centers and that providers of child care within licensed
facilities are a promising target for childhood injury prevention interventions.
*************************
Citation: Sacks, Brantley, Holmgreen, & Rochat (1992), Evaluation of an intervention to reduce playground hazards in
Atlanta child-care centers, American Journal of Public Health, 82(3):429-31.

JOINT STATEMENT
Coordinated Efficiencies in Monitoring and
Oversight of Early Care and Education Programs
U.S. Department of Health & Human Services and U.S. Department of Agriculture

Purpose
The purpose of this policy statement is to set a new vision for monitoring and oversight policy and
practice within states that (a) improves the efficiency and cost-effectiveness of oversight with regard to
early care and education programs; (b) creates a culture of health and safety that better supports the
healthy development of children; and (c) enables states to be successful in meeting the goals of the
Child Care and Development Block Grant (CCDBG) Act of 2014, (P.L. 113-186), which includes monitoring
many more child care providers.
This joint HHS and USDA policy statement aims to:








Encourage states to align monitoring policies and procedures across funding streams where
appropriate rather than monitoring exclusively by funding stream;
Recommend efficiencies that could be achieved through coordination, collaboration, crosstraining, differential monitoring, data sharing, and greater use of technology;
Shift the current focus of monitoring from one of “compliance only” to “continuous quality
improvement”;
Increase access to the Child and Adult Care Food Program (CACFP) to promote nutritious meals
and snacks for children in early care and education settings;
Recommend a universal set of core health and safety standards that apply across programs to
support the alignment of monitoring policies and procedures;
Share examples of best practices and resources to support states in creating a culture of safe,
healthy and developmentally appropriate early childhood settings; and
Ensure that results of monitoring visits are used to target technical assistance and other
supports to ensure changes in behavior and improve overall quality of service.

Target Audience





State Advisory Councils on Early Childhood Education and Care
State/Tribal/Territory Child Care Administrators, Licensing Agencies, Subsidy Agencies, and
Departments of Health
State/Tribal/Territory CACFP Administrators
State Head Start Collaboration Offices

Overview
Promoting the safety and healthy development of children in early care and education settings is the
overarching goal of monitoring. However, today’s monitoring policies are often disconnected efforts
based on the individual funding streams or program type that can lead to duplication and conflict. The
various funding streams, including the Child Care and Development Fund (CCDF), CACFP, and Head Start
have different legislative requirements, but all have the same overarching goals – to ensure that our
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nation’s most disadvantaged children have access to what they need to promote their optimal
development.
Although the goals of each funding stream may be shared, there is often little sharing of monitoring
requirements, schedules, data and findings across programs. As a result, trends can go undetected and
technical assistance efforts are not targeted to the areas of greatest need. In addition, while some early
care and education (ECE) programs receive numerous monitoring visits every year (one or more for each
funding stream), other programs receive few or none.
Monitoring has long been a challenge within states, in part, because of the many factors that affect
monitoring such as funding related to staffing, monitor and provider training and support, enforcement,
and provider and parent communication. With the passage of the CCDBG Act of 2014, new basic health
and safety requirements, training requirements and monitoring apply to more ECE programs. Until
reauthorization, states were not required to inspect child care centers annually and family child care
homes were monitored even less frequently. In addition, many states exempted certain categories of
care from licensing and monitoring requirements despite the fact that they were receiving CCDF and
other public support. Under the new CCDBG Act, states are required to conduct annual inspections of
all licensed programs and unlicensed providers (except relatives) that care for children receiving CCDF
subsidy.1
The Act also requires an inspection to be conducted before a license is granted, contains new minimum
training requirements for the inspector workforce, and requires the ratio of licensing inspectors to child
care programs be maintained in a manner that promotes timely and effective inspections.2 If current
monitoring systems involving the various state and federal programs were better coordinated and,
where appropriate, better integrated, more programs could be reached with existing resources and any
new investments could be used more efficiently.
This provides states with an unprecedented opportunity to review their overall approach to monitoring
and implement a new vision. Through use of technology, data sharing and aligned monitoring, we
believe states can serve more ECE programs and improve the quality of these programs at the same
time. It is the purpose of this policy statement to recommend that states use this opportunity to re-think
their monitoring policies and practices to create a more effective monitoring system across programs
that would improve program quality, allow for more efficient use of resources, operate in a more
effective manner, and better serve children and families.

Section I – Background
Throughout the United States, more than 266,000 child care programs (centers and homes) are
licensed3 with a capacity for 9.8 million children.4 More than 177,000 programs (centers and homes)
participate in CACFP with an average daily attendance of 4.1 million children.5 About 57,685 licenseexempt providers currently serve children whose care is paid for through a CCDF subsidy and will now
be required to have at least an annual inspection.
Funding to states through CCDF and CACFP represent the two largest federal funding streams that
require monitoring visits to early care and education settings. Depending on the ECE program and
services provided, other types of monitoring visits may also occur. These include State Quality Rating
and Improvement Systems (QRIS), State-funded preschool, national accreditation, fire safety, sanitation,
health, Early Head Start or Head Start, and potentially reviews related to children with special needs.
Table 1 shows early care and education programs subject to monitoring throughout the states.
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Although the content and frequency of monitoring visits required by the funding sources may vary
based on legislative requirements, they have similar goals and basic programmatic requirements such as
staff qualifications, background clearances, enrollment eligibility, attendance requirements, and certain
health and safety requirements. It is within these common areas where there may be opportunities for
greater efficiency.
Table 1. Child Care and Related Programs Subject to Onsite Monitoring Visits
Licensed Child Care
Number of Licensed Programs Child Capacity
6
Total Licensed Programs:
266,017
9,853,135
Child Care Centers
110,309
8,362,036
Family Child Care Homes
129,862
1,151,432
Group Child Care Homes
25,846
339,667
Quality Rating and Improvement
87,077
QRIS systems in 38 states
Systems (QRIS) Participating Programs7
NAEYC Accredited Programs8
7,136
50 states
NAFCC Accredited Programs9
1,400
50 states
Unlicensed Care
Number of Programs
Unlicensed non-relative family child
50,330
care home providers caring for
children receiving CCDF subsidies10
License-Exempt child care centers
7,355
caring for children receiving CCDF
subsidies11
Non-relative caregivers receiving CCDF 27,739
subsidies to care for children in the
child’s home12
Child and Adult Care Food Program
Licensed/Approved
Average Daily Attendance
Participating Programs
Total Programs13
177,825
4,057,714
Number of Centers
63,976
3,280,046
Number of Homes
113,849
777,668
Other Related Early Care and
Enrollment
Location
Education Programs
State funded preschool14
1,383,450
57 programs in 42 states
and DC
15
Head Start
944,581
2,932 programs
Head Start
1,613 programs
Early Head Start (EHS)
1,061 programs
Migrant and Seasonal Head Start
37 programs
Migrant and Seasonal EHS
15 programs
American Indian/Alaska Native (AIAN)
148 programs
Head Start
AIAN Early Head Start
58 programs
Over the last several decades, effective monitoring policies and practices have been an elusive goal.
There are a combination of factors that have challenged states: the largest source of federal child care
funding, the Child Care and Development Block Grant, had no requirement for inspections, states faced
with budget challenges underfunded or cut funds for monitoring, and state policies were not strong as
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agencies sought to draft policy without sufficient resources to undertake monitoring in a more effective
manner. One trend is clear. Past reports of poor monitoring practices have not necessarily led to
improvements. For example, a 2009 report in Connecticut, “Ensuring Health and Safety in Connecticut’s
Early Care and Education Programs,” an analysis of the Department of Public Health Child Care
Licensing Specialists’ reports of unannounced inspections was a comprehensive study reviewing 676
child day centers (41% of the state’s supply) and 746 homes (28% of the supply). Among the violations
that the report identified in child care centers:









48% of the centers had playground hazards,
41% administered medicine without a written order,
38% had indoor safety hazards,
28% had toxic chemicals accessible to children,
23% had fire code violations,
19% had bathroom sanitation issues,
12% didn’t have CPR certified staff, and
11% had high chairs without safety straps.

Despite the findings of this report and the potential harm for children attending these programs, a
similar report was issued in 2014 by the HHS Office of Inspector General (OIG) that showed many of the
same violations occurring in child care centers and family child care homes in Connecticut.
Office of HHS Inspector General Reports on State Monitoring of Child Care Programs
Between 2013 and 2016, the OIG issued reports from nine states and Puerto Rico. The OIG found that
96% of providers that they inspected had numerous potentially hazardous conditions that failed to
comply with state licensing requirements. The providers served subsidy children and had a history of
compliance violations (i.e., they were not random). Nevertheless, despite having hazardous conditions
that could potentially place children at-risk, these programs were (a) licensed and (b) serving CCDF
subsidy children.
Weakness in state monitoring and enforcement of licensed child care programs is not new. In 1992, the
Government Accountability Office (GAO) issued a report, “Child Care: States Face Difficulties Enforcing
Standards and Promoting Quality.”16 In 1993 and 1994, HHS’ Inspector General issued reports related to
inspections/safety compliance in North Carolina17 and Nevada18 that found many violations similar to
those the OIG has found during the past 3 years. Violations involved: fire code safety, unsanitary
conditions, playground hazards, incomplete employee records, incomplete children’s records, and toxic
chemicals accessible to children.19 The Nevada report noted inconsistencies among county monitoring
and recommended that “the state provide more specific and definitive guidelines to the jurisdictions to
ensure uniformity and consistency.” 20
A nationwide 1994 OIG report about state child care monitoring across multiple states found similar
weaknesses in state monitoring.21 For example, among 169 programs that were reviewed, the OIG
found multiple types of violations including: fire code violations (94), toxic chemicals (84), playground
hazards (134), unsanitary conditions (394), missing or erroneous employee records, including a lack of
background checks (236), missing or erroneous children’s records (191), and other facility hazards
(499).22
The 2013-2016 series of OIG reports involving licensed child care centers and family child care homes in
Arizona,23,24 Connecticut,25,26 Florida,27,28 Louisiana,29,30 Maine,31,32 Michigan,33,34 Minnesota,35,36
Pennsylvania,37,38 Puerto Rico39 and South Carolina,40,41 shows that there are systemic weaknesses in
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monitoring practices that include the same types of violations first identified 20 years ago. Therefore, it
is not just about the number of inspections that are conducted but it is also about the effectiveness of
how monitoring is conducted – including follow up steps taken after an initial visit where violations are
found.

Stakeholder Listening Sessions
In 2016, the U.S. Departments of Health and Human Services and Agriculture held eight joint listening
sessions with key stakeholders to better understand challenges with the current early care and
education monitoring efforts.42 Included were child care center directors, family child care home
providers, grantees operating Head Start, Migrant and Tribal grantees, child care resource & referral
agencies, state agencies and sponsoring organizations administering CACFP, state licensing officials and
representatives from national associations reflecting various ECE sectors. Nearly 100 people provided
input on their experiences with the current monitoring system across the country.
In general, some center directors and FCC providers report between 8 to 14 different types of
monitoring visits to the same site annually while others reported no monitoring visits or infrequent
monitoring with sometimes several years lapsing without a monitoring review.

Stakeholder Feedback
The following is a brief summary (in no particular order) of what we learned during the listening
sessions:













Regulations should be more user-friendly, written in plain language, easy to understand, and
supplemented by interpretive guidelines.
Inspectors should be supportive, fostering a culture of mutual respect.
Monitoring should be more seamless across ECE
programs with a shared core purpose (e.g., providers
Perspective from a Provider Operating
recommended using a common set of health and
in Multiple States
safety requirements across programs to reduce
confusion).
“A big problem that we see across states
Inspectors should have sufficient training so that
is that licensors have different
inspections are conducted in a more
interpretations of rules. We understand
uniform/consistent manner and by staff
human factors, but need some type of
knowledgeable about differing requirements
way to promote more uniformity. Some
between centers and homes.
states’ fire department requirements are
Common forms should be developed where possible
in conflict with licensing departments.
to avoid conflicting requirements (e.g., conflicting
Who do we follow? Last in the door…”
requirements between CACFP and child care
licensing or subsidy such as approved attendance
April 2016 ACF-USDA Listening Session
sheets or allowable foods. States could review their
nutrition requirements to determine areas of conflict
with CACFP and use CACFP allowable foods as a base to reduce conflicts).
Monitoring should be coordinated with duplication reduced (or eliminated).
Monitoring checklists should be posted on the internet so that providers understand what is
expected and are not surprised during an onsite visit.
Data and documents/previous inspections should be shared among agencies where appropriate.
Communication among agencies or among departments within agencies should be improved.
5

Monitoring conducted by CACFP and Head Start were viewed as overwhelmingly positive and
supportive, while child care licensing inspections were not. What participants told us made the
difference in CACFP and Head Start monitoring approaches was:





Providers felt supported;
Although the reviews were for compliance, the monitoring visits did not feel adversarial;
They knew the expectations in advance and they understood the requirements; and
Providers felt valued and the reviewers offered strategies to promote quality.

State licensing administrators discussed challenges that occur when various programs are overseen by
different agencies and departments within state government. They described efforts to integrate
departments or divisions to better align monitoring and administration while maintaining the important
purposes and focus of the underlying programs. Some states have aligned program standards and have
cross-walked monitoring needs and strategies. Some states are increasing the use of technology to
increase efficiency, better target technical assistance/support, and identify trends or challenges to be
addressed. Some states have revamped their qualifications in hiring and training inspectors. More detail
on state innovative practices is described under the best practices sections of this policy statement.
Our stakeholder calls also revealed a frustration beyond challenges related to alignment. For example,
licensing agencies are often understaffed which causes a backlog as well as stress among monitors.
While licensing administrators agreed that there could be opportunities for greater coordination and
efficiency, they also said that they need support from within their administration and state legislature to
place a greater priority on monitoring and oversight.
State administrators of the CACFP program stressed the need to improve communication and
coordination among monitoring agencies. In discussion with CACFP agencies,43 three issues arose that
require attention and closer coordination between agencies.


Responding to Reports of Imminent Danger. While there may be written protocols within states
with regard to cases where one agency contacts another to report a potential case of imminent
harm for a child, CACFP agencies report that follow up by some licensing offices (or other
appropriate agencies) can be delayed by a week or longer. This delayed response places
children at risk and suggests that clear protocols are needed – not just on paper, but also in
practice, for all responses to reports of imminent harm.



Protection of Children during Investigations. CACFP agencies report that in some cases when
CACFP participation is suspended for imminent threat to children, the children still attend the
program (although the food program has been suspended). State licensing agencies should
review such cases and determine appropriate next steps (e.g., whether parents should be
notified, whether the program should be reviewed for appropriate enforcement actions, etc.).



Inspection Delays and Backlog. CACFP agencies report delays in fire, safety, and health
inspections that are needed for CACFP at-risk afterschool programs to operate (i.e., public or
private nonprofit organizations eligible to offer afterschool meals and snacks). Inspection
backlogs inhibit access to healthy meals and snacks for children. In one state, delays are
reported of up to 2 years for a non-school site to obtain the required inspections they need.
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Section II – Federal and State Monitoring Models
HHS has released several reports recommending efficiencies for monitoring policy and practice across
early care and education programs. In 2015, the Office of the Assistant Secretary for Planning and
Evaluation (ASPE) in partnership with the Administration for Children and Families (ACF) published,
“Innovation in Monitoring in Early Care and Education: Options for States”44 and the Administration for
Children and Families published, “Caring for Our Children Basics: Health and Safety Foundations for Early
Care and Education.”45 In 2016, the Office of Planning, Research and Evaluation (OPRE) in coordination
with ACF published, “Coordinated Monitoring Systems for Early Care and Education.”46 These reports
offer recommendations for more efficient monitoring systems.
In addition, the National Center on Early Childhood Quality Assurance (NCECQA) has published
numerous policy briefs and provides technical assistance on best practices and research to assist states
in developing more effective monitoring systems.47
For ECE, there are four primary federal funding streams that have statutory monitoring requirements.
These include Head Start, CCDF, the Military Child Care Program, and CACFP. All share one goal – to
improve the quality of ECE programs under their jurisdiction. While CCDF monitoring is described below,
for a description of each of the other programs, see Appendix I.
Prior to the CCDBG Act of 2014, states were given broader latitude in assuring that health and safety
requirements and enforcement mechanisms were in place to protect children. Under prior law, 4% of
funding was required to be spent on activities related to improving the quality of care but activities
related to quality were not defined. The new law increases accountability for the receipt and
expenditure of child care funding by states and increases the quality set-aside to 12% by FY2020. It
requires provider background checks and minimum training, new health and safety requirements and
annual monitoring of non-relative providers. CCDF is still a flexible funding stream for states; within
federal regulation, states will need to determine how they can best meet the new minimum
requirements. The challenge for states varies depending upon individual state policies compared to the
minimum requirements to protect the health and safety of children under the new law.

State Governance Models:
As described above, states have considerable flexibility in designing their monitoring systems. And, as
described, the new requirements in the CCDBG Act of 2014 have caused many states to re-examine and
expand their monitoring systems.
These new requirements have also led several states to rethink their governing structures. Although not
a specific purpose of this policy statement, state governance is a major factor in the state’s ability to
reduce overlap and align with other statewide efforts such as the Quality Rating and Improvement
Systems. According to a BUILD Initiative policy statement, “A Framework for Choosing a State-Level Early
Childhood Governance System,” “Governance refers to how (often multiple) entities are managed to
promote efficiency, excellence, and equity. It comprises the traditions, institutions and processes that
determine how power is exercised, how constituents are given voice, and how decisions are made on
issues of mutual concern.”48, 49 Current state ECE governance structures are frequently disconnected.
Recognizing this fragmentation, in the 2007 Head Start reauthorization, Congress created the State
Advisory Councils on Early Childhood Education and Care (SACs) in an effort to prompt states to
coordinate activities and thereby reduce fragmentation, uneven quality, and inequity in programs and
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services.50 In the BUILD Initiative ECE Governance policy statement, three models are described for
states to consider. These include:






Coordinated Governance. Coordinated governance places authority and accountability for early
childhood programs and services across multiple public agencies. In states where this is the
model, the SACs (or their equivalent) seek to improve coordination and collaboration among the
agencies. Some have formal agreements or even State legislative guidance to support their
work. For example, Pennsylvania’s Office of Child Development and Early Learning (OCDEL) is a
collaborative venture between the State Department of Education and the Department of
Human Services.
Consolidated Governance. Consolidated governance places authority and accountability for the
early childhood system in one executive branch agency – for example, the state education
agency – for development, implementation, and oversight of multiple early childhood programs
and services. One state that has done this is Maryland.
Creation of a new Agency. In this model, a state might create a new executive branch agency or
entity within an agency that has the authority and accountability for the early childhood system.
The governing entity might be an independent state agency with a single mission focused on
early childhood. Georgia, Massachusetts, and Washington have created stand-alone ECE
agencies.

Examples of Recent State Monitoring Alignment Efforts
The following are examples of states that have made recent changes to improve their State monitoring
structures to better align their efforts:
Rhode Island – Aligning among Agencies. In Rhode Island, multiple agencies are responsible for
administering early learning settings: licensing regulations (Department of Children, Youth, and
Families), QRIS- BrightStars (Department of Human Services), and Comprehensive Early Childhood
Education (CECE) standards for preschool (Rhode Island Department of Education or RIDE). The three
agencies worked to compare and align standards to produce a continuum of quality that includes a
similar set of components across all three sets of standards for a better integrated monitoring system.
Rhode Island’s work included developing:51


A common application for licensing, BrightStars and CECE approval to reduce the need for
programs to complete three separate applications.



Job description and assessor reliability policies for ERS and CLASS© assessors to use across both
agencies and to ensure that monitoring is coordinated using the same instruments.



An integrated data system that will allow data to be shared across the Departments of Human
Services, Education, and Children, Youth and Families.



Training for all front line staff from the three agencies, focusing on topics such as curriculum,
health, safety, and family engagement.

Georgia – Linking Compliance with Technical Assistance. The Department of Early Care and Learning
(DECAL) changed the title of the state’s “licensing monitors” to “child care consultants” to better reflect
responsibilities related to regulation and support in improving Georgia’s child care system. When hired,
child care consultants complete standardized on-boarding [orientation] and then mentoring by
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seasoned veteran staff for at least three months. Thereafter, DECAL conducts or contracts for relevant,
appropriate professional development to ensure that licensing consultants are adequately equipped to
maintain the balance of monitoring and technical assistance.
In 2014, DECAL convened a task force comprised of child care providers and other stakeholders to
revamp the agency’s approach to monitoring. The goal of the task force was to recommend an
enforcement model that would be:





Consistent (easily applied equally to all providers)
Transparent (easy to understand)
Fair (providers not excessively penalized, especially for violations that they immediately correct),
and
Predictable (providers know what to expect when rules are violated).

The task force recommended a progressive continuum of enforcement designed to better connect or
link regulation and support for providers. The task force’s review resulted in an enforcement chart,52
which is based on a point system, and classifies enforcement actions as prevention (P), intermediate (I),
or closure (C). Examples of prevention include technical assistance and/or citations. Intermediate
enforcement options include fines and restrictions. Closures encompass both license suspension and
revocation. The overall goal is to better support provider needs in attaining and sustaining compliance.
Use of the model began July 1, 2016 and is automated within the licensing database; a program’s
compliance zone designation and enforcement action, if applicable, automatically computes at each
visit. A program’s compliance zone (good standing, support, or deficient) is based on a summary
measure of the program’s 12 month monitoring history with child care licensing rules.53

Section III: Moving Toward More Effective Monitoring Strategies
Recommendations & Discussion
The complex array of early learning programs within today’s environment calls for states to consider a
new integrated approach to monitoring. This policy statement offers recommendations to improve the
efficiency, cost-effectiveness, and long-term outcomes of monitoring across early learning programs.
RECOMMENDATION ONE: Using the Congressionally mandated SACs (or their equivalent), examine
the governance structure of early care and education programs to foster greater coordination,
collaboration, and policy alignment.
 Utilize SACs (or their equivalent) to:
o
o
o

Review any structural barriers that impede communication, coordination, and alignment
among the various entities responsible for ECE programs and related funding support.
Identify the purpose, function, and expected outcomes of early care and education programs.
Determine options that could assist in building a more cohesive early childhood system, which
could involve consolidating the governance of related early learning programs within one
agency, within a collaborative venture between two agencies, or creating a new agency to
house early childhood programs.
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DISCUSSION: Many states and localities have worked to better coordinate programs and system
infrastructure, accelerated by the Race to the Top Early Learning Challenge Fund and federal promotion
of coordination in the 2014 CCDBG Act as well as Head Start policies.
Yet, in many cases, policies, goals, and oversight strategies are not aligned. Fragmentation in governance
structure and authority can impede the ability to coordinate and share information across programs.
There is no single model that is likely to work for every state, however, the Administration for Children &
Families (ACF) recommends that every state review any structural barriers that impede communication,
coordination, and alignment. How best to structure governance begins with identifying the purpose,
function, and expected outcomes of early care and education programs. While it is not easy to re-align
state governance structures, coordination, collaboration, alignment and accountability may be easier for
related programs when they are housed under one roof.54 Interviews with agency, department and
division directors engaged in governance reform recommend that the exact form of governance should
follow intended function and that “these functions are present and linked in ways that encourage the
system’s coordination, coherence, sustainability, efficiency, and accountability at all levels of service
delivery.”55
Examples of State Governance Models that Promote Alignment









Georgia has consolidated governance of child care, preschool, and CACFP in the Department of
Early Care and Learning (DECAL), a stand-alone agency.56
Maryland57 has consolidated governance of child care and preschool into the state education
agency.
Massachusetts has consolidated governance of child care and preschool into the Department of
Early Education and Care, a stand-alone agency.58
Michigan has consolidated governance of child care, preschool, and early intervention in the
Office of Great Start within the Department of Education.59
North Carolina has consolidated governance of child care and preschool into the Division of
Child Development and Early Education within the Department of Health and Human Services.60
Pennsylvania has consolidated governance of child care, preschool, and early intervention
programs within the Office of Child Development and Early Learning (OCDEL), a collaborative
venture between the state Department of Education and Department of Human Services.61
Vermont has consolidated governance of child care, preschool, and early intervention into the
Department of Children and Families.62
Washington has consolidated governance of child care, preschool, and early intervention within
the Department of Early Learning, a stand-alone agency.63

RECOMMENDATION TWO: Design, implement, and evaluate consistent approaches, including
differential monitoring systems to target resources to providers at the greatest risk of providing
unsafe settings and to promote greater monitoring efficiencies.
 Consider differential monitoring systems to:
o
o

More cost-effectively determine the depth of monitoring needed as well as the frequency;
Better target technical assistance and training to support providers who could benefit from
assistance.

Discussion: ACF’s Office of Child Care and the National Association for Regulatory Administration
(NARA), published “Best Practices for Human Care Regulation”64 in 2015, which helps states define key
system characteristics of high-performing regulatory organizations. This document outlines best
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practices, provides guidance to implement
the best practices, and includes a self-study
assessment tool65 to help organizations
score their performance and facilitate
process recognition and improvements.
Among best practices that are
recommended are three types of
assessments: for monitors, providers, and
process to ensure that monitoring systems
are working as intended.66
According to NARA, “most performance
problems are system-driven problems
rather than people-driven problems because
the overwhelming majority of people want
to do a good job. Individuals flourish when
they can see themselves as knowledgeable
contributors in a sharp, high-performing
organization.”67 NARA’s best practices
document lays the foundation for an
organization to focus on and assess its
resources and processes across the board.

Understanding the Terms
Differential Monitoring: A regulatory method for determining
the frequency or depth of monitoring based on an assessment
of a facility’s history of compliance with rules;
Full and Abbreviated Compliance Reviews: Conducting an
inspection by monitoring all rules (full review) or a selected set
of rules (abbreviated review);
Risk Assessment: An approach that focuses on identifying and
monitoring those rules that place children at greater risk of
mortality if violations or citations occur; and
Key Indicators: An approach that focuses on identifying and
monitoring those rules that statistically predict compliance
with all rules.
Source: Monitoring Strategies for Determining Compliance:
Differential Monitoring, Risk Assessment, and Key Indicators. National
Center on Child Care Quality Improvement, Office of Child Care.
July 2014.

In “Contemporary Issues in Licensing, Monitoring Strategies for Determining Compliance: Differential
Monitoring, Risk Assessment, and Key Indicators,”68 full and abbreviated monitoring strategies are
reviewed. A differential monitoring system can be used to recognize a provider’s strong record of
licensing compliance with abbreviated or less frequent inspections if there have been no serious
violations for a period of time. For providers with rule violations and compliance issues, licensing
agencies can use differential monitoring to focus more attention on those facilities with additional
monitoring visits, targeting visits on problem areas, and providing technical assistance.69
With the requirement in the CCDBG Act of 2014 to ensure that non-relative providers serving children
whose care is paid for through a CCDF subsidy receive at least one annual inspection, a “one-size-fits-all”
approach may not be the most cost-effective strategy to broaden the base of providers who need an
annual inspection (at a minimum).
As of 2014, 37 states used abbreviated compliance forms during routine inspections and 13 states
reported using differential monitoring.70 It’s not about whether to conduct monitoring visits or not, but
rather, it is about the type of monitoring visit to promote efficiencies and greater effectiveness,
continuous quality improvement, and accountability. Continuous quality improvement applies to both
internal monitoring protocols and practices as well as external provider improvement. Using information
collected throughout monitoring visits can assist states in targeting support and resources (i.e., technical
assistance) to providers moving the system from determining whether a provider complies on specific
standards to helping providers understand why it is important to the health and safety of children that
specific standards be met. Quality improvement and compliance are not mutually exclusive but rather
components of a more seamless monitoring approach.
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Source: Contemporary Issues in Licensing, Monitoring Strategies for Determining Compliance: Differential Monitoring, Risk Assessment, and Key
Indicators. National Center on Child Care Quality Improvement, Office of Child Care. July 2014. Graphic adapted from a graphic developed by
Dr. Richard Fiene and used in Fiene, R. (2013) Differential monitoring logic model and algorithm (DMLMA: A new early childhood program
quality indicator model (ECPQIM4)© for early care and education regulatory agencies, Middletown, PA: Research Institute for Key Indicators.

State Best Practices:
Washington Key Indicator System
Washington’s monitoring system is based on the 13 key indicators developed by Dr. Richard Fiene for the U.S.
Department of Health and Human Services. The indicators are used across all programs (centers, FCC homes,
and school-age programs). Providers with non-expiring full licenses are monitored using an abbreviated
checklist when the site has demonstrated a high level of compliance since the prior visit. This includes, but is not
limited to, no valid complaints, compliance agreements, or other information demonstrating noncompliance
with licensing regulations. Licensors are required to move to a full checklist in cases where providers are not in
compliance with any of the key indicators.
Washington also posts abbreviated checklists on line to inform providers.
 http://www.del.wa.gov/publications/licensing/docs/CenterMonitoringChecklist.pdf
 http://www.del.wa.gov/publications/licensing/docs/FHMonitoringChecklist.pdf
Source: Contemporary Issues in Licensing, Monitoring Strategies for Determining Compliance: Differential Monitoring, Risk Assessment, and
Key Indicators. National Center on Child Care Quality Improvement, Office of Child Care. July 2014.
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RECOMMENDATION THREE: Align monitoring policies and procedures across funding streams to
promote more effective practice, reduce confusion within ECE programs, and realize cost efficiencies.






Conduct an organizational assessment to identify:
o Who is monitoring providers,
o The role of each monitor,
o The frequency of monitoring,
o Tools that are used in monitoring,
o Staff competencies (qualifications, training, and oversight), and
o Data systems used in monitoring.
Review all standards used to monitor ECE programs and determine where there are
inconsistencies, duplicative requirements or conflicts.
Review whether the data and monitoring reports are shared or, could be shared between
agencies to reduce duplication and maximize efficiency.
Identify policies that stem from statute or regulations, cite specific requirements, corrective
action requirements, remedies and penalties.

DISCUSSION: ACF recommends that states use “Mapping the Early Care and Education Monitoring
Landscape,”71 tool to assist in identifying how to begin developing a more efficient monitoring system. A
coordinated approach could not only produce systemic efficiencies but also help evolve the culture of
monitoring from compliance to continuous quality improvement. An aligned system with cross-training
could assist monitors in better understanding how the pieces fit together and how fostering a culture of
improvement could assist providers with the support they need to be successful.
Many state quality rating and improvement systems are separate from child care licensing and from
child care subsidy systems. They operate independently, but are not integrated to promote provider
participation and parent awareness. The majority of state QRIS are voluntary and in only 12 states is
participation mandatory for providers caring for children on a CCDF subsidy.72 In some states, quality
rating systems do not require programs to be licensed in order to participate.73 Parallel systems create
layers of monitoring that could be more efficient if the system components were better integrated.

State Best Practices:
North Carolina Integration of Licensing, QRIS, and Subsidy
In North Carolina, the state’s Star Rated License System is part of the Division of Child Development and
Early Education and is based on the total number of points earned. Licensing is embedded in the state’s
quality rating system with level 1 representing licensed care. A facility receives one point for meeting
minimum licensing requirements and will be issued a One Star License if that is the extent of that facility’s
achievement. To earn more than one point, a facility must meet higher voluntary standards that are
based on two components: program standards and education levels of staff. There is also an
opportunity for a facility to earn one additional point for meeting a programmatic or education quality
point option. A facility can earn up to fifteen (15) points total. For providers to serve children whose
care is paid for through CCDF, programs must achieve a 3 to 5 star license.
Source: FY2016-2018 North Carolina State CCDF Plan.
https://www.acf.hhs.gov/sites/default/files/occ/north_carolina_stplan_pdf_2016.pdf

The monitoring of home-based programs is a particular concern because the number of licensed homes
has been declining. Since 2011, the number of licensed homes has declined by 22,489 (14.7%).74 The
capacity within licensed homes has declined by spaces for 165,581 children (12.5%).75 Home-based care
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is an important choice for many families -- not just for its smaller environment but also because homebased providers may offer more flexible hours (including nontraditional hours). As states consider
monitoring strategies, intentional approaches to better support home providers, including those with
low literacy levels and also those who may not speak English as a first language, should be considered to
ensure that the supply of child care homes does not continue to decline. Particularly in rural areas
where home-based care may be the only option, it is concerning that the number of licensed homes is
declining.
RECOMMENDATION FOUR: Wherever possible, adopt a universal set of health, safety and
performance standards to be used across programs.
 Consider using ACF’s “Caring for Our Children Basics: Health & Safety Foundations for Early Care
and Education,”76 which represents the minimum health and safety standards experts believe
should be in place for center-based or home-based child care. Standards on the following topics
are included:
o
o
o
o
o
o
o
o

Staffing
Program Activities for Healthy Development
Health Promotion and Protection
Nutrition and Food Service
Facilities, Supplies, Equipment, and Environmental Health
Play Areas/Playgrounds and Transportation
Infectious Disease
Policies

DISCUSSION: In June of 2015, the Administration for Children and Families published, “Caring for Our
Children Basics: Health & Safety Foundations for Early Care and Education,”77 to reduce conflicts and
redundancies found in program standards linked to multiple funding streams. Caring for our Children
Basics should not be construed to represent all standards that would need to be present to achieve the
highest quality of care and early learning just a minimum to serve as a floor across early care and
learning programs. ACF recommends adoption of the standards contained in Caring for our Children
Basics to improve health and safety standards in licensing, quality rating and improvement systems and
to promote efficiency in monitoring systems for ECE settings.
By using a core set of health and safety standards across ECE programs, states can implement a more
seamless monitoring system. As the new Head Start Performance Standards and the CCDBG regulations
were developed, ACF aligned basic requirements wherever possible. In areas such as background
screening, basic training requirements and health and safety, the two regulations, if not completely
aligned, are not in conflict. In addition, the new Head Start Performance Standards offer specific
requirements around state licensing and QRIS to reduce overlapping or duplicative requirements. The
new Head Start Performance Standards also defer to the nutrition requirements of CACFP.
Along with the adoption of core health and safety standards, Child Care Health Consultants (CCHCs) can
be important resources to: support local programs in meeting state licensing requirements, help create
a culture of health and safety, and support for continuous quality improvement.
CCHCs are licensed health professionals with education and experience in child and community health
as well as early care and education settings. While CCHCs do not provide clinical services, they do offer
technical assistance and consultation to early care and education programs in a variety of areas
including but not limited to national health and safety standards for out-of-home child care; state child
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care licensing and public health requirements; indicators of quality early care and education related to
health and safety; recognition and reporting requirements for infectious diseases; Early and Periodic
Screening, Diagnosis, and Treatment screening recommendations and immunization schedules for
children; importance of medical home and local and state resources to facilitate access to a medical
home as well as child health insurance programs including Medicaid and State Children’s Health
Insurance Programs; development and implementation of health and safety policies and practices
including poison awareness and poison prevention; health literacy on a variety of topics; and disaster
planning resources and collaborations within child care communities (CCHCs also link programs with
community resources for child, family, and staff health and mental health).78
In Pennsylvania, initial evaluation of the Early Childhood Education Linkage System (ECELS)
“Infant/Toddler Quality Improvement Project” clearly demonstrates the efficacy of utilizing a CCHC
mentoring approach to improve compliance with selected Caring for Our Children Basics standards such
as safe sleep practices and SIDS risk reduction, diaper changing procedures, training related to
medication administration, hand hygiene, physical activity, and child abuse reporting. The evaluation
also showed improvements in meeting the needs of children with disabilities.79
RECOMMENDATION FIVE: Based on a statewide assessment of need, establish caseload requirements
that take into account the type of ECE program being monitored and the varying levels of quality,
different locations (rural vs. urban), and type of setting (center vs. homes).



Set reasonable caseloads for inspectors
o NARA recommends 50-60 programs per inspector and two inspections annually.
Rebalance the caseload based on geography, type of program and setting, and program quality.

