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Abstract
This treatise provides some insights into certain assumptions related to regulatory compliance and the implications for regulatory researchers
and policy-makers for the future development of rules and regulations. Once regulatory compliance decision making moves from requiring full
compliance with all rules to a substantial regulatory compliance decision making approach, the measurement and monitoring systems employed
to assess programs and facilities change dramatically.
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1. Introduction
Regulatory compliance is a sub-discipline within regulatory
science that focuses on measurement, monitoring systems, risk
assessment, and decision making based on regulatory compliance scoring. Regulatory compliance is dominated by nominal
scale measurement, that is, either a facility is in or out of compliance with specific rules. There is no middle ground with regulatory compliance as there is with most quality measurements,
which are generally made on an ordinal scale. However, some
regulators feel that certain regulations are not or should not be
subjected to nominal measurement.
A factor with regulatory compliance data is that they generally follow a very skewed frequency distribution, which limits
analyses to non-parametric statistics. Because of the skewed
data distribution, dichotomization of data is warranted, given
the lack of variance in the regulatory compliance frequency distribution - the majority of facilities 1 are either in full or substantial regulatory compliance.
An assumption within regulatory compliance is that full
regulatory compliance, that is, 100 percent compliance with all
rules 2 , is the best (i.e., risk is minimized) possible scenario for
the services being delivered and assessed. It is also assumed
that all promulgated rules have an equal weight in their relative impact on the desired service delivery model, although this
thinking has been changing over time regarding how rules are
∗ Corresponding author: Richard J. Fiene, Email:
rjf8@psu.edu, Phone: 717-598-8908, ORCID iD: http://ORCID: 0000-00016095-5085.
1 The term “facilities” is used when referring to programs and/or facilities.
2 The term “rules” is used when referring to rules and/or regulations.

reviewed and complied with. This short treatise will examine
the past 40 years of research delving into regulatory compliance measurement, and will provide some guidance to regulatory researchers and policy-makers as they move forward with
both research and policy development related to rules. The data
from these research studies have led to a Theory of Regulatory
Compliance that demonstrates that substantial regulatory compliance - and not full regulatory compliance - is a more effective and efficient public policy as it relates to decision making
on monitoring and licensing.
The results reported herein are drawn from human services delivery systems in the United States and Canada,
such as early care and education, as well as child and
adult residential services. The results are from state and
provincial level licensing systems involving over 10,000 facilities serving over 100,000 clients.
All the data are
part of an international regulatory compliance database
(https://data.mendeley.com/datasets/kzk6xssx4d/1) maintained
at the Research Institute for Key Indicators and the Pennsylvania State University.
2. Methods
Alternate methodologies, logic models, and algorithms
were developed directly from the Theory of Regulatory Compliance once it was determined that substantial regulatory compliance produced better results than full regulatory compliance.
These methodologies created a differential monitoring or targeted monitoring approach based on risk assessment, which
measures client morbidity and/or mortality when individual rule
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non-compliance is assessed, and the determination of key statistical predictors for overall regulatory compliance [3].
Briefly, the above methodologies provide cost-effective and
efficient means for the ongoing monitoring of human service
delivery systems by selecting and reviewing only those rules
that either have a positive impact on clients, statistically predict overall regulatory compliance, or protect the health and
safety of clients [3]. Based on regulatory compliance historical data, decisions could be made as to the frequency and depth
of the reviews or inspections. Abbreviated reviews (inspections
in which a subset of rules are measured), such as licensing key
indicator rules or risk assessment rules, would only be done
in those facilities having a history of high regulatory compliance. Those facilities with a history of high regulatory noncompliance would continue to receive full regulatory compliance reviews as they did in the past.
3. Results
Prior to 1979, it was always assumed that there was a linear
relationship between regulatory compliance measures and program quality measures of human service facilities. In a study
conducted in that year, which compared results from early care
and education programs, in particular child care centers, this
assumption did hold up when one went from low regulatory
compliance to substantial regulatory compliance. However, the
results from substantial regulatory compliance to full (100 percent) regulatory compliance did not show the same linear relationship. Rather, it showed that those programs that were
in substantial instead of full compliance were actually scoring
higher on the program quality measures.
Since 1979, this result has been replicated in many other
early care and education delivery system studies, both nationally in the United States (Head Start) [1] and in several states
(Georgia, Indiana, Pennsylvania) [2]. In all these studies, one
finds a non-linear - rather than a linear - relationship between
regulatory compliance and the overall quality of the facilities
being assessed.
4. Discussion
Based on the results above, there are several assumptions
within regulatory compliance that need to be reconsidered:
1. Public policies that require full (100 percent) compliance
with all rules may not be in the best interest of the clients
being served, nor an effective use of limited regulatory resources. Potentially, emphasis on substantial regulatory
compliance may be a more effective and efficient public
policy related to client outcomes when it comes to their
health, safety, and quality of life. Note that substantial
compliance is still very high regulatory compliance (9997 percent compliance with all rules) and produces positive client outcomes. As stated above, regulatory compliance data are extremely skewed and not normally distributed. There is very little variance in the data and the
2 of 3
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majority of programs are in either full or substantial regulatory compliance.
2. If a jurisdiction focuses on a substantial regulatory compliance public policy it opens up many system enhancements, such as differential or targeted monitoring, risk assessment analysis, and statistical key indicator rules that
have been demonstrated to be cost effective and efficient
approaches to reviewing program performance. In a full
regulatory compliance public policy approach, none of
these system enhancements can be employed, with the
possible exception of the key indicator approach as delineated in number four below.
3. If a jurisdiction takes the position that all rules are not
equal, then a risk assessment or weighting approach becomes an alternative based on the assumption that certain
rules place clients at greater risk of death, serious injury,
or other types of harm.
4. Even if a jurisdiction does not have a licensing law that
allows issuing licenses on the basis of substantial compliance, there is the possibility that key indicators could
still be used for abbreviated reviews or inspections, if
there is no prohibition in statute or regulation that expressly forbids the use of this approach, since key indicators statistically predict full regulatory compliance. In
other words, all rules are statistically predicted to be in
regulatory compliance based on the results of the key indicators. Therefore, technically, all rules have been reviewed albeit short of a full review or inspection.
5. Based on previous research, utilizing a risk assessment
approach along with a key indicator approach is the most
cost effective and efficient differential monitoring system
model. The reason is that both predictive rules and those
rules that place clients at greatest risk are always assessed
when a site visit review or inspection is done. Many more
jurisdictions use a risk assessment approach at this point,
but there is a loss of predictive regulatory compliance by
just using it.
6. Based on previous regulatory compliance history, only
those facilities in high regulatory compliance would be
eligible for abbreviated key indicator and risk assessment
reviews, whereas those with a history of high regulatory
non-compliance would continue to receive full regulatory
compliance reviews. This gets at the essence of the differential monitoring approach, which is cost neutral. Regulatory resources may then be re-allocated from the abbreviated reviews to more in-depth full regulatory compliance reviews.
7. Based on the use of the key indicator and risk assessment methodologies within a differential monitoring approach, it is possible to identify over multiple jurisdictions if there are generic rules that meet the criteria of risk
abatement and prediction. Such an application has occurred in the United States with the creation of early care

Journal of Regulatory Science | https://doi.org/10.21423/jrs-v07fiene
and education standards entitled Caring for Our Children
Basics, published by the Administration for Children and
Families, US Department of Health and Human Services
(2015).
5. Conclusion
Regulatory compliance is relatively new in applying empirical evidence and basic scientific principles to its decision
making. In the past, it had been dominated by case studies and
long narrative reports that did not lend themselves to quantitative analysis. There is a need to more clearly apply empirical
evidence and the scientific method to rule development. Certain assumptions, such as full regulatory compliance as a sound
public policy, are lacking in empirical evidence. This treatise
on a theory of regulatory compliance is provided for its heuristic value for both regulatory researchers and policymakers in
rethinking some basic regulatory compliance assumptions. It is
not about more or less, rules but finding the “right rules” that
protect clients, predict overall regulatory compliance, and produce positive client outcomes.
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30

This commentary on policy will deal with two key issues within regulatory science that need to

31

be dealt with by licensing researchers and regulatory scientists as they think through the best

32

methods for measuring regulatory compliance: 1) Program monitoring paradigms; 2)

33

Relationship of regulatory compliance/licensing and program quality. The examples drawn are

34

from early care and education but the key elements and implications can be applied to any field

35

of study related to regulatory science that involves rules/regulations/standards. For the purposes

36

of this manuscript “rules” will be used to describe or refer to “rules/regulations/standards”.

37
38

Program Monitoring Paradigms:

39

This section provides some key elements to two potential regulatory compliance monitoring

40

paradigms (Differential/Relative versus Absolute/Full) for regulatory science based upon the

41

Regulatory Compliance Theory of Diminishing Returns (Fiene, 2019).

42

As one will see, there is a need within regulatory science to get at the key measurement issues

43

and essence of what is meant by regulatory compliance. There are some general principles that

44

need to be dealt with such as the differences between individual rules and rules in the aggregate.

45

Rules in the aggregate are not equal to the sum of all rules because all rules are not created nor

46

administered equally. And all rules are to be adhered to, but there are certain rules that are more

47

important than others and need to be adhered to all the time. Less important rules can be in

48

substantial compliance most of the time but important rules must be in full compliance all of the

49

time (Fiene, 2019).

50

Rules are everywhere. They are part of the human services landscape, economics, banking,

51

sports, religion, transportation, housing, etc... Wherever one looks we are governed by rules in
2

52

one form or another. The key is determining an effective and efficient modality for negotiating

53

the path of least resistance in complying with a given set of rules. It is never about more or less

54

rules, it is about which rules are really productive and which are not. Too many rules stifle

55

creativity, but too few rules lead to chaos. Determining the balance of rules is the goal and

56

solution of any regulatory science paradigm.

57

Differential/Relative versus Absolute/Full Regulatory Compliance Paradigms: this is an

58

important key organizational element in how rules are viewed when it comes to compliance. For

59

example, in an absolute/full approach to regulatory compliance either a rule is in full compliance

60

or not in full compliance. There is no middle ground. It is black or white, no shades of gray as

61

are the cases in a differential/relative paradigm. It is 100% or zero. In defining and viewing these

62

two paradigms, this dichotomy is the organizational key element for this paper. In a

63

differential/relative regulatory compliance paradigm full compliance is not required and

64

emphasis on substantial regulatory compliance becomes the norm.

65

Based upon this distinction between differential/relative and absolute/full regulatory compliance

66

paradigms, what are some of the implications in utilizing these two respective approaches.

67

Listed below are the basic implications of the two approaches on program monitoring systems

68

listing the differential/relative versus the absolute/full regulatory compliance paradigms.

69

There are ten basic implications that will be addressed: 1) Substantial versus Monolithic. 2)

70

Differential Monitoring versus One size fits all monitoring. 3) “Not all standards are created

71

equal” versus “All standards are created equal”. 4) “Do things well” versus “Do no harm”. 5)

72

Strength based versus Deficit based. 6) Formative versus Summative. 7) Program Quality versus

73

Program Compliance. 8) 100-0 scoring versus 100 or 0 scoring. 9) QRIS versus Licensing. 10)

74

Non-Linear versus Linear.
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75

1) Substantial versus Monolithic: in monolithic regulatory compliance monitoring systems, it is

76

one size fits all, everyone gets the same type of review (this is addressed in the next key element

77

below) and is more typical of an absolute paradigm orientation. In a substantial regulatory

78

compliance monitoring system, programs are monitored on the basis of their past compliance

79

history and this is more typical of a relative paradigm orientation. Those with high compliance

80

may have fewer and more abbreviated visits/reviews while those with low compliance have more

81

comprehensive visits/reviews.

82

2) Differential Monitoring versus One Size Fits All Monitoring: in differential monitoring

83

(Differential/Relative Paradigm), more targeted or focused visits are utilized spending more time

84

and resources with those problem programs and less time and resources with those programs that

85

are exceptional. In the One Size Fits All Monitoring (Absolute/Full Paradigm), all programs get

86

the same type/level of review/visit regardless of past performance.

87

3) “Not all standards are created equal” versus “All standards are created equal”: when looking

88

at standards/rules/regulations it is clear that certain ones have more of an impact on outcomes

89

than others. For example, not having a form signed versus having proper supervision of clients

90

demonstrates this difference. It could be argued that supervision is much more important to the

91

health and safety of clients than if a form isn’t signed by a loved one. In a differential/relative

92

paradigm, all standards are not created nor administered equally; while in an absolute/full

93

paradigm of regulatory compliance, the standards are considered created equally and

94

administered equally.

95

4) “Do things well” versus “Do no harm” (this element is dealt with in the second component to

96

this paper below as well): “doing things well” (Differential/Relative Paradigm) focuses on

97

quality of services rather than “doing no harm” (Absolute/Full Paradigm) which focuses on
4

98

health and safety. Both are important in any regulatory compliance monitoring system but a

99

balance between the two needs to be found. Erring on one side of the equation or the other is not

100

in the best interest of client outcomes. "Doing no harm" focus is on the "least common

101

denominator" – the design and implementation of a monitoring system from the perspective of

102

focusing on only 5% of the non-optimal programs ("doing no harm") rather than the 95% of the

103

programs that are "doing things well".

104

5) Strength based versus Deficit based: in a strength-based monitoring system, one looks at the

105

glass as “half full” rather than as “half empty” (deficit-based monitoring system). Emphasis is on

106

what the programs are doing correctly rather than their non-compliance with standards. A

107

strength-based system is non-punitive and is not interested in catching programs not doing well.

108

It is about exemplars, about excellent models where everyone is brought up to a new higher level

109

of quality care.

110

6) Formative versus Summative: differential/relative regulatory compliance monitoring systems

111

are formative in nature where there is an emphasis on constant quality improvement and getting

112

better. In absolute/full regulatory compliance monitoring systems, the emphasis is on being the

113

gate-keeper (more about the gate-keeper function in the next section on regulatory

114

compliance/licensing and program quality) and making sure that decisions can be made to either

115

grant or deny a license to operate. It is about keeping non-optimal programs from operating.

116

7) Program Quality versus Program Compliance: (this element is dealt with in greater detail in

117

the second component of this manuscript) differential/relative regulatory compliance monitoring

118

systems focus is on program quality and quality improvement while in absolute/full regulatory

119

compliance monitoring systems the focus in on program compliance with rules/regulations with

120

the emphasis on full, 100% compliance.
5

121

8) “100 – 0 scoring” versus “100 or 0 scoring”: in a differential/relative regulatory compliance

122

monitoring system, a 100 through zero (0) scoring can be used where there are gradients in the

123

scoring, such as partial compliance scores. In an absolute/full regulatory compliance monitoring

124

system, a 100% or zero (0) scoring is used demonstrating that either the standard/rule/regulation

125

is fully complied with or not complied with at all (the differences between nominal and ordinal

126

measurement is dealt with in the next section on regulatory compliance/licensing and program

127

quality).

128

9) QRIS versus Licensing: examples of a differential/relative regulatory compliance monitoring

129

system would be QRIS – Quality Rating and Improvement Systems. Absolute/full regulatory

130

compliance systems would be state licensing systems. Many programs talk about the punitive

131

aspects of the present human services licensing and monitoring system and its lack of focus on

132

the program quality aspects in local programs. One should not be surprised by this because in

133

any regulatory compliance system the focus is on "doing no harm" rather than "doing things

134

well". It has been and continues to be the focus of licensing and regulations in the USA. The

135

reason QRIS - Quality Rating and Improvement Systems developed in early care and education

136

was to focus more on "doing things well" rather than "doing no harm".

137

10) Non-Linear versus Linear: the assumption in both differential/relative and absolute/full

138

regulatory compliance monitoring systems is that the data are linear in nature which means that

139

as compliance with rules increases, positive outcomes for clients increases as well. The problem

140

is the empirical data does not support this conclusion. It appears from the data that the

141

relationship is more non-linear where there is a plateau effect with regulatory compliance in

142

which client outcomes increase until substantial compliance is reached but doesn’t continue to

143

increase beyond this level. There appears to be a “sweet spot” or balancing of key rules that
6

144

predict client outcomes more effectively than 100% or full compliance with all rules – this is the

145

essence of the Theory of Regulatory Compliance (Fiene, 2019) – substantial compliance with all

146

standards or full compliance with a select group of standards that predict overall substantial

147

compliance and/or positive client outcomes.