DISCUSSION: The average child care licensing inspector caseload includes 97 centers.80 The average
licensing inspector caseload for home monitoring is 103.81 Monitoring caseloads range by state from 25300.82 In some states, monitors inspect both centers and homes. For CACFP, federal regulations require
sponsoring organizations to have one full time staff person for each 50 to 150 child care homes it
sponsors and a sponsoring organization of centers must document one full-time staff person for each 25
to 150 centers it sponsors.83 However, within the above ranges, it is the State CACFP agency’s
responsibility to determine the appropriate level of monitoring staff for each sponsoring organization.84
In “Best Practices for Human Care Regulation,” a document produced by ACF (the Office of Child Care)
and NARA, workload assessments are recommended every 3 years or sooner. Effective caseload
assessments use historical data to identify types of programs, types of activities, and time to conduct
each activity (e.g., a person monitoring across funding streams may require a lower caseload compared
to a person monitoring only one type of program). They also use geographic service areas and
deployment patterns for efficient and effective monitoring visits, which includes travel time. NARA also
recommends that workload calculations should include time for professional development activities.85
RECOMMENDATION SIX: Create policies and monitoring approaches across agencies that encourage
and support cross-training of personnel to support a coordinated system.
 Consider maximizing CACFP monitoring to support quality care as well as to increase access to

CACFP.
 Consider developing a Memorandum of Understanding (MOU) with the CACFP agency to

potentially:
o Develop cross-training initiatives based on key indicators;
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o
o
o

Provide reciprocity of certain monitoring items to reduce duplication and conflict;
Develop common forms (e.g., attendance forms acceptable for both CACFP and CCDF subsidy);
and,
Promote efficiencies among and between systems.

DISCUSSION: Currently, in many states, CACFP monitoring and child care program monitoring occurs
through separate efforts. Within states, CACFP is administered by the state health agency, the state
education agency, the state human services agency, or the state agriculture department. Child care
programs are administered by the human resources agency, the education agency, the economic
development agency, the labor/workforce agency, or the social services agency. In some states,
components of child care programs are spread across different agencies or departments (e.g., child care
subsidy, child care licensing, and state quality rating and improvement systems may be administered by
different agencies or different departments or divisions).
Given the frequency of CACFP sponsor monitoring, in rethinking an aligned integrated state monitoring
system, it makes sense to review how to better maximize CACFP monitoring to support quality care as
well as to increase access to CACFP.
State agencies administering CACFP and state child care licensing agencies could develop a
Memorandum of Understanding (MOU) to potentially develop agreements about how to undertake
monitoring that would allow for sharing resources for better coordination. For example, a state with a
key indicators system or differential monitoring system could potentially develop a cross-training
initiative where CACFP monitors could be trained on a small subset of key indicators identified by the
child care licensing agency. The MOU could consider a scaffolding approach to maximize resources
among agencies. Where appropriate, States could use Caring for Our Children Basics as a core set of
health and safety requirements across programs, which would provide consistency that has been lacking
and a floor to quality from which all states could operate. States could provide reciprocity of certain
monitoring items to reduce duplication and promote uniformity across program standards where
applicable (e.g., CACFP nutrition standards and food safety could be adopted by child care licensing
agencies instead of each agency having separate (and sometimes conflicting) requirements). Head Start
already requires CACFP participation.
An MOU could also include an agreement to use a uniform attendance form or other forms that could
be shared to reduce administrative burdens for programs. These types of actions can be undertaken by
states without approval from HHS or USDA. For example, as long as federal requirements are met,
states can create their own integrated attendance forms or monitoring forms. If helpful, HHS and USDA
could support states as conveners and disseminate information about state level best practices.
With MOUs, monitoring policies could be constructed and undertaken in a more efficient manner which
not only promotes systemic coordination and effectiveness but also avoids the number of times
providers are disrupted in the provision of services for children.
RECOMMENDATION SEVEN: Develop uniform personnel requirements for all monitors that include a
description of the knowledge, skills and abilities (KSAs) necessary to meet the goals of the monitoring
policies and training that supports continuous quality improvement and a culture of support for
providers and inspectors.
ACF recommends the following to promote a more supportive approach to monitoring that fosters
efficiency and mutual respect:
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Ensure all monitors are provided systematic comprehensive training before they begin work and
routine in-service training throughout the year. This should include training on all standards,
rationale for why the standards are important, and examples of what they should review to
determine compliance.
Ensure all monitors are trained in balancing compliance and continuous quality improvement.
Ensure job descriptions reflect shared components of monitoring processes.
Share monitoring checklists, along with the rationale for the requirements with the ECE providers
and general public including parents to remove the element of surprise and to enable providers to
fully understand standards for which they will be held responsible.
Include mentoring and coaching for all newly hired monitors by experienced staff during a
probationary period.
Ensure that those who monitor family child care home providers have specialized training to fully
understand child care home regulations and the operation of home-based programs.
Determine appropriate caseloads for the various program types and ensure monitors are not
overwhelmed. If warranted, adjust caseloads for monitors who have difficult programs or other
unique circumstances.
Support a shared vision among agencies and divisions to avoid unintended consequences when
issues are identified during monitoring visits.
Include inspection checklists in the materials providers receive during trainings, upon licensure
and licensure renewal, and that providers can easily access online; and
Conduct regular, systematic surveys of ECE providers in order to allow those monitored to provide
feedback and to promote continuous quality improvement among providers and inspectors.

DISCUSSION: Currently, multiple agencies share responsibility for monitoring the same or similar
standards across settings. Aligning monitoring strategies is part of implementing a coordinated process,
however, it begins with cross-training and basic competencies of monitors. As of 2014, 39 states
required child care inspectors to have at least a Bachelor’s degree.86 In 24 states, the content or major of
the degree must be in early childhood education, child development, or a related field.87 Twenty-one
states also required experience working in a setting with children.88 In addition, 28 states required
licensing staff to complete additional training each year.89 It is not known how many states engage in
cross-training to promote monitoring across programs and funding streams. Only 6 states use inter-rater
reliability studies to help promote consistency in monitoring.90 Inter-rater reliability is a critical issue that
needs to be addressed by states; it is as important as the issue of validity. With regard to CACFP
personnel requirements, federal regulations require that each sponsoring organization provide
adequate supervisory and operational personnel for the effective management and monitoring of the
program at all facilities it sponsors.91
It is not easy to change the culture of monitoring from a framework of compliance to support for
continuous quality improvement. Specific training on balancing compliance and continuous quality
improvement is needed so that both inspectors and providers are supported. The listening sessions
revealed challenges with licensing inspector knowledge of state regulations and too often the attitude of
monitors in conducting inspections. The key to changing the culture of the monitoring framework is to
have an underlying quality assurance program. This is a major paradigm shift in seeing the glass as half
full rather than as half empty. NARA’s “Best Practices for Human Care Regulation,” includes a number of
recommendations related to quality assurance programs such as monitor training, coaching, workload,
and provider feedback.92 While each state may define quality assurance differently, at the core is the
ability to have feedback on the system and how each of the components of the system is working.
Florida, Georgia, Oklahoma and Texas have a formal quality assurance program with written policies
designed to increase consistency across the state.93
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State Best Practices:
Training of Licensing Staff
Florida’s staff undergo inspector led pre-service training, 38 hours of nine online child care training courses (e.g.,
family child care home licensing and center licensing, identifying and reporting child abuse and neglect, child growth
and development, record-keeping, etc.). Supplemental training includes shadowing an experienced licensing
specialist in conducting a child care center inspection, family day home inspections, assisting in opening a new facility,
and ongoing professional development and in-service training. With a year of on-the-ground experience, inspectors
(referred to as family services counselors) can complete the National Certified Investigator/Inspector Training (NCIT)
certification offered by the Council on Licensure, Enforcement, and Regulation (CLEAR). Upon successful completion
of the NCIT Basic certification, licensing staff can complete the NCIT Advanced certification. Currently, about 90% of
Florida’s licensing staff have obtained the NCIT Basic certification and 25% have obtained the Advanced certification.
Beginning this year, for staff who have completed the NCIT Basic program, the Department of Children and Families
will pay for costs related to completing the NARA National Regulatory Professional Credential (NRPC).
Washington’s staff complete the NARA curriculum on regulatory enforcement and human care regulation and some
staff have completed the NARA National Regulatory Professional Credential (NRPC). New licensors complete the
NARA online curriculum as they come on board. Washington uses a variety of professional training techniques,
including agency specific courses offered both online and in person. The Department of Early Learning is currently
developing cross agency trainings between licensing, the state’s preschool, and the quality rating and improvement
system (Early Achievers) staff. Also under development is a parallel training track for both licensing staff and early
learning providers, focusing on the new standards as well as increasing the quality in child care.
Quality Assurance & Consumer Feedback
Oklahoma conducts annual regional audits of each supervisory area, during which a team of licensing staff from around
the state reviews cases to determine if licensing requirements, policies and procedures are being consistently
implemented. Policies governing the audit process are publicly posted. Oklahoma also solicits feedback about
inspections through biannual provider satisfaction surveys and community forums.
Florida’s regional program analysts conduct annual quality assurance monitoring visits to determine if policies are
followed by each licensing counselor for each provider type in each region.
Georgia’s regional directors evaluate field staff by conducting quality assurance visits at least once per year for all
consultants. Lead consultants also conduct joint visits with field staff throughout the year in a more informal quality
assurance process. The purpose of the joint visits is to evaluate staff on:
 Professional practice
 Consistent and accurate evaluation and application of rules and regulations
 Principles of documentation; and
 Conducting an appropriate exit conference during the inspection.
Utah evaluates its program by having managers conduct onsite observations of licensing inspections 4 times per year.
Child care providers are given inspection feedback forms after each inspection. The program administrator reviews and
records the feedback, and licensors receive a monthly report that includes all comments received from providers.
Program managers meet with licensors as needed to discuss any concerns or clarifications.
Source: Contemporary Issues in Licensing: Quality Assurance in Child Care Licensing. National Center on Child Care Quality Improvement. September
2014. https://childcareta.acf.hhs.gov/sites/default/files/public/1409_quality_assurance_final_0.pdf; Emails exchanged with the Administration for
Children and Families, August 2016.
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RECOMMENDATION EIGHT: Develop cross-agency protocols that ensure agencies are responsive
when monitoring reveals a situation where children may be at risk.


Develop written guidelines and timeframes for conducting complaint investigations and
allegations of illegal operations.
o Ensure clear protocols are in place.
o Prioritize investigations by levels of risk.
o Include timeframes ranging from immediate to no longer than 5 days.
o Integrate timeframes into automated data systems.

DISCUSSION: ACF and NARA’s “Best Practices for Human Care Regulation,”94 recommends that licensing
agencies have written guidelines that include timeframes for conducting complaint investigations and
allegations of illegal operations, that the guidelines take into consideration the severity of the complaint
and assign timelines based on severity. Because the health and safety of children may be at risk, NARA
recommends that complaints received by any individual or organization should be treated with the same
level of response. When multiple agencies are involved in a complaint, there should be written protocols
in place to clarify timelines and a lead agency. Communication, collaboration, and timeliness are each
important to ensure the safety of children.
In addition to protocols for complaint investigations, NARA recommends that corrective action plans be
based on cause and monitored systematically for compliance. Such plans should include corrective
action expectations, templates, required signatures, and expected follow-up by both the provider and
the regulatory program. The plan should require corrective action completion within an appropriate
time frame, which at a minimum should be the next licensing inspection or at another time consistent
with the level, frequency, and type of violation.95 Any timeframes developed through the policy process
should be integrated into a state’s automated data system.
RECOMMENDATION NINE: Ensure that all requirements are publicly available, written in plain
language with clear rationale and indicators about how the requirements will be assessed. Publish
interpretive guidelines to promote clarity,
transparency, and greater utility among the
State Best Practices: Oregon Equity Lens
provider community and the monitoring
workforce.
Oregon’s Equity Lens aids in recognizing



Ensure regulations are user-friendly, written
in plain language, easy to understand, and
supplemented by interpretive guidelines.
Ensure regulations take into account cultural
competence and respect community diversity.

DISCUSSION: Interpretive guidelines provide a
practical guide to how an agency will apply,
measure, and enforce a rule. They can help child
care licensing staff and providers better understand
the purpose of each rule and how it is to be
measured to assess a facility’s compliance with
licensing regulations.96 According to NARA’s 2011
survey, about half (24) of states in 2011 had
developed interpretive guidelines in some manner.
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institutional and systemic barriers and
discriminatory practices that have limited
access for many children because of their

race, ethnicity, English language
proficiency, socioeconomic status,
gender, sexual orientation, special health
care needs, and geographic location. By
utilizing an equity lens, Oregon aims to
provide a common vocabulary and protocol
for resource allocation, policy development
and evaluating strategic investments.
Oregon Equity Lens:
http://www.ode.state.or.us/superintendent/
priorities/final-equity-lens-draft-adopted.pdf

The benefit of interpretive guidelines is that both providers and monitoring staff can use them as a tool
to more easily understand state policies and meet state expectations.

State Best Practices:
Virginia and Washington Interpretive Guidelines
In Virginia, the Department of Social Services (VDSS) has published “interpretive guidelines” for licensed family
day homes. These guidelines are written in plain language and assist providers and licensing inspectors in better
understanding the state’s regulations. VDSS has also published a technical assistance manual for centers, in a
Q&A format that is a form of interpretive guidelines written in an easy to understand manner with concrete
examples to improve compliance with state regulations.
Standards for Licensed Family Day Homes with Interpretation Guidelines
https://www.dss.virginia.gov/files/division/licensing/fdh/intro_page/code_regulations/regulations/final_fdh_man
ual_071713.pdf

Standards for Licensed Child Day Centers, Technical Assistance
https://www.dss.virginia.gov/files/division/licensing/cdc/intro_page/code_regulations/tech_assist/ta.pdf

In Washington, guidebooks for both centers and family child care homes have been published with the
community college and align with the state’s current rules. The guidebooks are in electronic format with links on
the state agency web site. They provide guidance on every phase of the licensing process and best practices in
child care for meeting the child care rules. The guidebooks are used to assist providers, assist licensing
preservice and ongoing training, and also by the community college in conducting provider training.
Child Care Center Licensing Guidebook
http://www.del.wa.gov/publications/licensing/docs/ChildCareCenterLicensingGuide.pdf

Family Home Child Care Licensing Guide
http://www.del.wa.gov/publications/licensing/docs/FHCC_guide.pdf
Source: Virginia Department of Social Services, https://www.dss.virginia.gov/family/cc/index.cgi. Washington Department of Early Learning,
Publications, Forms and Research, https://www.del.wa.gov/providers-educators/publications-forms-and-research.

RECOMMENDATION TEN: Utilize technology to both increase efficiency and better target training and
technical assistance resources to monitors and providers. Develop policies that support the sharing of
data between agencies.




Utilize technology to increase accountability, efficiency, and transparency.
Use data to better understand training needs for both monitoring staff and providers.
Share data and information among and between agencies and programs where appropriate.

DISCUSSION: According to the National Center on Early Childhood Quality Assurance, 34 states report
using portable devices to help staff more efficiently inspect and monitor licensed programs such as
through laptops, tablets or other digital means.97 Some of the benefits include:98



Monitoring data are recorded once during the inspection visit and do not have to be reentered
upon return to the office.
Pre-population of forms with program information can reduce the time spent on paperwork and
allow more time for observing care.
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Software that performs spell-check, provides an alert when something has been overlooked,
and allows for the selection of standardized text makes reports more consistent, quicker and
more accurate.
Licensors can access relevant monitoring information such as prior history, requirements and
the licensing statute while in the field.
Licensors can produce an inspection report on site.
Posting the report onsite or on the internet is more efficient.

Some states work internally within their agency and others contract with private vendors.99 Greater use
of technology can not only make the monitoring system more efficient (and cost-effective) but also can
be used for strategic purposes. For example, states that can integrate compliance issues can better
target training for providers and monitors to better address identified challenges. In Georgia, software
enables the state to track programs, trainers, and monitoring consultants, to track types of violations,
and to address them regionally by trend such as if there is an uptick in playground problems, trainings
can be specifically targeted based on identified need.100
State Technology Best Practices:
Indiana Family and Social Services Administration
Indiana uses wireless webforms software. Licensors are provided with a tablet computer with a USB camera, field
case, docking station, blue-tooth enabled portable printer, and a wireless card to transmit data. Forms are
automatically populated with program information. A plan of correction form is populated with any noncompliance
information. The following benefits were reported:
Cost Reductions
 Reduction in costs for consultants, saving 26% ($316,605 annualized)
 Reduction in clerical effort by 82% ($30,360 annualized)
 Potential savings by reducing the risk of making errors in subsidy payments
 Savings in travel expenses by eliminating trips into the office to submit and pick up forms
 Elimination of costs associated with preprinting of paper inspection forms
Productivity Increases
 Reduction in licensing application processing time from a 35 day average to less than 2 days
 Increase in the number of inspections that can be completed from 6,849 to 9,288 (annualized)
 Increase in accurate reporting and data-driven management decisions with more timely data
 Implementation of standardized workflow processes

1)
Promote
greatertoefficiency
by requiring
data
and Center
information
sharing
among and
between
Source:
Use of Technology
Enhance Licensing
Administration.
National
on Child Care
Quality Improvement
(2014).
agencies and more transparency by sharing information with the public
In addition to a greater use of technology is the critical need for data and information sharing. A
coordinated monitoring strategy depends on the ability to share data and information among and
between agencies. In too many states, there is no sharing of data and no sharing of information (e.g.
monitors do not have access across programs to previous inspection reports to reduce duplication or to
promote follow-up). Monitors should know across settings the spectrum of programs in which providers
participate (e.g., licensing, CACFP, Head Start, QRIS, State Pre-K, etc.) to promote efficiencies in
monitoring approaches. Head Start data could be shared for community birth-to-five planning purposes
as well as CLASS© results where appropriate for use in quality rating systems (e.g., 15 states use
CLASS© observations as part of state QRIS ratings).101
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With the requirement under the CCDBG Act of 2014 to post inspection reports on the internet, some of
the information sharing will be facilitated. However, the challenge with data and information sharing
goes beyond the posting of licensing reports. For example, although allowed, in most states, CACFP
participation data and disqualification actions are not shared with the state licensing office. Conversely,
the state licensing data is not shared with the state CACFP administering agency.
In Florida, Georgia, and North Carolina, CACFP state agencies link with child care licensing agencies or
divisions to promote tracking of licensing activities (e.g., new issuances, denials, suspensions,
revocations, etc.). This type of data sharing enables both agencies to be better informed about the
status of programs and to protect children.
State Best Practices:
CACFP Agency and Child Care Licensing Data Sharing
In Florida, each month the Department of Children and Families (DCF) sends to the Division of Community Health
Promotion, the CACFP state agency, an excel spreadsheet that includes an updated listing of all licensed centers
and homes. In addition, a list of revoked licenses is sent each quarter. If during a routine inspection, child care
licensing staff discover an egregious situation (e.g., imminent threat to children), it is reported immediately to both
the field staff assigned to the area and the central office in Tallahassee via a phone call and a follow up email.
In Georgia, both the licensing agency and the CACFP administering agency are part of the Department of Early Care
and Learning which administers Georgia’s Pre-K Program, licenses child care centers and home-based child care,
administers Georgia's Childcare and Parent Services (CAPS) program, federal nutrition programs, and manages
Quality Rated, Georgia’s community powered child care rating system. Staff from both agencies participate in
regular meetings to review issues related to licensing and CACFP so that each agency is kept abreast of issues and
concerns as soon as they are discovered.
In North Carolina, whenever the child care licensing agency takes any adverse action (e.g., a warning, revocation,
suspension, etc.), the CACFP state agency receives a copy of the action as soon as it is issued.
These partnerships promote agency coordination, the health and safety of children, and accountability for public
funding.
Source: USDA email exchanges with HHS staff, Florida, Georgia and North Carolina CACFP state agencies. (August 2016).

For efficiency and cost-effectiveness, it is recommended that states and CCDF tribal grantees develop
policies to enable data and information sharing between agencies to promote more coordination,
collaboration, and efficiencies throughout state monitoring initiatives.
In addition, there should be more information sharing with the public, particularly families. While
posting inspection reports on the internet is required under the CCDBG Act of 2014, the content of
those reports should be easy to understand and prioritized related to severity. Merely posting reports
on the internet may not be helpful to parents depending upon the format a state uses. The concept
behind posting reports is to enable families in a user-friendly manner to become educated consumers.
Reports that are dense, hard to understand, and not prioritized undermine that goal. Whether it is the
format used in posting inspection reports or the new requirement under CCDBG to post provider quality
indicators, the information needs to be easy for the public to access and digest.
Data sharing among state agencies and Tribes where applicable can also help promote state outreach
strategies (e.g., strategies related to assisting more providers to become licensed or to participate in
CACFP). Data sharing when combined with data visualization (e.g., geocoding licensed program data and
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CACFP participation data) can help both agencies identify areas within a state where there is an
imbalance between supply and demand leading to proactive strategies to better serve children.
State Best Practices:
CACFP and Child Care Data Sharing in Virginia
In Virginia, the Department of Health, the Virginia Early Childhood Foundation, and Child Care Aware of Virginia
held a CACFP summit in June of 2016 to support quality child care through increasing CACFP participation.
Through data visualization, a data-driven strategy is being developed to better target outreach for both CACFP
participation and licensing. Data sharing has enabled partners to work together in a more coordinated and
strategic manner to ensure that more children have access to safe settings as well as nutritious meals and snacks.

Source: Child Care Aware of Virginia; Virginia Department of Health

Section IV. CONCLUSION
The reauthorization of CCDBG and the revisions to the Head Start Performance Standards offer an
opportunity to review current state (and federal) monitoring systems to better align standards and
promote greater efficiencies to ensure a more effective, uniform, and cost-effective approach to
monitoring. The final CCDF regulations include CACFP agencies as a required partner for the CCDF Lead
Agency, which can help promote more coordination, collaboration, and policy alignment.
Coordinated monitoring begins with mapping the number of inspections within the early care and
education community, who conducts them, what the purpose of each is, what programs receive
monitoring visits, the frequency of such visits, the tools used to measure compliance or performance,
applicable statutory and regulatory requirements, and how a systemic monitoring approach can be
better designed. Considering the use of differential monitoring systems can bring about efficiencies that
enable more resources to be allocated to programs that need additional attention, including those
currently not subject to inspection but that will be under the new CCDBG law.
Using Caring for our Children Basics across programs will ensure that there is a core set of health and
safety standards regardless of early learning setting. Developing MOUs between state agencies or
departments with reciprocity or agreement on common standards (e.g., CACFP meal and food safety
rules, attendance forms, etc.) can help promote more effective and efficient monitoring approaches.
Promoting continuous quality improvement and compliance will lead to a culture of support bolstered
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by monitor training, the use of interpretative guidelines, customer feedback, and reasonable monitoring
workloads. Utilizing today’s technology and greater sharing of data and information will not only make
monitoring systems more efficient but will also enable greater resource targeting that is data-driven.
With cross-training and MOUs, it is possible to achieve greater efficiencies across agencies.
Early care and education programs are more complicated today than they were decades ago yet the
system to monitor ECE programs has changed very little. It is possible to design a more efficient and
cost-effective monitoring system for early learning programs. The recommendations in this policy
statement are meant to foster discussion, share some innovative state practices, and help states design
the next generation of monitoring policy and practice.
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Appendix I:
Head Start’s Aligned Monitoring System
Following enactment of “the Improving Head Start for School Readiness Act,” (P.L. 110-134), the HHS
Office of Head Start (OHS) revamped its Head Start program monitoring system. Head Start has
implemented some data-driven reforms that are recommended in this statement.
Prior to the Head Start reauthorization in 2007, Head Start grantees operated under an indefinite grant
period with an intensive review once every three years to ensure compliance with the Head Start
Performance Standards. The new monitoring system involves program reviews conducted across the
five-year grant cycle focused on a specific content area:






Environmental Health & Safety
Leadership, Governance, & Management Systems
Fiscal Integrity/Enrollment, Recruitment, Selection, Eligibility, and Attendance (ERSEA)
Comprehensive Services & School Readiness
Teacher-Child Interactions, as addressed through the Classroom Assessment Scoring System
(CLASS©) observation instrument

The new Aligned Monitoring System (AMS) takes into account compliance and quality by using a
program’s track record to determine the intensity of monitoring. The AMS provides two different
approaches to monitoring based on a grantee’s history: the Comprehensive Monitoring Process and the
Differential Monitoring Process.
The Comprehensive
Review involves the five
content-focused
assessments in the first
three years of the grant.
The Differential
Monitoring process
focuses on a shorter list
of key indicators selected
from the Comprehensive
Monitoring tool. Grantees
with a strong track record
of compliance receive the
shorter, key indicator
review. If they are in
compliance, the Office of Head Start will only monitor the Environmental Health and Safety and CLASS©
during the grant cycle. If they are not compliant, they will receive a Comprehensive Monitoring review.
For grantees with findings or deficiencies, a corrective action plan is put into place and OHS staff work
with grantees to come into compliance. Targeted technical assistance is provided. A follow up review is
conducted to ensure that identified findings have been addressed.

Finally, the Office of Head Start has increased transparency and partnership with grantees, which has
helped transform the culture from one of compliance anxiety to continuous quality improvement. To
assist grantees in better
understanding the areas that will
be monitored, OHS has developed
an online “Aligned Monitoring
Virtual Expo.” The on-line expo
describes specific content areas
that will be reviewed, allows
grantees to access videos and
supporting information, and offers
grantees an opportunity to ask
questions. The transparency of the
information has helped reduce the
anxiety and mystery associated
with the monitoring process so
that grantees can be successful.
For more information on any of the monitoring areas, access to communications
Revamping the monitoring
toolkits, and protocols, please visit the Virtual Expo hosted by the Office of Head
Start.
process and creating greater
transparency with regard to standards and monitoring tools has helped transform the culture and
helped to promote a link between monitoring and quality practices (rather than a focus on the
negative).
While Head Start programs are federally funded, they are required to be licensed by states (or meet
comparable standards) and participate in CACFP.102 In addition, many Head Start programs participate
in state quality rating and improvement systems. Therefore, in addition to the federal aligned
monitoring system, programs are also subject to other inspections. With greater sharing of information,
duplication in monitoring could be avoided.
The Child and Adult Care Food Program (CACFP) Monitoring System
Through USDA, CACFP provides reimbursement for meals and snacks in child care, Head Start, and other
early childhood settings serving low income children. Child care home providers and affiliated and
unaffiliated centers are required to operate under a sponsoring organization. Independent centers are
not required to participate under a sponsoring organization. Instead, they can conduct their own
administrative tasks and participate directly under a state agency.103
State agencies must annually review at least 33.3 percent of all programs. Independent centers and
sponsoring organizations with 1 -100 facilities must be reviewed at least once every 3 years. Such
reviews must include reviews of 10 percent of the sponsoring organization’s programs. Sponsoring
organizations with more than 100 facilities must be reviewed at least once every 2 years. Such reviews
must include at least 5 percent of the first 1,000 facilities and 2.5% of the remainder in excess of 1,000.
Sponsoring organizations of homes or centers must visit programs at least 3 times per year. Programs
participating in CACFP must be licensed. If licensing is not required by state agencies, USDA offers some
flexibility on alternative approval, including a minimum set of standards for health and safety that are
part of CACFP regulations for use when licensing and alternative approval is not available.104 The state
agency requires submission of health/sanitation and fire/safety permits or certificates for all
independent centers and programs seeking alternate child care standards approval.
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Source: U.S. Department of Agriculture, Child and Adult Care Food Program (CACFP Federal Regulations, http://www.fns.usda.gov/sites/default/files/CFR226.pdf

U.S. Military Child Care Monitoring Framework
The Department of Defense operates the nation’s largest employer-sponsored child care system
assisting 200,000 children of military families every day.105 At the core of the military’s support for child
care: high quality standards and enforcement of those standards, workforce preparation, parent
engagement, and affordable access.106 However, the military child care system was not always the
model it is today.
A 1982 U.S. General Accounting Office (GAO) study found that many military child care programs
“currently in use are neither safe nor suitable places for child care programs.”107 The majority of the
Army child care facilities did not meet fire and safety codes. The majority of Navy facilities needed
upgrading to comply with fire, safety, and sanitation standards. One-fifth of Air Force programs needed
improvements and additional facilities were needed to meet Marine Corps demand.108 A 1989 GAO
study found extensive and growing demand for child care and deemed child care services to military
families as an “essential service” and “mission critical.”109
The GAO reports, a series of public scandals involving military care, and parent demand fueled
Congressional hearings and ultimately enactment of the Military Child Care Act of 1989 (P.L. 101-189),110
which called for the military to establish a comprehensive cross-system (i.e., Army, Navy, Marine Corps,
and Air Force) of health and safety regulations, training for the workforce, and an enforcement system
including quarterly unannounced inspections as well as tough sanctions for noncompliance.
The military monitoring system was developed as a monitoring system of checks and balances with each
level responsible for ensuring that monitoring is completed as required, objective, and comprehensive.





At the installation or community level, each installation is required to conduct quarterly
inspections of its’ Child Development Programs.
Each Major Command (a group of installations with common missions) then must conduct at
least one unannounced monitoring visit to each installation within its’ command per year.
Each Military Service (Army, Navy, Marine Corps and Air Force) must then conduct at least one
unannounced inspection of one installation within each command.
Finally, the Department of Defense (DoD) selects one installation within each Military Service to
conduct an unannounced inspection with the goal of ensuring appropriate oversight within each
service.

The system is designed to ensure comprehensive, objective monitoring that is conducted at each level
within the system.
At the installation level, the quarterly inspections include health and sanitation, fire and safety, program
quality and overall compliance against standards by a multidisciplinary team. Each team includes a
parent representative. Each service branch’s headquarters also conducts an annual inspection.
Although DoD has its own child care system, it depends on state policies and practice to meet the needs
of military families who cannot access on installation care.

Administration for Children & Families
National Center on Early Childhood Quality Assurance (ECQA)
ACF’s National Center on Early Childhood Quality Assurance (ECQA) supports state and community
leaders in devising innovative models to promote more effective monitoring systems among quality
initiatives. The ECQA Center’s priorities include advancing strong health, safety, and quality standards
and licensing regulations within states and territories. ECQA Center staff have developed resources and
tools that address two main areas of child care licensing: policies and practices (e.g., monitoring,
enforcement, and licensing staff development), and program requirements.
The Health and Safety and Licensing topic page on the Early Childhood Training and Technical Assistance
System website includes issue briefs, research reports, and other resources. The page is available at
https://childcareta.acf.hhs.gov/topics/health-and-safety-and-licensing. Highlights include three series of
briefs:




Nine topical briefs about health and safety requirements
Three research briefs about national trends in child care licensing
Eight issue briefs about contemporary issues in licensing

Technical assistance tools include the following:






The National Database of Child Care Licensing Regulations is a repository of State and Territory
licensing regulations and agency contact information. It is organized by State/Territory and
allows users to access child care licensing regulations that apply to child care centers, family
child care homes, school-age programs, infant care programs, and other specialized programs.
In addition, website links are provided for other early childhood programs standards, such as
quality rating and improvements system (QRIS) standards, prekindergarten program
requirements, and state health and safety requirements for child care providers receiving
payment from the federal Child Care and Development Fund.
https://childcareta.acf.hhs.gov/licensing
The CCDF Data Explorer contains State-level data about licensing requirements and is available
on the ECTTA website. Child Care and Development Fund (CCDF) data include child-staff ratios
and group sizes, criminal background checks, minimum preservice qualifications, ongoing
training hours, and types and frequency of routine licensing inspections.
https://childcareta.acf.hhs.gov/data
The National Program Standards Crosswalk Tool is prepopulated with national early childhood
program standards (such as Head Start, accreditation, Caring for Our Children). It is designed to
help States that are developing and aligning program standards for licensing, QRIS, or
prekindergarten programs to search and compare the content of several sets of national
standards. https://occqrisguide.icfwebservices.com/index.cfm?do=crosswalk

Additional information and resources from the ECQA Center are available at
https://childcareta.acf.hhs.gov/quality-improvement.
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This Brief was developed by members of the Quality Initiatives Research and Evaluation Consortium (INQUIRE)
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Validation of Quality Rating and Improvement Systems for
Early Care and Education and School-age Care
Quality Rating and Improvement Systems (QRIS) for early care and education and school age care programs
are designed to collect information about quality and to use that information to produce program-level
ratings, which are the foundation of a QRIS. The ratings are intended to make program quality transparent for
parents and other stakeholders and to encourage the selection of higher-quality programs. The ratings also
provide benchmarks that can support efforts to help programs improve their quality. Validation of a QRIS is
a multi-step process that assesses the degree to which design decisions about program quality standards
and measurement strategies are resulting in accurate and meaningful ratings. Validation of a QRIS provides
designers, administrators and stakeholders with crucial data about how well the architecture of the system
is functioning. A carefully designed plan for ongoing validation creates a climate that supports continuous
quality improvement at both the program and system level.
To date, QRIS validation efforts have been limited. One reason may be that validation is a complex endeavor
that involves a range of activities. In addition, there has been little guidance available that clarifies the
purpose of QRIS validation or identifies the activities that comprise validation. At the same time, there
is growing pressure to validate these systems as stakeholders seek evidence that QRIS are functioning as
intended. The federal government has elevated QRIS validation by including it as a central component of
the 2011 Race to the Top Early Learning Challenge and requiring state applicants to develop QRIS validation
plans as part of their submissions.
The purpose of this Brief is to help QRIS stakeholders better understand validation and to outline a set of
complementary validation activities. The Brief defines validation, describes different types of validation
studies, and provides guidance on developing a validation plan, including tools to determine the appropriate
scope and timing of validation activities. It also lists references and resources for those who wish to learn
more. This Brief is aimed at readers in positions to authorize, finance, design, and refine QRISs and other
quality improvement efforts, including state child care administrators, early education policy and program
specialists, legislators, and other potential funders.
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QRIS Validation and Its Role in Continuous System Improvement
Validation is a multi-step process that assesses the degree to which design decisions about QRIS program
1
quality standards and measurement strategies are resulting in accurate and meaningful program ratings.
Validation is particularly important for QRISs because
these systems at their core rely on ratings of program
Why QRIS validation is important. A
quality. They are built on the assumption that the
QRIS is a primary strategy states employ
quality of early childhood and school-age programs can
be reliably measured and that differences in quality
to improve early childhood education
across these programs can be identified through the use
and school-age care (ECE-SAC) program
of a set of quality indicators. Validity data can support
quality. Because ratings are a central
conclusions about whether such quality indicators
element of a QRIS, it is important to
measure quality well and whether the strategies used
collect data to establish that these
to combine measures and develop ratings are working
ratings are accurate and meaningful
as intended (Cizek, 2007). 2 Valid ratings are critical to
indicators of quality. Validation
QRISs because parents and other stakeholders use these
ratings to select the highest-quality care that they can
studies can lend credibility to a QRIS,
afford. The overall quality rating also carries increasingly
identify needed changes, and support
high stakes for programs. Indeed, the theory underlying
continuous improvement of a QRIS.
QRISs intentionally creates those stakes to motivate both
provider and parent behaviors in support of increased
quality (e.g., Zellman et al., 2008; Zellman et al., 2011). In
addition to attracting more children, programs that score well may receive higher subsidies for subsidy-eligible
children, and may qualify for grants, incentives, and tax credits.
Validity is not determined by a single study; instead, validation should be viewed as a continuous process with
multiple goals: refining the ratings, improving system functioning, and increasing the credibility and value
of rating outcomes and of the QRIS system as a whole. A carefully designed validation plan will promote the
accumulation of evidence over time that will provide a sound theoretical and empirical basis for the QRIS
(AERA, APA, & NCME, 1999; Kane, 2001). Ongoing validation activities that are carried out in tandem with
QRIS monitoring activities (that aim to examine ongoing implementation of the QRIS) and evaluation activities
(that examine the outcomes of QRIS) can help a QRIS improve its measures and effectiveness throughout
its development and implementation (see Lugo-Gil et al., 2011 and Zellman et al., 2011 for guidance on
developing a comprehensive QRIS evaluation).