148

As the regulatory science and administrative fields in general continue to think about the

149

appropriate monitoring systems to be designed and implemented, the above structure should help

150

in thinking through what these measurement systems’ key elements should be. Both paradigms

151

are important, in particular contexts, but a proper balance between the two is probably the best

152

approach in designing regulatory compliance monitoring systems.

153
154

Regulatory Compliance/Licensing and Quality

155

This part of the policy commentary will delineate the differences between regulatory compliance

156

and quality. It will provide the essential principles and elements that clearly demonstrate the

157

differences and their potential impact on program monitoring. Obviously, there is some overlap

158

between this section and the above section dealing with regulatory compliance monitoring

159

paradigms. When we think about regulatory compliance measurement, we are discussing

160

licensing systems. When we think about quality, we are discussing Quality Rating and

161

Improvement Systems (QRIS), accreditation, professional development, or one of the myriad

162

quality assessment tools, such as the Classroom Assessment Scoring System (CLASS) or

163

Environment Rating Scales (ERS’s). All these systems have been designed to help improve the

164

health and safety of programs (licensing) to building more environmental quality (ERS), positive
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165

interactions amongst teachers and children (CLASS), enhancing quality standards (QRIS,

166

accreditation), or enhancing teacher skills (professional development).

167

There are eight basic principles or elements to be presented (they are presented in a binary

168

fashion demonstrating differences): 1) “Do no harm” versus “Do good”. 2) Closed system versus

169

Open system. 3) Rules versus Indicators. 4) Nominal versus Ordinal measurement. 5) Full versus

170

Partial compliance. 6) Ceiling effect versus No Ceiling effect. 7) Gatekeeper versus Enabler. 8)

171

Risk versus Performance.

172

1) Let’s start with the first principal element building off what was discussed in the above

173

section, “Do No Harm” versus “Do Good”. In licensing, the philosophy is to do no harm, its

174

emphasis is on prevention, to reduce risk to children in a particular setting. There is a good deal

175

of emphasis on health and safety and not so much on developmentally appropriate programming.

176

In the quality systems, such as QRIS, accreditation, professional development, Environmental

177

Rating Scales, CLASS, the philosophy is to do good, its emphasis is looking at all the positive

178

aspects of a setting. There is a good deal of emphasis on improving the programming that the

179

children are exposed to or increasing the skill set of teachers, or improving the overall

180

environment or interaction that children are exposed to.

181

2) Closed system versus Open system. Licensing is basically a closed system. It has an upper

182

limit with full compliance (100%) with all rules. The goal is to have all programs fully comply

183

with all rules. However, the value of this assumption has been challenged over the years with the

184

introduction of the Regulatory Compliance Theory of Diminishing Returns (Fiene, 2019). With

185

quality systems, they have a tendency to be more open and far reaching where attaining a perfect

186

score is very difficult to come by. The majority of programs are more normally distributed where

187

with licensing rules the majority of programs are skewed positively in either substantial or full
8

188

compliance. It is far more difficult to distinguish between the really best programs and the

189

mediocre programs within licensing but more successful in quality systems.

190

3) Rules versus Indicators/Best Practices. Licensing systems are based around specific

191

standards/rules/regulations that either are in compliance or out of compliance. It is either a

192

program is in compliance or out of compliance with the specific rule. With quality systems, there

193

is more emphasis on indicators or best practices that are measured a bit more broadly and deal

194

more with process than structure which is the case with licensing. It is the difference between

195

hard and soft data as many legal counsels term it. There is greater flexibility in quality systems.

196

4) Nominal versus Ordinal measurement. Licensing systems are nominally based measurement

197

systems. Either you are in compliance or out of compliance. Nothing in-between. It is either a

198

yes or no response for each rule. No maybe or partial compliance. With quality systems, they are

199

generally measured on an ordinal level or a Likert scale. They may run from 1 to 3, or 1 to 5, or

200

1 to 7. There is more chances for variability in the data than in licensing which has 1 or 0

201

response. This increases the robustness of the data distribution with ordinal measurement.

202

5) Full or None versus Gradients or Gray Area. Building off of the fourth element, licensing

203

scoring is either full or not. As suggested in the above elements, there is no in-between category,

204

no gradient or gray area. This is definitely not the case with quality systems in which there are

205

gradients and substantial gray areas. Each best practice can be measured on a Likert scale with

206

subtle gradients in improving the overall practice.

207

6) Ceiling effect versus No Ceiling. With licensing there is definitely a ceiling effect because of

208

the emphasis on full 100% compliance with all rules. That is the goal of a licensing program, to
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209

have full compliance. With quality systems, it is more open ended in which a ceiling effect is not

210

present. Programs have many ways to attain excellence.

211

7) Gatekeeper versus Enabler: Licensing has always been called a gatekeeper system. It is the

212

entry way to providing care, to providing services. It is a mandatory system in which all

213

programs need to be licensed to operate. In Quality systems, these are voluntary systems. A

214

program chooses to participate, there is no mandate to participate. It is more enabling for

215

programs building upon successes. There are enhancements in many cases.

216

8) Risk versus Performance: Licensing systems are based upon mitigating or reducing risks to

217

children when in out of home care. Quality systems are based upon performance and excellence

218

where this is rewarded in their particular scoring by the addition of a new Star level or a Digital

219

Badge or an Accreditation Certificate.

220

There has been a great deal of discussion in the early care and education field about the

221

relationship between licensing, accreditation, QRIS, professional development, and technical

222

assistance. It is important as we continue this discussion to pay attention to the key elements and

223

principles in how licensing and these quality systems are the same and different in their

224

emphases and goals, and about the implications of particular program monitoring paradigms and

225

measurement strategies. For other regulatory systems outside the human services field, the same

226

type of model can be applied positioning compliance and quality as a continuum one building off

227

of the other because I feel that with the introduction of more quality into a regulatory context

228

will help to ameliorate the ceiling and plateau effect of diminishing returns on performance and

229

outcomes.

230

10

231
232
233

Reference:

234

Fiene, R. (2019). A treatise on Regulatory Compliance. Journal of Regulatory Science, Volume

235

7, 2019. https://doi.org/10.21423/jrs-v07fiene

11

The Instrument Based Program Monitoring Information
S y s t e m and the Indicator Checklist for Child Care
Richard Fiene
Office o f Children Y o u t h and Families
Commonwealth o f Pennsylvania
Mark Nixon
Children's Services Monitoring Transfer Consortium, Washington, D.C.

A B S T R A C T : The I n s t r u m e n t Based P r o g r a m Monitoring Information System (IPM)
and the Indicator Checklist (IC) are two tools for the s t a t e m a n a g e m e n t of child day
care services. A methodology for monitoring interviews and site visits to child day care
programs is described. A n integral feature of I P M is a s y s t e m of assigning weights to
the questions or items so t h a t scores reflect the relative importance of s t a t e
regulations. A n Indicator Checklist is a questionnaire or checklist t h a t contains selected, predictive items from a longer, comprehensive i n s t r u m e n t t h a t a s t a t e uses to
monitor child day care providers' conformance to s t a t e day care regulations. A n Indicator Checklist contains items t h a t have been determined to be most effective in
discriminating between providers t h a t typically receive high overall scores on the comprehensive i n s t r u m e n t and providers t h a t typically receive low overall scores.

For nearly half a century, state governments have accepted responsibility for ensuring that those who care for children in their home and
in day care centers meet minimum requirements for health and safety.
During the past decade as the amount of state and federal funds for
day care have grown, states have taken an active role in monitoring (1)
the ways in which day care providers administer their programs, and
(2) the quality of the services provided to children for whose care the
state is paying.
Nationally, day care is big business. It is estimated that currently
there are more than 118,000 licensed providers who serve an estimated
1.2 million children every day. The stakes in assuring that these
children are well served are high, both in terms of public health and
safety and from the viewpoint of enhancing the growth and development of America's most precious resource, its children. It is estimated
that $6.3 billion dollars are spent annually on day care services. 1
Reprints should be requested from Richard Fiene, Directory of Research a n d Information Systems, Office of Children, Youth, and Families, 1514 N o r t h Second Street,
Harrisburg, P A 17102.
Day care services include group day care centers serving 12 or more children, group
day care homes serving 6-11 children, and family day care homes serving 5 or fewer
children. Head S t a r t & nursery school programs t h a t operate for p a r t day are included
in day care services definition.
198
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However, in monitoring these services, states spend less than one percent of their day care funds each year to ensure that providers comply
with regulations or meet quality guidelines.
This article describes an approach in monitoring child day care services called: Instrument Based Program Monitoring (IPM). An I P M
differs substantially from the more common approach to monitoring:
narrative site visit reports used by most states. The narrative report
approach usually includes a site visit to each provider and the
preparation of a summary of observations and interpretive and
evaluative comments about the monitor's findings. These reports are
time consuming to prepare, and often difficult to summarize succinctly
for policy makers and administrators. This article describes an alternative to the narrative site report.

Forces Changing the Regulatory Environment
The job of state agencies in program monitoring is currently
changing in response to powerful forces in American society,
especially at the level of state government.
First, there is the continuing need to assure parents that their
children will not be subjected to unsafe day care environments and
that day care providers who receive state funds are meeting the terms
of their contracts with the state by providing quality services. Quality
services are defined as day care services that promote sound child
development principles and do not only ensure that children are in
healthy and safe child care environments. Public accountability
requires that the state entertain a dual purpose, one is to monitor compliance with state regulations; b u t secondly and equally important,
there is a strong need for the state to ensure that quality child development services are supported and provided.
Gwen Morgan's (1980} work is particularly helpful in providing
direction regarding the relationship between licensing and funding
criteria. A Model presented b y Morgan (1980} clearly delineates a
regulatory continuum where day care licensing is considered as the
floor to quality with accreditation as the standard of quality for which
model day care programs strive. Recent efforts by the National
Association for the Education of Young Children {Center Accreditation Project {1983}} and the Children's Services Monitoring
Consortium (Child Development Program Evaluation Scale (1984))
have helped to support this move towards accreditation and the
measurement of quality in early childhood programs. These efforts
take on additional meaning given the direction from the federal government to pass as much of the responsibility for monitoring early
childhood programs to the states.
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Second, the fiscal cutbacks that are now occurring in many states
will almost certainly increase the pressure on state agencies to operate
as efficiently as possible. Cutbacks in staff across agencies are likely,
even as workloads increase. These factors will force states to
streamline their regulatory enforcement and monitoring efforts in all
areas, including day care and children's services. A promising approach attempted in some states is moving from a licensing to a
registration system. In a registration system, the locus of control for
the regulatory process is shifted from the state to the provider
level--the provider is responsible for assuring that s/he meets all
registration requirements.
Third, the role of the state in regulating private sector organizations
is changing. There are now active pressures to reduce the general level
of state regulation with a view toward encouraging private market
forces in the production and allocation of goods and services. Further,
there is a commitment in a growing number of states to reduce the extent of the Federal Government's involvement, including federal funding and accompanying regulatory requirements, in several areas,
notably human services (The moratorium placed on the Federal Interagency Day Care Requirements is a specific example which was
supported by a number of states).
Fourth, many states are actively seeking ways to reduce the burden
on the private sector of the compliance monitoring activities that are
perfomed by the state. For those regulations that continue in force,
many states will be examining approaches that simplify monitoring
procedures and make them less onerous for providers. This is particularly true for day care services, which are often provided by individuals or organizations that may have little experience coping with
regulations.
I P M as a Response to These F o r c e s

One approach that states have used to cope with these forces is the
development of Instrument-Based Program Monitoring Systems-(IPMs).
As the name implies, an IPM system incorporates three
distinguishing characteristics: First, it is instrument-based. The
system uses checklists or questionnaires that contain highly specific
questions. These questions usually correspond directly to the state's
regulations or other requirements (e.g., fiscal requirements). Second, it
supports program monitoring. In its broadest sense, program
monitoring is the management process of conducting periodic reviews
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or inspections to ensure that certain activities, such as the provision of
day care service, meet acceptable criteria, and the process of effecting
corrective action where required. Program monitoring may include one
or some conbination of:
. Licensing reviews (Table 1 gives a listing of items taken from
Pennsylvania's IPM at the licensing and minimal standards
level};
Contract compliance reviews; and
3. Evaluations of program quality that go beyond minimum r e
quirements to health and safety. A specific example that may be
helpful is taken from the California Child Development Program
Quality Review (1982) Instrument. What follows is a sampling
of the Table of Contents:
.

PROGRAM QUALITY SUB SCALE
A. GOALS AND OBJECTIVES OF CHILD DEVELOPMENT
PROGRAM ARE EVALUATED AT LEAST ANNUALLY
BY THE STAFF AND PARENTS AND ARE MODIFIED
AS NEEDED
B. TEACHING STAFF HIGHLIGHTS EACH CHILD BY
SHARING INDIVIDUAL ETHNIC AND CULTURAL
BACKGROUNDS--EMPHASIS IS PLACED ON CAREGIVER OBSERVATIONS.
C. THE GOALS, OBJECTIVES, AND PROCEDURE FOR
IDENTIFICATION OF CHILDREN'S NEEDS ARE
EVALUATED AT LEAST ANNUALLY BY STAFF AND
PARENTS {Fiene, 1984}.

Third, IPM is a comprehensive system. It is part of a group of related
steps such as on-site reviews, corrective action, follow-up reviews, and
summarizing and reporting results that are used recurrently to accomplish the task of compliance monitoring. Program, fiscal, and
statistical components can be linked quantitatively to constitute a
comprehensive IPM system for day care. A new software decision support system {Watson, Fiene, & Woods, 1984} based on IPM is being
developed for micro-computer technology and is being pilot tested in
Michigan Department of Social Services, and Texas Department of
Human Resources. When the IPM system is used in this linked
fashion, it provides the basis for monitoring child day care Vendor &
Voucher Delivery systems.
The advantages of an IPM system that are responsive to the
changes mentioned earlier include: consistency, coverage of all
regulatory areas, clear expectations simplified monitoring procedures,
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TABLE

1

Pennsylvania Child Development Program Evaluation
specific Item~ Within Identified General.4 teas

;eneral Re( ~irement:

I. Relevant approvals
i 2. Insurance coverage
3. Parent participation

4. Child abuse reporting procedures
5. Provision for special services
; t a f f i n g Standard.'

staff requirements
4. Staff health requirements

1. Qualifications of staff
2. Responsibilities
3. Adult/child ratio and m i n i m u m

:.mplo fee Record~

1. Evidence of qualifications and
references for staff
~uilding ~t Sit

1. Appropriate indoor and outdoor
square footage per child
2. Characteristics of play areas
3. Sanitary facilities
4. Storage of medicine and

5.
6.
7.
8.

materials
Cleanliness
Screening of windows and doors
Heating apparatus
Educational materials available

-quipmen~

1. Condition and placement of
equipment

2. Swimming regulations
3. Napping rules
'rogram for Childrel

Evidence of written program plan
with developmental activities
2. Discipline
3. Identification and referral of

special needs children
4. Sanitary habits developed
5. Infant/toddler stimulation
6. School-age requirements

ood ~ Nutritiol

1. Menu requirements
2. Infant formula rules

3. Utensils
4. Special diet considerations
rrans 3 o r t a t i o r

1. Vehicles all licensed and inspected
2. Insurance coverage
3. Adult/chilfl ratio

4. Restraint of children
5. First-aid kit materials

:hild Healtt

4. Medicatiom
5. Procedure for ill children
6. First-aid requirements

1. Requirements of health records
2. Emergency contact information
3. Medical emergency procedures

;taff H e a l t |

2. Physical requirements for infant
caregivers

1. Procedures for staffillness

Procedures ~t A p p l i c a t i o n !