The definition of validation has changed over time. Rather than identifying separate types of validity (construct, predictive, face, concurrent and content), the current notion is that construct validity includes all evidence for validity, including content and criterion evidence,
reliability, and the wide range of methods associated with theory testing (Messick, 1975, 1980; Tenopyr, 1977; Guion, 1977; Embretson,
1983; Anastasi, 1986). As a consequence, we do not differentiate types of validity in this brief.
2
Reliability represents the ability of a measure to assess its target behaviors or characteristics consistently. In the case of QRISs, reliability
refers to the extent to which independent raters produce similar ratings on individual QRIS elements and on the summary rating (interrater reliability) as well as the degree to which raters are consistent over time in their ratings (intra-rater reliability). Such consistency is a
prerequisite for validity of any measure.
1
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QRIS validation activities may produce three important benefits. First, validation evidence can promote
increased support for the system among parents, ECE-SAC providers and other key stakeholders. Ratings
that match the experiences of parents and providers can build trust in the ratings and increase the overall
credibility of the system. Second, a system that is measuring quality accurately is better able to target limited
quality improvement supports to those programs and program elements most in need of improvement.
Third, validation evidence can be used to improve the efficiency of the rating process. If a QRIS is expending
resources to measure a component of quality that is not making a unique contribution to a summary quality
rating or that is not measuring quality accurately, it can be removed or revised. For example, measures
that vary little if at all across providers whose quality varies substantially in other ways make little or no
contribution to quality ratings. Measures of family engagement that include parent ratings are particularly
prone to this problem, as parents who have chosen to use and continue to rely on a given provider are highly
likely to see the care as good and to rate it according to their views (Zellman and Perlman, 2006; McGrath,
2007; Keyes, 2002; Kontos et al., 1987; Shimoni, 1992). If all or almost all programs receive high ratings
on the family engagement measure, then that component of the rating may not be working to distinguish
between lower-quality and higher-quality programs. It may be considered important to collect measures of
family engagement to ensure that providers continue to focus on it. But knowing that a given measure is not
contributing to an overall program quality rating may motivate program developers to consider another way
to measure the concept, which might both increase the value of the measure and reduce measurement costs.
Indeed, understanding the relationships among rating elements through validation studies can save substantial
time and effort.
Despite the importance of validation activities to strengthen QRIS, support for these activities may be impeded
by limited resources and concern about the value of validation activities. In states with more mature QRISs,
there may be reluctance among stakeholders to assess an established system. In newer systems, policymakers
may question the need for validation given the arguments recently offered in support of establishing the
system. Validation plans can address each of these concerns by providing evidence to help the system run
more efficiently and to establish a climate of continuous improvement. A validation plan will clarify that the
system is open to change, intent on improvement, and dedicated to increasing the odds of reaching its goals.

Designing and Implementing Validation Efforts
A comprehensive validation plan includes multiple studies that rely on different sources of information and
ask different but related questions. These can be understood and organized around four complementary and
interrelated approaches to validation. In this section we provide details of the four approaches. Summaries
of these details are provided in two tables. Table 1 presents an overview of the four approaches including
the purpose of each approach, the activities that might be undertaken, the questions that are asked and
the limitations of each approach. Table 2 presents the data needed, data sources, and analysis methods for
selected studies within each approach.3

The four basic approaches described in the table are very similar to and compatible with those used in the QRIS Evaluation Toolkit
(Lugo-Gil et al., 2011).

3
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When reviewing the tables and the remainder of the Brief, it is helpful to be familiar with how three key QRIS
terms – component, standard and indicator – are defined. The term quality component refers to the broad
quality categories used in QRIS (such as staff qualifications, family engagement, and the learning environment).
A quality standard is defined as a specific feature of quality such as specialized curriculum and assessment
training in the staff qualifications component; a set of quality standards comprise each quality component.
Quality indicators are metrics that can be measured or verified for each of the quality standards. A given
quality standard could have one or multiple quality indicators that represent it in a QRIS. For example, in the
category of staff qualifications, a standard may be “Teaching staff have specialized training in curriculum and
assessment.” An indicator related to this standard may be “At least 50% of teaching staff have completed the
two-course statewide curriculum training session on curriculum and assessment.”

Table 1. Four Related Approaches to Validating a QRIS

Approach
1. Examine the validity of
key underlying concepts

2. Examine the
measurement strategy and
the psychometric properties
of the measures used to
assess quality

Activities and
Purpose

Typical Questions
Approach Addresses

Assess whether basic QRIS
quality components and
standards are the “right”
ones by examining levels of
empirical and expert support.

Do the quality components
capture the key elements of
quality?

Examine whether the process
used to document and verify
each indicator is yielding
accurate results.

What is the reliability and
accuracy of indicators
assessed through program
administrator self-report or by
document review?

Examine properties of key
quality measures, e.g.,
inter-rater reliability on
observational measures,
scoring of documentation,
and inter-item correlations
to determine if measures are
psychometrically sound.
Examine the relationships
among the component
measures to assess whether
they are functioning as
expected.
Examine cut scores and
combining rules to determine
the most appropriate ways to
combine measures of quality
standards into summary
ratings.

Is there sufficient empirical
and expert support for
including each standard?

What is the reliability and
accuracy of indicators
assessed through observation?

Issues and
Limitations
Different QRISs may use
different decision rules
about what standards to
include in the system.

This validation activity is
especially important given
that some component
measures were likely
developed in low-stakes
settings and have not been
examined in the context of
QRIS.I

Do quality measures
perform as expected? (e.g.,
do subscales emerge as
intended by the authors of the
measures?)
Do measures of similar
standards relate more closely
to each other than to other
measures?
Do measures relate to each
other in ways consistent with
theory?
Do different cut scores
produce better rating
distributions (e.g., programs
across all levels rather than
programs at only one or two
levels) or more meaningful
distinctions among programs?
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Approach
3. Assess the outputs of the
rating process

Activities and
Purpose

Typical Questions
Approach Addresses

Issues and
Limitations

Examine variation and
patterns of program-level
ratings within and across
program types to ensure that
the ratings are functioning as
intended.

Do programs with different
program-level ratings differ
in meaningful ways on
alternative quality measures?

These validation activities
depend on a reasonable
level of confidence about
the quality components,
standards and indicators as
well as the process used to
designate ratings.

Examine relationship of
program-level ratings to
other quality indicators to
determine if ratings are
assessing quality in expected
ways.
Examine alternate cut points
and rules to determine how
well the ratings distinguish
different levels of quality.
4. Examine how ratings are
associated with children’s
outcomes.

Examine the relationship between program-level ratings
and selected child outcomes
to determine whether
higher program ratings are
associated with better child
outcomes.

Do rating distributions vary
by program type, e.g., ratings
of center-based programs
compared to ratings of homebased programs? Are current
cut scores and combining
rules producing appropriate
distributions across rating
levels?

Do children who attend
higher-rated programs have
greater gains in skills than children who attend lower-quality
programs?

Appropriate demographic
and program level control
variables must be included
in analyses to account for
selection factors.
Studies could be done on
child and program samples
to save resources.
Findings do not permit attribution of causality about
QRIS participation but inferences can be made about
how quality influences
children’s outcomes.
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Table 2. Data Needs, Data Sources and Analysis Methods for Selected Studies

Approach

Analysis
methods

Data needed

Data sources

Evidence about the
relationship between key
quality standards and desired
outcomes.

Empirical literature on how
proposed components
contribute to high quality care
and improved child outcomes.

Expert opinions about
proposed quality standards
and indicators.

Experts in early childhood
education who can provide
input on the quality standards
and indicators.

2. Examine the measurement
strategies and psychometric
properties of the measures used
to assess quality.

Rating data from participating
programs.

Most such data are collected
as part of program ratings.

Data from additional quality
measures.

Additional quality measures
may be collected to allow
comparisons with measures
being used in the QRIS.

3. Assess the outputs of the
rating process

Program-level ratings from
participating programs.

Most of the necessary data are Examination of rating
distributions by
collected as part of program
program type;
ratings.

1. Examine the validity of key
underlying concepts

Raw scores from measures of
quality that are included in the Another measure of quality
may be administered to allow
rating.
comparisons with program
ratings.
Data from additional quality
measures that are not
included in the rating.
4. Relate ratings to expected child Program rating data from
outcomes.
participating programs.
Assessments of child
functioning.

Program rating data are
collected as part of program
ratings.
Trained, reliable independent
assessors collect data from
individual children (may be a
designated sample).

Synthesis of available
data relating to
each component;
Analysis of degree
to which evidence
meets criteria for
relatedness;
Consensus process;
Decision rules that
specify the value of
components without
an established
evidence base.II
Distribution of
provider scores on
a given component;
Correlations among
components;
Correlations of
selected components
with other measures.

Correlations of
program ratings with
other measures;
Changes in rating
distributions using
different cut scores.
Estimate the
relationship between
program ratings and
child outcomes.III

Teacher reports on individual
children.

Approach 1: Examine the validity of key underlying concepts. This approach involves examination of the
elements or concepts that are to be included in program ratings. It is an important validation activity because
it provides the foundation for the quality components, standards and indicators that together will produce
program-level ratings and that will be the focus of quality improvement activities. Together, the components
included in ratings, (e.g., staff qualifications, learning environment, family engagement) define quality for
the QRIS. This validation activity provides justification and support for the elements of the QRIS. If the
examination includes stakeholders, the process can also promote buy-in for the QRIS.
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This validation approach asks whether quality components, standards and indicators included in a QRIS are the
“right” ones, and is similar to what is proposed in the Toolkit, under Validating Quality Standards (Lugo-Gil et
al., 2011). Because this effort addresses the cornerstone concepts and measures of the QRIS, it ideally would
be conducted prior to the implementation of the QRIS.
For QRISs, the key concept is quality of care. The quality of care in early childhood education and school-aged
care (ECE-SAC) programs is a complex, multi-dimensional construct; this complexity is amplified in centers by
the fact that programs are comprised of multiple classrooms staffed by multiple individuals. Quality can be
operationalized using a number of specific quality components. However, most QRISs have adopted similar
ones. The QRIS Compendium found that six quality components were included in the majority of the 26 QRIS
that were examined (Tout et al., 2010). These categories include licensing compliance (26 QRISs), classroom
environment (24 QRISs), staff qualifications (26 QRISs), family partnership (24 QRISs), administration and
management (23 QRISs) and accreditation (21 QRISs). Three categories—curriculum (14 QRISs), ratios and
group size (13 QRISs), and child assessment (11 QRISs)—are included in half or just under half of the QRISs
assessed. However, while similarities exist in the general quality components included in QRISs, the way in
which each of these components of quality is measured varies substantially.
One activity that can help to validate a QRIS’ underlying concepts involves assessing the degree to which
the quality components in the QRIS rating include standards and indicators that have an empirical base
linking them to key program, family and child outcomes. This assessment might include an examination of
the degree to which each element as operationalized in the QRIS is viewed by experts as a valid measure of
the component. A number of states (including Delaware, Rhode Island, Minnesota and Virginia) have used a
systematic expert review process to help identify which quality components (and the standards and indicators
that comprise each component) to include in their QRIS. Attention might also be paid to the views of programs
and parents about the degree to which selected components reflect their priorities. For example, focus groups
with parents were conducted in Minnesota to inform the development of the final rating tool used in the QRIS
pilot (Minnesota Department of Education and Minnesota Department of Human Services, 2007)
Another activity which is part of this approach involves examining the research literature to determine the
level of empirical support for each proposed component. This review would examine the research base on the
proposed standards and indicators selected to represent program quality. The review would weigh the existing
evidence and provide arguments for why a particular quality component should be included or excluded from
the QRIS.
Purdue University’s scientific review of the quality standards contained in Paths to Quality, Indiana’s QRIS,
demonstrates this approach. The overall goal of the review was to conduct an “external evaluation of the
scientific validity” of the Paths to Quality standards (Elicker et al., 2007). The study included review of
available evidence for the importance of each of the four quality components--Health and Safety, Learning
Environment, Planned Curriculum, and National Accreditation-- and the relationship of the standards and
indicators of each component to other measures of quality and to children’s development and well-being. The
review used standards of evidence to classify each proposed indicator. For example, one or two well-designed
studies that supported the indicator was classified as “some evidence;” “substantial evidence” required more
than five such studies. For three-quarters of the indicators, researchers found “substantial evidence” that they
supported children’s development.
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Like many validation activities, such reviews ideally would be updated from time to time to determine if
revisions to the QRIS would be advisable in light of new research findings. Such a review might utilize such
tools as the QRS Compendium (Tout et al., 2010) or Caring for Our Children (AAP/APHA/NRC, 2011) as well as
other recently published findings.
Approach 2: Examine the measurement strategies and the psychometric properties of the measures used
to assess quality. A second type of validation effort focuses on the attributes of the individual measures
in the QRIS as well as on the way in which the measures are combined to produce the summary rating of
program quality. This approach is similar to what is discussed in the QRIS Evaluation Toolkit under Validating
the Construction of Quality Levels (Lugo-Gil et al., 2011). This approach addresses how well the measures
are working in the context of the QRIS. These efforts ask questions such as, “is there evidence that a given
indicator measures what it purports to measure?” “If it claims to have a specific number of dimensions, do
we find those dimensions in our data?” “Is there sufficient variance in scores on this indicator to justify its
inclusion in the QRIS?” “Do scores on the indicator covary in expected ways with other measures of quality?”
Efforts to address these issues might involve an assessment of the distribution of participating provider scores
on a given rating element. For example, in Zellman et al.’s (2008) evaluation of Colorado’s QRIS, initial work
revealed that the measure of family engagement then in use produced very little variation across programs;
all programs achieved the highest score possible on this measure. This meant that the QRIS was expending
substantial resources to collect data on a measure that did not differentiate among programs. Another
validation activity might involve an assessment of the relationship of a given indicator to other indicators of
quality, both those included in the QRIS and others. In such studies, it is important to look at the degree of
correlation found: ideally, measures would be moderately correlated so that each measure provides some
non-redundant program quality information (see Zellman et al., 2008 for an example). Correlation patterns
also should make sense. For example, two measures of interaction quality should be more closely related to
each other than to a measure of ratios. If such studies reveal for example that the correlation between ratios
and interaction processes is very high, this result might argue for eliminating one or the other indicator from
the QRIS, as they may not be providing additional information (although some QRISs include certain elements
to ensure that they are paid attention to, even if their psychometric properties are not ideal).
The research literature provides limited guidance concerning the most appropriate ways to combine measures
of quality elements into summary ratings (Lugo-Gil et al., 2011; Tout et al., 2009; Zellman et al., 2008). Yet
this process is crucial to producing meaningful program quality ratings, which are the key output of the rating
process. States that are collecting and combining data could use these data to conduct studies that examine
the effects of altering cut scores or combination rules, much as Karoly and Zellman (2012) have done in a
“virtual pilot” for California’s QRIS, using data collected for another purpose, or as was done in studies in
Minnesota (Tout et al., 2011) and Kentucky (Isner et al., 2012). These efforts will help QRIS designers and
policy makers consider how well indicators are working, which indicators appear to be picking up variations in
quality, and how closely different indicators relate to each other.
A number of other existing studies examine the properties of proposed QRIS indicators and can provide
guidance to QRIS validation efforts (Scarr, Eisenberg, & Deater-Decker, 1994; Zellman & Perlman, 2008; Tout
et al, 2011; McWayne & Melzi, 2011). Additionally, tools exist to help QRIS stakeholders review the options for
QRIS measures and to support decision-making about the inclusion of new measures. For example, a Quality
Measures Compendium is available and updated on a regular basis (Halle, Vick-Whittaker, & Anderson, 2010).
If promising new measures are developed, it might be worthwhile to examine the performance of a new
measure against the measure in current use.
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Approach 3: Assess the outputs of the rating process. A third validation approach focuses on assessing the
outputs of the rating system: the scores and levels that are assigned to providers who undergo a rating.
Studies conducted under this approach examine the degree to which the quality levels in the QRIS are
meaningfully distinct from each other. The results of these studies may indicate that measures, cut scores,
or rules for combining measures need changing in order to distinguish quality levels effectively. Because these
studies can result in proposals for significant changes to the composition of QRIS levels, it is helpful for these
studies to occur prior to studies that examine associations between quality levels and children’s development.
Output studies may focus on individual indicator scores, such as how providers score on an environmental
rating, as well as on the program-level score that is the final output of the rating process. Studies conducted
as part of this approach ask questions like, “are providers that received four stars actually providing higher
quality care than those that earned three stars?” Studies using this approach may also address questions
about cut scores, e.g., “do different cut scores produce dramatically different program-level ratings, and if so,
which cut scores produce distributions that most closely relate to other measures of quality?” These studies
typically rely on a measure of quality not included in the QRIS to make this assessment, and examine whether
assessments on both measures vary in predictable ways.
The University of Southern Maine is conducting a validation study of Maine’s QRIS to assess similarities and
differences across program ratings; the study is also examining what if any differences exist between similar
types of programs at different step levels (see Lahti et al., forthcoming, for further details on this study and
several others.) For example, researchers in Maine administer the Environment Rating Scales (ERS; Harms &
Clifford; 1989; Harms, Clifford & Cryer, 2005; Harms, Cryer & Clifford, 2006; Harms, Cryer & Clifford, 2007 ),
which are not used to establish a rating in Maine’s QRIS, and examine whether there are statistically significant
differences in ERS scores between programs at different rating levels. These findings help program designers
determine if the quality levels determined by QRIS ratings relate in expected ways to an external measure of
global quality.
As a second example of validation studies using this approach, Karoly and Zellman (2012) used data collected
for another purpose to model some of the features of a newly-designed California QRIS. The data come from
a 2007 survey of center-based providers that is representative of the state. Observations were conducted in
251 centers serving children birth to 5. The purpose of this “virtual pilot” study was to determine the likely
distribution of programs across QRIS tiers using specified cut points, examine the association among quality
components, and to identify “outlier” quality elements on which otherwise well-rated programs tend to score
poorly. This information is very valuable at the design phase; data on “outlier” elements is particularly helpful
in understanding what it will take for programs to improve their rating in a QRIS that uses a block design to
designate ratings (in which all indicators at one level must be met before a rating at the next level is possible).
By examining such things as the relationship between scores on the Classroom Assessment Scoring System
(CLASS; Pianta, La Paro & Hamre, 2008) and the Early Childhood Environment Rating Scale - Revised (ECERS-R;
Harms, Clifford & Cryer, 2005), and the relationship between staff education and training and other measures
of quality, the work can help policymakers assess the value of different measures of quality, provide input into
establishing cut scores, and suggest targets for technical assistance efforts.
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Other states also have conducted validation studies that focus closely on differences in QRIS levels. For
example, Pennsylvania has studied programs participating in the Keystone STARS QRIS (Fiene, Greenberg,
Bergsten, Fegley, Carl, & Gibbons, 2002; Barnard, Smith, Fiene, & Swanson, 2006; OCDEL (Office of Child
Development and Early Learning), 2010; Manlove, Benson, Strickland, & Fiene, 2011) to determine if their
program ratings were indicative of quality differentials across program types and services. Similarly, recent
work in Indiana (Elicker, Langill, Ruprecht, Lewsader & Anderson, 2011) found that ERS scores varied with
program-level ratings, while research in Minnesota found significantly higher scores on the ERS and CLASS only
between the highest level (4-star) of the QRIS and the other rating levels (2- and 3-stars) (Tout et al., 2011).
These findings are being used by program developers to make needed adjustments to quality indicators,
metrics and cut scores.
Approach 4: Relate ratings to children’s development. A fourth approach to validation focuses on children’s
development. It is similar to the Toolkit’s Linkages between quality levels and desired outcomes, although
it focuses more narrowly on child outcomes. For QRISs, the logic model asserts that higher quality care will
be associated with better child outcomes. Therefore, one important piece of validation evidence concerns
whether children make greater developmental gains in programs with higher program-level ratings than in
programs with lower ratings.
Studies using this approach do not attempt to identify causal linkages between QRIS participation and
children’s outcomes. Instead, they examine whether the QRIS ratings and quality components that comprise
the ratings are related in expected ways to measures of children’s development. Appropriate designs and
controls could allow causal inferences to be made about how quality (as measured and rated by the QRIS)
influences children’s outcomes.
To date, few QRIS validation studies have incorporated children’s outcomes as they are costly and difficult to
conduct. As Elicker and Thornburg (2011) note, results from such studies are mixed, at least in part because
of the challenges of conducting them. A primary challenge is the inability to control for all the factors that
may vary between children whose families have selected different programs. Additional challenges include
recruitment of programs and children across all quality levels; availability of appropriate outcome measures
for children of diverse ages, abilities, cultures and linguistic backgrounds; and, lack of variation in the quality of
participating QRIS programs.
In Missouri, children who participated in programs with higher quality ratings showed significantly greater
gains on measures of social-emotional development compared to children in programs with lower ratings
(Thornburg et al., 2009). These effects were even more pronounced for low-income children. However, in an
evaluation of Colorado’s QRIS, linkages between the ratings and children’s outcomes were not found (Zellman
et al., 2008). Recent reports from Indiana (Elicker, Langill, Ruprecht, Lewsader, & Anderson, 2011) and
Minnesota (Tout et al., 2011) found no consistent relationships between program ratings and measures of child
outcomes. A number of possible explanations were offered for the lack of expected linkages, including overall
low levels of quality in participating QRIS programs (perhaps not meeting a threshold of quality necessary
to detect linkages with child outcomes; see Zaslow et al., 2010 for further discussion of quality thresholds)
and a lack of variation among participating programs and families. Yet, even with these limitations, program
administrators in both Indiana and Minnesota have used the findings to recommend changes to the structure
and content of the QRIS.
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Developing a Validation Plan
Given the complexity of validation, it is advisable to develop a plan for system validation as early as possible
in the QRIS design process. Ideally, the validation plan will be part of a larger evaluation plan designed to
address a wider range of important questions the answers to which will guide refinement of the QRIS and
its implementation. The plan should include the key questions that will be addressed and the methods to be
used to address each one. One advantage of developing a plan early is that it may highlight opportunities
to conduct a number of the proposed efforts as part of the implementation of the QRIS itself or as part of
planned evaluation activities. A comprehensive approach to validating a QRIS ideally will include studies
under each of the four approaches described above. Table 3 outlines issues in the timing of validation studies,
discusses their relative cost, and suggests strategies for addressing validation questions if resources do not
permit the implementation of validation studies.
Table 3. Considerations in Developing a Validation Plan

Approach

Timing and Duration

Cost considerations

Options to considerIV

1. Examine the validity
of key underlying
concepts

Ideally conducted prior to
QRIS implementation.

Relatively inexpensive.

Many states are using similar
concepts and measures; their
efforts will provide useful
information.V

2. Examine the
measurement strategies
and psychometric
properties of the
measures used to assess
quality

Must wait until ratings are
implemented, although
individual measures
themselves might be
available from other sources
and could be examined
earlier.VI

Depends on data quality
and amount of analysis.
Additional measures will
increase costs, particularly if
the measure is observational.

Can rely to some extent on
existing research on each of
the components.

3. Assess the outputs of Must wait until ratings are
the rating process
implemented. Once data
are available, several studies
could be conducted using
the same data set.

Depends on data quality
and amount of analysis.
Additional measures will
increase costs, particularly if
the measure is observational.

This work is state systemdependent so is not readily
borrowed, though lessons
learned about structure and
cut-points can be shared
across QRISs.

4. Relate ratings to
children’s development

Costs for the collection of
child data are very high.

Requires significant funds,
a powerful research design,
and research expertise.
Sampling children and
programs will substantially
reduce costs.

Study should be able to
be completed within 3-6
months.

Best to launch these studies
when the QRIS rating process
is stable and adequate
numbers of programs have
been rated.

This work can be contracted
to a local university,
consultant or research firm.

Study could be done just with
one cohort of children and
two rounds of data collection
(fall and spring) to assess
developmental gains.

Consider using available data
for a “virtual pilot.”VII
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Summary and Conclusions
Validation is a complex, ongoing, iterative process. The objective of validation activities is to understand
whether the rating process is able to distinguish among programs of different quality levels and whether
program ratings are associated in meaningful ways to children’s outcomes.
Validation activities help to determine whether key design decisions are working well in practice. States
and localities that have implemented QRISs are expending substantial resources to train raters, fund ratings,
support various forms of technical assistance, and provide a range of improvement incentives. All of these
efforts assume that the ratings are accurate and the system is performing as intended. QRIS design decisions
often rely heavily on the judgments of experts and on colleagues in other states, because there is limited
empirical data on which to base them. For this reason, it is critical for states to set in place a process for
assessing how well the design decisions underlying the system are working. Validation activities do this.
Ideally, validation is an ongoing process based on a carefully designed validation plan. The plan should include
all four validation approaches, although resource constraints may limit these efforts, and may particularly limit
studies that include child outcomes. A good validation plan, thoughtfully developed and implemented, can
provide information critical to improving the system at many points in the process, and increase the odds of
its ultimate success. Validation is unquestionably challenging, but no more so than the launch and operation
of a QRIS or its evaluation. The networks and references in the next section can help states develop a deeper
understanding of validation approaches and help them construct and implement validation plans that address
stakeholder and system needs and produce timely and valuable information.

Resources and References
Resources
INQUIRE – Quality Initiatives Research and Evaluation Consortium
http://www.acf.hhs.gov/programs/opre/cc/childcare_technical/index.html
The purpose of INQUIRE is to support high quality, policy-relevant research and evaluation on Quality
Rating and Improvement Systems and other quality initiatives by providing a learning community
and resources to support researchers and evaluators. INQUIRE also provides input and information to
state administrators and other policymakers and practitioners on evaluation strategies, new research,
interpretation of research results, and implications of research for practice. Research briefs are available
on topics related to QRIS evaluation issues and strategies.
CCEERC – Child Care and Early Education Resource Connections
http://www.childcareresearch.org/ search under Quality Rating and Improvement Systems.
This site has many additional reports and resources, such as:
Quality Rating Systems: A Key Topic Resource List. New York: Child Care & Early Education Research Connections.
http://www.researchconnections.org/files/childcare/keytopcis/QualityRatingSystems.pdf
This resource list is an annotated bibliography of selected research focused on the design, implementation,
and evaluation of Quality Rating Systems and Quality Rating and Improvement Systems in early childhood
and after school settings.
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The Child Care Quality Rating System (QRS) Assessment
Tout, K., Starr, R., Soli, M., Moodie, S., Kirby, G. & Boller, K. (2010). The Child Care Quality Rating System (QRS)
Assessment: Compendium of Quality Rating Systems and Evaluations, OPRE Report. Washington, DC:
Office of Planning, Research and Evaluation, Administration for Children and Families, U.S. Department of
Health and Human Services.
http://www.acf.hhs.gov/programs/opre/cc/childcare_quality/compendium_qrs/qrs_compendium_final.pdf
Describing 26 Quality Rating Systems nationwide (19 statewide and 7 local or pilot), the Compendium
presents comprehensive information through cross-QRS matrices and individual QRS profiles.
Lugo-Gil, J., Sattar, S., Boss, C., Boller, K. Tout, K., & Kirby, G. (2011). The Quality Rating and Improvement
System (QRIS) Evaluation Toolkit. OPRE Report #2011-31. Washington, DC: U.S. Department of Health and
Human Services, Administration for Children and Families, Office of Planning, Research, and Evaluation.
http://www.acf.hhs.gov/programs/opre/cc/childcare_quality/qris_toolkit/qris_toolkit.pdf
The QRS Assessment Toolkit will provide guidance, recommendations and evaluation support on a range
of topics including: development of a logic model and research questions, evaluation design and methods,
and selection of measures.
QRIS National Learning Network
http://qrisnetwork.org/
The Network provides information, learning opportunities, and direct technical assistance to states
that have a QRIS or that are interested in developing one. Its National Resource Library assists states
in learning more about QRIS and their elements and in QRIS planning. The library contains, toolkits,
handouts and published documents on a variety of searchable topic areas.
The Networks’ State Resource Library contains detailed QRIS implementation information, including training
guides, forms, and technical assistance materials that individual states have developed for their QRIS.
State QRIS Contacts who have agreed to serve as peer resources for one another are listed, as are
Technical Assistance Providers.
Additional Resources
Lahti, M., Langill, C., Sabol, T., Starr, R., & Tout, K., (in progress). Validating Standards in Child Care Quality
Rating and Improvement Systems: Exploring Validation Activities in Four States, OPRE Report. Washington,
DC: Office of Planning, Research and Evaluation, Administration for Children and Families, U.S. Department of
Health and Human Services.
This report will provide case studies of four states that have undertaken validation studies in their respective
states. This report provides validation and evaluation approaches, identification of similar QRIS standards
amongst the four states, description of cross case analysis QRIS validity issues and the results of the validation
conceptual model from this brief examining the following: concepts of quality, measures used to assess
quality, outputs or scores of the rating process, and if ratings are related to expected outcomes. It is the
companion document to supplement this guide in which four states validation experiences are highlighted.
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Halle, T., Vick Whittaker, J. E., & Anderson, R. (2010). Quality in Early Childhood Care and Education Settings:
A Compendium of Measures, Second Edition. Washington, DC: Child Trends. Prepared by Child Trends for the
Office of Planning, Research and Evaluation, Administration for Children and Families, U.S. Department of
Health and Human Services.
http://www.acf.hhs.gov/programs/opre/cc/childcare_technical/reports/complete_compendium_full.pdf
The Quality in Early Childhood Care and Education Settings: A Compendium of Measures, Second Edition
was compiled by Child Trends for the Office of Planning, Research and Evaluation of the Administration for
Children and Families, U.S. Department of Health and Human Services, to provide a consistent framework
with which to review the existing measures of the quality of early care and education settings. The aim is
to provide uniform information about quality measures. It is hoped that such information will be useful to
researchers and practitioners, and help to inform the measurement of quality for policy-related purposes.
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Endnotes
I

Validity is not attached to a measure, but to a measure used for a particular purpose in a particular context. This
means that measures which may be valid for one use must be validated again for use in a different context
(AERA, APA, & NCME, 1999). Measures developed in low-stakes contexts, e.g., for use in research or program
self-assessments, must be validated again in high-stakes contexts because those being assessed may react in
high-stakes contexts in ways that could undermine the meaningfulness of interpretations derived from those
measures (AERA, APA, & NCME, 1999).

II

Some components such as parent involvement have been included in QRISs even when strong empirical support
of the ability of measures to distinguish among programs of different quality was lacking because designers
believed that if they were not, programs would ignore these components in favor of measured ones.

III

Random assignment of children to programs with different quality ratings is not possible in QRIS. Alternative
analytic approaches must be used that employ adequate controls for selection bias. See Zellman and Karoly
(2012) for further discussion of this approach.

IV

This column recognizes that state budgets are limited and validation is rarely seen as the highest priority.
Ideally, states might combine data and efforts to conduct some of these studies.

V

Ideally, states might combine data and efforts to conduct some of these studies.

VI

However, as noted above, measures collected in low-stakes and high-stakes settings cannot be assumed to
be comparable.

VII

It may be possible to use existing data to test assumptions and measures. See, for example, Karoly and
Zellman (2012), for a description of such work in California.
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EXECUTIVE SUMMARY
Purpose and scope of LITES

A growing body of research indicates that high quality early learning experiences can
promote young children’s development (Camilli et al. 2010; Duncan and Magnuson 2013).
Recent research bringing together neuroscience, child development, and economics has made the
case that children’s early experiences are deeply influenced by poverty and have impacts on their
cognitive, social-emotional, and physical health outcomes that extend into the school years and
beyond (Camilli et al. 2010; National Scientific Council on the Developing Child 2007; Halle et
al. 2009; Yoshikawa et al. 2013). These findings have emphasized the need for high quality early
learning experiences for disadvantaged children that can promote development and reduce
achievement gaps. Research is building about the effectiveness of preschool programs for
preparing disadvantaged children for entry into kindergarten and beyond, yet less is known about
effective program models to support infant and toddler early learning. Therefore, the Office of
the Assistant Secretary for Planning and Evaluation (ASPE), in partnership with the Office of
Planning, Research and Evaluation, within the U.S. Department of Health and Human Services,
funded Mathematica Policy Research and its partners to conduct the Learning about Infant and
Toddler Early Education Services (LITES) project. LITES aimed to identify replicable program
models that support infant and toddler early learning in out-of-home early care and education
(ECE) settings to inform future research, policy, and program directions at the federal, state, and
local levels.
LITES includes two main components: (1) a systematic review to identify effective program
models in out-of-home ECE settings that support infant and toddler early learning, and (2) a scan
of the field for program models that are of interest (or “compelling”) for supporting these
domains of infant/toddler development, but lack rigorous research examining impacts on
children’s outcomes. For both components, we examined infant and toddler early learning
models that targeted children’s cognitive, language, and/or social-emotional/behavioral
development. For the systematic review, we conducted a comprehensive literature review to
identify studies with eligible research designs, rated the quality of the studies, and examined
evidence of effectiveness on children’s outcomes. In contrast, for the compelling models scan,
we identified models through a nomination process and discussion with a small group of experts
in the field 1 This report focuses on the compelling models identified in that scan. To learn more
about the scope, methodology, and findings for the systematic review, please refer to Monahan et
al. 2015
0F

Together, the two components provide a picture of available models to support infant and
toddler early learning, including those with rigorous evidence of effectiveness on child outcomes
and those considered compelling in the field but lacking rigorous research evidence. This latter
1

We developed the compelling models nomination process to identify models considered compelling by ECE
experts. Because it was a nomination process, this report does not provide a representative or exhaustive list of all
possible replicable program models that support infant and toddler early learning in out-of-home ECE settings and
lack rigorous research.
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component is a unique contribution of LITES since most systematic reviews do not include a
category of models without rigorous research on the identified outcomes of interest. LITES,
however, does not provide an all-inclusive review of all available infant and toddler early
learning models nor the full range of descriptive research conducted on them. An exhaustive
scan for all potential programs was beyond the scope of this report. For example, models in the
systematic review whose studies were all rated as low quality were not considered for or
included in the compelling models report. The models with only low-rated studies are described
in Appendixes A and B of Monahan et al. 2015.
Methods

We defined “compelling models” as models that are viewed by the ECE field as having
potential for promoting infant and toddler early learning in out-of-home settings, but have not yet
been rigorously evaluated. The primary distinction between the models included in this report
and those included in the LITES systematic review is the availability of research examining the
impact of the models on child outcomes in the domains of language, cognition, and/or social
emotional/behavioral development. To identify potential compelling models, we disseminated a
call for nominations to electronic mailing lists for practitioners and researchers in ECE and
related fields, and we solicited nominations directly from ECE experts. We sought well-specified
models 2 that included a defined package of components to support infant and toddler early
learning, or professional development to help caregivers support infant and toddler early
learning. Services had to broadly target infants and toddlers and/or their out-of-home caregivers;
programs that narrowly targeted children with specific diagnosed disabilities or medical
conditions were not included.
1F

The nomination process yielded 21 relevant models. To prioritize them, we applied four
criteria: (1) the model had at least one descriptive study of child outcomes with potentially
positive findings; (2) the model had at least one impact study with positive findings on interim
outcomes (structural features of care, caregiver-child interaction, caregiver skills or knowledge
of child development, or global ECE quality); (3) the model had documentation to support
replication (such as training manuals or implementation guidelines); or (4) the model had been
used in at least two independent sites or, for curricula, in at least five percent of Early Head Start
programs. 3 In consultation with ASPE, ACF, and an expert work group, we selected models that
met at least two of these criteria for further examination 4
2F

3F

2

We defined well-specified models as those that had: (1) clear inclusion and exclusion criteria that define the
population for which the model is intended, (2) a clear description of the model components or features that must be
present, and (3) clear practice guidance to promote consistency of service delivery (such as the availability of
implementation guides and staff training materials, requirements for staff qualifications, or the availability of
ongoing technical assistance; Fixsen et al. 2013).
3

We deemed five percent to be a reasonable cut point as the number of programs using each curricula dropped
considerably below the cut point.
4

For the LITES systematic review (see Monahan et al. 2015), models were included if their studies used an eligible
research design and examined impacts on specified child outcomes. Studies in the systematic review were rated
based on the internal validity of the research. Studies were rated ‘low’ if they had an eligible design but did not meet
review standards. Models included in the systematic review were not eligible for consideration in this compelling
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Results

Based on the prioritization criteria, LITES identified 13 compelling models to support infant
and toddler early learning in out-of-home ECE settings that show potential for the field but have
not yet been rigorously evaluated (Box 1). Two of the models provide direct early learning
services 5 to infants and toddlers; six models focus primarily on working with caregivers through
coaching, modeling, or consultation to help them support infant and toddler early learning; and
five models are infant/toddler curricula. 6 Although the 13 models are distinct enough to warrant
sorting them into these three categories, there is some unavoidable overlap. For example, the
direct early learning models, as well as some curriculum models, include coaching or
consultation for caregivers.
4F

5F

Box I. Compelling models prioritized for inclusion in the report
Models that provide direct early learning services to children:
 Early Learning Readiness Program for Informal Family, Friend, and Neighbor Caregivers
 Educare
Models that primarily focus on professional development for caregivers:
 Early Childhood Consultation Partnership
 Expanding Quality in Infant Toddler Care course and EQ RELATE Model of Coaching
 First Beginnings (Philadelphia Inclusion Network)
 Infant Caregiver Mentoring Project
 Seeds to Success
 Smart Support
Curricula models:
 Assessment, Evaluation, and Programming System, Second Edition, Curriculum for Birth to Three
Years
 The Creative Curriculum for Family Child Care, Second Edition
 The Creative Curriculum for Infants, Toddlers & Twos, Third Edition
 Hawaii Early Learning Profile 0-3
 HighScope Infant-Toddler Curriculum