1. Pre-admission policy
2. Requirements for child's application

3. Requirements of day care agreement

hild Recorc

1. Frequency of updating records
2. Confidentiality
3. Information to be included in
child's records

4. Parental rights to records
5. Procedure for release of information
6. Use of records after termination of
service
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and potential for cost efficiencies. With an IPM system, the same
questionnaire or checklist is used with all providers, and there is less
opportunity for individual bias in reporting results. Similarly, basing
the questions or checklist items explicitly on the regulations or other
requirements makes it possible to ensure that all areas are covered
adequately. Having a clear set of questions that are known to both
monitoring staff and providers reduces the possibility of misunderstandings and misinterpretations concerning the results of the
review. Finally, standardized procedures for administering the
questionnaire and processing the results can simplify the state's
monitoring task and reduce the time, cost, and burden of monitoring
both to the provider and to the state.
Four agencies {Pennsylvania's Office of Children Youth and
Families, West Virginia's Office of Social Services, California's Office
of Child Development, and New York City's Agency for Child Development} that are part of a consortium for improving the monitoring of
children's services {Children's Services Monitoring Transfer Consortium} have experienced significant improvements in provider
satisfaction with monitoring efforts and have, in some cases, achieved
more efficient allocations of resources for day care and day monitoring.
Pennsylvania has experienced substantial cost savings by linking the
results of their IPM system to the state's fiscal and statistical information systems (See Figure 1). The state was able to set a ceiling on
Pennsylvania Model for
Day Care M a n a g e m e ~ t - l n f o r m a t l o n - T e c h n i c a l Assistance System

Ix~cal. Sial,*ge h~let al I *wt-!

ilu~-(21rv Program I awvl

FIGURE 1
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day care funding that did not jeopardize program quality, and used the
funds that were formerly given to high-cost providers to improve services of other providers on a targeted basis. The state saved approximately $5 million in day care funds while maintaining the quality
of day care services, and it did so without major resistance from the
provider groups. California has been able with its IPM system to begin
automation of its licensing and program quality instruments and
linking these data with unit cost and service information on providers.
In the development of the program quality instruments, a representative sample of providers from across the state played a critical role in
the development and implementation of California's IPM system.
These links are providing the basis for a child development, decision
support system for the Office of Child Development in California.

Indicator Checklist Improves IPM Systems
Very recently, a number of states (Pennsylvania, West Virginia,
Michigan, California, Texas, and New York) have begun experimenting with what has been called a n " Indicator Checklist." Simply defined, an indicator checklist is a questionnaire or checklist that
contains selected items or indicators from a longer, comprehensive instrument that is used as part of an IPM system. The items on the
checklist are those that have been determined to be most effective in
discriminating between providers that typically receive high overall
scores on the comprehensive instrument or provide a high level of
quality care and providers that typically receive low overall scores or
provide low level of care (Figure 2).
Because of their value in distinguishing between providers who are
in compliance and those that are out of compliance, the items on the in-

The Indicator Checklist Approach
~

[

PROVIDERS
INHIGH
COMPLIANCE

PROVIDERS I
INLOWOR I
NON-COMPLIANCE
I
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dicator checklist have been called "predictor" items. That is, they are
a subset of items from the longer instrument that have a strong ability
to "predict" the results that would have been obtained had the comprehensive instrument been administered to a given provider. In four
of the states mentioned above, the average length of their respective
Indicator Checklist's have been approximately 25 items. This compares with the average of approximately 200 items on their respective
comprehensive instruments. The relationship between the scores obrained on the state's Indicator Checklists and their comprehensive instruments have been extremely high. When a Pearson's Product
Correlation Coefficient was calculated on the Indicator Checklist and
the comprehensive instrument for each state the correlation coefficients were always at a r = +.80 or higher (See Figure 2a for a graphic
display of W e s t Virginia's data).

Correlation
Indicator Checklist and Comprehensive Instrument

~8
• ."

°

0
0
0

Comprehensive Instrument
Scores

FIGURE 2 a
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Based on the results of Pennsylvania's, West Virginia's, California's
and New York City's Indicator Checklists, certain common items were
consistently showing up as predictor items that were separating those
good providers from those problem providers. In other words, the
following items were always in compliance for the good providers and
were always out of compliance for the problem providers:

LICENSING SUBSCALE
A. GROUP SIZE AND ADULT CHILD RATIOS;
INFANTS
1 STAFF TO 5 CHILDREN
10 INFANTS IN A GROUP
TODDLERS
1 STAFF TO 4 CHILDREN
8 TODDLERS IN A GROUP
PRESCHOOLERS
1 STAFF TO 10 CHILDREN
20 PRESCHOOLERS IN A
GROUP
SCHOOL AGE
1 STAFF TO 15 CHILDREN
30 SCHOOL AGE CHILDREN IN A GROUP
B. SUFFICIENT SPACE--MINIMUM OF 40 SQ FT PER
CHILD;
C. EQUIPMENT IS EASILY ACCESSIBLE TO CHILDREN;
D. ALL VEHICLES ARE EQUIPPED WITH AGE-APPROPRIATE SAFETY CARRIERS;
E. CLEANING MATERIALS ARE INACCESSIBLE TO
CHILDREN;
F. EMERGENCY CONTACT INFORMATION IS
AVAILABLE FOR ALL CHILDREN;
G. ALL STAFF HAVE HAD PERIODIC HEALTH
APPRAISALS;
DEVELOPMENT OF
H. ACTIVITIES PROMOTE:
SKILLS
SELF-ESTEEM
POSITIVE SELF-IDENTITY
CHOICE OF ACTIVITIES.
(Fiene, 1984}
To most administrators and policymakers, the advantages of a
shorter form will be readily apparent. The short form extends the general advantages of an IPM system in three key ways.
First, it substantially reduces the burden on providers, especially
those providers that have a record of high compliance and are judged
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suitable for use of the short form--it is proposed that these providers
be visited once every three years using the comprehensive instrument.
In the intervening years, the indicator checklist should be used.
Second, the indicator checklist approach can further reduce a state's
cost of monitoring and permit the more efficient reallocation of staff
resources to other activities. A cost effectiveness study conducted in
West Virginia utilizing their indicator checklist resulted in a savings
of 50% staff time in determining the level of compliance of providers
(in dollars, this translated to $800 annually per visit saved (Peat, Marwick, & Mitchell 1983}. With such a substantial savings in time,
program monitors/evaluators could be freed to act more as consultants
in providing technical assistance to providers.
Third, reviews of providers may be consolidated where appropriate.
For example, state staff who perform fiscal/contract compliance audits
of providers might be trained to administer the indicator checklist
during their audit.
The total effect of maintaining a strong compliance monitoring
capability that is less of a burden on providers and that achieves
greater efficiency with lower cost is a higher quality monitoring
system.

What is Needed to Develop an Indicator Checklist?

An indicator checklist is constructed as follows (See Figure 3):
1) Begin with an existing, comprehensive instrument that has a
sufficiently large number of items so as to make greater efficiency desirable. The relative importance of each item as
reflected in some kind of scoring or weighting system must have
been established. Many criteria may be used for weighting the
individual items. One criterion that is particularly useful for
weighting purposes is the extent to which a particular item is
related to health, safety, or developmental risks to children.
2} Your state should have used the comprehensive instrument long
enough so that it is considered reliable for monitoring purposes;
the instrument should have generated data that can be used to
distinguish among providers in substantial compliance and
weak or non-compliant providers.
3} With an existing, comprehensive instrument and some
historical score information, it is possible to use a simple arithmetical formula (phi coefficient} to select those items from the
long questionnaire that are most useful in distinguishing be-
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tween good and inadequate programs. These distinguishing or
"predictor" items form the basis of the indicator checklist (See
Fiene & Nixon, 1983) for a detailed explanation of the formula
for developing an indicator checklist).
4) The final step is to include on the short form particular questions or items from the comprehensive instrument that are of
critical importance to the health and safety of children.
Typically, these are items which, if violated, would be sufficient
basis for denying or revoking a license for a day care program.
Usually, such items are few in number. They are added to the
short form with the predictor items to ensure that children will
not be jeopardized by any statistical errors that might occur if
only t h e " predictor" items were used.
From this description of the procedure for developing the shortened
instrument, it is clear that the essential prerequisites for such a
checklist are: 1. a long, comprehensive instrument in which state administrators have confidence; 2. items on the comprehensive instrument that are weighted to indicate their relative importance; 3.
sufficient score data from use of the comprehensive instrument to differentiate among better and worse programs; and 4. state commitment
to developing a short form instrument.

Specific Concerns of Administrators and Policymakers
It m a y be useful to address particular concerns of administrators
and policymakers who m a y be interested in or even actively considering developing a shortened form of their state's monitoring or

Constructing The Indicator Checklist
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licensing questionnaire or checklist. In particular, administrators will
need to know: how their state can make use of an indicator checklist;
whether indicator checklists have been tried by other states; how the
quality of monitoring can be ensured; and whether there are potential
drawbacks.

Can My State Make Use Of A n Indicator Checklist?
Practically every state that presently has some form of questionnaire or checklist can potentially profit from using a shortened form of
the instrument. Naturally, if your state's instrument is already sufficiently short, then little will be gained by being more selective about
questions or items to include. Many states are confronted, however,
with lengthy instruments that cover a wide range of requirement
areas. These states are prime candidates for short-form instruments.
Similarly, perhaps obviously, if your state does not currently have
an instrument-based system, then consideration of an indicator
checklist/short form is premature.
In order to develop a successful indicator checklist, it is important
that the items on your state's current instrument be clearly linked to:
.

2.

Your state' s requirements {regulations}; and
The results or outcomes that are considered desireable with
respect to the providers' performance in such areas as licensing,
contract monitoring, and program quality.

Unless there is a clear correspondence between intrument items and
requirements, there is a danger that the items selected for inclusion on
the short form will be only loosely tied to regulations and m a y be perceived b y providers as improper or illegal. Similarly, if there is only a
weak link between items on your state's comprehensive instrument
and the results that you expect from providers, then the ground for
selecting particular items as good predictors will not be solid enough.

Have Indicator Checklists Been Tried By Other States ?
The concept of an indicator checklist m a y be appealing, but administrators are usually hesitant to take risks that could jeopardize
systems that have been developed through years of work. It is often
satisfying to know that other states have already tested the concept in
practice.
At present, the indicator checklist concept is still an innovation that
holds great promise b u t has been fully implemented in only four
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states; Pennsylvania, West Virginia, New York, and California have
developed an indicator checklist/short form and are testing the concept. Because the initial analyses conducted by these states suggest
that the short form can work, other states such as Michigan and Texas
have declared their intention to develop a shortened instrument by
using these states' experiences as a guide. Clearly though, the indicator checklist/short-form methodology is still in the experimental
stage.

How Can The Quality Of Monitoring Be Ensured?
Top administrators m a y wonder whether the shortened instrument
presented here will compromise the quality of their state's current
monitoring effort. Our view is that the short form will enhance current
monitoring efforts b y increasing the efficient and effective utilization
of monitoring staff. But there are precautions that states should take
in developing and using indicator checklists.
The indicator checklist/short instrument should not be used as a
substitute for the comprehensive instrument, but rather as its complement. If the short form is viewed as the monitoring instrument,
then there may be a tendency over time for providers to meet only the
requirements covered on the short form. This situation could, indeed,
compromise the quality of monitoring.
On the contrary, we would anticipate that states might keep their
comprehensive instruments as the definitive set of compliance expectations and administer them for the initial review (e.g., licensing
review) of a provider, and could use the indicator checklist/short form
as:
1.
2.

A screening device to determine whether, for a given provider, it
is necessary to administer the longer version; and
An interim review instrument to be used as the principal tool for
providers who have a good record of compliance.

For example, the comprehensive instrument might continue to be
used for "problem" providers and on a periodic basis, say, every three
years for good providers. Naturally, if the short form were used with a
provider and problems were discovered, then the comprehensive instrument, or some portions of it, could be administered.
Over time, as conditions change, it will be necessary to update and
revise both the comprehensive and short instrument. Using the comprehensive instrument at least periodically with all providers will
provide a basis for modifying the short form to reflect changing compliance patterns.
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We expect that both versions of the instrument would be used by
state staff who are trained and competent to assess compliance. These
staff would certainly not limit themselves to using the short form if
they determined, on site, that conditions warranted using the comprehensive instrument. The purpose of the indicator checklist/short
form is to increase the options available to the state for monitoring in a
flexible and cost-effective manner, not to put unreasonable constraints
or "blinders" on monitoring staff.
W h a t A re The Potential Draw backs ?

As with all innovations, the introduction of an indicator checklist as
the basis for routine monitoring in a state m a y create some problems.
Because so few states have introduced indicator checklists on a
widespread basis, it is difficult to identify all of the concerns that m a y
arise in practice. However, a few potential problems can be anticipated. (See Table 2).
First, some states' regulations require that all providers be reviewed
every year in all regulatory areas. That is, the state insists that a comprehensive review, for example, using the comprehensive form of a
state's monitoring instrument, take place for each provider. If this is
the situation in your state, then the use of a shortened instrument may
depend on changing the current regulatory provisions concerning the
frequency and scope of reviews. A strong basis for making such a
change is the cost effectiveness of the indicator checklist/short form,
that is, its potential for reducing monitoring costs substantially
without reducing the quality of the monitoring effort.
TABLE 2
Potent!81 D r a ~ c k 8

,, ,

Regulatory Requirement
for Annual
Comprehensive Review

Possible Solutions
• Change Regulatory
Requirements

• Staff Resistance

• Educate Staff

• State's-Lack of
Prerequisites

• Seek Assistance
inObtaining
Prerequisites

Second, the state's staff who are responsible for monitoring m a y
resist the introduction of the indicator checklist/short form. From
their viewpoint, it m a y appear that the use of indicator checklists is a
reduction in the importance of their professional roles and that the
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state's cost savings may take the form of fewer jobs for day care
monitors.
In our view, states m a y need to assure their staff that the indicator
checklist/short form is not intended to reduce either the professional
judgments involved or the scope of the monitoring function. As mentioned earlier, the comprehensive and short instruments must be used
in a complementary way, not as substitutes, in order for the short form
to have validity. If anything, the judgment of the monitors may be expanded as it becomes necessary to decide whether, in a particular case,
the short instrument will be sufficient to measure compliance with
state requirements, and/or program quality criteria. Monitors must be
persuaded that the short form is an aid that is designed to reduce the
monitors' workload for those providers with whom the short form is
appropriate.
The reduction in workload m a y gradually change the relationship of
monitors to providers from one of regulation to one of active support
in improving the health and safety of the day care environment and encouraging child development. This change in the monitors' role could
enable the state to make even better use of the current monitoring
staff's knowledge and experience.
With respect to costs and staff reduction, there is little question that
substantial decreases in workload could also result in reduced staffing
levels. However, before considering cutbacks in staff, we would encourage states to consider reallocating staff time that is saved because
of the short form to other monitoring activities such as technical
assistance to providers involving program quality issues.
Third, a state m a y discover that it does not have the necessary
prerequisites, described earlier, to develop and implement an indicator
checklist. If your state lacks these prerequisites--in particular a comprehensive instrument, reports of scores, and a system of weighting
items on the instrument--then it may be advantageous for you to
examine other reports prepared b y the Children's Services Monitoring
Transfer Consortium that describe how these prerequisites can be met.
You may be interested in obtaining the Consortium's series of Guide
Books. The three volumes of this series describe in detail how to
develop a comprehensive instrument from which an indicator
checklist/short form can be derived.
Conclusion
The art of monitoring has evolved considerably
more highly trained staff have been given
monitoring, and as clearer procedures, such as
program monitoring, have been implemented. This

in recent years as
responsibility for
instrument-based
evolution has con-

Richard Fiene and Mark Nixon

213

tributed positively to achieving the desirable outcomes of improved
day care for children for which the state has developed regulations. At
the same time, the evolution has, we hope, made it possible for
providers to operate more effectively with the minimum necessary
oversight by the state.
Instrument Based Program Monitoring Systems are now being
developed in other children's services such as MH/MR services. Pennsylvania has developed its child welfare information system based on
the instrument based program monitoring concept. This system meets
two needs for Pennsylvania: it tracks children through its foster care
system; and it complies with PL 96-272--the Adoption Assistance and
Foster Care Act--a federal law. West Virginia is attempting to use the
IPM methodology in monitoring its family day care home programs.
Also, a micro-computer, decision support system based on the Instrument Based Program Monitoring and Indicator Checklist
methodology is being developed by the Children's Services Monitoring
Transfer Consortium (CSMTC}. The CSMTC is a group of states
{Pennsylvania, West Virginia, California, New York, Michigan, and
Texas} who have been disseminating exemplary monitoring techniques
from state to state. Based on the combined efforts of these states, a
generic indicator checklist that measures compliance with state
regulations as well as program quality has been developed (Fiene,
1984}. The CSMTC feels that this generic indicator checklist can be
used by states who have not developed an instrument to assess
providers, or as a model instrument to assist states in developing their
own instruments.
The real potential of monitoring in achieving social goals, (such as
protecting the health and safety of young children, ensuring quality
child development programs, and tying these to child development
outcomes}, will be better realized through continuing research and
development of improved monitoring procedures. It is in this context
that the development of the indicator checklist represents a major advance in monitoring children's services.