Across the 13 models, the range of target outcomes include children’s development (9
models), caregiver knowledge and skills (3 models), and environment quality (3 models;
Appendix B, Table B.1). Of the nine models targeting children’s development, seven (including
(continued)
models report. None of the models that only had studies rated low in the systematic review were nominated for the
compelling models component. In addition, the project schedule did not allow time for the research team to add
models with only low-rated studies to the list of models under consideration for the compelling models scan.
5

For LITES, we considered direct early learning services to be services targeted directly to infants and toddlers to
support their early learning and intended to influence children’s cognitive, language, and/or socialemotional/behavioral development.
6

For purposes of this project, we used the definition of curriculum Epstein et al. (1996) used in their review of
models of early childhood education. They defined curriculum as a set of education practices that are recommended
from a specific theoretical viewpoint. Further, we focused on models that included documentation to support
implementation of the practices.
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all five curriculum models) target multiple domains of development, including language,
cognition, and social emotional/behavioral development and two (both mental health
consultation models) target only children’s social emotional/behavioral development. Although
only three models specifically target caregivers’ knowledge and skills, all 13 models include
supports for caregivers (such as offering training, coaching, or consultation or implementation
guides and other materials) to help them support children’s development and/or improve
program quality.
Within categories of models we identified common features. Specifically, the models
primarily focused on professional development for caregivers were most often relationshipbased, one-on-one interventions that were offered to caregivers in ECE settings and were focused
on achieving specific and articulated objectives. Most of the models were intensive with services
offered weekly or biweekly and substantial in duration lasting from four to six months.
According to the research literature, these features may represent effective practices in
professional development (U.S. Department of Education 2010). All five curricula models are
linked to child assessment tools; the assessments are designed to guide caregivers in how they
individualize services for children. These models also include preschool versions (some of which
have been rigorously evaluated) allowing for continuity of approaches from birth to age 5 years.
The 13 compelling models we profile in this report are in different stages of development.
The level of specification in the compelling models we profiled varied, both across models and
across implementation components (Table ES.1). For example, all 13 models specified target
populations of infants, toddlers, and/or their caregivers, as well as target outcomes for those
populations. Most also had available implementation guides, training materials, and qualified
trainers. Almost half of the models had fidelity standards and systems for monitoring fidelity.
However, even the models with written materials to support implementation could benefit from
additional guidance about the components that need to be in place to implement the model with
fidelity. This would require developing standards that include minimum specifications for the
model to provide consistent service delivery. For example, developers might consider not only
making training available, but also setting minimum specifications for the types and levels of
training required by staff implementing the model. Without this information, researchers and
practitioners may not have the information they need to understand whether the model is being
implemented in adherence with the developer’s specifications. In addition, in some instances a
practitioner may want to adapt an existing model for use with a different population (for
example, dual language learners) but have little guidance or support on how to do this.
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Table ES.1. Overview of documented implementation components
Implementation component

Number of compelling models

The model developer has specified the following:
Target outcomes

13

Target population

13

Dosage of services

8

Program length

9

Staff education requirements

3

Staff training requirements

6

Supports for implementation
Implementation/operation manuals

13
11

Training materials

12

Qualified trainers

12

Fidelity standards

6

Systems for monitoring fidelity

6

Because we focused on identifying models that had not yet been part of an impact study to
examine children’s outcomes, we anticipated finding primarily implementation or descriptive
research on these models. Eight of the 13 models had at least one research study, although most
had only one study (Table ES.2). 7 None of the curricula models had existing research. Four
models had studies examining implementation (Early Childhood Consultation Partnership
[ECCP], Early Learning Readiness Program [ELR], Smart Support, and Seeds to Success); two
models had descriptive studies measuring children’s outcomes (Educare and Smart Support); and
four models had descriptive studies of interim outcomes (ELR, Educare, First Beginnings, and
Smart Support). The research also included three randomized controlled trials (RCTs) measuring
interim outcomes (Expanding Quality in Infant Toddler Care and EQ RELATE coaching model,
Infant Caregiver Mentoring Project, and Seeds to Success) 8 At the time this report was written,
impact studies examining child outcomes were also under way for two models: ECCP and
Educare. Because results were not yet available for these impact studies, however, these two
models were not included in the LITES systematic review. Across the five descriptive and three
impact studies of interim outcomes, the outcome domains measured included observed quality
6F

7F

7

We only report findings from studies that focused on infants and toddlers and their caregivers. Specifically, we
report findings on children’s outcomes for infants and toddlers, or interim outcomes for infant and toddler caregivers
or settings where infants and toddlers received care (structural features of care, caregiver-child interaction, caregiver
skills or knowledge of child development, or global ECE quality). We include findings from implementation studies
if they reported on care settings for infants and toddlers.
8

These models were not eligible for the LITES systematic review because the impact studies measured only interim
outcomes. To be eligible for the systematic review, the models had to have eligible research designs examining the
impact of the models on child outcomes in the domains of language, cognition, and/or social emotional/behavioral
development.
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(seven studies) and caregiver knowledge and skills (four studies) 9 Across the two descriptive
studies of child outcomes both measured social-emotional/behavioral development and one also
measured school readiness and vocabulary. The three models with impact studies of interim
outcomes were all professional development models; the findings pointed to the potential of
these models to improve observed quality and increase caregiver knowledge and skills.
8F

Table ES.2. Overview of research on compelling models, by study type
Implementation
study

Model
Early Childhood
Consultation
Partnership (ECCP)



Early Learning
Readiness (ELR)
Program



Descriptive
study: child
outcomes



c

d



Infant Caregiver
e
Mentoring Project

Smart Support

b





e

Seeds to Success

Impact study
underway: child
outcomes



Expanding Quality in
Infant Toddler Care
(EQIT) course and EQ
RELATE Model of
Coaching
First Beginnings

Impact study:
interim
outcomes





Educare

Descriptive
study: interim
a
outcomes

e





f




g



g

a

Interim outcomes are those other than child outcomes that are thought to be related to child development. For
LITES, this included the following domains: global ECE quality, structural features of care, caregiver-child
interaction, and caregiver knowledge of child development.
b
Results from a small pilot impact evaluation of ECCP became publically available in December 2014, after the
analyses for the LITES systematic review and compelling models profiles were complete.
c
Data collection is in progress for the first phase of an impact study on Educare, which follows children through age 3;
the youngest children in the study turn 3 in September 2015.
d
The study of EQIT included comparison groups of convenience. Within the EQIT intervention group, participants
were randomly assigned to receive different amounts of coaching.
e
First Beginnings and the Infant Caregiver Mentoring Project are not currently active. After the Seeds to Success
demonstration period concluded, it was used to develop a new system called Early Achievers, which is currently in
operation.
f
The study of the Infant Caregiver Mentoring Project used a randomized design, but reported analyses of pre-post
differences within groups.
g
Smart Support presented study results in an infographic provided by the developer rather than a research report.

Although many of the models have begun the process of building a research base, additional
research on out-of-home ECE models for infants and toddlers is essential for moving the field
9

The total number of descriptive studies measuring interim outcomes is five because one model, First Beginnings,
has two studies.
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forward. The compelling models that are well-specified and have some existing research
evidence might be ready for impact studies that examine their effects on children’s outcomes.
The two models that are currently the focus of impact studies could be tested with different
subgroups of caregivers (for example, family child care providers and center-based providers) or
children (for example, dual language learners and monolingual English speakers) to identify the
groups for which particular strategies are most effective. Others might require a full spectrum of
research, including implementation studies, outcome studies, and rapid cycle evaluations, to test
the feasibility of staff training and implementation procedures, develop standards for highfidelity implementation and measures to monitor fidelity, and assess whether the models show
potential for producing intended outcomes. In addition, research is needed on the components of
the models that are most important to achieving desired child outcomes. Such a process of model
development and initial testing could lay the groundwork for rigorous evaluation to identify
effective models and model components that have strong potential to improve outcomes for
infants and toddlers and prepare them for further learning as they transition into preschool.
Since the process of developing and testing models requires time and resources, several
innovative strategies should be considered for supporting model development. Recent attention
has been given to the use of rapid cycle evaluations as a cost-effective strategy for guiding
decision making (Cody and Asher 2014; Metz et al. 2015). By leveraging data available in
administrative records, model developers can test interventions more quickly than evaluations
that require collecting data. Because the outcomes need to be observable in a short period of
time, it is most useful in looking at outputs and impacts on intermediate outcomes. Rapid cycle
evaluations can be particularly useful in testing potentials solutions to implementation
difficulties. For example, this type of evaluation could be used to test interventions for increasing
ongoing attendance rates of informal caregivers participating in ELR (such as altering the time of
day events are offered, offering transportation, or using text message reminders); ELR
administrative data could serve as a data source for tracking whether the interventions led to
increased attendance. In this way, it is a powerful tool for informing decision makers about ways
to continually improve program models.
Model developers and other decision-makers may also be able to collaborate with networks
of researchers to implement these types of evaluations. For example, the Network for
Infant/Toddler Researchers (NITR) sponsored by OPRE, collaborative innovation and
improvement networks (CoIINs), and Early Learning Labs could serve as forums for supporting
development of ECE models for infants and toddlers. These networks bring together
practitioners, researchers, and experts for mutual learning. Early Learning Labs aim to accelerate
experimentation and development of scalable early learning interventions.
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Key Findings


LITES defined “compelling models” as models that are viewed by the ECE field as having potential to
promote infant and toddler early learning in out-of-home settings, but have not yet been rigorously evaluated.
LITES prioritized models that met at least two of the following four criteria:
1. At least one descriptive study of child outcomes with potentially positive findings (2 models met this
criteria)
2. At least one impact study with positive findings on interim outcomes (3 models met this criteria)
3. Documentation to support replication (all 13 models met this criteria)
4. Used in at least two independent sites or, for curricula, in at least five percent of Early Head Start
programs (all 13 models met this criteria)



LITES examined infant and toddler early learning models that targeted children’s cognitive, language, or
social-emotional/behavioral development. LITES identified compelling models through a nomination process
and discussion with a small group of experts in the field. Together with the systematic review, the two
components provide an extensive picture of available models to support infant and toddler early learning,
including those with rigorous evidence of effectiveness on child outcomes and those considered compelling
in the field but lacking rigorous research evidence. LITES, however, does not provide an exhaustive review of
all available infant and toddler early learning models nor the full range of descriptive research conducted on
them.



LITES identified 13 compelling models to support infant and toddler early learning in out-of-home ECE
settings that have potential for the field but not yet rigorously evaluated.
-



2 models provide direct early learning services to infants and toddlers.
6 models provide coaching, modeling, or consultation to help caregivers support infant and toddler early
learning.
5 models are infant/toddler curricula.

The outcomes targeted by the compelling models include children’s development (9 models), caregiver
knowledge and skills (3 models), and environment quality (3 models).
-

Of the nine models targeting children’s development, seven (including all five curriculum models) target
multiple domains of development including language, cognition, and social emotional/ behavioral
development and two (both mental health consultation models) target only children’s social emotional/
behavioral development.

-

Although only three models specifically target caregivers’ knowledge and skills, all 13 models include
supports for caregivers (such as offering training, coaching, or consultation to caregivers, or
implementation guides and other materials).



The level of specification of the compelling models varied. All models could benefit from additional guidance
on how to implement with fidelity. Staff in many infant and toddler ECE settings may be using models with
limited training or support, potentially resulting in wide variation in implementation.



Eight of the 13 models had at least some research, usually a single implementation or descriptive study. Two
models had descriptive studies measuring child outcomes and four had descriptive studies measuring interim
outcomes. Three models had impact studies examining interim outcomes, and impact studies examining
child outcomes were under way for two models. None of the curricula models had existing research.
-



Across the five descriptive and three impact studies of interim outcomes, the outcome domains measured
included observed quality (seven studies) and caregiver knowledge and skills (four studies).
Across the two descriptive studies of child outcomes both measured social-emotional/behavioral
development and one also measured school readiness and vocabulary.
The three models with impact studies of interim outcomes were all professional development models; the
findings pointed to the potential of these models to improve observed quality and increase caregiver
knowledge and skills.

A full spectrum of implementation and outcome research is needed to develop well-specified ECE models,
test the feasibility of implementation, develop fidelity standards and measures, and assess whether the
models show potential for improving infant/toddler early learning outcomes. This research would lay the
groundwork for rigorous evaluation to test model effectiveness.
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INTRODUCTION

A growing body of research indicates that high quality early learning experiences can
promote young children’s development and help to reduce achievement gaps (Camilli et al.
2010; Duncan and Magnuson 2013). Recent research bringing together neuroscience, child
development, and economic perspectives has made the case that children’s prenatal and early
experiences are deeply influenced by poverty, with impacts on cognitive, social-emotional, and
physical health outcomes that extend into the school years and beyond (Camilli et al. 2010;
National Scientific Council on the Developing Child 2007; Halle et al. 2009; Yoshikawa et al.
2013). These findings have emphasized the need for high quality early learning experiences for
disadvantaged children that can promote young children’s development and reduce achievement
gaps. Research is building about the effectiveness of preschool programs for preparing children
for entry into kindergarten and beyond, yet less is known about effective program models to
support infant and toddler early learning. Therefore, to help inform research, policy, and program
directions at the federal, state, and local levels, the Office of the Assistant Secretary for Planning
and Evaluation (ASPE), in partnership with the Office of Planning, Research and Evaluation
(OPRE), within the U.S. Department of Health and Human Services, funded Mathematica Policy
Research and its partners to conduct the Learning about Infant and Toddler Early Education
Services (LITES) project.
The project includes a systematic review to identify effective out-of-home early care and
education (ECE) models for infants and toddlers (Monahan et al. 2015). The systematic review is
designed to identify models for infants and toddlers with the strongest evidence of effectiveness
in improving children’s outcomes in the domains of cognitive, language, and social
emotional/behavioral development. The LITES project also includes a scan of the field for
infant-toddler ECE models that are of interest (or “compelling”) for supporting infant/toddler
development in these domains, but currently lack rigorous research examining impacts on
children’s developmental outcomes. For both components, we examined infant and toddler early
learning models that targeted children’s cognitive, language, and/or social-emotional/behavioral
development. For the systematic review, we conducted a comprehensive literature review to
identify studies with eligible research designs, rated the quality of the studies, and examined
evidence of effectiveness on children’s outcomes. In contrast, for the compelling models scan,
we identified models through a nomination process and discussion with experts in the field. 10
This report focuses on the compelling models scan.
9F

Together, the two components provide a picture of available models to support infant and
toddler early learning, including those with rigorous evidence of effectiveness on child outcomes
and those considered compelling in the field but lacking rigorous research evidence. This later
component is a unique contribution of LITES since most systematic reviews do not include a
category of models without rigorous research on the identified outcomes of interest. LITES,
however, does not provide an all-inclusive review of all available infant and toddler early
10

We developed the compelling models nomination process to identify models considered compelling by ECE
experts. Because it was a nomination process, this report does not provide a representative or exhaustive list of all
possible replicable program models that support infant and toddler early learning in out-of-home ECE settings and
lack rigorous research.
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learning models nor the full range of descriptive research conducted on them. An exhaustive
scan for all potential programs was beyond the scope of this report. For example, we did not
consider models with only studies rated as low quality in the systematic review for the
compelling models scan. The models with only low-rated studies are described in Appendixes A
and B of Monahan et al. 2015.
Recognizing that some ECE models for infants and toddlers have only preliminary evidence,
this report focuses on what can be learned from these compelling models that are of interest to
the field. The purpose of this scan for compelling program models is to identify and highlight
models that warrant further consideration by researchers, policymakers, and practitioners due to
their potential for contribution to the field. These include models with studies that do not have
sufficiently rigorous designs, such as descriptive outcome studies; models for which rigorous
evaluations are under way but not yet completed; models with high quality implementation
studies but no impact evaluations; and other models that lack rigorous evidence but are
compelling to the field and warrant further study. In this report, we describe these compelling
models, examine and summarize the evidence supporting each of them, and identify associated
research gaps. The report provides an overview of newly developed and existing models in the
field that may be ready for more rigorous evaluation. An understanding of these models and gaps
in the research can move the field toward more rigorous, high quality research designs to better
assess the effectiveness of program models designed to support infant and toddler early learning.
For this project, we defined compelling models as models that are viewed by the ECE field
as having potential for promoting infant and toddler early learning in the domains of cognitive,
language, or social-emotional/behavioral development, but have not yet been rigorously
evaluated to examine impacts on these outcomes. To ensure potential replication in new settings,
we focused the project on well-specified models that included a defined package of components
of infant and toddler early learning services or professional development to help caregivers
support infant and toddler early learning. 11 We defined well-specified models as those that had:
(1) clear inclusion and exclusion criteria that define the population for which the model is
intended, (2) a clear description of the model components or features that must be present, and
(3) clear practice guidance to promote consistency of service delivery (such as the availability of
implementation guides and staff training materials, requirements for staff qualifications, or the
availability of ongoing technical assistance; Fixsen et al. 2013).
10F

This report profiles 13 compelling infant and toddler ECE models that were identified
through the LITES search methodology (see section B below), summarizes available research on
these models, and suggests additional research needed to inform model development and support
replication, and ultimately to demonstrate evidence of effectiveness (see Box I.1). Many of these
models have been replicated but have not yet been rigorously evaluated. A few of the models
have descriptive studies examining children’s outcomes or rigorous evaluations examining
11

Out-of-home early learning services for infants and toddlers often draw on a series of theoretical approaches, such
as Reggio Emilia and Montessori, and practices, such as continuity of care and primary caregiving. These
approaches and practices are implemented in a range of configurations and intensities across settings, thus making
them difficult to replicate consistently without further specification. Therefore, LITES does not feature these
approaches and practices in this report, even though they are prevalent in the field.
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interim outcomes, 12 but all lacked publically available rigorous evaluations examining effects on
children’s outcomes. 13 Two are models that provide direct early learning services to infants and
toddlers. Six models focus primarily on working with caregivers through coaching, modeling,
and/or collaborative consultation to help them support children’s early learning, 14 and an
additional five models are curricula implemented in programs for infants and toddlers. 15
Although the models broadly fall into the three categories described, in practice, there is overlap
across the categories. For example, most of the direct early learning models and curriculum
models we profiled include staff training, and some include ongoing support in the form of
coaching or other consultation. In addition, two of the models focused on working with
caregivers include a curriculum model that participants implemented in their ECE settings.
1F

12F

13F

14F

12

Interim outcomes are those other than child outcomes that are thought to be related to child development. For
LITES, this included the following domains: global ECE quality, structural features of care, caregiver-child
interaction, and caregiver knowledge of child development.
13

To be eligible for the systematic review, the models had to have eligible research designs examining the impact of
the models on child outcomes in the domains of language, cognition, and/or social emotional/behavioral
development.
14

The models profiled employ varying approaches to ongoing support, including coaching, mentoring, and
consultation beyond a one-time training. Coaching is a relationship-based process led by an expert with specialized
skills and knowledge, who often serves in a different professional role than the recipient(s) (National Association for
the Education of Young Children and National Association of Child Care Resource and Referral Agencies 2011).
Mentoring involves guidance from a more experienced teacher to a less-experienced mentee to increase professional
capacity and effectiveness. Consultation is a collaborative problem-solving process typically focused on addressing
a specific issue or topic. Mentoring and coaching are often used interchangeably to describe individualized
professional development interventions that involve establishing a relationship between a mentor or coach and
learners, conducting observation and assessment, demonstration and practice, and on-the job guidance (Head Start
Bureau, 2001; Hanft et al., 2005). Throughout this report, we use the model developers’ own language when
referring to these models.
15

For purposes of this project, we used the definition of curriculum Epstein et al. (1996) used in their review of
models of early childhood education. They defined a curriculum as a set of education practices that are
recommended from a specific theoretical viewpoint. Further, we focused on models that included documentation to
support implementation of the practices.

3

I. INTRODUCTION

MATHEMATICA POLICY RESEARCH

Box I.1. Compelling models prioritized for inclusion in the report
Models that provide direct early learning services to children:
 Early Learning Readiness Program for Informal Family, Friend, and Neighbor Caregivers
 Educare
Models that primarily focus on professional development with caregivers:
 Early Childhood Consultation Partnership
 Expanding Quality in Infant Toddler Care (EQIT) course and EQ RELATE Model of Coaching
 First Beginnings (Philadelphia Inclusion Network)
 Infant Caregiver Mentoring Project
 Seeds to Success
 Smart Support
Curricula models:
 Assessment, Evaluation, and Programming System, Second Edition, Curriculum for Birth to Three Years
 The Creative Curriculum for Family Child Care, Second Edition
 The Creative Curriculum for Infants, Toddlers & Twos, Third Edition
 Hawaii Early Learning Profile 0-3
 HighScope Infant-Toddler Curriculum

Across the 13 models, the range of target outcomes include children’s development (9
models), caregiver knowledge and skills (3 models), and environment quality (3 models;
Appendix B, Table B.1). Of the nine models targeting children’s development, seven (including
all five curriculum models) target multiple domains of development, including language,
cognition, and social emotional/behavioral development and two (both mental health
consultation models) target only children’s social emotional/behavioral development. Although
only three models specifically target caregivers’ knowledge and skills, all 13 models include
supports for caregivers (such as offering training, coaching, or consultation for caregivers, or
implementation guides and other materials) to help them support children’s development and/or
improve program quality.
Within categories of models we identified common features. Specifically, the models
primarily focused on professional development for caregivers were most often relationshipbased, one-on-one interventions that were offered to caregivers in ECE settings and were focused
on achieving specific and articulated objectives. Most of the models were intensive with
services offered weekly or biweekly and substantial in duration lasting from four to six months.
According to the research literature, these features may represent effective practices in
professional development (U.S. Department of Education 2010). All five curricula models are
linked to child assessment tools; the assessments are designed to guide caregivers in how they
individualize services for children. These models also include preschool versions (some of which
have been rigorously evaluated) allowing for continuity of approaches from birth to age 5 years.
In the remainder of this chapter, we describe the criteria we used to identify and select
compelling models. Chapter II includes detailed profiles of the 13 models that we identified,
including information about model implementation and existing research. In Chapter III, we
describe the research gaps and recommend directions for future research to fill these gaps and
build the knowledge base.
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A. Defining out-of-home infant and toddler ECE services

We focused this scan of the field on models designed to improve children’s outcomes either
directly by providing out-of-home early learning services to children, or indirectly by working
with children’s out-of-home caregivers to help them support early learning. 16 We considered
models that focused on multiple domains of children’s development, such as cognitive, language,
or social-emotional/behavioral domains, as well as targeted interventions that could be layered
on top of another model and focused on improving children’s outcomes in a single domain or
improving caregiver practice in a single area.
15 F

As discussed earlier, we focused on well-specified models. We set this requirement because
the translation from science to practice is a critical step for practitioners to implement models
consistently and in adherence with a developer’s intent (Wandersman et al. 2008). In addition to
translating science into practice, support systems (such as pre-service and in-service training) are
needed to help practitioners replicate models as intended (Wandersman et al. 2008) Wellspecified, replicable models can be rigorously evaluated, and if found to be effective, can be
adopted by other ECE service providers to support children’s healthy development. Defining a
model so that it can be replicated by others requires a degree of model specification, as well as
the development and use of measures to assess whether it was implemented with fidelity, in
adherence with model specifications (Dane and Schneider 1998; O’Donnell 2008).
To be considered eligible for LITES, models also had to meet the following inclusion
criteria:


The target population for the model had to include infants and toddlers, defined as children
from birth to age 36 months. 17 Models could include other age groups as well; for example,
they could target children from birth to age 5.
16F



Models had to be targeted broadly to infants and toddlers and/or their adult out-of-home
caregivers. Models targeted narrowly to infants and toddlers with diagnosed disabilities or
specific medical conditions were not included in the review. 18 However, models targeted
17 F

16

Program models that provide infrequent or supplemental home visits were considered for inclusion in the review,
but only if the primary service setting was out-of-home care. Program models that provide supplemental services in
areas such as nutrition, health and developmental screening, supports for parents, and referrals to other community
resources were considered for inclusion in the review, but only if the primary focus was on services delivered
outside the child’s home to support infant and toddler early learning. Program models that provide professional
development to adult out-of-home caregivers were considered for inclusion in the review as long as the professional
development involved intervening directly with caregivers, took place in the caregiving setting or a similar setting,
and focused on helping caregivers support infant and toddler early learning. Other indirect services—such as
parenting, family self-sufficiency, or referral services—were not included, because they do not target children’s
early learning in out-of-home care settings.
17

Programs that enroll families before the child’s birth were considered in the review, as long as the primary focus
of the model was supporting children’s early learning in out-of-home ECE settings.
18

The federal government makes specific investments in special education and to support the development of
children with disabilities. The focus of this review is to identify effective program models for supporting early
learning among a broad range of infants and toddlers.
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toward broad groups of at-risk infants and toddlers (for example, children from low-income
families or low-birth weight children) were eligible for inclusion.


The majority of services had to be provided outside of the child’s own home. Models could
be implemented in center-based settings, such as ECE classrooms or child care centers, or in
home-based settings such as family child care homes or informal caregivers’ homes.

The primary distinction between the models included in this report and those included in the
LITES systematic review is the availability of eligible research examining the impact of the
models on child outcomes in the domains of language, cognition, and/or social
emotional/behavioral development. For compelling models, we were interested in models that
showed potential for promoting the early learning of infants and toddlers, but lack studies with
eligible designs examining impacts on children’s outcomes from which causality can be
inferred. 19 The systematic review, in contrast, included only models that had at least one impact
study examining children’s outcomes. More information about the specific eligibility criteria for
the systematic review can be found in the systematic review report (Monahan et al. 2015).
18 F

B. Identifying and selecting the 13 compelling models

In consultation with ASPE and an expert work group, Mathematica developed a process for
identifying and selecting models for inclusion. The process involved two steps: (1) identifying
compelling models through a call for nominations and outreach to experts, and (2) selecting
models to profile by applying prioritization criteria.
1.

To identify models, we relied on input from the field solicited through a call for
nominations and outreach to experts

We relied on two primary strategies for identifying compelling models. First, we
disseminated a call for nominations to a selected group of electronic mailing lists for
practitioners and researchers in ECE and related fields (Appendix Table A.1). The call for
nominations described the purpose of the project and the types of models of interest, and
provided instructions for submitting a nomination. We disseminated the call for nominations on
May 30, 2014. It was open for eight weeks, with an end date of July 25, 2014.
We also solicited nominations from a range of experts in ECE and related fields. The
primary role of the expert work group was advising us on our approach to identifying and
selecting compelling models (Table I.1). We also asked them for suggestions of models we
should consider. We worked with ASPE and the expert work group to identify other practice and
research experts to contact. We ultimately conducted brief, informal telephone discussions with
three additional experts to ask for their input (see Table I.1). Finally, our federal project officers
solicited recommendations from colleagues within ASPE and ACF.
Multiple experts recommended that we include curriculum models used in infant and toddler
ECE. To identify curricula commonly used by infant/toddler caregivers, we examined two
19

Consistent with the LITES systematic review, we defined impact studies as those with an RCT, matched
comparison group design, regression discontinuity design, or single-case design.
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sources. First, we reviewed findings from the Early Head Start Family and Child Experiences
Survey (known as Baby FACES), a descriptive study of a representative sample of Early Head
Start programs and the children and families they serve. Second, we reviewed data from the
Head Start Program Information Report, which contains self-reported administrative data from
all Early Head Start programs nationally. Across both sources, we identified relevant curricula
used by at least 5 percent of Early Head Start programs.
Finally, we reviewed models that were screened out of the LITES systematic review because
they lacked impact studies examining children’s outcomes. Together, these processes yielded a
total of 64 nominated models (Appendix Table A.2 lists each model and the nomination source).
Table I.1. LITES compelling models expert work group members
Expert

Affiliation

Expert work group members
Clancy Blair
James Elicker
Diane Horm
Julia Isaacs
Brenda Jones Harden
Pamela Morris
Kathy Thornburg

New York University
Purdue University
University of Oklahoma-Tulsa
Urban Institute
University of Maryland
New York University
University of Missouri

Practice and research experts
Jennifer Boss
Rachel Chazan Cohen
Sandra Petersen

Early Head Start National Resource Center, ZERO TO THREE
University of Massachusetts, Boston
Early Head Start National Resource Center, ZERO TO THREE

Next, we reviewed information on each model identified to determine whether it fit within
the scope of the LITES project. Using the inclusion criteria described above as our guide (age of
target population; broadly targeted all infants/toddlers or non-parental caregivers of infants/
toddlers; most services provided outside of the child’s own home), we screened out 43 of the 64
models. See Appendix Table A.2 for more detailed information about the reasons models were
screened out. Models were screened out for a variety of reasons, primarily because they were
implemented in the child’s home or targeted parents rather than out-of-home caregivers. In the
case of curricula, if they did not meet the prevalence requirement (used in at least 5 percent of
Early Head Start programs as determined by examining data from the Head Start Program
Information Report and Baby FACES), they were also screened out.
2.

We prioritized models for review that had suggestive favorable evidence and strong
potential for replication

We applied four criteria to prioritize which of the remaining 21 models to profile. These
criteria address different ways in which a model could be considered compelling. The first two
criteria highlight models with suggestive favorable evidence on child outcomes or interim
outcomes. The second two criteria emphasize models that have strong potential for replication.
The four criteria are:
1.

Descriptive Research: The model had at least one descriptive study (meaning a study
without a comparison group) that measured children’s outcomes. Of particular interest were
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studies that showed potentially positive findings in at least one of the following child
outcome domains: cognitive, language, or social-emotional/behavioral development.
2.

3.

Interim Outcomes: The model had at least one study measuring impacts on interim
outcomes thought to be closely related to children’s early learning in out-of-home ECE
settings, including the following:
-

Structural features of out-of-home ECE settings, including child-to-staff ratios; group
size; caregiver qualifications; professional development; the physical environment and
furnishings; schedules/routines; and health, safety, and nutrition practices

-

Caregiver–child interaction in out-of-home ECE settings, including
sensitivity/responsiveness, learning and language supports/instruction, positive
regard/warmth, behavior guidance, support for peer interaction, and areas of concern in
interactions

-

Out-of-home caregiver skills or knowledge of infant-toddler caregiving practices

-

Global ECE quality

Well-Specified: The model was well-specified and had documentation available to support
replication; documentation could come from at least one study of any design or model
materials, such as implementation or training guides or a model’s website. 20
19F

4.

Prevalent: The model was prevalent in the field. For curricula, we set a threshold of
reported use in at least 5 percent of Early Head Start programs (see above). For other
models, we set a minimal threshold of use in at least two independent sites.

The LITES team ranked models based on the number of criteria they met. In consultation
with ASPE, ACF, and an expert work group of researchers, we determined that models that met
two or more of these criteria would be most compelling to the field and should be highlighted in
this report. This process resulted in a final list of 13 models. Table I.2 lists all 21 models and
shows which of the four criteria each met, and also indicates the 13 that met more than one
criterion and were therefore profiled in this report. The 13 selected models that met more than
one criterion are also described in detail in Chapter II.

20

As described earlier in this chapter, we defined well-specified models as those that had: (1) clear inclusion and
exclusion criteria that define the population for which the program is intended, (2) a clear description of the program
components or features that must be present, and (3) clear practice guidance to promote consistency of service
delivery (such as the availability of implementation guides and staff training materials, requirements for staff
qualifications, or the availability of ongoing technical assistance; Fixsen et al. 2013).
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Table I.2. Screened in models and prioritization criteria
Descriptive
study
measuring
children’s
outcomes

Model

Study
measuring
impacts on
interim
outcomes

Well-specified with
documentation to
support replication

Prevalent

Models that met more than one criterion and were selected for inclusion
Models that provide direct early learning
services to children
1.
2.



Educare
Early Learning Readiness (ELR)
Program for Informal Family, Friend and
Neighbor Caregivers





















Professional development models
3.
4.
5.

Early Childhood Consultation Partnership
Expanding Quality in Infant Toddler Care
(EQIT) course and EQ RELATE Model of
Coaching
First Beginnings (Philadelphia Inclusion
Network)



6.

Infant Caregiver Mentoring Project







7.

Seeds to Success







8.

Smart Support





Assessment, Evaluation, and
Programming System
The Creative Curriculum for Family Child
Care
The Creative Curriculum for Infants,
Toddlers & Twos













12.

Hawaii Early Learning Profile 0-3





13.

HighScope Infant-Toddler Curriculum







Curricula models
9.
10.
11.

Models that met one or no criteria and were excluded
14.

Ball State University Child Study Center

15.

Comprehensive Child Development, Inc.



16.

Cuyahoga County Early Childhood
Initiative



17.

Emotional Beginnings

18.

Piper Center for Family Studies and
Child Development at Baylor University

19.

Promethean Foundation (Pro-Kids)

20.
21.



Responsive Infant/Toddler Practice
within a Suite of Inquiry
San Diego State University Children’s
Center

9
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II. COMPELLING MODELS: COMPONENTS AND EXISTING RESEARCH

In this chapter, we present profiles of the 13 models we identified as compelling to the field
and prioritized for inclusion in this report. Each profile includes as much information as possible
about model implementation, including an overview of the model and its core components, the
target population, targeted outcomes, dosage and program length, requirements for staff, and the
types of supports available for replication. The profiles also discuss existing and ongoing
research, if any was identified. Appendix B lists the model components and implementation
guidelines across all 13 models.
To gather information about the models for the profiles, we conducted a literature search and
reviewed publically available materials. We conducted a targeted literature search on the names
of selected models to identify any existing research. Relevant research included causal studies
that measured only interim outcomes, descriptive studies that measured children’s outcomes, and
implementation studies. Appendix C describes the literature search methods and results. We also
conducted Internet searches to identify publically available information about model
implementation, such as websites, implementation guides, and training materials. To ensure the
accuracy of the information about implementation, we sent the profiles to the model developers
for review and inquired about any research that was conducted on the models or as part of model
development. 21
20F

We begin by presenting the two models that provide direct early learning services to children:
1.

Early Learning Readiness Program for Informal Family, Friend, and Neighbor Caregivers

2.

Educare

We then present profiles for the six models that primarily focus on professional development for
caregivers:
1.

Early Childhood Consultation Partnership

2.

Expanding Quality in Infant Toddler Care course and EQ RELATE Model of Coaching

3.

First Beginnings (Philadelphia Inclusion Network)

4.

Infant Caregiver Mentoring Project

5.

Seeds to Success

6.

Smart Support

21

We specifically asked developers for information that we were missing about models (for example, dosage and
program length). In the model profiles, we note if the developers did not clarify information that was missing when
they responded to our inquiries.
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Finally, we profile the five curricula models:
1.

Assessment, Evaluation, and Programming System, Second Edition, Curriculum for Birth to
Three Years

2.

The Creative Curriculum for Family Child Care, Second Edition

3.

The Creative Curriculum for Infants, Toddlers & Twos, Third Edition

4.

Hawaii Early Learning Profile 0-3

5.

HighScope Infant-Toddler Curriculum

11

DIRECT EARLY LEARNING SERVICES MODELS

This page has been left blank for double-sided copying.

EARLY LEARNING READINESS (ELR) PROGRAM

MATHEMATICA POLICY RESEARCH

EARLY LEARNING READINESS (ELR) PROGRAM FOR INFORMAL FAMILY,
FRIEND, AND NEIGHBOR CAREGIVERS
A. Overview

1.

Overview, model components, and content

The Early Learning Readiness (ELR) Program for Informal Family, Friend, and Neighbor
Caregivers is designed to promote the healthy development and school readiness of children,
both directly and by increasing the skills and knowledge of their caregivers. It is targeted to
children receiving care in informal child care settings, and their informal caregivers. These
children and their caregivers participate together in the program through sessions that are
facilitated and held in a group setting. Sessions are held at a community location selected for its
accessibility, such as a church, community center, public housing or apartment building, YMCA,
or library. A typical session consists of the following: (1) an opening circle time where the
children and caregivers read stories and sing songs together; (2) time to explore a range of
activities at 13 interest centers; and (3) a closing circle to review the day’s learning. During the
sessions, facilitators talk with caregivers about the interest centers, how the activities encourage
learning in children, and the role caregivers can play in promoting learning and development
using the activities. In addition, activities at each center include written guidance for caregivers
that list learning concepts, vocabulary words, and questions caregivers can ask the children.
Session content features monthly, culturally sensitive themes and is designed to align with local
standards for school readiness. Volunteers assist sites with several aspects of running the
program, including recruiting participants, setting up the sessions, and translating for
participating caregivers whose primary language is not English. The program also collaborates
with local community partners to provide additional resources and supports. The ELR program is
run by the YMCA of the USA (Y-USA) and is based on the Tutu and Me program model that
was developed by the Partners in Development Foundation to work with informal caregivers
(primarily grandparents) in Hawaii (Partners in Development Foundation 2014).
2.