References
Aronson, S., Fiene, R. & Douglas, E. Pennsylvania Child Development Program
Evaluation Instrument, Bureau of Child Development, Harrisburg, Pennsylvania,
1977.
Belsky, J.& Steinberg, L. The effects of day care: A critical review, Child Development,
1978, 49, 929-949.
Class, N. & Orton, R. Day care regulation: The limits of licensing, Young Children, Vol.
//2, 1980, September, 12-17.
Collins, R. Child care and the states: The comparative licensing study, Young Children,
Vol. #2, 1983, July, 3-11.

214

Child Care Quarterly

Cohen, M. New York City Indicator Checklist, NYC Agency for Child Development,
New York City, 1983.
CWLA, Day Care Standards Revisions, Child Welfare League of America, New York
City, 1983.
Douglas, E. &Fiene, R. Making the almost impossible--possible: Evaluation of a
human service (Ecological Paradigm for child care monitoring}, paper presented at
National Association for the Education of Young Children, November 1979, Atlanta, Georgia.
Ferrar, H., Gleason, D. & Smith, B. A State-of-the-Art Report on State Monitoring of
Child Care Facilities, Social Services Research Institute, Washington, D.C., 1980.
Fiene, R., The two year old: Characteristics and management of his play, Dimensions,
1974,2, 2, 46-58.
Fiene, R., Current trends in research, Children, 1975, Spring, 15-18.
Fiene, R. Child Development Program Evaluation Scale, Children's Services
Monitoring Consortium, Washington, D.C., 1984.
Fiene, R., Douglas, E., & Kroh, K. Child Development Program Evaluation, Bureau of
Child Development, Harrisburg, Pa., 1977.
Fiene, R., Douglas, E. & Nixon, M. System Documentation for Pennsylvania's Instrument Based Program Monitoring Information System, Children's Services
Monitoring Services Consortium, Washington, D.C., 1983.
Fiene, R. & Nixon, M. Instrument Based Program Monitoring System, Children's Setvices Monitoring Consortium, Washington, D.C., 1981.
Fiene, R. & Nixon, M. Indicator Checklist Methodology, Children's Services
Monitoring Consortium, Washington, D.C., 1983.
Harms, T. & Clifford, R. Early Childhood Environment Rating Scale, Teachers College,
Columbia University, New York, 1980.
HEW, FIDCR Report of Findings and Recommendations, U.S. Department of Health
Education and Welfare, Washington, D.C., 1978.
Lazar, I. Lasting Effects After Preschool, U.S. Department of Health, Education and
Welfare, Washington, D.C., 1979.
Merrill, B. West Virginia Indicator Checklist, West Virginia Department of Social Services, Charleston, W.V., 1981.
Morgan, G. Regulation of Early Childhood Programs, Washington, D.C.: Day Care and
Child Development Council of America, Inc., 1971.
Morgan, G. Alternatives for Regulation of Family Day Care Homes for Children,
Washington, D.C.: Day Care and Child Development Council of America, Inc.,
1974.
Morgan, G. Regulating early childhood programs in the eighties, unpublished
manuscript, 1980.
NAEYC, Criteria for quality early childhood programs, National Association for the
Education of Young Children, Washington, D.C., 1983.
Peat, Marwick, & Mitchell, Assessment of the inplementation of the indicator checklist
for day care centers in West Virginia, Children's Services Monitoring Consortium,
September, 1983.
Poole, J. Child Development Program Quality Review, California State Department of
Education, Sacramento, CA., 1982.
Ruopp, R. Children at the Center, Cambridge, MA: Abt Books, 1979.
Watson, S., Fiene, R., & Woods, L. Kids MicroComputer Software, Children's Services
Monitoring Consortium, Washington, D.C., 1984.
Zigler, E. & Gordon, E. Day Care: Scientific and Social Policy Issues, Boston,
Massachusetts: Auburn House Publishing Company, 1982.

International Journal of Child Care and Education Policy
2013, Vol. 7, No. 1, 1-15

Copyright 2013 by Korea Institute of Child Care and Education

A Comparison of International Child Care and
US Child Care Using the Child Care Aware –
NACCRRA (National Association of Child Care
Resource and Referral Agencies)
Child Care Benchmarks
Richard Fiene, Ph.D.
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This is a first of its kind study comparing the USA to other world countries utilizing the Child Care Aware
– NACCRRA Child Care Benchmarks related to health and safety rules and regulations. A team of
researchers analyzed the child care/early care & education rules and regulations from the USA and a
selected group of countries to do a comparative analysis using the Child Care Aware – NACCRRA
benchmarking scoring protocol. The results from the analyses were somewhat unexpected in that the
scores between the USA and the other countries were not as statistically significant in the overall scores.
However, when more specific benchmarks were compared statistically significant differences did appear in
the health & safety and professional development areas.
Key words: Child Care Quality, Comparisons of USA and International Child Care, Child Care
Regulations.

Introduction1

that have used extensively in the USA
to compare state regulatory and
monitoring policy and implementation.
The use of these benchmarks has been
very useful in comparing states in the
USA on an agreed upon series of child
care benchmarks that have a great deal
of support in the research literature
(AAP/APHA, 2012, 2013; NACCRRA
2007, 2009, 2011). Previous research
(OCED, 2006) has focused on early care
and education policies in other
countries which was a very important

The purpose of this paper is to
compare several countries (N =20) and
the United States on the Child Care
Aware – formerly NACCRRA (National
Association of Child Care Resource and
Referral Agencies) Child Care Benchmarks
41 Grandview Avenue
Middletown, Pennsylvania USA 17057
717-944-5868 Phone and Fax
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March 2013 (revised and resubmitted July 2013)
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first step in making comparisons across
countries. This paper will expand upon
this comparison in order to begin
applying the NACCRRA benchmarks
to other countries and establish a
baseline between the USA and other
countries related to regulatory review
and analysis. This study is important
because it provides a common rubric
for making comparisons between the
USA and other countries that is reliable
and valid (NACCRRA 2007, 2009, 2011)

related to regulatory analysis. As far as
the author can determine from his
extensive review of the literature,
similar studies of this type have not
been attempted utilizing a standardized
rubric created by a major national child
care organization. There have been
other studies completed in which
comparisons were made of other
countries, the OCED (2006) Starting
Strong II study and report is an
excellent example of this type of

Figure 1.
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analysis and is recommended reading
for anyone interested in reviewing
public policy analyses.
The child care benchmarks1 utilized
in this study are based upon the
following key indicators: prevention of
child abuse, immunizations, staff child
ratio, group size, staff qualifications
and training, supervision/discipline,
fire drills, medication administration,
emergency plan/contact, outdoor playground,
inaccessibility of toxic substances, and
proper hand washing/ diapering
(NACCRRA 2007, 2009, 2011). These
benchmarks are more based upon the
structural aspects of quality rather than
on the process aspects of quality. This
is an important distinction between the
USA approach and the other countries
approaches that becomes important in
the explanation of results later in this
paper.
This paper also supports and expands
the development of an Early Childhood
Program Quality Indicator Model
(ECPQIM)(Fiene & Nixon, 1985) which
is in a 4th generation (Fiene, 2013) as a
differential monitoring logic model &
algorithm helping to guide the program
monitoring of child care/early care &
education programs (see Figure 1).