Target population, including available languages



The ELR program serves children from birth to age 5 who receive informal care from family
members, friends, and neighbors, as well as their informal caregivers. The program targets
low-income families and populations, although it is not clear whether income requirements
are used to determine eligibility.



The program serves children whose families speak one or more of a variety of languages at
home. The majority of ELR participants speak Spanish, but in some communities other
languages are also represented, including Russian, Chinese, Somali, Arabic, Vietnamese,
Japanese, and Hindi. Volunteers and fellow caregivers help translate when caregivers
experience language barriers related to program participation.

3.

Targeted outcomes



The ELR program is designed to promote the healthy development and school readiness of
children, both directly and by increasing the skills and knowledge of their caregivers.
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4.

Dosage and program length



The program is offered twice per week and each session is two hours. In most sites, the
program is offered for 38 to 42 weeks during the school year.

5.

Staff requirements, including staff type, education, and experience



In each site, the program is led by a local ELR supervisor and is implemented by one or
more facilitators.



Y-USA recommends that local ELR supervisors and facilitators have a background in early
childhood, education, or social work. Specific skills vary by site, with hiring decisions made
at the local level.

6.

Supports for implementation



The program has a training plan for newly hired local staff that includes in-person training
sessions, online modules on broader topics such as development and achievement gaps, and
webinars on specific program components. These materials are posted to an online
community that all ELR staff can access.



Y-USA technical advisors are available to coach, monitor, and support local staff.



National program staff (from Y-USA) conduct site visits to local programs to assess
program fidelity and quality, especially for new sites and groups. Local staff also monitor
and report on key fidelity and quality indicators to national program staff each month during
the program year. Fidelity standards address the materials/environment, circle time, interest
centers, and administration. Quality measures assess the quality of interactions, engagement,
and content covered during sessions. Training for new staff covers fidelity measures and
evaluation; this information is also available for local sites on the online community
maintained by Y-USA for local ELR staff.



Y-USA is piloting a mentoring program that partners local YMCA leaders who have
successfully implemented the program with staff at sites that are new or have struggled with
the program.

7.

Overview of the locations where the model has been or is currently implemented,
including types of implementing agencies



The program operates at local YMCA sites in 26 states across the country. Sites are located
in neighborhoods with low educational achievement, high concentrations of poverty, or a
large population of new U.S. residents.

B. Summary of existing research

Y-USA conducts an annual internal evaluation of the ELR program, using data collected
from local ELR sites. The evaluation assesses program implementation and participant outcomes
and is used to inform program improvement efforts. Table 1 provides an overview of the 2013–
2014 ELR program evaluation (Y-USA 2014). Below we discuss the findings from the 2013–
2014 study.


Each month, local ELR supervisors reported whether their site met a series of programdeveloped fidelity indicators and quality measures. Fidelity items determine the extent to
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which the local site’s program aligns with the original Tutu and Me model for
materials/environment, circle time, the 13 interest centers, and program administration. The
quality items rate the program content, the engagement of participating children and
caregivers, and the interactions between children, caregivers, and facilitators. The median
percentage of fidelity indicators met each month ranged from 86 to 95 percent, and the
median percentage of quality measures met each month ranged from 94 to 100 percent. Site
visits from national program staff in the fall and spring of the program year found that sites
met a median of 86 percent of the same fidelity indicators and 94 percent of the same quality
indicators in both the fall and spring.


Attendance data showed that 15 percent of caregivers attended more than 40 sessions (the
median number of sessions offered was 72), whereas 48 percent attended fewer than 10
sessions.



Caregivers were surveyed during the program year and at the end of the year. Although only
23 percent of participating caregivers responded to the end-of-year survey, most of these
respondents reported that the program improved their caregiving knowledge and behaviors,
and that they were very satisfied with the program. For example, 90 percent of the 415
caregivers responding to the survey agreed that the program helped them understand more
about how to have positive relationships and interactions with young children in their care,
and another 9 percent said they somewhat agreed with this statement. Seventy-seven percent
of caregivers rated program activities as excellent, with the remaining 23 percent rating
them as good.



Finally, ELR staff reported on outcomes of children ages 3 to 5 in five developmental
domains (physical well-being and development, social and emotional development,
language and literacy development, cognition and general knowledge, and approaches to
learning) at the beginning and end of the year using a program-developed observation form.
In addition, caregivers of children ages 3 to 5 were surveyed on how the program had helped
the skills and behavior of children in their care. However, we did not review these findings
because they applied to preschool-age children only, which made them outside the scope of
this report.

C. For more information

Jennifer Mortensen, Ph.D.
Specialist, Program Evaluation-Early Learning Readiness
YMCA of the USA
101 N. Wacker Drive, Chicago IL 60606
800-872-9622 ext. 8388
jennifer.mortensen@ymca.net
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Table 1. Overview of existing research, ELR
Study citation
Y-USA 2014

Study design
Implementation; pre-post

Sample size/unit of
analysis
1,986 children and
1,820 caregivers in
94 groups at 36
local sites attended
at least once

1,640 children and
1,414 caregivers
attended at least
three times

415 caregiver endof-year survey
respondents
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Sample characteristics

Measures

Data collection
methods

Characteristics of
caregivers who attended at
least three times (range of n
= 1,021 to 1,298 with data):

Program-developed
indicators of fidelity
(materials/environment,
activities, administration)
and quality (program
content, participant
engagement,
participant/facilitator
interactions)

Program-reported
administrative data from
monthly self-reports by
local sites and data
collected during local
site visits conducted by
Y-USA staff in fall and
spring of the program
year

Program attendance

Program-reported
administrative data

Caregiver self-report on
the role of the program
on caregiving knowledge
and behavior and, for
caregivers of children
ages 3 to 5 only, on child
skills and behavior;
caregiver satisfaction
with program

Survey of caregivers

Median age 32; 94 percent
female; 59 percent
Hispanic/Latino, and 10
percent African
American/Black; 56 percent
language other than English
primarily spoken at home;
50 percent high school
education or less

Characteristics of children
who attended at least three
times (range of n = 1,413 to
1,533 with data):
Mean age 2.7; 4 percent
under age 1, 39 percent age
1-2, and 57 percent age 35; 51 percent female, 56
percent Hispanic/Latino,
and 11 percent African
American/Black; 56 percent
language other than English
primarily spoken at home
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EDUCARE
A. Overview

1.

Overview, model components, and content

The Educare Learning Network is a national network of schools that provide full-day, fullyear early care and education to low-income children from birth to age 5. The Educare model
contains several core features, which are grouped into four domains: (1) data utilization, (2) high
quality teaching practices, (3) embedded professional development, and (4) intensive family
engagement.
Under a system of continuity of care, children stay with the same teaching team and cohort
of children from program entry until they transition to Educare’s Head Start services at age 3.
Children then stay with a second team until they transition out of Educare and into elementary
school at age 5. Within each teaching team, every child has a primary caregiver who is assigned
no more than four infants and toddlers or nine preschoolers, which is designed to allow
caregivers to develop a close rapport with each child and family. Three adults are assigned to
each classroom of eight infants and toddlers or 17 preschoolers. Groups of staff from up to four
classrooms are supervised by master teachers who provide mentoring, coaching, and support to
classroom teachers.
The Educare network does not use any one early childhood curriculum; rather, local Educare
sites choose their own curriculum. It must be research-based and focus on pre-literacy, early
math, and social-emotional skills, and integrate development of these skills with arts activities. In
addition to direct early care and education, Educare schools offer on-site family engagement
services, provided by full-time family support supervisors and specialists, to promote parent
involvement. These staff also coordinate referrals for parents to other services. The Educare
model emphasizes an interdisciplinary approach in which staff from different roles work together
to promote child and family well-being, and the use of reflective practice and supervision among
staff.
Each Educare school is a public-private partnership and blends private dollars with funding
from federal Early Head Start and Head Start, and state and local education and child care
funding. Some Educare schools offer prenatal services through Early Head Start. 22 The Ounce
of Prevention Fund and Buffett Early Childhood Fund oversee and support the Educare Learning
Network of schools.
21F

2.

Target population, including available languages



Educare serves at-risk children from birth to age 5 and their families. Families must meet
Head Start income requirements to qualify for enrollment (this means the family’s gross

22

The Early Head Start model is included in the LITES systematic review (Monahan et al. 2015). Although some
Educare programs may receive funding from Early Head Start, Educare is a distinct model of early education
services and does not yet have rigorous research examining its impacts on children’s outcomes. Therefore, we
profile it as a compelling model in this report.
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income must not be more than 100 percent of the federal poverty guidelines). Children with
special needs are encouraged to apply.


In addition to children from monolingual English-speaking homes, many Educare schools
serve dual language learners, which mostly includes children from homes where Spanish is
the primary language used.

3.

Targeted outcomes



Educare aims to prepare low-income children to succeed in school, career, and life. Each
local site selects a research-based curriculum focused on the development of skills as they
relate specifically to language and literacy, social-emotional development, early math
concepts, problem-solving, and motor development.



Family engagement work aims to strengthen parents’ abilities to support their child’s
learning as an educator and nurturer, as a leader and advocate for their child, and to promote
family well-being after they leave Educare.

4.

Dosage and program length



Educare provides full-day, full-year services. Children attend Educare schools a minimum of
six hours per school day; specific operational hours of a school are determined based on the
feedback from each school’s community needs assessment and parents’ work and school
schedules. Children can participate for up to five years (from 6 weeks old to kindergarten
entry).

5.

Staff requirements, including staff type, education, and experience



Each classroom has a lead teacher with a minimum of a bachelor’s degree in early childhood
education; an assistant teacher with a minimum of an associate degree in early childhood
education; and a teacher aide with a high school diploma/GED and a credential in child
development or training in infant and toddler development.



Master teachers have master’s degrees in early childhood education; for birth-to-age-3
classrooms, they have special training in infant and toddler development.



Family support supervisors have master’s degrees in social work or a related field, and
family support specialists have bachelor’s or master’s degrees in social work, health, or a
related field.

6.

Supports for implementation



Groups interested in starting an Educare school in their community must work with the
Ounce of Prevention Fund and Buffett Early Childhood Fund to plan and implement the
school.



The national Educare staff help local partners fully implement the model over time through
strategies that include intensive technical assistance, consultation, training, and a
professional learning community of leaders at Educare schools.
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7.

Overview of the locations where the model has been or is currently implemented,
including types of implementing agencies



There are 20 Educare schools located in 17 communities across 13 states and the District of
Columbia. Within each community, the schools are operated by local partnerships of
philanthropic organizations, Head Start and Early Head Start providers, school districts, and
other partners.

B. Summary of existing research

Since 2005, Educare has partnered with the Frank Porter Graham Child Development
Institute at the University of North Carolina at Chapel Hill and local research institutions in
Educare communities to conduct an ongoing implementation study of the Educare model. Every
Educare school participates in this study, for which a brief was published in 2012 containing
findings for the 2007–2008 to 2010–2011 school years (Yazejian and Bryant 2012). The brief
included findings on overall infant/toddler classroom quality based on the Infant/Toddler
Environment Rating Scale-Revised (ITERS-R; Harms et al. 2003). For preschool classrooms, the
corresponding measure was the Early Childhood Environment Rating Scale (Harms et al. 2005),
and the Classroom Assessment Scoring System (Pianta et al. 2008) is also used in preschool
classrooms to measure the quality of emotional support, instructional support, and classroom
organization. The brief’s findings on children’s outcomes include school readiness from the
Bracken Basic Concepts Scale (Bracken 1998, 1984); vocabulary based on the Peabody Picture
Vocabulary Test (PPVT; Dunn and Dunn 2007); and social and emotional skills using the
Devereux Early Childhood Assessment (DECA; LeBuffe and Naglieri 1999). Outcomes for
children were measured at the end of their participation in the program (as they were leaving for
kindergarten), whether they started in Educare at an earlier or later age.
Table 1 provides an overview of this study, whose main findings are discussed below.


Across 12 Educare schools studied in 2010–2011, 70 percent of infant and toddler
classrooms scored a 5 or above on the ITERS-R scale of 1 to 7, with an average quality
rating of 5.3. In comparison, 24 percent of classrooms in the nationally representative Early
Childhood Longitudinal Study-Birth Cohort scored a 5 or above on the ITERS-R (Mulligan
and Flanagan 2006).



The average Bracken school readiness score for English-speaking children upon exiting
Educare for kindergarten from 2007–2008 to 2010–2011 was 95.8, compared to a national
average of 100 for all children (not just at-risk children). The average Bracken score for
children from Spanish-speaking homes was 88.5. For both language groups, children who
entered Educare earlier had higher average scores at program exit than children who entered
later. For example, English- and Spanish-speaking children who entered Educare at age 1
had average Bracken scores of 98.5 and 98.1, respectively, at program exit compared with
93.6 and 87.8 for children who entered at age 4. These differences by age of entry were
statistically significant at the 0.001 level.



The average PPVT scores for English- and Spanish-speaking children upon exiting Educare
for kindergarten from 2007–2008 to 2010–2011 was 95 and 82.5, respectively, compared
with a national average of 100 for all children. As with school readiness, children had higher
average PPVT scores if they enrolled in Educare at younger ages. Of those who entered
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Educare at age 1, English- and Spanish-speaking children had average PPVT scores of 98.2
and 95.1, respectively, at program exit, while the scores for children who entered at age 4
were 94 and 81.5 at program exit. These differences by age at entry were also statistically
significant at the 0.001 level.


Educare children entering kindergarten demonstrated social-emotional skills on the DECA
that were average or above average. The brief containing implementation study findings did
not include more detailed information on the DECA results.

Another study (Du 2014) used a qualitative research design to explore the nature of publicprivate partnerships in early care and education, using Educare as an example. The study
interviewed seven respondents involved with developing a partnership to create an Educare
school in California about their perceptions of the use of these partnerships, as well as about
teacher quality and supports. Because the study used an exploratory approach and did not
directly examine Educare implementation or outcomes, it fell outside the scope of this report.
Finally, an RCT of the Educare model began in 2010 and is currently under way, but is not
yet complete. Five Educare schools and 225 children are participating in the study, which
randomly assigns children to either attend or not attend an Educare school. The first phase of the
study will collect data on children’s outcomes through age 3; a planned second phase would
assess outcomes in preschool and first grade. The youngest children in the study will turn 3 in
September 2015.
C. For more information

Educare Schools: http://www.educareschools.org/home/contactus.php
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Table 1. Overview of existing research, Educare
Study citation
Yazejian and Bryant 2012

Study design
Implementation;
descriptive
outcome

Sample size/unit of
analysis

Sample
characteristics

More than 1,800
children total through
spring 2011; 12
schools and 78 infanttoddler classrooms in
2010–2011;
approximately 1,140
children with data on
child outcomes from
2007–2008 to 2010–
2011

Children from 2007–2008
to 2010–2011: 66 percent
English speaking and 34
percent dual language
learners

Measures

Data collection
methods

Classroom quality: ITERS-R

Classroom observations

School readiness: Bracken
Basic Concepts Scale

Child assessments

Vocabulary: PPVT

Child assessments

Social and emotional skills:
DECA

Child assessments
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EARLY CHILDHOOD CONSULTATION PARTNERSHIP (ECCP)
A. Overview

1.

Overview, model components, and content

The Early Childhood Consultation Partnership (ECCP) is an early childhood mental health
consultation program that operates statewide in Connecticut. The program is designed to build
the capacity of caregivers (primarily non-parental caregivers such as center-based educators and
family child care providers, but in some cases parental caregivers as well) by offering support,
education, and on-site consultation to help them meet the social-emotional needs of children in
their care. It is designed to address a continuum of care that includes promotion, prevention, and
early intervention.
Services provided by ECCP consultants range in scope and can consist of (1) child-specific
services, which help non-parental caregivers and family members meet the needs of a particular
child; (2) core classroom services, which help a teacher or caregiver meet the needs of their
classroom (and include some child-specific services); or (3) intensive center services, which help
center staff build capacity to address the needs of the full center (and may include child-specific
and classroom services). These services are primarily provided to child care centers and their
caregivers and staff, but family child care providers can also receive child-specific services.
Child-specific services also involve some work with family members, both directly through inhome observation and support and indirectly through facilitating the partnership between the
child’s non-parental caregivers and family members.
ECCP consultants are embedded in the communities they serve. They act as a mental health
resource to a variety of early childhood community groups, conduct mental health consultation
groups that meet each month, and provide specific training on social-emotional, behavioral, and
mental health topics. The monthly meetings and trainings, as well as brief telephone
consultations, are also available to family child care providers or other community providers.
Finally, ECCP publishes brief resources (structured as postcards or one-page documents) for use
by caregivers.
To guide this work, ECCP developed a set of six competencies that define the knowledge,
skills, and attributes consultants need to possess:
1. Demonstrated knowledge of early childhood development, mental health, and early care
and education
2. Engagement, relationship building, and collaboration with families and non-parental
caregivers
3. Observation, screening, and data collection skills
4. Technical assistance that involves action plan development and strategy implementation
5. Knowledge of community systems, partnerships, and resources
6. Reflective practice
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ECCP is funded by the Connecticut Department of Children and Families. Advanced
Behavioral Health, Inc., a nonprofit behavioral health and management company, developed the
model and oversees program implementation.
2.

Target population, including available languages



ECCP serves children from birth to age 5 and their non-parental caregivers in early care and
education settings, which include both center-based care and family child care homes. In
some cases, the program also provides services to children’s families, including services
within children’s homes. ECCP aims to support children who are at risk of developing a
mental health disorder or of being suspended or expelled.



All families, non-parental caregivers, and programs of children birth to age 5 are eligible for
ECCP services. To be eligible specifically for intensive center services, a center must be
located in an urban area and serve more than 150 children.



ECCP services are available in English and Spanish. Postcards and one-page resources for
caregivers are available in English and Spanish, and some are also available in Chinese.

3.

Targeted outcomes



The ECCP model is designed to build the capacity of non-parental caregivers and families
so they can improve outcomes for their children. These outcomes include social, emotional,
and mental wellness, preventing at-risk children from developing mental health disorders,
and avoiding suspensions or expulsions of at-risk children.

4.

Dosage and program length



The length of consultation services ranges from 6 weeks for child services to 12 to 14 weeks
for classroom services to 9 months for center services.



All services are conducted on a weekly basis; the length of each visit varies based on the
visit type, ranging from 1.5 to 3 hours.

5.

Staff requirements, including staff type, education, and experience



ECCP consultants must have a master’s-level degree in a human services field, such as
social work, counseling, or child development, and preferably are licensed mental health
providers. They also must have previous experience involving early childhood and mental
health, including at least two years of field experience in one of these areas.



Consultants are supervised by the ECCP leadership team, who are licensed mental health
professionals and have experience with early childhood mental health consultation.

6.

Supports for implementation



ECCP’s infrastructure includes a program manual used to ensure fidelity to the model and
uniform service delivery. ECCP also uses a centralized information system for program
operations, data collection, and reporting. The data from this system are used to create plans
for delivering services, for quality assurance, and to promote fidelity to the model.



New consultants go through an orientation and receive an initial series of trainings in early
childhood mental health consultation during their first six months. After this initial phase,
consultants are provided additional trainings as continuing education and receive regular
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supervision from the ECCP leadership team that has clinical, reflective, and administrative
components. Training modules are based on the set of six competencies developed by ECCP
to guide consultants’ work.


ECCP is a copyrighted and proprietary model. The ECCP model and license, including the
information system, manual, consultant training, and support for implementation, are
available through Advanced Behavioral Health, Inc.

7.

Overview of the locations where the model has been or is currently implemented,
including types of implementing agencies



ECCP is provided statewide in Connecticut by partnering with community-based child
behavioral health agencies throughout the state. These agencies employ the ECCP
consultants, who provide services in their local communities.



ECCP is also provided in Nassau County, New York, through NASSAU THRIVES, a
program offering support to early care and education settings affected by Hurricane Sandy.
Advanced Behavioral Health, Inc. contracts with Docs for Tots, a nonprofit, pediatrician-led
organization focused on policy issues involving young children, for the administration of the
ECCP component of NASSAU THRIVES.

B. Summary of existing research

ECCP’s first year of implementation was the subject of a process evaluation (Fink and
Wakai 2003). This evaluation collected program administrative data on fidelity and services
delivered, surveyed consultants who provided services and the classroom teachers who received
them, and conducted qualitative case studies to describe results from program implementation.
Table 1 provides an overview of this study, whose main findings are discussed below.


ECCP administrative data showed that consultants delivered approximately as many
intensive center and core classroom services as planned. Consultants delivered intensive
center services to 11 centers, compared with 11 anticipated, and delivered core classroom
services to 50 classrooms in those centers, compared with 55 anticipated. Core classroom
services were also projected to be delivered to 44 classrooms in additional centers that were
not receiving intensive center services, and 43 classrooms actually received these services.
Overall, 93 classrooms received classroom-level services, compared to a projection of 99
classrooms. However, only 171 children received child-specific services (either in
conjunction with center or classroom services or as stand-alone services), compared to a
projected service level of 385 children.



Most teachers reported on a survey that ECCP activities were very helpful to them. For
example, 79 percent reported that making decisions about which children needed individual
assessment and intervention was very helpful, with 21 percent reporting it was somewhat
helpful. Because surveys were mailed four to six weeks after the program ended, teachers
were asked about their sustained use of information from two project activities: their
classroom ratings on the Infant/Toddler Environment Rating Scale (Harms et al. 1990), and
the goals and steps in their classroom action plan. Eighty percent replied they used the
classroom ratings and 87 percent replied they used the action plan goals and steps at least
once per week.
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Teachers also gave positive responses on the survey in several other areas. For example, in
response to questions about children’s behavior, 38 percent of teachers reported great
improvement in children about whom they were concerned, and another 43 percent reported
modest improvement. Teachers reported similar results for improvements in behavior by
their class as a whole. When asked about improvement in the responsiveness of their
classroom practice to their children’s social and emotional needs, 41 to 57 percent of
teachers reported a great improvement depending on the area mentioned (such as supporting
interactions or promoting staff resilience). Finally, 88 percent of teachers said they believed
the program would reduce the chance that children exhibiting difficult behaviors would be
terminated or suspended in the future.

ECCP has also undergone three evaluations led by Dr. Walter Gilliam (Yale University) that
used RCT designs; however, two of these (Gilliam 2007 and Gilliam 2014) involved children
ages 3 and 4, so they are out of the scope of this report. The third pilot evaluation (Gilliam 2014)
involved a small number of two-year-olds (15 treatment and 17 control) in infant/toddler settings
(birth to age 2) and examined children’s outcomes. Because the results of this small pilot
evaluation were not publically available until December 2014, this model was not included in the
LITES systematic review. The pilot study found suggestive evidence of decreased hyperactivity
for toddlers; the small sample size may have impeded the authors’ ability to detect a statistically
significant impact. The study also found that ECCP resulted in greater levels of home-school
collaboration and family involvement for toddlers receiving child-specific services. The study
did not find statistically significant impacts on classroom quality or teacher-child interactions, as
measured by the Classroom Assessment Scoring System (CLASS; Pianta et al. 2008).
C. For more information

Elizabeth Bicio, LCSW
Director, ECCP and Early Childhood Programs
Advanced Behavioral Health, Inc.
213 Court Street
Middletown, CT 06457
Email: ebicio@abhct.com
http://www.eccpct.com/
D. References

Early Child Consultation Partnership. “Early Childhood Consultation Partnership Services.”
Available at http://www.eccpct.com/. Accessed December 3, 2014.
Fink, D.B., and S. Wakai. “Addressing Behavioral Outcomes in Connecticut's Child Care
Centers: An Evaluation of the Early Childhood Consultation Partnership (ECCP).”
Farmington, CT: A.J. Pappanikou Center for Excellence in Developmental Disabilities,
University of Connecticut Health Center, 2003.
Gilliam, W.S. “Early Childhood Consultation Partnership: Results of a Random-Controlled
Evaluation.” New Haven, CT: Yale School of Medicine, Child Study Center, 2007.

31

EARLY CHILDHOOD CONSULTATION PARTNERSHIP (ECCP)

MATHEMATICA POLICY RESEARCH

Gilliam, W.S. “Early Childhood Consultation Partnership: Results Across Three Statewide
Random-Controlled Evaluations.” New Haven, CT: Yale School of Medicine, Child Study
Center, 2014.
Harms, T., R. Clifford, and D. Cryer. Infant/Toddler Environment Rating Scale. New York:
Teachers College Press, 1990.
Pianta, R. C., La Paro, K. M., & Hamre, B. K. (2008). Classroom Assessment Scoring System
Manual - Pre-K. Baltimore: Paul H. Brookes Publishing.

32

Table 1. Overview of existing research, ECCP
Study citation
Fink and Wakai 2003

Study design
Process/implementation

Sample size/unit of
analysis
11 consultants (8
respondents)

89 lead teachers of
classrooms
receiving services
(39 respondents)

11 sites, 93
classrooms, and 171
children receiving
services (either
linked with other
levels of services or
stand-alone)
3 case studies

Measures
Sample characteristics
Children receiving specific
services: “vast majority”
previously engaged in
physically aggressive
behaviors; 28 percent
previously referred for
special education or other
specialized services; 4
percent for whom behavior
led to end of most recent
child care arrangement

Data collection
methods

Services planned and
provided

Program administrative
data

Self-reports involving
classroom environment
and practices, child
behavior, sustainability
of program activities,
referrals to mental
health services, and
child terminations and
suspensions

Surveys of consultants
and teachers

Qualitative description
of implementation

Case studies (featuring
interviews and
observations of program
activities by research
team)
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EXPANDING QUALITY IN INFANT TODDLER CARE (EQIT) COURSE AND EQ
RELATE MODEL OF COACHING
A. Overview

1.

Overview, model components, and content

As part of a broader Colorado initiative on expanding the quality and availability of care for
infants and toddlers (known as the Expanding Quality in Infant Toddler Care [EQ] Initiative), the
Expanding Quality in Infant Toddler Care (EQIT) course provides training for caregivers of
infants and toddlers to improve their knowledge and skills. Course content covers the importance
of brain development in the first three years of life; the social-emotional, cognitive, language,
and physical development of infants and toddlers; relationship-based care and relationship-based
approaches to guiding children’s behavior; partnerships with families; quality curriculum and
environments; and health, safety, and nutrition. Completion of the course meets some state
licensing requirements, and, when possible, partnerships with local community colleges allow
for course participation to result in college credit. These partnerships are also used to encourage
participants to consider additional formal coursework. Class sizes are intended to be 20 or fewer
caregivers. An orientation may be held before the course begins to introduce instructors, provide
an overview of the course, set course expectations, and provide additional information.
Participants are also offered the option of receiving on-site coaching through the EQ RELATE
coaching model to supplement the course. 23 The coaching supports participants in reflecting on
the skills and knowledge learned in the course and integrating this information into the care they
provide to their infants and toddlers. 24
2F

23F

The larger EQ Initiative’s goals involve strengthening the skills and knowledge of
caregivers and other professionals working with infants and toddlers by facilitating the
professional development of these caregivers, as well as building capacity, leadership, and
collaboration at the local level. In addition to the EQIT course, the initiative offers training,
coordination, and other support on the Touchpoints approach, the Cradling Literacy curriculum,
infant and toddler assessments, and other professional development opportunities. Along with
the rest of the EQ Initiative, the EQIT course and EQ RELATE coaching model are overseen by
the Colorado Department of Education.
2.

Target population, including available languages



The EQIT course and EQ RELATE coaching model are designed to help any Colorado
caregiver or other individual who works with infants and toddlers in group settings, whether
in center-based care, family child care, or another setting. Participants must be able to speak

23

The title “RELATE” is not an acronym, but emphasizes the importance of relationships in the coaching model.

24

We included the EQIT course because it has a clearly defined coaching component, which was delivered in the
caregiving setting. This report profiles caregiver professional development models only if they took place in a care
setting. Therefore, we did not conduct a full search for all professional development courses offered to infant and
toddler caregivers in all setting types.

34

EQIT COURSE AND EQ RELATE MODEL OF COACHING

MATHEMATICA POLICY RESEARCH

and write in the language in which the class is offered (English and Spanish). They are not
required to have previously completed any formal college coursework.


The course is offered in English and Spanish. Course handouts are available in English and
Spanish.

3.

Targeted outcomes



As part of the EQ Initiative, the EQIT course and EQ RELATE coaching model aim to
increase the quality of care for infants and toddlers by improving the knowledge and skills
of their caregivers in multiple areas, including supporting children’s social-emotional,
cognitive, and physical development.

4.

Dosage and program length



The EQIT course consists of 16 three-hour modules, for a total of 48 hours of direct class
time. It is most commonly conducted as a six-hour class taught on every other Saturday over
a 16-week period, but can be scheduled differently depending on local needs and
preferences. To facilitate the integration of course content into participants’ work, no more
than six hours may be taught per week unless there are extenuating circumstances.



Coaching is offered during the period of the course, and for course graduates, for up to one
year following course completion. The number of hours offered to each participant is
determined on an individual basis and may depend on the availability of funding.

5.

Staff requirements, including staff type, education, and experience



The EQIT course features team teaching, and at least two qualified instructors must be
present at every session.



Course instructors must complete an 80-hour train-the-trainer course, which includes
additional written work, and have previously completed the EQIT course or a similar infanttoddler course. They must obtain approval to be an intermediate-level trainer from
Colorado’s trainer approval system. Other requirements include having at least one year of
experience working with infants and toddlers; having experience working with families of
infants and toddlers; having experience teaching, coaching, or supervising adults; and
having knowledge of local programs and resources related to infants and toddlers.



Coaches must complete an additional two days of training on the EQ RELATE coaching
model and tools before offering any coaching. All instructors are encouraged to take this
training, even if they do not plan to actively provide coaching. Additional follow-up support
is available after completing the coaching training.



Instructors are expected to continue their professional development by participating in
training seminars and other learning opportunities offered by the EQ Initiative. They must
attend a minimum of six hours of these opportunities annually to continue teaching the
course.

6.

Supports for implementation



The EQ Initiative has an implementation handbook for use by course instructors and other
local staff. The course has a detailed written curriculum, materials, and supporting
resources. Each training team receives a resource library of DVDs, videos, and books.
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For the coaching component, some materials (such as a sample coaching agreement, a
coaching log, visit forms, and participant journals) are available.



A local team of instructors must be approved by state EQ Initiative program staff to be able
to offer the course.



The EQ Initiative has an online reporting system that local teams must use to submit
information on training and coaching activities, including the number of hours of coaching
received by each participant, on a quarterly basis.



Local changes to the course curriculum must be discussed in advance, documented, and
approved by state EQ Initiative program staff. A collection of approved alternate activities
for some components is currently being developed; these activities can be substituted locally
without obtaining specific approval.

7.

Overview of the locations where the model has been or is currently implemented,
including types of implementing agencies



The EQIT course and EQ RELATE coaching model are implemented across Colorado by
local Early Childhood Councils, who work with the training teams who are approved to
offer the course.

B. Summary of existing research

The EQIT course and EQ RELATE coaching model were evaluated in a study (Moreno et
al. 2015) that compared five groups of infant/toddler caregivers. The first three groups consisted
of caregivers enrolled in the EQIT course who were randomly assigned to receive either no
coaching, 5 hours of coaching, or 15 hours of coaching. Coaching began during the course and
ended no more than two months after the course concluded. The other two groups consisted of
caregivers enrolled in the standardized community college course on infant-toddler theory and
practice required by Colorado for certain child care workers, and caregivers not enrolled in any
course (the no-intervention group). The study selected sites where the EQIT course was
perceived to be delivered with high fidelity; EQIT course and community college course
enrollees in these sites were recruited to participate in the study during the first course meeting.
The no-intervention group was formed by recruiting caregivers using lists of licensed centers and
home-based providers from the state. Participants in the five groups were assessed on (1)
teacher-child interactions using the infant and toddler Classroom Assessment Scoring System
(CLASS; Hamre et al. 2011); (2) infant-toddler knowledge using a study-designed test (Green et
al. 2011); and (3) attitudes and beliefs using an instrument of parenting self-efficacy (Bandura
1993) modified for the study for use with infant and toddler caregivers. Measures were collected
at pretest (within two weeks of recruitment), posttest (four to six months after pretest, when the
course and/or coaching were complete), and follow-up (four months after posttest). Table 1
provides an overview of the study. Below we discuss the findings from the study.


Across all outcomes, the three EQIT groups and the community college group showed
change that was positive and statistically significant in at least one outcome, whereas the nointervention group tended to exhibit decreases over time for several outcomes. The 15coaching-hour EQIT group displayed the strongest pattern of positive change over time.
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Using a construct of emotional-behavioral support created from specific dimensions of the
infant CLASS and toddler CLASS, overall differences in the changes over time of scores for
the five groups were close to but not statistically significant at the 0.05 level.
- The community college and 15-coaching-hour EQIT groups showed consistent
increases from pretest through follow-up; average effect sizes were about 0.33 and
some were statistically significant.
- The no-coaching EQIT group increased from pretest to posttest and decreased (by a
smaller magnitude) from posttest to follow-up for an overall increase in score, whereas
the no-intervention and five-coaching-hour EQIT groups decreased from pretest to
posttest and increased (by a smaller magnitude) from posttest to follow-up for an
overall decrease in score.
- The 15-coaching-hour EQIT group experienced the largest improvement over time.
The change from pretest to follow-up for this group was significantly greater
compared to the change for the other four groups combined, for the no-intervention
group, and for the five-coaching-hour EQIT group. However, the change for the 15coaching-hour EQIT group was not significantly greater than the change for the
community college group or for the no-coaching EQIT group. The 15-coaching-hour
EQIT group also had the highest score at follow-up, although the significance of this
score compared to the follow-up scores for the other groups was not tested.



Infant CLASS and toddler CLASS dimensions were also used to create a construct for
support for language and literacy. Here, the overall differences in the changes over time of
scores for the five groups were statistically significant at the 0.01 level. The no-coaching
and 15-coaching-hour EQIT groups exhibited consistent increases from pretest through
follow-up that were generally statistically significant. The other three groups showed
essentially no change in score from pretest to follow-up. Again, the 15-coaching-hour EQIT
group experienced the largest improvement over time, one that was significantly greater
compared to the change for the other four groups combined and for each individual group
except the no-coaching EQIT group. The 15-coaching-hour EQIT group also had the highest
score at follow-up, although the researchers did not examine whether this score was
significantly different from the scores for the other groups.



Using the scores on the test of infant-toddler knowledge, the differences in the changes over
time of scores for the five groups were not statistically significant. The no-coaching and 15coaching-hour EQIT groups showed statistically significant increases, with the latter group
demonstrating the most positive effect.



Differences in the changes over time on the measures of self-efficacy for the five groups
were also not statistically significant. The community college, five-coaching-hour EQIT
group, and 15-coaching-hour EQIT group had statistically significant increases from pretest
to posttest. However, all five groups showed decreases from posttest to follow-up, resulting
in scores similar to pretest levels.

C. For more information

Jo Koehn
EQ Program Director
Colorado Department of Education
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201 E. Colfax Avenue, #105
Denver, CO 80203
303-866-6706
Email: koehn_j@cde.state.co.us
http://www.cde.state.co.us/early/eqinfant_toddler
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Table 1. Overview of existing research, EQIT & EQ RELATE
Study citation
Moreno et al. 2015

Study design
Comparison groups, with
random assignment of
coaching dosage within
EQIT group

Sample size/unit of
analysis
183 caregivers; 161
at posttest and 136
at follow-up; analysis
of outcomes using
data across all three
time points had 120
caregivers (22 no
intervention, 23
community college,
28 no-coaching
EQIT, 26 5coaching-hour EQIT;
21 15-coaching-hour
EQIT)

Data collection
methods

Sample characteristics

Measures

Combined sample: mean
age 33; 99 percent female;
74 percent white; 11 percent
high school education or
lower, 25 percent some
college credit, 28 percent
additional certificate or
associate degree, and 35
percent bachelor’s degree
or higher; 11 percent Child
Development Associate
credential; mean years of
experience with infants (4.8)
and toddlers (6.3); mean
salary $18,000

CLASS (emotionalbehavioral support and
support for language and
literacy)

Observations conducted
by research staff

Study-designed test of
knowledge

Study-administered
questionnaire

Attitudes and beliefs
regarding self-efficacy as
a teacher

Surveys of participants
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FIRST BEGINNINGS (PHILADELPHIA INCLUSION NETWORK)
A. Overview

1.

Overview, model components, and content

First Beginnings is a professional development program for caregivers of infants and
toddlers in out-of-home settings (centers and family child care homes) that features both training
and on-site consultation designed to increase the quality of care children received. Along with
similar programs for preschool educators and family care providers, the First Beginnings
curriculum was developed and offered as part of the Philadelphia Inclusion Network (PIN).
Specifically, First Beginnings consists of the following components:


Participants take a group training class, which is delivered as a series of core modules and a
selection of supplemental modules. Topics include caregiver-child relationships, strategies
for promoting learning and development, inclusion and diversity, and working with families.



Outside of class time, participants complete a project that involves reflecting on and writing
about an infant or toddler in their care identified by them as having a special need.



On-site observation visits are conducted before and after the program to collect measures of
the quality of the participants’ classroom environments and their interactions with the
children in their care.



Participants receive on-site consultation visits, which follow a specific protocol that includes
a self-assessment, identification of areas for improvement, and a written follow-up plan.
During the initial consultation visit, information from the first observation visit is provided
to participants and used to help identify the areas for improvement. Consultation strategies
include providing/reviewing resources or materials, brainstorming, modeling, and
discussion.
First Beginnings and the other PIN professional development programs were developed by
the Child and Family Studies Research Programs at Thomas Jefferson University. The
program is not currently active, but its materials are available online. 25
24F

2.

Target population, including available languages



PIN primarily serves caregivers of children from birth to age 5. The First Beginnings
curriculum is specifically for caregivers of infants and toddlers (birth to age 3). In studies of
the PIN curricula, participating caregivers tended to have extensive experience providing
care, and most did not have a college degree.



The PIN training curricula are designed to support caregivers working in child care settings
in low-income urban areas.

25

Since the completion of the PIN programs, the developers have also created training and materials for caregivers
on creating adaptations for routines and activities for children in their care, including infants and toddlers (Campbell
et al. 2012; Milbourne and Campbell 2007; Campbell and Milbourne 2014). The materials are based on lessons
learned from the PIN program.
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PIN is designed to support caregivers in improving child care quality for all children, with
an emphasis on the inclusion of children with disabilities or special needs.



PIN curricula and services are conducted in English.

3.

Targeted outcomes



The PIN training program is designed to increase the quality of care provided to children.

4.

Dosage and program length



The modules in the First Beginnings group training class are offered over a three- to fourmonth period. Program materials mention that the training includes seven modules, but in
one study of First Beginnings, five modules were taught. Each module is three hours. PIN
materials mention that class sizes usually do not exceed 20 to 25 participants. In the study of
First Beginnings, group sizes ranged from 25 to 30 participants.



The on-site consultation takes place during the same three- to four-month period as the
training; a total of three visits are conducted, timed to occur before or after a specific
module. Each visit is one hour.

5.

Staff requirements, including staff type, education, and experience



PIN does not have specific requirements for the instructors teaching the training class other
than prior experience providing training. Instructors include parents of children with special
needs, early intervention staff, early childhood educators or staff, or consultants who
specialize in providing training or technical assistance in a range of areas. Modules within a
particular group training class can be taught by multiple instructors working together.



Consultation visits are made by the training instructors, by others with early intervention or
early childhood backgrounds, or by the staff coordinating the PIN training. In one study of
First Beginnings, all eight consultants had at least three years of experience with child care,
and half had master’s degrees whereas the others had bachelor’s degrees.

6.

Supports for implementation



PIN has an instructor guide, trainer guide, and consultation guide. The First Beginnings
modules and other sessions have written materials for participants and instructors. Although
the program is not currently active, these materials are available online to support
replication.



The staff coordinating the PIN training are responsible for ensuring continuity during the
program, as sessions can be taught by different instructors. This could include orientation
and review meetings for instructors, or mentoring and coaching the instructors on activities
and teaching strategies. The PIN training coordinators also oversee the consultation (unless
they provide it directly) and work with the consultants at the start of the program to go over
how the consultation will be provided.



In a study of First Beginnings, the consultants participated in a three-hour training session
before the start of the program.
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7.

Overview of the locations where the model has been or is currently implemented,
including types of implementing agencies



When active, First Beginnings and the other PIN curricula were offered in the Philadelphia
area by the program developer (the Child and Family Studies Research Programs at Thomas
Jefferson University). The developer also disseminated the PIN materials to organizations
interested in offering the program in other locations, including to early intervention
consultants in Pennsylvania.

B. Summary of existing research

The First Beginnings program for infants and toddlers was evaluated in two studies, which
are listed in Table 1. We summarize each study and its findings below.
In one study (Campbell and Milbourne 2005), participating caregivers received either the
full First Beginnings curriculum including the on-site consultation, or the curriculum without the
consultation component. Participants were recruited from child care programs in specific zip
codes in Philadelphia; those who registered were placed in one of five training courses
depending on their location. Participants in four of the five courses were offered consultation; the
caregivers in these four groups who received consultation formed the consultation group, and the
no-consultation group consisted of the caregivers in the fifth group as well as caregivers in the
first four groups who did not actually receive consultation (primarily because their program
directors refused). The Infant/Toddler Environment Rating Scale (ITERS; Harms et al. 1990) and
Arnett Caregiver Interaction Scale (Arnett 1989) were used to assess the quality of caregivers’
classroom environments and of their interactions with children before and after their
participation in the program.


The average of the overall mean score on the ITERS for consultation group classrooms
increased from 3.20 before the program to 3.49 after, whereas the average of the overall
mean score for no-consultation group rooms decreased from 3.43 before the program to 3.35
after. The difference between the pre-post changes for each group was statistically
significant at the 0.01 level, although this could not be clearly attributed to participation in
the consultation group.



ITERS scores also provided quality ratings of inadequate (overall mean score below 3),
adequate (3 to 4.99), or good (5 or above). The percentage of consultation group rooms rated
adequate or good quality increased from 62 to 71 percent; for the no-consultation group, a
decrease from 73 to 69 percent was found. Classrooms were also defined as experiencing
observable change if their quality rating changed (or if their rating was good and they
experienced a 1-point change in overall mean score). Twenty-one percent of the consultation
group classrooms showed an observable change, compared with 8 percent of the classrooms
in the no-consultation group.



The consultation group’s mean score became more favorable on three of the four factors in
the Arnett Caregiver Interaction Scale from before the program to after, and less favorable
on the fourth factor. The no-consultation group’s mean score became more favorable on two
of the four factors and less favorable on the other two factors over time. Differences in prepost changes for each group were not statistically significant for any of the four factors.
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A second study (Campbell et al. 2005) evaluated the overall First Beginnings program and
the corresponding PIN curriculum for preschool-age children. This study was similar to the
first study and the two had overlapping samples. Potential participants (which could include
program directors and nonteaching staff in addition to caregivers) were recruited, and those
who registered participated in one of eight training courses using the First Beginnings
curriculum. The classroom quality of participating caregivers and their interactions with
children were measured using the ITERS and Arnett Caregiver Interaction Scale. Unlike the
first study, this research only compared pretest and posttest results for the overall group of
participants. Without a comparison group, this study design offers no way to assess what
participants’ outcomes would have been in the absence of the training and consultation.
Therefore, we cannot make causal inferences that the First Beginnings program caused the
observed effect.


The average of the overall mean score on the ITERS for First Beginnings participants’
classrooms increased from 3.20 before the program to 3.48 after. This was statistically
significant at the 0.001 level, with an effect size calculated as 0.52.



The number of classrooms rated adequate or good increased from 62 percent before the
training to 72 percent after. Twenty-two percent of classrooms experienced an observable
change in quality.



Mean scores on three of the four Arnett Caregiver Interaction Scale factors showed almost
no change (0.05 points or less on a scale ranging from 1 to 4) after the program, whereas the
fourth factor (permissiveness) became less favorable afterwards by 0.26 points.

C. For more information

Philippa Campbell, Ph.D.
Child and Family Studies Research Programs
Thomas Jefferson University
130 South 9th Street, Suite 600
Philadelphia, PA 19107
215-503-1602
Email: Philippa.campbell@jefferson.edu
http://jeffline.tju.edu/cfsrp/childcare-early.html
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Table 1. Overview of existing research, First Beginnings
Study citation
Campbell and
Milbourne 2005

Campbell et al. 2005

Study design
Comparison group (not
randomly assigned)

Descriptive/pre-post

Sample size/unit of
analysis

Sample characteristics

Measures

Data Collection
methods

45

180 caregivers in
114 rooms in 60
programs; 123
caregivers in
consultation group,
37 in no-consultation
group, 20 caregivers
with no posttest
results

Consultation group vs. noconsultation group: mean
age 41 vs. 38; 99 percent
vs. 100 percent female; 91
percent vs. 85 percent
African American; 79
percent vs. 71 percent high
school education or lower
and 18 percent vs. 26
percent associate degree or
higher; 5 percent vs. 0
percent child development
credential; 14 percent vs. 9
percent educational
certificate; mean experience
in child care 9.8 vs. 7.4
years

ITERS

Observations conducted
by trained observer

Arnett Caregiver
Interaction Scale

Observations conducted
by trained observer

First Beginnings:
178 total
participants; 154
participants in 70
rooms in 45 centers
completed all
requirements

First Beginnings: mean age
40; 98 percent female; 89
percent African American;
77 percent high school
education or lower and 21
percent associate degree or
higher; 4 percent Child
Development Associate
credential; 18 percent
teacher certificate; mean
experience in child care 9.6
years

ITERS

Observations conducted
by trained observer

Arnett Caregiver
Interaction Scale

Observations conducted
by trained observer
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INFANT CAREGIVER MENTORING PROJECT
A. Overview

1.

Overview, model components, and content

The Infant Caregiver Mentoring Project is designed to improve the quality of infant and
toddler child care programs through the use of mentoring. Participants in the project are paired
with an experienced early childhood professional who serves as their mentor in a one-on-one
relationship. The mentoring emphasizes a relationship-based, problem-solving approach. In the
first part of the program, the mentor spends time getting to know the participant and observing
him or her on site to develop a trusting relationship. After both parties feel comfortable, the
mentor begins working more actively with the participant. Mentors focus on being open-minded,
collaborative, and supportive of caregivers who are attempting new ideas and strategies. The
mentoring program was developed by the Capital Area Early Childhood Training Institute
(CAECTI) at The Pennsylvania State University (Penn State). This demonstration project is not
currently active, although a manual is available online.
2.

Target population, including available languages



Mentoring participants are Pennsylvania caregivers from center-based child care programs
serving children from birth to younger than age 3. All of the child care centers are licensed
by the state.



A majority of caregivers participating in a study of the program had no more than a high
school education. These caregivers had an average of almost six years of experience in the
early childhood field.



The mentoring program is conducted in English.

3.

Targeted outcomes



The program focuses on improving the overall quality of the child care environment,
especially the quality of caregiver–child interactions and the sensitivity of caregivers to the
needs of their children.

4.

Dosage and program length



Mentoring occurs over a four-month period.



Participants receive approximately 20 hours of mentoring per month for 4 months for a total
of 80 hours.

5.

Staff requirements, including staff type, education, and experience



Mentors have a minimum of five to seven years of experience in the early childhood field as
both a director and a teacher.

6.

Supports for implementation



The Infant Caregiver Mentoring Project has a manual that defines the program, its goals, and
policies. It also has content and references for topics such as relationship building, adult
learning, attachment, language development, play, and creating partnerships with parents.
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Mentors also use a variety of tools and forms to guide their work with participants, such as a
mentoring log, videotaped observations, participant self-assessments, individualized
professional development plans, and charts documenting classroom routines and materials.
Although the project is not currently active, the manual is available online to support
replication.


Mentors complete seven days of training before the program starts. The topics covered
during the training include building relationships as a mentor, other skills to be effective as a
mentor, and infant and toddler development.



Mentors and mentoring staff meet every two weeks to monitor the status of the overall
program and ensure a consistent approach. Mentors also meet with the director of the
mentoring program on a weekly basis to discuss their progress with each participant.

7.

Overview of the locations where the model has been or is currently implemented,
including types of implementing agencies



When active, the mentoring program was implemented by the developer (CAECTI at Penn
State) at child care centers in south central Pennsylvania. The program did not include any
family child care providers.

B. Summary of existing research

The Infant Caregiver Mentoring Project was a demonstration project developed and
evaluated by CAECTI at Penn State (Fiene 2002). Caregivers were recruited to participate in the
study and those who agreed to participate were randomly assigned to a group that received the
mentoring intervention or to a comparison group. The evaluation compared results from four
measures taken before and after the period during which the treatment group received the
mentoring (the comparison group received the mentoring after data collection was complete).
The Infant/Toddler Environment Rating Scale (ITERS; Harms et al. 1987) and Arnett Caregiver
Interaction Scale (Arnett 1989) were used to observe caregivers on the overall quality of their
classroom and interactions with children, and the Knowledge of Infant Development Inventory
(KIDI; MacPhee 1981) and the Bloom Scales of Organizational Climate (Bloom 1989) were
used to survey caregivers on their knowledge of infant development and perceptions of their
center. Table 1 provides an overview of the study. Below we discuss the findings from the study.


For both the mentoring and comparison groups, the pre-post differences on all four measures
(the ITERS, Arnett scale, KIDI, and Bloom scale) were not statistically significant.



The mentoring group experienced changes from pretest to posttest on two ITERS subscales,
routines (average increase in total score = 5 points) and learning activities (average increase
= 3 points), that were statistically significant at the 0.005 and 0.05 level, respectively. This
group also experienced changes on two Arnett subscales, sensitivity (average increase in
total score = 5 points) and appropriate discipline (average increase = 2 points) that were
statistically significant at the 0.001 and 0.05 level, respectively. The comparison group
experienced one statistically significant change from pretest to posttest, on the ITERS
interactions subscale (average decrease = 2 points, significant at the 0.02 level).

C. For more information

Richard Fiene, Ph.D.
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Bennett Pierce Prevention Research Center
Penn State University
314 Biobehavioral Health Building
University Park, PA 16802
Email: drfiene@gmail.com
Kathy Stennett
Director, Capital Area Early Childhood Training Institute
Penn State University–Harrisburg
2001 N. Front Street
Harrisburg, PA 17102
717-236-6108
Email: kes21@psu.edu
http://harrisburg.psu.edu/capital-area-early-childhood-training-institute
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Table 1. Overview of existing research, Infant Caregiver Mentoring Project
Study citation
Fiene 2002

Study design
Randomized controlled
trial

Sample size/unit of
analysis
52 caregivers

Sample characteristics
Mean age 36; 77 percent
white; 57 percent high
school education only, 16
percent some college credit,
21 percent Child
Development Associate
credential or associate
degree, and 7 percent
bachelor’s degree or higher
Mean experience as a
caregiver = 6 years;
average salary $10,000 to
$15,000

Measures

Data collection
methods

ITERS

Observations conducted
by research staff

Arnett Caregiver
Interaction Scale

Observations conducted
by research staff

KIDI

Surveys of caregivers

Bloom Scales of
Organizational Climate

Surveys of caregivers
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SEEDS TO SUCCESS
A. Overview

1.

Overview, model components, and content

Seeds to Success is a coaching model for providing quality improvement services within a
pilot child care quality rating and improvement system. It supports licensed family child care
providers, center-based teachers, and child care center directors in improving: (1) the quality of
early care and education and (2) staff access to professional development and training. The
coaching model, the Consultative Coaching Program for Early Learning Professionals, was
developed in 2008 by Thrive by Five Washington, Washington State’s public-private partnership
for early learning. The goal of the Consultative Coaching Program is to train coaches to develop
a trusting relationship with early learning professionals and help them reflect on their practice (1)
in the classroom or in their business and (2) during interactions with the other providers in that
setting, with families, and with the children in their care. The Seeds to Success coaches aim to
help the professionals stay motivated to attain their quality improvement goals and help establish
skills and behaviors that support continuous quality improvement. Providers and coaches
develop quality improvement plans that are used to guide the coaching sessions. The plans are
based on results of a baseline observation of setting quality. Providers are also eligible to receive
quality improvement grants and funds for professional development and to cover the costs of
child care for providers’ own children, release time, and books.
The Seeds to Success Modified Field Test was conducted in 2009 in two communities
(Boller et al. 2010a, 2010b; Del Grosso et al. 2010). The demonstration project also expanded
into three additional communities in 2009 (Joseph et al. 2010). After the demonstration period,
the state Department of Early Learning assumed all administration of Seeds to Success and used
it to develop the current iteration of Washington’s quality rating and improvement system, which
now operates throughout the state and is called Early Achievers. Coaching remains a hallmark of
the program. The Early Achievers coaching model is described as practice-based coaching and
has three main components, which are similar to the Seeds coaching model: (1) shared goals and
quality improvement plans, (2) focused observations guided by the goals and quality
improvement plans, and (3) reflecting and sharing feedback. Under Seeds, the coaching and
quality improvement grants were provided to providers with all five quality ratings (levels 1
through 5). In Early Achievers, however, these supports are only provided to providers at levels
3 through 5. This reflects Early Achievers’ revised structure for quality ratings, under which
providers begin at level 1, complete designated activities to achieve a level 2 rating, and can then
earn points through on-site evaluations in several standard areas to reach ratings between levels 3
and 5. Early Achievers also includes professional development, technical assistance, and other
supports for providers. The focus of this profile is on the year 1 field test only.
2.

Target population, including available languages



The Seeds model targets licensed family child care providers, center-based teachers, and
child care center directors caring for children birth to age 5.



Coaching is offered in English and Spanish. Written materials are available in English only.
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3.

Targeted outcomes



The Seeds model is intended to improve the quality of care provided by participating child
care providers.

4.

Dosage and program length



The Seeds to Success Modified Field Test had a six-month implementation period.



Center directors, classroom teaching staff, and family child care providers are eligible to
receive up to eight hours of in-person coaching per month. Coaching hours for center
classrooms are divided between lead teachers and assistants, with more hours intended for
lead teachers.

5.

Staff requirements, including staff type, education, and experience



For the coaches, the implementing agencies seek individuals with experience and expertise
in early childhood development, child care, culturally appropriate practice, and adult
learning theories. In addition, the agencies seek bilingual individuals to work with the
providers in their communities.

6.

Supports for implementation



In preparation for implementation, coaches participate in multiple training sessions,
including trainings on coaching, the Environment Rating Scales (ERS), 26 and the
administrative data system used to track the provision of coaching.
25F



During the implementation period, coaches are supervised by the site coordinators at the
implementing agencies during team and one-on-one meetings. During the field test, in one
community, coaches’ supervision was offered weekly. In the other community, supervision
was offered monthly. Coaches also have the opportunity to meet with a mentor coach.



The implementing agencies use an administrative data system to track the provision of
coaching, including the amount of coaching participants receive, the content of the coaching,
and how the coaching aligns with stated goals in the participants’ quality improvement
plans.

7.

Overview of the locations where model has been or is currently implemented, including
types of implementing agencies



For the field test, the Seeds model was implemented in two Washington State communities
in family child care homes and child care centers.

B. Summary of existing research

An impact and implementation evaluation of the Seeds model was conducted in 2009
(Boller et al. 2010b). The impact evaluation was designed to determine whether the coaching
model and financial incentives implemented as part of Seeds affected the quality of services
provided by participating child care businesses (in both family home and center settings),
26

The Environment Rating Scales include the Infant/Toddler Environment Rating Scale-Revised (ITERS-R;
Harms et al. 2003), the Early Childhood Environment Rating Scale-Revised (Harms et al. 1998), and the Family
Child Care Environment Rating Scale-Revised (Harms et al. 2007).
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compared with those businesses that did not receive Seeds. Across two communities, 52 family
child care providers and 14 centers that volunteered to participate were randomly assigned into
treatment and control groups. The treatment group received the intervention described in this
profile; the control group received funds only for professional development opportunities and
supports. The goals of the implementation study were to determine whether Seeds met its goals
of providing intensive, high quality coaching and other supports to participating providers and to
capture the lessons learned about implementation during the field test.
Data sources for the Seeds impact study included classroom observations, self-administered
questionnaires for center directors and educators (lead and assistant teachers), and interviews
with family child care providers. Observations conducted at the start (baseline) and at the end
(follow-up) of the field test included the ERS, the Arnett Caregiver Interaction Scale (Arnett
1989), and counts of children and adults to calculate child-adult ratios and group sizes. Data
sources for the Seeds implementation study included (1) interviews and focus groups with site
coordinators, coaches, and child care staff during site visits conducted by the evaluation team in
June and November 2009; and (2) service use data collected by coaches and site coordinators
from June through December 2009 and analyzed by the evaluator in winter 2010.
Table 1 provides an overview of the study. The main impact study findings include the
following:


Family child care providers in the treatment group were not more likely than providers in the
control group to be enrolled in an education or training program. However, Seeds did
improve center-based lead and assistant teacher enrollment in an education or training
program, and significantly more lead teachers in the treatment group than in the control
group attended college courses at least weekly.



At follow-up, family child care providers and center-based lead and assistant teachers in the
treatment group were significantly more likely than those in the control group to report visits
from a coach at least weekly.



At follow-up, there was no consistent pattern of positive impacts of Seeds on family child
care providers’ educational attainment. More center-based teachers in the treatment group
than in the control group earned three credits in the past six months, but Seeds had no
impact on completion of a postsecondary degree for center lead teachers and assistants.



Lead teachers in the treatment group were significantly less likely than lead teachers in the
control group to leave their centers during the study period (19 percent of treatment group
lead teachers who completed baseline questionnaires left by follow-up, versus 45 percent in
the control group).



Child care businesses in the treatment group had significantly higher child care observed
quality scores at follow-up than businesses in the control group. For both family child care
providers and child care centers in the treatment group, the ERS total score and most of the
ERS subscale scores were significantly higher than control group scores. Among infant and
toddler center-based classrooms, the ITERS-R total scores for the treatment classrooms was
significantly higher than for the comparison classrooms (4.65 versus 2.85, respectively).

The main implementation study findings include the following:
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The coaches and providers were able to implement the intensive coaching component of the
Seeds model. On average, the amount of coaching providers received adhered to the Seeds
model; however, participants had a range of experiences. On average, family child care
providers, center directors, and lead teachers received 6 to 11 hours of coaching per month.



Across all providers, quality improvement grants were most commonly used for supplies
and materials. During focus groups, providers described using funds to pay for (1) materials,
including books and art materials; (2) larger items, such as child-size tables and outdoor play
equipment; and (3) safety improvements.



According to administrative data, across communities, one-third to one-half of family child
care providers and at least one staff person in each child care center received funding for
professional development opportunities for their staff.



During focus groups, providers described several barriers that deterred them from using the
professional development opportunities, including (1) limited availability of trainings and
classes, particularly near their places of employment or homes; (2) lack of trainings and
classes that provided new or relevant information; and (3) low perceived “payoffs” to
professional development, because salaries were unlikely to increase as a result of
completion of professional development.

C. For more information

Juliet Morrison
Assistant Director for Quality Practice and Professional Growth
Washington State Department of Early Learning
P.O. Box 40970
Olympia, WA 98504-0970
360-725-4689
Email: Juliet.Morrison@del.wa.gov
http://www.del.wa.gov/
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Table 1. Overview of existing research, Seeds to Success
Study citation
Boller et al. 2010b

Study design
Randomized controlled
trial; implementation
study

Sample size/unit of
analysis
52 family child care
providers and 14
child care centers
initially randomly
assigned
49 family child care
providers (26
treatment and 23
control) and 14 child
care centers (7
treatment and 7
control) participated
in study

Data collection
methods

Sample characteristics

Measures

Family child care providers:

Infant/Toddler
Environment Rating ScaleRevised (Harms et al.
2003); the Early Childhood
Environment Rating ScaleRevised (Harms et al.
1998); the Family Child
Care Environment Rating
Scale-Revised (Harms et
al. 2007).

Observation

Arnett Caregiver
Interaction Scale (Arnett
1989)

Observation

Counts of the children and
adults

Observation

Center directors and
educators (lead and
assistant teachers):
demographics and
participation in training and
education

Self-administered
questionnaires

Family child care
providers: demographics
and participation in training
and education

Interviews

Program implementation

Executive interviews
and focus groups with
site coordinators,
coaches, and child care
staff

Average age 45; 57 percent
Hispanic, 15 percent white
non-Hispanic, and 26
percent other race or
ethnicity; 45 percent less
than a high school
education and 14 percent
associate degree,
bachelor’s degree, or
completed graduate work;
average years of
experience in current job
more than 6 years
Child care center staff:
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Average age: center
directors 43, lead teachers
35, assistant teachers 29;
child care center staff most
frequently white nonHispanic; associate degree,
bachelor’s degree, or
higher: center directors 56
percent, lead teachers 30
percent, assistant teachers
17 percent; average years
of experience in current job:
center directors 6 years,
lead teachers 4 years,
assistant teachers 3 years

Service receipt

Service use data
collected by coaches
and site coordinators
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SMART SUPPORT (EARLY CHILDHOOD MENTAL HEALTH CONSULTATION)
A. Overview

1.

Overview, model components, and content

Smart Support is Arizona’s system of early childhood mental health consultation. It partners
mental health consultants with early care and education providers to promote the social and
emotional development of the children in their care, and to help them respond to children with
behavioral challenges. A consultant first meets with a provider to explain the consultation
services, confirm such services are appropriate for the provider’s needs, and verify that the
provider remains interested in receiving these services. If so, the consultant works with the
provider to develop an individualized plan that describes how services will be provided.
Three types of consultation can be provided in different combinations depending on
provider needs and preferences: (1) program consultation focuses on the provider’s entire setting;
(2) classroom consultation works with a teacher to improve his or her skills or outcomes in the
classroom; and (3) child-centered consultation involves helping staff and parents develop a plan
to support care for a child exhibiting difficult behaviors. Services provided by consultants may
also include training as well as referrals to other services and resources. Regardless of the
specific services offered, Smart Support uses several core components, tools, and techniques as
its framework for consultation. These include the Teaching Pyramid Model from the Center on
the Social and Emotional Foundations for Early Learning as well as the FAN approach
developed by Dr. Linda Gilkerson at the Erikson Institute to guide interpersonal communication
with caregivers. 27 Southwest Human Development, a nonprofit provider of early childhood
services, designed and administers the program.
26F

2.

Target population, including available languages



Smart Support works with child care providers for children from birth to age 5, including
child care centers and preschools as well as family child care providers. To be eligible, a
provider must be licensed or regulated by the appropriate Arizona state agency. Smart
Support can also provide mental health consultation to home visiting and family, friend, and
neighbor programs.



Smart Support primarily offers services in English and has a limited capacity to provide
services in Spanish.

3.

Targeted outcomes



Smart Support’s activities are intended to improve several short-term outcomes, including:
the emotional climate in programs and classrooms; staff interactions with parents and other
staff (this includes teachers and non-teaching staff such as administrators); teacher attitudes,
beliefs, and knowledge; teacher–child relationships; child behavior; involvement with early
intervention services; and reduced risk of expulsion.

27

The term “FAN” is not an acronym but refers to the shape of the visual representation of the approach.
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The intended long-term outcome is an increased capacity of early childhood settings to meet
children’s social and emotional needs.

4.

Dosage and program length



The period of service is not set at the beginning of the program; rather, consultants
encourage providers to work with them to set specific goals at the beginning of services,
with the idea that the consultation will end after the consultant and provider agree that these
goals have been met. The average length of participation is approximately one year, but this
varies and can range from several months to much longer than one year.



The primary component of consultation consists of in-person, on-site visits from the
consultant, which are required to occur at a regular day and time. Visits usually occur
weekly and last two to three hours. When appropriate, visits can be offered more or less
frequently than weekly.

5.

Staff requirements, including staff type, education, and experience



Mental health consultants must have a master’s-level degree in a mental health discipline.
They must have experience working with young children and their families and caregivers.



Supervisors of mental health consultants must have a license in a mental health field and at
least five years of experience working with children, groups of children, or their families
and caregivers. They must also have supervisory experience using reflective supervision or a
similar approach.

6.

Supports for implementation



Smart Support has an implementation manual, a logic model, and a database with forms,
data collection reports, and resources. The implementation manual describes in detail the
step-by-step process for providing consultation, to ensure consistent service delivery and
fidelity to the Smart Support model.



New consultants go through a week-long orientation that includes 16 classroom hours, and
shadow with experienced consultants. Their first year of employment serves as an extended
orientation and includes the completion of a series of trainings on attachment, trauma, selfregulation, and other subjects as well as quarterly meetings that review key aspects of the
consultation model. Other ongoing professional development activities for all consultants
include a monthly book club, regular training opportunities (which may be required, or
optional training that a consultant can request to attend), and weekly meetings with
supervisors that use a reflective supervision approach.



After completing the initial week-long Smart Support orientation, supervisors receive three
hours of training per week for one month to support them in fully assuming their supervisory
role. This training covers all aspects of the supervisory process. During this time, they also
discuss topics in child development in small groups, shadow with experienced consultants to
observe them in different stages of consultation, and sit in or participate in other meetings.



Supervisors are responsible for ensuring fidelity to the Smart Support model. This primarily
occurs through the weekly reflective supervision meetings with consultants that incorporate
both case-based reflective discussion and administrative oversight to form a blended model
of supervision.
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Supervisors also participate in their own weekly meetings with senior Smart Support
leadership that use reflective supervision; they also have their own monthly book club.

7.

Overview of the locations where the model has been or is currently implemented,
including types of implementing agencies



Smart Support operates in Arizona in areas whose regional councils of First Things First
(the state’s early childhood development system) dedicate some of their funding for the
program. These regions contain a large proportion of the state’s population.



Mental health consultants are hired by Southwest Human Development or another agency,
depending on the location in the state. Southwest Human Development supervises and trains
all consultants and supervisors.

B. Summary of existing research

Smart Support’s first year of implementation in 2010–2011 was the subject of an evaluation
report (Shivers n.d.). This evaluation collected administrative data on program activities;
information on the characteristics of the mental health consultants who provided services;
surveys and self-assessments from teachers, child care program directors, and consultants;
teacher-reported child data; and observations of classroom environments. Information collected
from participating teachers and administrators was obtained at the beginning of the program and
six months later, while they were still receiving services. The component of the study involving
implementation is summarized in Table 1 and findings are discussed below. Only 21 percent of
teachers in the first-year evaluation reported caring for infants and toddlers (birth to age 3).


According to administrative data on services delivered, Smart Support mental health
consultants visited teachers once per week on average, spending an average of 2.3 hours on
site per week. Each consultant also facilitated an average of 6 training sessions and made an
average of 21 referrals (which could be for children or families, or for directors, teachers, or
child care programs). Consultants worked with teachers to create an average of 2.9 written
action plans for specific children per teacher.



Consultants’ average age was 41, 94 percent were female, and all held a master’s degree or
higher. Consultants’ primary field of expertise was either in mental health (49 percent),
education (30 percent), or both (21 percent). Their average experience providing early
childhood-related services was 11.1 years; average experience providing consultation,
coaching, or training was 6.5 years; and average experience providing early childhood
consultation was 5.4 years.



Consultants were asked to self-rate their level of consulting knowledge and skills using a
scale with five domains: basic knowledge, systems change, personal characteristics,
communication, and collaborative problem solving (Buysse and Wesley 2005). On the scale
of 1 (low) to 5 (high), consultants’ average overall score was 4.32. The average score on
each domain was greater than 4, with personal characteristics having the highest score and
basic knowledge the lowest score.



The report also included findings from the other sources, such as teacher-reported child data
and observations of classroom environments. However, we did not review these findings
because they are not disaggregated by child age and only 21 percent of participants cared for
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infants and toddlers. In addition, several of the measures seem to only apply to preschoolage children and classrooms, which made them outside the scope of this report.
Smart Support has also released a one-page summary of evaluation findings of services
provided from 2010 to 2014 (Southwest Human Development and Indigo Cultural Center 2015).
Data involving 799 teachers and 1,028 children from 411 child care programs (94 percent of
which were center-based providers) were collected at baseline and after 6 months and 12 months
of Smart Support services. Positive, statistically significant results were found for several
outcomes, including classroom emotional climate, teacher-child relationships, and children’s
self-regulation. However, an evaluation report containing these findings has not yet been
produced.
C. For more information

Alison Steier, Ph.D.
Director, Smart Support
Southwest Human Development
2850 N. 24th Street
Phoenix, AZ 85008
602-200-0434
Email: asteier@swhd.org
http://www.swhd.org/training/early-childhood-training/smart-support
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Table 1. Overview of existing research, Smart Support
Study citation
Shivers n.d.

Study design
Implementation; pre-post

Sample size/unit of
analysis
47 consultants; 305
teachers at 199 child
care centers and 14
family child care
providers receiving
services; 243
teachers at 147 child
care centers and 5
family child care
providers in
evaluation

Sample characteristics
Centers/providers: mean of
average daily attendance
55; 24 percent nationally
accredited; 49 percent
serving mostly low-income
families and 29 percent
serving mostly low- to midincome families
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Teachers: mean age 36; 98
percent female; 53 percent
white and 31 percent Latino;
52 percent high school
education or lower, 21
percent Child Development
Associate credential or
relevant associate degree;
21 percent bachelor’s
degree or higher; mean
experience as a caregiver
10 years

Measures
Program activities
Consultant
characteristics
Consultant Knowledge
and Skill Inventory (selfassessment)

Data collection
methods
Program administrative
data
Questionnaire completed
by consultants
Questionnaire completed
by consultants
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ASSESSMENT, EVALUATION, AND PROGRAMMING SYSTEM (AEPS), SECOND
EDITION, CURRICULUM FOR BIRTH TO THREE YEARS
A. Overview

1.

Overview, model components, and content

The Assessment, Evaluation, and Programming System (AEPS), Second Edition, Curriculum
for Birth to Three Years provides activities that are arranged to meet the changing needs of
children as they develop. The curriculum is designed to support caregivers in matching a child’s
goals and activities with activity-based intervention strategies based on the child’s age and
current level of development. These strategies involve working on goals and objectives within
the children’s routine (for example, mealtimes, bathing, and dressing), planned activities (for
example, activities organized by an adult, such as painting), and spontaneous activities that
capitalize on children’s daily interactions with their social and physical environments to facilitate
skill development. The curriculum is linked to the AEPS Test, an assessment designed to help
teachers select and evaluate goals and objectives that are most appropriate for each individual
child in key developmental areas. Overall, AEPS includes two sets of assessment and curriculum
materials, one for children birth through age 3 and one for children age 3 through 6. The system
is supported by a web-based data management system known as AEPSi, which caregivers can
use to enter assessment information; link this information to goal development, intervention, and
evaluation; and produce a variety of reports, including those that meet federal reporting
requirements. AEPS was developed by Diane Bricker, Ph.D., and colleagues from the University
of Oregon and is published by Brookes Publishing.
2.

Target population, including available languages



The curriculum is targeted to professionals (including early childhood educators in general,
as well as special education teachers, early interventionists, family service coordinators,
administrators, physical therapists, speech-language pathologists, and occupational
therapists) working with children birth to age 3. AEPS was specifically developed for use
with children who have disabilities or are at risk for developmental delays, but it can be used
with all children.



AEPS Curriculum for Birth to Three Years is only available in English.

3.

Targeted outcomes



AEPS Curriculum for Birth to Three Years targets outcomes in the following areas: fine
motor, gross motor, adaptive, cognitive, social-communication, and social. 28
27F

4.

Dosage and program length



Information about dosage and program length is not specified by the curriculum.

28

The adaptive area consists of goals and objectives involving feeding, personal hygiene, and undressing.
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5.

Staff requirements, including staff type, education, and experience



The curriculum is designed to be implemented by professionals, but education or experience
requirements for staff are not specified on the AEPS website, and the developer did not
clarify whether there are any requirements.

6.

Supports for implementation



AEPS Curriculum for Birth to Three Years includes an overview that provides background
information about the curriculum and describes guidelines for using the curriculum.



Trainers are available to conduct training seminars on the AEPS assessment and curriculum
materials at implementing agencies. Training topics on the AEPS curriculum include the
content and organization of the curriculum; how to link the AEPS assessment and
curriculum; how to use the curriculum within an activities-based approach; individualizing
instruction for young children using the curriculum; and working on goals and objectives
within daily routines and planned intervention activities. Training topics can be modified to
meet the needs of the participating professionals who will use AEPS.



Fidelity guidelines and tools for monitoring fidelity of the AEPS Curriculum for Birth to
Three Years are not specified on the AEPS website, and the developer did not clarify
whether these are available.

7.

Overview of the locations where the model has been or is currently implemented,
including types of implementing agencies



AEPS Curriculum for Birth to Three Years is implemented in early intervention/Individuals
with Disabilities Education Act (IDEA) Part C programs, early child care programs, and
Early Head Start programs.

B. Summary of existing research

We did not identify any research on the AEPS Curriculum for Birth to Three Years that fell
within the scope of this report. 29
28F

C. For more information

Brookes Publishing
800-638-3775
http://www.brookespublishing.com
Contact information for regional sales representatives is listed on the website:
http://www.brookespublishing.com/customer-service/contact-us/

29

The existing research base includes studies of the psychometric properties of the AEPS assessment tools (interobserver and test-retest reliability, internal consistency, and congruent validity); most studies focused specifically on
children with disabilities.
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THE CREATIVE CURRICULUM® FOR FAMILY CHILD CARE, SECOND EDITION
A. Overview

1.

Overview, model components, and content

The Creative Curriculum for Family Child Care, Second Edition, is a curriculum designed to
help family child care providers: (1) set up the learning environment; (2) plan developmentally
appropriate routines and activities for every day of the week; (3) promote children’s learning and
development in the areas of social-emotional, physical, language, cognitive, literacy,
mathematics, science and technology, social studies, the arts, and English-language acquisition;
and (4) build partnerships with parents. The curriculum includes two volumes. Volume 1: The
Foundation covers the research that informed the development of the curriculum, how children
develop and learn, organizing the home and daily schedule, caring and teaching, and building
partnerships with families. Volume 2: Routines and Experiences discusses routines and
experiences that promote development and learning of children birth to age 12 and describes
strategies providers can use to implement these routines and experiences. The curriculum’s
learning objectives are intended for children birth through kindergarten, with the understanding
that older children will have learning objectives from school. To make it easier for caregivers to
implement activities, the curriculum also includes 68 Creative Curriculum LearningGames
offering suggestions for helping families and caregivers interact with children, a list of necessary
materials, and ways to adapt the activities to children’s ability levels; a DVD about caregiving in
the family child care setting and how children learn; and a CD-ROM with copies of forms and
letters to parents. Versions of the curriculum for infant and toddler and preschool center-based
classrooms are also available. The Creative Curriculum for Family Child Care was developed by
Diane Trister Dodge, M.S., founder of Teaching Strategies, and colleagues Sherrie Rudick, M.S.,
and Laura J. Colker, Ed.D.
2.

Target population, including available languages



The curriculum is targeted to family child care providers caring for children birth to age 12.



The 68 Creative Curriculum LearningGames are available in Spanish and English; the CDROM includes Spanish and English versions of forms and letters to parents.

3.

Targeted outcomes



The Creative Curriculum for Family Child Care targets learning and development in the
areas of social-emotional, physical, language, cognitive, literacy, mathematics, science and
technology, social studies, the arts, and English-language acquisition for children birth to
age 12.

4.

Dosage and program length



Information about dosage and program length is not specified by the curriculum.

5.

Staff requirements, including staff type, education, and experience



No requirements for staff are specified on the Creative Curriculum website, and the
developer did not clarify whether there are any requirements.
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6.

Supports for implementation



The curriculum includes implementation guidelines and training sessions designed to help
family child care providers foster development and learning objectives among the children
in their care.



Providers using the curriculum or overseeing settings using the curriculum are encouraged
to familiarize themselves with the curriculum materials, including the two volumes and the
LearningGames. The DVD on caregiving and learning also helps providers understand the
purpose and use of the curriculum materials.



Teaching Strategies offers a one- to two-day training for providers on The Creative
Curriculum for Family Child Care. Trainings are offered on site in community locations.



Tools for monitoring fidelity of The Creative Curriculum for Family Child Care are not
specified on the Creative Curriculum website, and the developer did not clarify whether
these tools are available. Teaching Strategies does offer coaching and fidelity resources for
the preschool version of the Creative Curriculum and the preschool version of its
comprehensive assessment, Teaching Strategies GOLD.

7.

Overview of the locations where the model has been or is currently implemented,
including types of implementing agencies



The Creative Curriculum for Family Child Care may be used in a variety of settings,
including rural and urban locations.



The curriculum is intended for implementation by a variety of family child care providers,
including daily or bi-weekly programs. Separate versions of the curriculum are available for
center-based providers serving infants and toddlers and preschool-aged children. Family
child care providers serving only infants and toddlers or only preschool-aged children may
also use the versions of the curriculum developed specifically for those age groups, instead
of The Creative Curriculum for Family Child Care.

B. Summary of existing research

We did not identify any research on The Creative Curriculum for Family Child Care.
C. For more information

Teaching Strategies
Email: info@teachingstrategies.com
http://shop.teachingstrategies.com/page/71035-creative-curriculum-family-child-care.cfm
Contact information for regional sales representatives is listed on the website:
http://teachingstrategies.com/sales/regional-managers/
D. References

Teaching Strategies. “The Creative Curriculum® for Family Child Care: Second Edition.”
Available at: http://shop.teachingstrategies.com/page/71035-creative-curriculum-familychild-care.cfm. Accessed December 4, 2014.
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THE CREATIVE CURRICULUM® FOR INFANTS, TODDLERS & TWOS, THIRD
EDITION
A. Overview

1.

Overview, model components, and content

The Creative Curriculum for Infants, Toddlers & Twos, Third Edition is an early childhood
education curriculum that is designed to help teachers (1) set up the learning environment; (2)
plan developmentally appropriate routines and experiences for every day of the week; (3)
promote children’s social-emotional, language, cognitive, and physical development, as well as
content area learning in literacy, mathematics, science and technology, social studies, and the
arts; and (4) build partnerships with families. The curriculum comprises three foundational
volumes and several additional resources, including Book Conversation Cards; Mighty Minutes
for Infants, Toddlers & Twos; Intentional Teaching Cards; The Creative Curriculum
LearningGames; and Highlights Hello magazines. Volume 1: The Foundation outlines the
research that informed the development of the curriculum and discusses the five central
components of nurturing care and teaching. Volume 2: Routines and Experiences discusses
routines and experiences that promote development and learning of children birth to age 3 and
explains how teachers can plan to implement these routines and experiences intentionally while
maintaining the flexibility to respond to the changing interests and abilities of young children.
Volume 3: Objectives for Development & Learning, Birth Through Third Grade describes skills,
knowledge, and behaviors that promote the continuing development and learning of infants and
toddlers and includes guidance to help teachers observe children effectively. It also describes (1)
38 objectives for development and learning, (2) two dedicated objectives for English-language
acquisition for preschool- and elementary-aged children, (3) developmental progressions that
show widely held expectations for children, and (4) research findings relating to each objective
and strategies for teaching responsively. Related materials that are available separately from the
curriculum include two training videos, Celebrating Language and Literacy for Infants, Toddlers
& Twos, which explores the development of early literacy skills in the context of caring
relationships with adults, and Strategies for Early Language and Literacy Development, which
demonstrates how everyday routines, experiences, and environments support children’s language
development. Other materials include guides for families on ways they can extend classroom
activities at home and Teaching Strategies GOLD, an observational assessment for children from
birth through third grade. Versions of the curriculum for center-based preschool classrooms and
family child care providers are also available. The Creative Curriculum for Infants, Toddlers &
Twos was developed by Diane Trister Dodge, M.S., founder of Teaching Strategies, and
colleagues Kai-leé Berke, M.S., Sherrie Rudick, M.S., and Heather Baker, M.L.S. The third
edition of the curriculum was recently published; previously, the most recent version was the
second edition, revised.
2.

Target population, including available languages



The curriculum is targeted to caregivers of children birth to age 3.



The curriculum is available in English and Spanish.
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3.

Targeted outcomes



The Creative Curriculum for Infants, Toddlers & Twos targets 38 objectives for
development and learning, including those related to social-emotional, language, cognitive,
and physical development, as well as content area learning in literacy, mathematics, science
and technology, social studies, and the arts.

4.

Dosage and program length



Information about dosage and program length is not specified by the curriculum.

5.

Staff requirements, including staff type, education, and experience



No requirements for staff are specified on the Creative Curriculum website, and the
developer did not clarify whether there are any requirements.

6.

Supports for implementation



The curriculum includes implementation guidelines and strategies designed to help teachers
foster development and learning objectives among the infants and toddlers in their care.
Training materials are available, including DVDs and a training guide.



Staff using the curriculum or overseeing classrooms using the curriculum are encouraged to
familiarize themselves with the curriculum materials. The Guide to The Creative Curriculum
for Infants, Toddlers & Twos also helps providers understand the purpose and use of the
curriculum materials. Online, self-guided tutorials are also available to help Teaching
Strategies GOLD users explore the purpose and use of the curriculum’s learning and
development objectives.



Teaching Strategies offers a variety of professional development opportunities on the
curriculum for teachers and administrators. Sessions are generally available either at an
implementing agency site or at Teaching Strategies’ Professional Development Center.
- Training topics for teachers on The Creative Curriculum for Infants, Toddlers & Twos
include: how to observe and plan responsively and partner with families to inform
teaching and caregiving; how to use the objectives for development and learning to
plan a responsive and developmentally appropriate program; strategies based on trust
and mutual respect for supporting families; how materials and experiences support
young children’s development of language and literacy skills; how to use the routines
to build trusting relationships with children and promote development and learning;
and how to observe and plan experiences to scaffold children’s learning.
- Training for administrators focuses on how to effectively build teams and support
teachers in implementing the curriculum.



Currently, Teaching Strategies offers coaching and fidelity resources only for the preschool
version of the curriculum and the preschool version of its comprehensive assessment,
Teaching Strategies GOLD. However, it plans to publish Coaching to Fidelity, Infants,
Toddlers & Twos Edition, by the end of 2015.
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7.

Overview of the locations where the model has been or is currently implemented,
including types of implementing agencies



Information about the locations where the curriculum is implemented is not specified on the
Creative Curriculum website, but it does note that it has been implemented across the
country.



The Creative Curriculum for Infants, Toddlers & Twos is used by center-based early
childhood programs of various types, lengths, and settings. These include rural Migrant and
Seasonal Head Start programs, urban Early Head Start programs, and other center-based
Early Head Start programs. A separate version of the curriculum is available for family child
care providers.

B. Summary of existing research

We did not identify any research on The Creative Curriculum for Infants, Toddlers & Twos.
C. For more information

Teaching Strategies
Email: info@teachingstrategies.com
http://shop.teachingstrategies.com/page/76108-Creative-Curriculum-Infants-ToddlersTwos.cfm
Contact information for regional sales representatives is listed on the website:
http://teachingstrategies.com/sales/regional-managers/
D. References

Teaching Strategies. “The Creative Curriculum® for Infants, Toddlers & Twos: Second Edition,
Revised.” Available at: http://shop.teachingstrategies.com/page/76108-Creative-CurriculumInfants-Toddlers-Twos.cfm. Accessed December 4, 2014.
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HAWAII EARLY LEARNING PROFILE (HELP) 0-3
A. Overview

1.

Overview, model components, and content

The Hawaii Early Learning Profile (HELP) 0-3 is a comprehensive, ongoing, curriculumbased assessment process for use by providers working with infants and toddlers and their
families. The HELP 0-3 system includes: (1) the assessment; (2) a family interview designed to
assess children’s developmental skills and behaviors and identify family concerns, priorities and
resources; (3) the HELP Activity Guide, a curricular resource that includes activities linked to
each skill assessed by the HELP assessment, which caregivers can use with children; (4) HELP
at Home, a curriculum designed for providers to individualize and give to families to use with
their children; and (5) HELP When the Parent has Disabilities, an activity guide adapted to
accommodate parents who have disabilities. The curriculum components can be used by families
(guided by providers) or out-of-home caregivers. The HELP 0-3 system covers 685
developmental skills and behaviors across the following six domains: cognitive, language, gross
motor, fine motor, social-emotional, and self-help. HELP 0-3 products are cross-referenced
through skill identification numbers for easy linking between assessment and curriculum
materials. Programs implementing HELP 0-3 can choose to use KinderCharts.net, an online
system designed to measure children’s developmental progress in essential domains. Although
KinderCharts is a separate system, it is directly aligned with the HELP 0-3 assessments, so
providers can enter assessment results and use KinderCharts to produce a variety of progress
reports, including reports that meet Early Head Start requirements. Versions of the assessment
and curriculum for children ages 3 to 6 are also available. The materials are published by the
VORT Corporation.
2.

Target population, including available languages



HELP 0-3 is designed for use by parents and non-parental caregivers of children birth
through age 3 as well as for use by Individuals with Disabilities Education Act (IDEA) Part
C early intervention providers for infants and toddlers who have developmental concerns.



The assessment and Activity Guide are available in English only; however, some supporting
materials, such as HELP at Home, are available in Spanish.

3.

Targeted outcomes



HELP 0-3 targets outcomes in the following domains: cognitive, language, gross motor, fine
motor, social-emotional, and self-help.

4.

Dosage and program length



HELP 0-3 provides materials relevant for a three-year period (from birth to age 3). The
frequency of assessment and intervention is based on individual needs.

5.

Staff requirements, including staff type, education, and experience



There are no staff requirements, but if HELP 0-3 is being used for the Part C assessment
process, staff should meet their state’s definition of qualified personnel, which may include
specific licenses or certifications. If HELP 0-3 is being used as a curricular program for
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children who do not have significant developmental delays or disabilities, then any staff
with experience and knowledge of infant-toddler development can implement the
curriculum.
6.

Supports for implementation



Inside HELP is an administration and reference manual that provides assessment guidelines
and procedures needed to implement all components of the HELP 0-3 system. Additional
instructions are provided in each individual product.



Onsite and online training opportunities on the HELP 0-3 system are available through
VORT (see the website for more information).



Fidelity guidelines and tools for monitoring fidelity of the HELP 0-3 system are not
specified on the HELP website, and the developer did not clarify whether these are
available.

7.

Overview of the locations where the model has been or is currently implemented,
including types of implementing agencies



HELP 0-3 is being implemented throughout the United States.



HELP 0-3 is implemented by a range of agencies including child care centers, Early Head
Start programs, Part C providers, and hospitals. The HELP website does not specify whether
the system is also intended for use by family child care providers, and the developer did not
clarify whether this is the case.

B. Summary of existing research

We did not identify any research on the HELP 0-3 curriculum materials that fell within the
scope of this report. 30
29F

C. For more information

VORT Corporation
888-757-VORT (8678) (toll-free) or 650-322-8282
http://www.vort.com
D. References

VORT Corporation. “HELP: 0-3 years (Hawaii Early Learning Profile).” Available at:
http://www.vort.com/HELP-0-3-years-Hawaii-Early-Learning-Profile/. Accessed
December 3, 2014.

30

The existing research base includes studies of the psychometric properties of the HELP assessment tools
(interobserver and test-retest reliability, congruent validity and internal consistency); one study focused on using the
HELP in home-based programs.
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A. Overview

1.

Overview, model components, and content

The HighScope Infant-Toddler Curriculum uses a process of active learning—called active
participatory learning—that consists of experiences and exploration with people, materials,
events, and ideas. During active learning, caregivers scaffold (support and gently extend) infant
and toddler learning by encouraging them to investigate the world around them. Learning and
development are anchored by long-term, trusting relationships with caregivers. The curriculum is
organized around six content areas and includes guidance for caregivers on teaching practices
designed to support children’s growth and learning. The six content areas are: (1) approaches to
learning; (2) social and emotional development; (3) physical development and health; (4)
communication, language, and literacy; (5) cognitive development; and (6) creative arts. The
teaching practices include adult–child interactions, arrangement of the physical environment, the
use of daily schedules and routines, and observations and planning for children. The curriculum
is linked to HighScope’s comprehensive online child assessment tool, called the Child
Observation Record (COR) Advantage, which covers development from birth through
kindergarten. Preschool and elementary school versions of the curriculum are available. The
HighScope Educational Research Foundation developed the HighScope Infant-Toddler
Curriculum.
2.

Target population, including available languages



The curriculum is targeted to children birth to age 3 and their out-of-home caregivers.
Materials are also available to help families extend early learning from the classroom into
the home.



The curriculum manual, Tender Care and Early Learning: Supporting Infants and Toddlers
in Child Care Settings (Post et al. 2011), is available in English and Spanish. COR
Advantage is also available in English and Spanish, as are many of the support materials and
resources (for example, DVDs).

3.

Targeted outcomes



The HighScope Infant-Toddler Curriculum targets 42 key developmental indicators across
six content areas: (1) approaches to learning; (2) social and emotional development; (3)
physical development and health; (4) communication, language, and literacy; (5) cognitive
development; and (6) creative arts.

4.

Dosage and program length



The curriculum is appropriate for part-day and full-day programs.

5.

Staff requirements, including staff type, education, and experience



HighScope programs adhere to the staffing requirements of the appropriate licensing agency
and/or program auspices (such as Early Head Start).



HighScope offers a wide range of in-person and online staff development options.
Caregivers who complete a rigorous 20-day training program can meet the requirements for

HighScope teacher certification, based on demonstrated curriculum knowledge and
documented teaching practices.


Programs in which all lead caregivers are certified and which have met additional standards
for parent involvement, staff development, ongoing assessment, and management and
operations can also earn HighScope program accreditation.

6.

Supports for implementation



The HighScope Infant-Toddler Curriculum manual (Post et al. 2011) includes
implementation guidance, and accompanying teacher idea books and DVDs provide support
for the implementation of key teaching practices. The manual is available in English and
Spanish, and the DVDs are offered in English and include Spanish subtitles.



HighScope offers a range of training options, including workshops, weeklong and
multiweek trainings, and online offerings. The multiweek training course, required to
become a HighScope certified teacher, is four weeks (20 days) spread across a 12-month
calendar year and is offered onsite and at HighScope’s headquarters. COR Advantage
training is also available in-person and online.



HighScope also offers customized on-site training and technical assistance for programs, as
well as on-site observation and feedback, followed by mentoring and coaching.



HighScope’s Infant-Toddler Program Quality Assessment is designed to assess program
quality and implementation of the HighScope Infant-Toddler Curriculum.

7.

Overview of the locations where the model has been or is currently implemented,
including types of implementing agencies



The HighScope Infant-Toddler Curriculum is implemented in programs throughout the
United States, as well as internationally.



The HighScope Infant-Toddler Curriculum is used in a wide variety of program settings
including public and private, and nonprofit and for-profit agencies. Settings include private
child care centers, state-funded early childhood programs, and Early Head Start programs.

B. Summary of existing research

We did not identify any research on the HighScope Infant-Toddler Curriculum.
C. For more information

HighScope Educational Research Foundation
Email: info@highscope.org
http://www.highscope.org/
D. References

HighScope. “Infants and Toddlers.” Available at
http://www.highscope.org/Content.asp?ContentId=62. Accessed November 22, 2014.
Post, J., M. Hohmann, and A.S. Epstein. Tender Care and Early Learning: Supporting Infants
and Toddlers in Child Care Settings. Ypsilanti, MI: HighScope Press, 2011.
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III. GAPS IN THE KNOWLEDGE BASE AND IMPLICATIONS FOR FUTURE
RESEARCH

LITES identified 13 compelling models that are of interest to the ECE field for supporting
infant and toddler early learning in out-of-home care settings. The models are in different stages
of development, and most, but not all, have engaged in some implementation or descriptive
outcomes research. Yet, all could benefit from further development and evaluation. Once the
models are well developed and producing potentially positive child outcomes as demonstrated
through descriptive research (such as pre-test post-test designs), they should then be rigorously
tested to assess their effects on child outcomes.
As anticipated, because this component of LITES focused on identifying models that had
not yet been rigorously evaluated to examine impacts on children’s outcomes, we found
primarily implementation and descriptive research on these models. As reported in the model
summaries, eight of the models had research studies (Table III.1). Those with research often had
only one study. 31 The studies included implementation studies, descriptive outcome studies
measuring interim and child outcomes, and, to a lesser extent, impact studies measuring interim
outcomes. Two models had impact studies examining child outcomes that were underway at the
time the scan was conducted.
30F

None of the curricula models had research on implementation or outcomes. The preschool
versions of HighScope and the Creative Curriculum have been rigorously evaluated, but not the
infant and toddler curricula. Both AEPS and HELP had extensive research on the psychometric
properties of the assessment tools that accompany the curriculum materials but not the curricula
itself. Although the curricula had not been evaluated, the model developers note that the models
were developed based on existing research evidence, including research on infant/toddler
development, attachment, and brain development.
Despite the existence of some research on the compelling models, all could benefit from
further development to specify how they should be implemented and how staff should be trained
and supported to carry out these models with fidelity. Developing and testing the effectiveness of
program models requires a range of research, including implementation, outcome, and impact
studies. The type of research needed depends on the stage of each model’s development.
Implementation studies focus on assessing the feasibility of implementation and refining model
specification, developing fidelity standards and measures, and assessing how the model may
need to be adapted for different settings and target populations. Descriptive outcome studies can
provide suggestive evidence about whether a model is producing expected outcomes and
warrants more rigorous testing through an impact study.

31

We only report findings from studies that focused on infants and toddlers and their caregivers. Specifically, we
report findings on children’s outcomes for infants and toddlers, or interim outcomes for infant and toddler caregivers
or settings where infants and toddlers received care. We include findings from implementation studies as long as
they reported on care settings for infants and toddlers.
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Rapid cycle evaluations can serve a cost-effective strategy for guiding decision making
(Cody and Asher 2014; Metz et al. 2015). By leveraging data available in administrative records,
model developers can test interventions more quickly than evaluations that require collecting
data. Because the outcomes need to be observable in a short period of time, it is most useful in
looking at outputs (such as the number of coaching sessions completed) and impacts on
intermediate outcomes (such as caregiver knowledge). Rapid cycle evaluations can be
particularly useful in testing potential solutions to implementation difficulties. For example, this
type of evaluation could be used to test interventions for increasing ongoing attendance rates of
informal caregivers participating in ELR (such as altering the time of day events are offered,
offering transportation, or using text message reminders); ELR administrative data could serve as
a data source for tracking whether the interventions led to increased attendance.
Finally, impact studies can provide evidence as to whether a given early learning model or
intervention is responsible for changes seen in measured child outcomes. For a complete picture,
researchers can couple impact studies with implementation studies that measure fidelity.
Measuring fidelity helps researchers interpret the results of impact studies; for example, it can
help them determine whether a model seems to be ineffective because it was not implemented
correctly or, conversely, whether findings should be attributable to the model because it was
implemented according to the developer’s specifications (Knoche et al. 2010). Together, findings
from across the spectrum of research can provide information about what was implemented and
whether it worked.
Since the process of developing and testing models requires time and resources, several
innovative strategies, including rapid cycle evaluations, should be considered for supporting
model development. Model developers and other decision-makers may also be able to
collaborate with networks of researchers to implement these types of evaluations. For example,
the Network for Infant/Toddler Researchers (NITR) sponsored by OPRE, collaborative
innovation and improvement networks (CoIINs), and Early Learning Labs could serve as forums
for supporting development of ECE models for infants and toddlers. These networks bring
together practitioners, researchers, and experts for mutual learning. Early Learning Labs aim to
accelerate experimentation and development of scalable early learning interventions.
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Table III.1. Overview of research on compelling models, by study type
Implementation
study

Model
Early Childhood
Consultation
Partnership (ECCP)
Early Learning
Readiness (ELR)
Program
Educare
Expanding Quality in
Infant Toddler Care
(EQIT) course and EQ
RELATE Model of
Coaching
e
First Beginnings

Descriptive
study: child
outcomes

Descriptive
Impact study:
Impact study
study: interim
interim
underway: child
a
outcomes
outcomes
outcomes




Smart Support

e

c



c







d



Infant Caregiver
e
Mentoring Project
Seeds to Success







f




g

a



g

Interim outcomes are those other than child outcomes that are thought to be related to child development. For
LITES, this included the following domains: global ECE quality, structural features of care, caregiver-child interaction,
and caregiver knowledge of child development.
b
Results from a pilot impact evaluation of ECCP became publically available in December 2014, after analyses for the
LITES systematic review and compelling models profiles were complete.
c
Data collection is in progress for the first phase of an impact study on Educare, which follows children through age 3;
the youngest children in the study turn 3 in September 2015.
d
The study of EQIT included comparison groups of convenience. Within the EQIT intervention group, participants
were randomly assigned to receive different amounts of coaching.
e
First Beginnings and the Infant Caregiver Mentoring Project are not currently active. After the Seeds to Success
demonstration period concluded, it was used to develop a new system called Early Achievers, which is currently in
operation.
f
The study of the Infant Caregiver Mentoring Project used a randomized design, but reported analyses of pre-post
differences within groups.
g
Smart Support presented study results in infographic provided by the developer rather than a research report.
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A consideration about the implementation of the compelling models, particularly curriculum
models, is that many out-of-home early learning settings rely on multiple models or select
specific practices from models to meet program needs. In a survey of National Association for
the Education of Young Children (NAEYC) members, 46 percent of respondents reported using
various curriculum models but did not identify a principal model. Different models may serve
different purposes in a setting. Practitioners may also rely on multiple models in an effort to
innovate and improve services. In addition, the prevalence of reliance on multiple models may
point to the need for more multicomponent models that provide all the components needed in an
out-of-home early learning setting for infants and toddlers. As indicated by Epstein et al. (1996),
practitioners may feel the need to combine models to provide a complete package of professional
development support for staff, curricula, and other early learning supports for children and
families. In contrast, multicomponent models include all of these program dimensions.
Our scan of the field yielded two compelling multicomponent models (Educare and the
Early Learning Readiness Program for Informal Family, Friend, and Neighbor Caregivers
[ELR]). The other models were professional development interventions or curricula. This finding
may reflect a current policy trend toward supporting out-of-home care early learning initiatives
focused on professional development or quality improvement in existing settings, such as
through Quality Rating and Improvement Systems (QRIS), rather than multicomponent models.
This investment may reflect the reality that, since welfare reform, most low-income infants and
toddlers are already in out-of-home care while their parents work and current policies support
low-income working parents by providing vouchers that they can use at any ECE setting (as
opposed to directing families into specific ECE models). As a result, the field is focusing on
improving the settings in which children already receive care. Moreover, developing and testing
a multicomponent model is expensive; finding the resources to do so may not be feasible for
most model developers. In the remainder of this chapter, we describe the spectrum of research
needed to develop and test the models.
A. Model specification

Well-specified models have well-developed logic models in which services are closely
linked with specific desired outcomes. They also have written materials and other supports
available to guide implementation. The level of specification in the compelling models we
profiled in this report varied, both across models and across implementation components (Table
III.2). All models specified target outcomes and target populations. Most also had available
implementation guides, training materials, and qualified trainers. Almost half of the models had
specific training requirements for staff. For example, Smart Support has an implementation
manual and a logic model. The implementation manual describes in detail the step-by-step
process for providing consultation, to ensure consistent service delivery and fidelity to the Smart
Support model. Smart Support consultants receive pre-service and in-service training, as well as
ongoing supervision, to assist their work and fidelity to the model. In addition to these
implementation supports, ECCP also uses a centralized information system for program
operations, data collection, and reporting. The data from this system are used to create plans for
delivering services, for quality assurance, and to promote fidelity to the model.
Even the models with written materials to support implementation could benefit from
additional research to understand the mechanisms through which the models improve child or
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caregiver outcomes, identify the components that require greater definition or structure to have a
strong influence on participants, and identify different outcomes that might warrant further
examination. This research could be used to develop detailed logic models before pilot tests or
studies of models are launched, and to refine them as development proceeds.
Table III.2. Overview of documented implementation components
Implementation component

Number of compelling models

The model developer has specified the following:
Target outcomes

13

Target population

13

Dosage of services

8

Program length

9

Staff education requirements

3

Staff training requirements

6

Supports for implementation

13

Implementation/operation manuals

11

Training materials

12

Qualified trainers

12

Fidelity standards

6

Systems for monitoring fidelity

6

B. Implementation research

Implementation studies are informative throughout the development of a model, but
particularly so in the early stages. These studies explore the feasibility of implementing models
and model components and how models are implemented in the field. For example,
implementation studies can explore the use of multiple models simultaneously in ECE settings
and differences in implementation of the same model depending on how they select and combine
model components. In addition, implementation research can inform the development of fidelity
standards and measures for assessing fidelity to track the degree to which components are
implemented. To study implementation, researchers rely on various methodologies depending on
the goals of the study, such as qualitative case studies to learn about how models are
implemented; planned variation studies that examine how outcomes vary depending on the
model components implemented; or rapid cycle evaluations that test the impacts of changes to
implementation and that can inform continuous quality improvement.
Of the 13 compelling models profiled in this report, 4 had studies examining implementation
(ECCP, ELR, Smart Support, and Seeds to Success; Table III.1). These studies reported on how
services were implemented, teacher and caregiver satisfaction with the services, and barriers to
implementation. Understanding the feasibility of implementation (including how services were
implemented, the challenges of model implementation, and whether and how those challenges
can be met) can help developers to better specify and refine model implementation. For example,
a component of the Seeds to Success model includes funds for professional development. The
study identified several barriers that made feasibly implementing this component difficult,
including (1) limited availability of trainings and classes, particularly near their places of
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employment or homes; (2) lack of trainings and classes that provided new or relevant
information; and (3) low perceived “payoffs” to professional development, because salaries were
unlikely to increase as a result of completion of professional development (Boller et al. 2010).
Understanding these barriers can inform refinements to the model.
In addition, implementation research can inform the development of fidelity standards and
test measures of fidelity that can be used for ongoing monitoring and program improvement.
Measuring fidelity can also help researchers interpret the results of impact studies; for example,
it can help them determine whether a model seems to be ineffective because it was not
implemented correctly or, conversely, whether findings should be attributable to the model
because it was implemented according to the developer’s specifications (Knoche et al. 2010).
When models are specified and the content, intensity, duration, and approach to delivery of
services have been defined, research is needed to develop standards for levels of fidelity that
must be achieved to produce desired outcomes. 32 For example, fidelity standards could include
the minimum amount and quality of services needed to implement with fidelity, the time and
training needed for out-of-home caregivers to achieve fidelity, and the support required to
maintain it. About 40 percent of the compelling models specified fidelity standards or had
systems for monitoring fidelity (see Table III.2). The studies of ELR and ECCP used
administrative data to describe implementation fidelity; these studies did not, however, explore
the levels of fidelity needed to produce desired outcomes (YMCA of the USA 2014; Fink and
Wakai 2003).
31F

C. Outcome and impact studies

Outcome studies can assess the degree to which a model seems on track to achieve its
intended outcomes. Outcome study methods fall along a spectrum that can be thought of as
progressing from descriptive, to suggestive, to conclusive in assessing the influence of the model
on the desired outcomes. The methods are all useful but address different purposes and research
questions. Because causal impact studies require substantial time and resources, it may be
prudent to conduct descriptive outcome or correlational studies first. If results are potentially
positive, an impact study may be warranted. Only an impact study can conclusively attribute
positive findings to the program model.
Descriptive outcome studies. These studies examine the changes in outcomes only for
participants in the model; there is no comparison group. Such studies are useful as performance
measures for monitoring to ensure that a model is “on track” to achieve goals but do not allow
researchers to make causal inferences that the program model caused the observed effect. Two of
the compelling models had a descriptive study measuring children’s outcomes (Educare and
Smart Support), and four models had descriptive studies of interim outcomes (ELR, Educare,
First Beginnings, and Smart Support; see Table III.1).
32

Planned variation studies can provide useful information to inform the development of fidelity standards by
testing which model components (or combinations of components) are most effective for delivering specific content
or by testing the relative impact of different conditions within a model (such as levels of staff training or dosage). To
test different components, caregivers could be randomly assigned to variations of a model with different levels of
training or coaching for staff. Such a study could shed light on the qualifications or levels of training and support
needed to achieve desired outcomes.
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The descriptive studies of both Educare and Smart Support showed potentially positive
findings on children’s outcomes (Yazejian and Bryant 2012; Southwest Human Development
and Indigo Cultural Center 2015). For example, the study of Educare found that more years of
program attendance was associated with better school readiness and vocabulary skills. Similarly,
the descriptive studies of interim outcomes pointed to the potential of the models to improve
these outcomes. The studies of both ELR and Smart Support suggested the potential of the
models to improve caregiver/consultant knowledge (YMCA of the USA 2014; Southwest
Human Development and Indigo Cultural Center 2015). The study of Educare found higher
levels of classroom quality as compared to national norms and the study of First Beginnings
found improvements on pre- and post-measures of classroom quality (Yazejian and Bryant 2012;
Campbell et al. 2005).
Causal impact studies. A conclusive test of effectiveness determines whether the model
caused the differences between expected outcomes for the intervention and comparison group.
Impact studies using well-executed designs such as RCTs, matched comparison group designs,
regression discontinuity designs, and single case designs are needed to attribute findings to the
model. To determine this causality, a study needs to examine the outcomes relative to what
would have happened without the model. These studies rely on a comparison group that does not
participate in the model but is otherwise similar to the group that does participate. When
intervention and comparison groups are similar, the outcomes for both groups can be compared,
and any differences can be attributed to the model.
Among the research on the compelling models, we identified three RCTs measuring interim
outcomes (EQIT, Infant Caregiver Mentoring Project, and Seeds to Success). Across the studies,
all three found higher observed quality in the intervention group versus the comparison group
(Moreno et al. 2015; Fiene 2002; Boller et al. 2010). These findings indicate these caregiver
professional development models are good candidates for impact studies examining whether the
models can improve child outcomes. At the time this report was written, impact studies
examining child outcomes were underway for two models: ECCP and Educare. Because the
results were not yet available, however, these two models were not included in the LITES
systematic review. The pilot study of ECCP, which was available after the completion of the
LITES systematic review, found suggestive evidence of decreased hyperactivity for toddlers
(Gilliam 2014). However, the small sample size may have impeded the authors’ ability to detect
a statistically significant impact. These findings warrant further investigation through rigorous
research.
D. Conclusion

This report profiled 13 models that are viewed by the ECE field as having potential to
promote infant and toddler early learning in out-of-home settings, but have not yet been
rigorously evaluated. The models include two that provide direct early learning services to
infants and toddlers; six focused primarily on working with caregivers through coaching,
modeling, and/or collaborative consultation to help them support children’s early learning; and
an additional five models are curricula implemented in programs for infants and toddlers. Over
half of the models are aimed at supporting children’s development across domains, including
language, cognition, or social emotional/behavioral development. The models tend to target
children and caregivers in a range of out-of-home ECE settings including both center-based and
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home-based settings. Eight of the 13 models had at least some research, usually a single
implementation or descriptive study. None of the curricula models had existing research. The
three models with impact studies of interim outcomes were all professional development models;
the findings pointed to the potential of these models to improve observed quality and increase
caregiver knowledge and skills.
Although many of the models have begun the process of building a research base, additional
research on out-of-home ECE models for infants and toddlers is essential for moving the field
forward. Two models—Educare and ECCP—are currently the focus of impact studies. As a
follow-up to these studies, models can also be tested with different subgroups of caregivers (for
example, family child care providers and center-based providers) or children (for example, dual
language learners and monolingual English speakers) to identify the groups for which particular
strategies are most effective. Additional compelling models that are well-specified and have
some existing research evidence, such as EQIT, Infant Caregiver Mentoring Project, Smart
Support, and Seeds to Success, might be ready for impact studies that examine their impact on
children’s outcomes. Others, including the five curriculum models, might require a full spectrum
of research to test the feasibility of staff training and implementation procedures, develop
standards for high-fidelity implementation and measures to monitor fidelity, and assess whether
the models show potential for producing intended outcomes.
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Table A.1. Electronic mailing lists for the LITES call for nominations
Group

Email or contact information

American Academy of Pediatrics
American Education Research Association
American Evaluation Association
American Medical Association
American Professional Society on the Abuse of Children
American Psychiatric Nurses Association
American Psychological Association
American Public Health Association
American Sociological Association
Association for Psychological Science
Association for Public Policy Analysis and Management
Association of Maternal and Child Health Programs
Center for Law and Social Policy
Child Care and Early Education Research Connections
Child Maltreatment Researchers Listserv
Child Welfare Information Gateway
Coalition for Evidence-Based Policy
Collaborative for Understanding the Pedagogy of Infant/Toddler
Development
Early Head Start Research Consortium
Evidence Based Home Visitation Programs
Federal Inter-Agency Workgroup on Child Abuse & Neglect
FRIENDS Listserv for Community Based Child Abuse Prevention
Grantees and Interested Community Members
Foundation for Child Development
Future of Children
Harvard’s Center on the Developing Child
Health Resources and Services Administration Traumatic Brain
Injury Technical Assistance Center Listserv
Healthy Start Eval Listserv (NIH)
International Society for the Prevention of Child Abuse and
Neglect
The International Society on Infant Studies
Maternal and Child Health, Early Childhood Comprehensive
Systems Listserv
Maternal and Child Health Training Listserv Members
National Association for the Education of Young Children
National Association for Welfare Research and Statistics
National Association of Social Workers
National Council on Family Relations
Network of Infant/Toddler Researchers
Partners in Maternal and Child Health Safety Net Listserv
Pew Charitable Trusts
Prevent Child Abuse America
Prevention Subcommittee Distribution List
Social Work Research Network (formerly called Institute for the
Advancement of Social Work Research)
Society for Prevention Research
Society for the Psychological Study of Social Issues
Society for Research in Child Development
Society of Pediatric Nurses
Zero to Three

A.3

kidsdocs@aap.org
aeainfo@vanderbilt.edu
info@eval.org
mediarelations@jama-archives.org
apsac@apsac.org
tlantrip@apna.org
public.affairs@apa.org
comments@apha.org
publications@asanet.org
amikulak@psychologicalscience.org
appam-l@list.s-3.com
info@amchp.org
jrobinson@clasp.org
contact@childcareresearch.org
child-maltreatment-research-l@cornell.edu
info@childwelfare.gov
danderson@coalition4evidence.org
vallotto@msu.edu
ehs_research@listserve.icfi.com
ebhv@listserve.icfi.com
catherine.nolan@acf.hhs.gov
friendsnrc@lists.friendsnrc.org
info@fcd-us.org
foc@princeton.edu
developingchild@harvard.edu
tbiserv@list.nih.gov
healthystarteval@list.nih.gov
ispcan@ispcan.org
lewkowic@fau.edu
eccs@lists.ucdenver.edu
mchtraining@list.nih.gov
membership@naeyc.org
NAWRS2013@gmail.com
membership@naswdc.org
info@ncfr.org
nitr@lists.icfwebservices.com
Members contacted directly
info@pewtrusts.org
mailbox@preventchildabuse.org
Members contacted directly
swrnet@bu.edu
info@preventionresearch.org
spssi@spssi.org
info@srcd.org
spn@dancyamc.com
0to3@presswarehouse.com
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Table A.2. Models considered for inclusion
Model

Source

Reason for screening out

Screened in
Assessment, Evaluation and
Programming System
Ball State University Child Study
Center
Comprehensive Child Development,
Inc.
The Creative Curriculum for Family
Child Care
The Creative Curriculum for Infants,
Toddlers & Twos
Cuyahoga County Early Childhood
Initiative
Early Childhood Consultation
Partnership
Early Learning Readiness Program
for Informal Family, Friend, and
Neighbor Caregivers
Educare
Emotional Beginnings
Expanding Quality in Infant Toddler
Care (EQIT) course and EQ RELATE
Model of Coaching
First Beginnings (Philadelphia
Inclusion Network)
Hawaii Early Learning Profile 0-3
HighScope Infant-Toddler Curriculum
Infant Caregiver Mentoring Project
Piper Child Development Center for
Family Studies and Child
Development at Baylor University
Promethean Foundation (Pro-Kids)
Responsive Infant/Toddler Practice
within a Suite of Inquiry
San Diego State University Children’s
Center
Seeds to Success
Smart Support

Data on curricula

a

Screened in

Call for nominations

Screened in

ASPE recommendation

Screened in

Data on curricula

Screened in

Data on curricula

Screened in

Screened out of systematic
review
Expert recommendation

Screened in

Call for nominations

Screened in

Expert recommendation
Data on curricula
Expert recommendation

Screened in
Screened in
Screened in

Expert recommendation

Screened in

Data on curricula
Data on curricula
Expert recommendation
Call for nominations

Screened in
Screened in
Screened in
Screened in

Call for nominations
Call for nominations

Screened in
Screened in

Call for nominations

Screened in

ASPE recommendation
Expert recommendation

Screened in
Screened in

The Anti-Bias Curriculum
AVANCE
Baby Signs
Beautiful Beginnings: A
Developmental Curriculum for Infants
and Toddlers
Beyond the Delivery/Infant Massage
Building Early Emotion Skills
Curriculum
Born to Learn/Parents as Teachers
Celebrating Families! (0-3)
Center for the Social and Emotional
Foundations for Early Learning:
Infant/Toddler Training Modules

Data on curricula
ASPE recommendations
Expert recommendation
Data on curricula

Did not meet 5 percent threshold
Primarily targets parents
Targets parents
Did not meet 5 percent threshold

Call for nominations
Call for nominations

Targets parents
Targets parents

Data on curricula
Call for nominations
Expert recommendation

Community Connections Preschool
for All Program

Screened out of systematic
review

Home visiting curriculum
Targets parents
Consists only of online trainings; lacking
specific guidance on how materials should
be implemented and/or support for
implementation
Does not have an infant/toddler component;
targets preschool children

Screened in

Screened out
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Model

Source

Reason for screening out

Continuity of care

Call for nominations

Developmental Learning Materials

Data on curricula

Domains Based Curriculum
Early Childhood Research and
Intervention Program
Early Learning Accomplishments
Profile
Games to Play with Babies

Data on curricula
Screened out of systematic
review
Data on curricula

Theoretical approach or general practice;
not a replicable model without further
specification
Infant/toddler curriculum not available; pre-K
only
No information available
Targets children with medical and
developmental disabilities
Assessment only

Games to Play with Toddlers

Data on curricula

Growing Great Kids In Center-Based
and Family Child Care Professional
Development Program

Data on curricula

High Reach For Infants/High Reach
For Toddlers and Twos
Infant Toddler Project

Data on curricula

Innovations

Data on curricula

Just in Time Parenting
Learning Activities for Infants
LINKAGES: Building Strong
Connections
Montessori

Call for nominations
Data on curricula
Call for nominations

Ones and Twos
Partners as Primary Caregivers
Partners for a Healthy Baby (Florida
State University)
Partners in Learning
Play and Learning Strategies
curriculum
Playgroup
Playtime Learning Games for Young
Children
Program for Infant/Toddler Care

Data on curricula
Data on curricula
Data on curricula

Theoretical approach or general practice;
not a replicable model without further
specification
No information available
No information available
Home visiting curriculum

Data on curricula
Expert recommendation

No information available
Parenting curriculum

Call for nominations
Data on curricula

Reggio Emilia

Data on curricula

Relaxation Techniques for Parents:
Tools for Managing Stress
Scholastic
South Carolina Program for
Infant/Toddler Care
Special Care Nursery

Call for nominations

Targets parents
Limited documentation available; handbook
of activities only
Rigorous research examining children’s
outcomes exists, therefore included in
systematic review
Theoretical approach or general practice;
not a replicable model without further
specification
Targets parents

Spilstead Model

Screened out of systematic
review
Data on curricula
Expert recommendation

Talking to Your Baby
Tools of the Mind

Data on curricula

Call for nominations

Expert recommendation

Data on curricula

Data on curricula
Call for nominations
Call for nominations
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Limited documentation available; handbook
of activities only
Limited documentation available; handbook
of activities only
Consists only of online trainings; lacking
specific guidance on how materials should
be implemented and/or support for
implementation
Did not meet 5 percent threshold
Draws largely on the Program for
Infant/Toddler Care (see below)
Infant/toddler curriculum not available;
preschool only
Targets parents
No information available
Targets parents

No information available
Draws largely on the Program for
Infant/Toddler Care (see above)
Targets children with medical and
developmental disabilities
Early intervention program, targets children
with developmental needs
Parenting curriculum
Infant/toddler curriculum not available;
preschool and older only
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Model

Source

Reason for screening out

Toronto First Duty

Screened out of systematic
review
ASPE recommendations

Does not serve infants and toddlers, only
older children
Model no longer implemented and no
information available

University-Housed Half Day Care
Model

ASPE = Office of the Assistant Secretary for Planning and Evaluation.
a
To identify commonly used curricula, we examined the Early Head Start Family and Child Experiences Survey
(known as Baby FACES) and the Head Start Program Information Report (PIR).
b
Using information from Baby FACES and the PIR, we screened out curricula used by less than 5 percent of Early
Head Start programs.
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Table B.1. Overview of compelling models
Model name

Overview and key components

Targeted outcomes

Target population

Models that provide direct early learning services to children
ELR promotes early learning for children receiving care in informal child care
settings, and supports their informal caregivers. These children and their
caregivers participate together in the program through sessions that are
facilitated and held in a group setting. A typical session consists of the following:
(1) an opening circle time where the children and caregivers read stories and
sing songs together; (2) time to explore a range of activities at 13 interest
centers; and (3) a closing circle to review the day’s learning. During the
sessions, facilitators talk with caregivers about the interest centers, how the
activities encourage learning in children, and the role caregivers can play in
promoting learning and development using the activities. In addition, activities at
each center include written guidance for caregivers that list learning concepts,
vocabulary words, and questions caregivers can ask the children. Session
content features monthly, culturally sensitive themes and is designed to align
with local standards for school readiness.

Child development and
school readiness, both
directly with children and
by increasing the skills
and knowledge of their
caregivers

Low-income children from
birth to age 5 who receive
informal care from family
members, friends, and
neighbors, as well as their
informal caregivers

Educare

The Educare Learning Network is a national network of schools that provide fullday, full-year early care and education to low-income children from birth to age
5. The Educare model contains several core features, which are grouped into
four domains: (1) data utilization, (2) high quality teaching practices, (3)
embedded professional development, and (4) intensive family engagement.
Under a system of continuity of care, children stay with the same teaching team
and cohort of children from program entry until age 3, and then stay with a
second team until they transition out of Educare and into elementary school at
age 5. Within each teaching team, every child has a primary caregiver, and each
classroom has three adults with eight infants and toddlers. Groups of staff from
up to four classrooms are supervised by master teachers who provide
mentoring, coaching, and support to classroom teachers. Local Educare sites
choose their own curriculum, which must be research-based and focus on preliteracy, early math, and social-emotional skills, and integrate development of
these skills with arts activities. Educare schools also offer on-site family
engagement services, provided by full-time family support supervisors and
specialists, to promote parent involvement. These staff also coordinate referrals
for parents to other services.

Language and literacy,
social-emotional
development, early math
concepts, problemsolving, and motor
development for children;
parents’ abilities to
support their child’s
learning and promote
family well-being after
they leave Educare

At-risk children from birth to
age 5 and their families;
families must meet Head
Start income requirements
to qualify
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Early Learning
Readiness (ELR)
Program for
Informal Family,
Friend, and
Neighbor
Caregivers

Models that primarily focus on professional development for caregivers
Early Childhood
Consultation
Partnership
(ECCP)

ECCP is an early childhood mental health consultation program that operates
statewide in Connecticut. The program is designed to build the capacity of
caregivers (primarily non-parental caregivers such as center-based educators
and family child care providers, but in some cases parental caregivers as well)
by offering support, education, and on-site consultation to help them meet the
social-emotional needs of children in their care. It is designed to address a
continuum of care that includes promotion, prevention, and early intervention.

Outcomes for children,
including social,
emotional, and mental
wellness, and preventing
at-risk children from
developing mental health
disorders or being

Children from birth to age 5
and their non-parental
caregivers in early care and
education settings, which
include both center-based
care and family child care
homes; in some cases,

Model name

Expanding Quality
in Infant Toddler
Care (EQIT)
course and EQ
RELATE Model of
Coaching

B.4
First Beginnings

Infant Caregiver
Mentoring Project

Overview and key components

Targeted outcomes

Target population
children’s families,
including services within
children’s homes; ECCP
aims to support children
who are at risk of
developing a mental health
disorder or of being
suspended or expelled
Colorado caregivers or
other individuals who work
with infants and toddlers in
group settings, whether in
center-based care, family
child care, or another
setting

Services provided by ECCP consultants range in scope and can consist of (1)
child-specific services, which help non-parental caregivers and family members
meet the needs of a particular child; (2) core classroom services, which help a
teacher or caregiver meet the needs of their classroom (and include some childspecific services); or (3) intensive center services, which help center staff build
capacity to address the needs of the full center (and may include child-specific
and classroom services).

suspended or expelled

The EQIT course provides training for caregivers of infants and toddlers to
improve their knowledge and skills. Course content covers the importance of
brain development in the first three years of life; the social-emotional, cognitive,
language, and physical development of infants and toddlers; relationship-based
care and relationship-based approaches to guiding children’s behavior;
partnerships with families; quality curriculum and environments; and health,
safety, and nutrition. Completion of the course meets some state licensing
requirements, and, when possible, partnerships with local community colleges
allow for course participation to result in college credit. These partnerships are
also used to encourage participants to consider additional formal coursework.
Class sizes are intended to be 20 or fewer caregivers. An orientation may be
held before the course begins to introduce instructors, provide an overview of the
course, set course expectations, and provide additional information. Participants
are also offered the option of receiving on-site coaching through the EQ RELATE
coaching model to supplement the course. The coaching supports participants in
reflecting on the skills and knowledge learned in the course and integrating this
information into the care they provide to their infants and toddlers.
First Beginnings is a professional development program for caregivers of infants
and toddlers in out-of-home settings (centers and family child care homes) that
features both training and on-site consultation designed to increase the quality of
care children received. First Beginnings consists of four components:
1. Participants take a group training class. Topics include caregiver-child
relationships, strategies for promoting learning and development, inclusion
and diversity, and working with families.
2. Outside of class time, participants complete a project that involves reflecting
on and writing about an infant or toddler in their care identified by them as
having a special need.
3. On-site observation visits are conducted before and after the program to
collect measures of the quality of the participants’ classroom environments
and their interactions with the children in their care.
4. Participants receive on-site consultation visits. Consultation strategies include
providing/reviewing resources or materials, brainstorming, modeling, and
discussion.

Knowledge and skills of
caregivers in multiple
areas, including
supporting children’s
social-emotional,
cognitive, and physical
development

Program quality

Caregivers of infants and
toddlers (birth to age 3) in
centers and family child
care homes

The Infant Caregiver Mentoring Project is designed to improve the quality of
infant and toddler child care programs through the use of mentoring. Participants
in the project are paired with an experienced early childhood professional who

Overall quality of the child
care environment,
especially the quality of

Pennsylvania caregivers
from center-based child
care programs serving

Model name

Targeted outcomes

serves as their mentor in a one-on-one relationship. The mentoring emphasizes
a relationship-based, problem-solving approach. In the first part of the program,
the mentor spends time getting to know the participant and observing him or her
on-site to develop a trusting relationship. When both parties feel comfortable, the
mentor begins working more actively with the participant. Mentors focus on being
open-minded, collaborative, and supportive of caregivers who are attempting
new ideas and strategies.

caregiver–child
interactions and the
sensitivity of caregivers to
the needs of their children

children from birth to
younger than age 3

Seeds to Success

Seeds to Success is a coaching model for providing quality improvement
services within a pilot child care quality rating and improvement system. It
supports licensed family child care providers, center-based teachers, and child
care center directors in improving: (1) the quality of early care and education and
(2) staff access to professional development and training. The coaching model,
the Consultative Coaching Program for Early Learning Professionals, was
developed in 2008 by Thrive by Five Washington, Washington State’s publicprivate partnership for early learning. The goal of the Consultative Coaching
Program is to train coaches to develop a trusting relationship with early learning
professionals so that they can help early learning professionals reflect on their
practice (1) in the classroom or in their business and (2) during interactions with
the other providers in that setting, with families, and with the children in their
care. The Seeds to Success coaches aim to help the professionals stay
motivated to attain their quality improvement goals and help establish skills and
behaviors that support continuous quality improvement. Providers and coaches
develop quality improvement plans that are used to guide the coaching sessions.
The plans are based on results of a baseline observation of setting quality.

Overall quality of care

Family child care providers,
center-based teachers, and
child care center directors
caring for children birth to
age 5

Smart Support

Smart Support is Arizona’s system of early childhood mental health consultation.
It partners mental health consultants with early care and education providers to
promote the social and emotional development of the children in their care, and
to help them respond to children with behavioral challenges. A consultant first
meets with a provider to explain the consultation services, confirm these are
appropriate for the provider's needs, and verify that the provider remains
interested in receiving these services. If so, the consultant works with the
provider to develop an individualized plan that describes how services will be
provided. Three types of consultation can be provided in different combinations
depending on provider needs and preferences: (1) program consultation focuses
on the provider’s entire setting; (2) classroom consultation works with a teacher
to improve his or her skills or outcomes in the classroom; and (3) child-centered
consultation involves helping staff and parents develop a plan to support care for
a child exhibiting difficult behaviors. Services provided by consultants may also
include training as well as referrals to other services and resources.

Emotional climate in
programs and classrooms;
staff interactions with
parents and other staff;
teacher attitudes, beliefs,
and knowledge; teacher–
child relationships; child
behavior; involvement with
early intervention
services; and reduced risk
of expulsion; capacity of
programs to meet
children's social and
emotional needs

Child care providers caring
for children from birth to
age 5, including child care
centers and preschools as
well as family child care
providers; consultation can
also be provided to home
visiting and family, friend,
and neighbor programs

Fine motor, gross motor,
adaptive, cognitive, socialcommunication, and social

Professionals (including
early childhood educators
in general, as well as
special education teachers,
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Overview and key components

Target population

Curricula models
Assessment,
Evaluation, and
Programming

AEPS is designed to support caregivers in matching a child’s goals and activities
with activity-based intervention strategies based on the child’s age and current
level of development. These strategies involve working on goals and objectives

Model name

Overview and key components

Targeted outcomes

Target population

within the children’s routine (for example, mealtimes, bathing, and dressing),
planned activities (for example, activities organized by an adult, such as
painting), and spontaneous activities that capitalize on children’s daily
interactions with their social and physical environments to facilitate skill
development. The curriculum is linked to the AEPS Test, an assessment
designed to help teachers select and evaluate goals and objectives that are
most appropriate for each individual child in key developmental areas. Overall,
AEPS includes two sets of assessment and curriculum materials, one for
children birth through age 3 and one for children age 3 through 6. The system is
supported by a web-based data management system known as AEPSi.

The Creative
Curriculum for
Family Child Care,
Second Edition

The Creative Curriculum for Family Child Care, Second Edition, is a curriculum
designed to help family child care providers: (1) set up the learning environment;
(2) plan developmentally appropriate routines and activities for every day of the
week; (3) promote children’s learning and development in the areas of socialemotional, physical, language, cognitive, literacy, mathematics, science and
technology, social studies, the arts, and English-language acquisition; and (4)
build partnerships with parents. To make it easier for caregivers to implement
activities, the curriculum also includes 68 Creative Curriculum LearningGames
offering suggestions for helping families and caregivers interact with children, a
list of necessary materials, and ways to adapt the activities to children’s ability
levels; a DVD about caregiving in the family child care setting and how children
learn; and a CD-ROM with copies of forms and letters to parents. Versions of the
curriculum for infant and toddler and preschool classrooms are also available.

Social-emotional,
physical, language,
cognitive, literacy,
mathematics, science and
technology, social studies,
the arts, and Englishlanguage acquisition

Family child care providers
caring for children birth to
age 12

The Creative
Curriculum for
Infants, Toddlers &
Twos, Third
Edition

The Creative Curriculum for Infants, Toddlers & Twos, Third Edition, is an early
childhood education curriculum that is designed to help teachers (1) set up the
learning environment; (2) plan developmentally appropriate routines and
experiences for every day of the week; (3) promote children’s social-emotional,
language, cognitive, and physical development, as well as content area learning
in literacy, mathematics, science and technology, social studies, and the arts;
and (4) build partnerships with families. The curriculum comprises three
foundational volumes and several additional resources, including Book
Conversation Cards; Mighty Minutes for Infants, Toddlers & Twos; Intentional
Teaching Cards; The Creative Curriculum LearningGames; and Highlights Hello
magazines. Related materials available separately from the curriculum include
two training videos on early language and literacy development; guides for
families on ways they can extend classroom activities at home; and Teaching
Strategies GOLD, an observational assessment for children from birth through
third grade. Versions of the curriculum for center-based preschool classrooms
and family child care providers are also available.

Social-emotional,
language, cognitive, and
physical development, as
well as content area
learning in literacy,
mathematics, science and
technology, social studies,
and the arts

Caregivers of children birth
to age 3

Hawaii Early

HELP 0-3 is a comprehensive, ongoing, curriculum-based assessment process

Cognitive, language,

Parents and non-parental
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System (AEPS),
Second Edition,
Curriculum for
Birth to Three
Years

early interventionists, family
service coordinators,
administrators, physical
therapists, speechlanguage pathologists, and
occupational therapists)
working with children birth
to age 3. Specifically
developed for use with
children who have
disabilities or are at risk for
developmental delays, but
can be used with all
children.

Model name
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Overview and key components

Targeted outcomes

Target population

Learning Profile
(HELP): 0-3

for use by providers working with infants and toddlers and their families. The
HELP 0-3 system includes (1) the assessment; (2) a family interview designed to
assess children’s developmental skills and behaviors and identify family
concerns, priorities and resources; (3) the HELP Activity Guide, a curricular
resource that includes activities linked to each skill assessed by the HELP
assessment, which caregivers can use with children; (4) HELP at Home, a
curriculum designed for providers to individualize and give to families to use with
their children; and (5) HELP When the Parent has Disabilities, an activity guide
adapted to accommodate parents who have disabilities. The HELP 0-3 system
covers 685 developmental skills and behaviors across the following six domains:
cognitive, language, gross motor, fine motor, social-emotional, and self-help.
HELP 0-3 products are cross-referenced through skill identification numbers for
easy linking between assessment and curriculum materials. Programs
implementing HELP 0-3 can use KinderCharts.net, an online system designed to
measure children’s developmental progress in essential domains that is directly
aligned with the HELP 0-3 assessments. Versions of the assessment and
curriculum for children ages 3 to 6 are also available.

gross motor, fine motor,
social-emotional, and selfhelp

caregivers of children birth
through age 3 as well as
Part C early intervention
providers for infants and
toddlers who have
developmental concerns

HighScope InfantToddler
Curriculum

The HighScope Infant-Toddler Curriculum uses a process of active learning—
called active participatory learning—that consists of experiences and exploration
with people, materials, events, and ideas. During active learning, caregivers
scaffold (support and gently extend) infant and toddler learning by encouraging
them to investigate the world around them. Learning and development are
anchored by long-term, trusting relationships with caregivers. The curriculum is
organized around six content areas and includes guidance for caregivers on
teaching practices designed to support children’s growth and learning. The six
content areas are: (1) approaches to learning; (2) social and emotional
development; (3) physical development and health; (4) communication,
language, and literacy; (5) cognitive development; and (6) creative arts. The
teaching practices include adult–child interactions, arrangement of the physical
environment, the use of daily schedules and routines, and observations and
planning for children. The curriculum is linked to HighScope’s comprehensive
online child assessment tool, called the Child Observation Record Advantage,
which covers development from birth through kindergarten. Preschool and
elementary school versions of the curriculum are available.

Approaches to learning;
social and emotional
development; physical
development and health;
communication, language,
and literacy; cognitive
development; and creative
arts

Out-of-home caregivers of
children birth to age 3

Table B.2. Overview of compelling model implementation guidelines
Model name

Dosage

Program length

Staff education
requirements

Staff training
requirements

Supports for
implementation

Models that provide direct early learning services to children
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Early Learning
Readiness (ELR)
Program for Informal
Family, Friend, and
Neighbor Caregivers

Twice per week; each
session is 2 hours

38 to 42 weeks per year

Not specified, although
a background in early
childhood, education, or
social work is
recommended for local
supervisors and
facilitators

The program has a
training plan for newly
hired local staff that
includes in-person
training sessions, online
modules on broader
topics such as
development and
achievement gaps, and
webinars on specific
program components.

Training materials
Qualified trainers
Fidelity tools
Systems for monitoring
fidelity

Educare

Full-day (locally
determined but
minimum of 6 hours per
day), full-year services

Up to 5 years (from age
6 weeks to kindergarten
entry)

Each classroom has a
lead teacher with a
minimum of a bachelor’s
degree in early
childhood education; an
assistant teacher with a
minimum of an
associate degree in
early childhood
education; and a
teacher aide with a high
school diploma/GED
and a credential in child
development or training
in infant and toddler
development. Master
teachers have master’s
degrees in early
childhood education; for
birth-to-age-3
classrooms, they have
special training in infant
and toddler
development.
Family support
supervisors have

Not specified

Operation/ implementation
manuals
Training materials
Qualified trainers
Fidelity tools
Systems for monitoring
fidelity

Model name

Dosage

Program length

Staff education
requirements

Staff training
requirements

Supports for
implementation

master’s degrees in
social work or a related
field, and family support
specialists have
bachelor’s or master’s
degrees in social work,
health, or a related field.
Models that primarily focus on professional development for caregivers
6 weeks for child
services; 12 to 14
weeks for classroom
services; 9 months for
center services

ECCP consultants must
have a master’s-level
degree in a human
services field, such as
social work, counseling,
or child development,
and preferably are
licensed mental health
providers.

Expanding Quality in
Infant Toddler Care
(EQIT) course and EQ
RELATE Model of
Coaching

The EQIT course is
typically offered
biweekly for 6 hours per
class. Total direct class
time is 48 hours.

The EQIT course is
typically offered over a
16-week period

Not specified
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Early Childhood
Consultation
Partnership (ECCP)

Weekly, 1.5 to 3 hours
depending on visit type

The number of hours of
coaching offered to
each participant is
determined on an
individual basis and
may depend on the
availability of funding

Coaching is offered
during the course, and
for course graduates,
for up to one year
following completion of
the course.

ECCP consultants
receive orientation and
an initial series of
trainings in early
childhood mental health
consultation during their
first six months. After
this initial phase,
consultants are
provided additional
trainings as continuing
education and receive
regular supervision from
the ECCP leadership
team that has clinical,
reflective, and
administrative
components.
Course instructors must
complete an 80-hour
train-the-trainer course,
which includes
additional written work,
and have previously
completed the EQIT
course or a similar
infant-toddler course.
They must obtain
approval to be an
intermediate-level
trainer from Colorado’s
trainer approval system.

Operation/ implementation
manuals
Training materials
Qualified trainers
Fidelity tools
Systems for monitoring
fidelity

Operation/ implementation
manuals
Training materials
Qualified trainers

Model name

Dosage

Program length

Staff education
requirements

Staff training
requirements

Supports for
implementation

Coaches must complete
an additional two days
of training on the EQ
RELATE coaching
model and tools before
offering any coaching.
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First Beginnings

Each training module is
3 hours; some classes
include five or seven
modules. On-site
consultation consists of
three 1-hour visits.

3 to 4 months

There are no
requirements for
instructors or
consultants, although in
one study of the
program, consultants all
held master’s or
bachelor’s degrees.

Infant Caregiver
Mentoring Project

Approximately 20 hours
of mentoring per month;
total of 80 hours

4 months

Not specified

Seeds to Success

Up to 8 hours of
coaching per month

6 months

Not specified, although
the implementing

Instructors are expected
to continue their
professional
development by
annually participating in
a minimum of 6 hours of
training seminars and
other learning
opportunities offered by
the EQ initiative.
There are no
requirements for
instructors or
consultants, although in
one study of the
program, the
consultants participated
in a 3-hour training
session before the
program started.
Mentors complete
seven days of training
before the program
starts. The topics
covered during the
training include building
relationships as a
mentor, other skills to
be effective as a
mentor, and infant and
toddler development.
In preparation for
implementation,

Operation/ implementation
manuals
Training materials

Operation/ implementation
manuals
Training materials
Qualified trainers

Training materials
Qualified trainers

Model name

Dosage

Program length

Staff education
requirements

Staff training
requirements

agencies seek
individuals with
expertise in early
childhood development,
child care, culturally
appropriate practice,
and adult learning
theories.

coaches participate in
multiple training
sessions, including
trainings on coaching,
the Environment Rating
Scales, and the
administrative data
system used to track the
provision of coaching.

Supports for
implementation
Fidelity tools
Systems for monitoring
fidelity

B.11

During the
implementation period,
coaches are supervised
by the site coordinators
at the implementing
agencies during team
and one-on-one
meetings. During the
field test, in one
community, coaches'
supervision was offered
weekly. In the other
community, supervision
was offered monthly.
Coaches also have the
opportunity to meet with
a mentor coach.
Smart Support

Weekly for 2 to 3 hours
per visit

The average length of
participation is
approximately 1 year,
but varies and can
range from several
months to much longer
than 1 year

Mental health
consultants must have a
master’s-level degree in
a mental health
discipline.
Supervisors of mental
health consultants must
have a license in a
mental health field.

New consultants go
through a week-long
orientation that includes
16 classroom hours,
shadow with
experienced
consultants, and are
expected to complete
trainings on attachment,
trauma, self-regulation,
and other subjects as
well as attend quarterly
meetings that review
key aspects of the

Operation/ implementation
manuals
Training materials
Qualified trainers
Fidelity tools
Systems for monitoring
fidelity

Model name

Dosage

Program length

Staff education
requirements

Staff training
requirements

Supports for
implementation

model over a 12-month
period. Other ongoing
professional
development activities
for all consultants
include a monthly book
club, regular training
opportunities (which
may be required, or
optional training that a
consultant can request
to attend), and weekly
meetings with
supervisors that use a
reflective supervision
approach.
Curricula Models
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Assessment,
Evaluation, and
Programming System
(AEPS), Second
Edition, Curriculum for
Birth to Three Years

Not specified

Not specified

Not specified, although
designed to be
implemented by
professionals

Not specified

Operation/ implementation
manuals
Qualified trainers

The Creative Curriculum
for Family Child Care,
Second Edition

Not specified

Not specified

Not specified

Not specified

Operation/ implementation
manuals
Training materials
Qualified trainers

The Creative Curriculum
for Infants, Toddlers &
Twos, Third Edition

Not specified

Not specified

Not specified

Not specified

Operation/ implementation
manuals
Training materials
a
Qualified trainers

Hawaii Early Learning
Profile (HELP): 0-3

Not specified

HELP 0-3 provides
materials relevant for a
three-year period (from
birth to age 3)

There are no
requirements, but staff
using HELP for the Part
C assessment process
should meet their state’s
definition of qualified
personnel. Any staff
with knowledge of

Not specified

Operation/ implementation
manuals
Training materials
Qualified trainers

Model name

Dosage

Program length

Staff education
requirements

Staff training
requirements

Supports for
implementation

None specified,
although caregivers who
complete a rigorous 20day training program
can meet requirements
for HighScope teacher
certification

Operation/ implementation
manuals
Training materials
Qualified trainers
Fidelity tools
Systems for monitoring
fidelity

infant-toddler
development can use
HELP as a curricular
program.
HighScope InfantToddler Curriculum

a

Not specified

Not specified

There are no
requirements for the
curriculum, but
HighScope adheres to
the staffing
requirements of the
agency or program
using the curriculum

Currently, fidelity tools are not available for The Creative Curriculum for Infants, Toddlers & Twos, but the developer plans to publish them by the end of 2015.
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APPENDIX C

MATHEMATICA POLICY RESEARCH

Our literature search was designed to locate published research on the 13 compelling models
that we identified. In this appendix, we describe the methods we used to carry out the literature
search, the screening procedures we used to identify relevant literature, and the results of the
literature search.
A. Targeted search for relevant literature

We searched for all relevant literature on the 13 compelling models. To maximize our search
results, we implemented the following search techniques.
Step 1. Develop focused search terms. Building off the search terms used for the LITES
systematic review, we worked closely with our librarians to develop search terms that captured
the range of relevant literature on the compelling models (Table C.1). We included the model
names as key search terms.
Table C.1. Search terms used for the LITES compelling models literature
search
Category

ID

Search term

Search
Restrictions

--

Studies published in English only
Studies published during or after 1960

Model name

S1

Each model was searched individually

Activity

S2

[(early near educat*) or preschool or “pre-school” or childcare or “child care” or
daycare or “day care” or “nursery school*” or “early learn*” or “nonparental care” or
“non-parental care” or “early care” or “center based” or “center-based” or “infant
care” or “toddler care” or “early childhood” or “child develop*]
And
(program* or intervention* or service* or model*)

Target group

S3

“birth to three” or “zero to three” or baby or babies or infan* or newborn* or toddler*
or (birth near “36 mo*”) or (prenatal near “36 mo*”) or “birth to 3” or zero to 3” or “0
to 3”

Document type

S4

(stud*or studies* or evaluat* or research or trial or experiment* or “clinical trial” or
“controlled clinical trial” or “controlled study” or “randomized control trial” or
longitudinal stud* or “program evaluation” “quasi-experimental” “matched group
comparison design” or “pre post” or “correlational” or “descriptive” or
“implementation” or “case study”) and (effect* or efficac* or impact* or outcome* or
evidence or implement* or fidelity or cost* or replic* or finding* or result*)

Combine terms

S5

S1 AND S2 AND S3 AND S4

Notes:

When performing proximity searches (for instance, quality near child care), we recommend using a
parameter that defines near as within five words of to optimize our ability to find relevant literature without
capturing a large volume of irrelevant literature. Searches look back to 1960 only if a given database has
literature of that age; otherwise, we begin the search at the earliest available date.

Step 2. Database search. Using the focused search terms, the Mathematica library staff
initiated a search of titles, abstracts, subjects, and key words within numerous databases. Table
C.2 lists each of the databases searched. 33 Mathematica librarians used advanced searching
32 F

33

All databases were searched for all models with one exception. The search for Educare in Child Care and Early
Education Research Connections resulted in an extremely high number of citations. As a result, we conducted a
separate and more targeted screening process of these citations. The citations, with the exception of one citation that
screened in, were not included in RefWorks and therefore are not included in the results listed in Table B.3.
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techniques—such as proximity searches—to optimize our ability to find relevant literature (for
example, requiring the words early, childhood, and education to be within five words of one
another). Databases differ in how they organize content; therefore, the librarians tailored the
search methods to the databases and checked the project search terms against keyword and
subject terms for each database when possible to ensure we did not overlook relevant citations.
The librarians saved literature search results in a designated project account created in
RefWorks, an online (but private and password-protected) bibliographic management system
that enables storing, scanning, and sorting a customized list of study citations and abstracts.
Table C.2. Databases searched for the LITES compelling models literature
search
Academic Search Premier

Campbell Collaboration

Child Care and Early Education Research Connections

CINAHL with Full Text

Cochrane Central Register of Controlled Trials

Cochrane Database of Systematic Reviews

Cochrane Methodology Register

Database of Abstracts of Reviews of Effects

EconLit

Education Research Complete

E-Journals

ERIC

MedLine

PsycINFO

ProQuest Dissertations & Theses

SAGE Journals

SocINDEX with Full Text

Scopus

B. Screening procedures

After we completed the search, trained staff conducted a multistep screening procedure to
identify the most relevant citations. All screening was conducted in RefWorks. Citations
screened out were assigned a disposition code describing the reason for their exclusion.
Step 1. Preliminary screening. In this step, we removed citations from our list that were
not useful to the review.


Deduplication of citations. When using the search terms across multiple databases,
searches sometimes identified the same citation in more than one database. We retained only
one copy of each citation, deleting the others from RefWorks.



Exclude publications that are not studies. Screeners next eliminated any irrelevant nonstudy citations the search terms yielded (for example, letters to the editor, book reviews, or
press releases). These were not considered further but remained in RefWorks labeled as
nonstudies.



Not a model. Screeners also eliminated studies that did not focus on one of the 13 named
compelling models. These were not considered further but remained in RefWorks labeled as
not a named model.

Step 2. Screening. After the removal of non-studies and studies that did not examine a
named model, additional screening for relevance was necessary using the study abstracts and, if
needed, the full text of the citation. For instance, some studies focused on a named model but the
target population for the study was preschool-age children rather than infants and toddlers. We
screened out studies for the following reasons:
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Not policy relevant. We excluded studies of early care and education (ECE) models
delivered in a developing-world context.



Not a primary study. We excluded summaries of studies reported elsewhere (for example,
literature reviews or meta-analyses).



Target population out of range. We excluded studies in which the children or families
were not enrolled in the ECE services before the child reached age 36 months.

C. Literature search results

Our search yielded 253 unduplicated studies. Of these, 7 studies screened in. The primary
reason studies screened out was because they were not focused on a named model. In addition,
we excluded 41 citations that were not studies. Table C.3 provides detailed information about the
search and screening results.
Table C.3. Literature search and screening results
Total
Total number of unduplicated studies
Screened in
Step 1: Screened out
Not a study
Not a named model
Step 2: Screened out
Not policy relevant
Not a primary study
Target population out of range

253
7
41
176
17
3
9
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