Team. The same scoring protocol that
was utilized in developing the 2007,
2009, and 2011 Reports and comparisons of
states by Child Care Aware - NACCRRA
was employed in this study in
comparing the average scores of the
states and the 20 countries. The 100
point scale consisted of 10 child care
benchmarks each worth 10 points: ACR
= Staff child ratios NAEYC Accreditation
Standards met (R1); GS = Group size
NAEYC Accreditation Standards met
(R2); Director = Directors have
bachelor’s degree (R3); Teacher = Lead
teacher has CDA or Associate degree
(R4); Pre = Initial orientation training
(R5); Inservice = 24 hours of ongoing
training (R6); Clearance = Background
check (R7); Devel = Six developmental
domains (R8); Health = Health and
safety recommendations (R9); and
Parents = Parent Involvement (R10).
Data Scoring
The scoring protocol employed a
total raw score approach of 100 points
that was used to compare the countries
on the 10 child care benchmarks in the
aggregate. The scoring protocol also
employed a standardized scoring
approach (0 to 2 points) on each of the
10 child care benchmarks utilizing the
following scale: 0.0 = Does not meet the
Child Care Aware – NACCRRA
Benchmarks; 0.5 = Marginally meets the
Child Care Aware – NACCRRA
Benchmarks; 1.0 = Partially meets the
Child Care Aware – NACCRRA
Benchmarks; 1.5 = Substantially meets
the Child Care Aware – NACCRRA

Method
Data Collection Process
Data collection was done on a 100
point scale which is delineated in
Appendix 1 as developed by the Child
Care Aware - NACCRRA Research
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Benchmarks; 2.0 = Fully meets the Child
Care Aware – NACCRRA Benchmarks.

other countries selected (Australia,
Belgium, Norway, Finland, Sweden,
Ireland, United Kingdom, Italy, France,
New Zealand, Mexico, Greece, Canada,
Austria, Portugal, Philippines, Turkey,
Pakistan, Nigeria, Denmark, and Spain
– these countries were selected because
of their availability of child care/early
care & education rules and regulations
as described previously above in Data
Sources) when comparing the total
scores on the 100 point scale; the USA
average for all 50 states scored 58 while
the 20 countries average score was 56.
However, a very different scenario
occurs when looking at the ten
individual child care benchmarks using
the standardized 0 – 2 scoring protocol.
The 20 countries selected in this study
scored statistically higher on the
following child care benchmarks: Director
(t = 7.100; p < .0001) and Teacher (t =
7.632; p < .0001) qualifications. The
USA scored statistically higher on the
following child care benchmarks:
Health/Safety (t = 6.157; p < .0001),
Staff Clearances (t = 3.705; p < .01), and
Pre-Service (t = 4.989; p < .001) /InService training (t = 2.534; p < .02) (See
Table 1 & Figure 2).
The results showed that both the
USA and all other countries mean
scores were 58 and 56 respectively on
the 100 point scale – this is a raw scale
score and not the standardized score (0
– 2 – see Table 1 and Figure 2) which
was used in the comparisons for each
benchmark. This is not a particularly
good score if you think in terms of
exams, but for states and countries with

Data Collectors
A team of undergraduate and graduate
research assistants2 at the Pennsylvania
State University were the data
collectors in which each of them
reviewed the child care/early childhood
rules/regulations/standards from a
specific country and scored the
rules/regulations/standards on the
Child Care Aware – NACCRRA 100
point raw score protocol and the
standardized (0 – 2) scoring approach.
Data Sources
The child care regulations selected
were for preschool age children only in
child care center setting in the 20
countries. Geographically the governmental
jurisdiction closest to the national
capital was used if applicable national
regulations could not be found. More
than the final 20 countries selected were
reviewed but several countries needed
to be dropped because they did not
meet the above criteria or the
regulations could not be found in
English. This was more a convenience
sample rather than a stratified scientific
sample, a limitation of this study.

Results
The results from this study and
analysis were totally unexpected. The
results indicated no statistically significant
differences between the USA and the
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Table 1
Mean Comparisons between USA and Twenty Countries on Child Care Aware – NACCRRA
Benchmarks
Benchmark
ACR (R1)
GS (R2)
Director (R3)
Teacher (R4)
Preservice (R5)
Inservice (R6)
Clearances (R7)
Development (R8)
Health(R9)
Parent(R10)

Countries
1.122
0.4063
1.5625
1.6563
0.9375
0.6563
0.6094
1.6406
0.9844
1.5000

USA

Significance
not significant
not significant
t = 7.100; p < .0001
t = 7.632; p < .0001
t = 4.989; p < .001
t = 2.534; p < .02
t = 3.705; p < .01
not significant
t = 6.157; p < .0001
not significant

0.8462
0.5865
0.5
0.4038
1.6731
1.0481
1.2404
1.4519
1.7404
1.5385

Legend:
Child Care Aware - NACCRRA Benchmarks:
Parent = Parent Involvement (R10)
Health = Health and safety recommendations (R9)
Development = Six developmental domains (R8)
Clearances = Background check (R7)
Inservice = 24 hours of ongoing training (R6)
Preservice = Initial orientation training (R5)
Teacher = Lead teacher has CDA or Associate degree (R4)
Director = Directors have bachelor’s degree (R3)
GS = Group size NAEYC Accreditation Standards met (R2)
ACR = Staff child ratios NAEYC Accreditation Standards met (R1)
Scoring:
0.0 = Does not meet Child Care Aware – NACCRRA Benchmarks.
0.5 = Marginally meets Child Care Aware – NACCRRA Benchmarks.
1.0 = Partially meets Child Care Aware – NACCRRA Benchmarks.
1.5 = Substantially meets Child Care Aware – NACCRRA Benchmarks.
2.0 = Fully meets Child Care Aware – NACCRRA Benchmarks.

vastly complex bureaucracies maybe
this isn’t as bad as it looks. Could it be
that the USA is better than we think or
is it that the USA and all other
countries are providing just mediocre
child care?!
The reason for using aggregate data
in this study was to be consistent in
how data have been collected in the
USA utilizing the Child Care Aware –
NACCRRA Scoring Protocol. This did
delimit the potential analyses for this

study and the recommendation would
be made in future studies to unbundle
the results so that more detailed
comparisons could be made. As
mentioned in the introduction, the
purpose of this study was to provide an
initial baseline comparison between the
USA and other countries on the Child
Care Aware – NACCRRA Scoring
Protocol.
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Discussion

comparisons.
It appears that when it comes to child
care benchmarks the USA actually
appears to be in better shape than many
advocates and experts would have
thought when compared to other
countries or is it that the other countries
are providing the same form of
mediocre care as it relates to these child
care benchmarks. Remember that these
benchmarks are heavily weighted
towards the structural side of quality

The purpose of this study was to
extend the Child Care Aware NACCRRA Child Care Benchmarks
Scoring Protocol to an international
sample comparison. As has been done
by the National Science Foundation
with math and science testing, these
same types of comparisons have been
made with the USA not fairing all that
well on the math and science

Figure 1. Mean Comparisons between USA and Twenty Countries on Child Care Aware –
NACCRRA Benchmarks
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rather than the process side of quality.
However, when the individual
benchmarks are analyzed then certain
patterns occur which seem very
consistent with the previous research
literature. The 20 countries scored
higher on the staffing benchmarks
while the USA scored higher on the
training and health/safety benchmarks.
Clearly this is an indication reflecting
public policy in the other countries as
versus the USA. Many other countries
place more emphasis on the process
aspects of quality which involve staff
and staff interactions with children.
The USA has focused more on the
structural aspects of quality which
involve health & safety especially in the
state licensing of child care. These
structural aspects of quality are more
easily quantifiable in state rules and
regulations which is the locus of control
for the licensing of child care. Since the
USA does not have national standards
that are required (the USA does have
national health and safety standards
that are recommended practice, such as
Caring for Our Children (2012)) as is
the case in so many of the countries in
this study, this may provide a possible
explanation for the results of this study.
It will be interesting to see how Quality
Rating and Improvement Systems
(QRIS) which usually have some
process standards impact this overall
balance of structural and process
aspects of quality. This is an area that
needs additional research and more indepth analysis.

So what does this tell us. I think it is
a warning call as has been put forth by
Child Care Aware - NACCRRA that we
still have a lot of additional work to do
in improving child care, not only in the
USA, but worldwide. Just as the Child
Care Aware -NACCRRA Report Cards
(2007, 2009, 2011) have played a role in
making positive change in the child
care benchmarks over time; we need to
expand this reporting and change to a
world wide focus. There is clearly the
need to expand from the present
analysis of 20 countries and the USA to
other countries throughout the world
and to track changes over time as Child
Care Aware/NACCRRA has done.
Another area of concern within the
USA and I am sure in other countries as
economies have begun their slow
recovery from the economic downturn
of 2008 – 2010 is to do more with less.
One such approach being explored in
the USA is called differential monitoring
which helps to re-allocate limited
resources in a more cost effective and
efficient manner via a risk assessment
and key indicator approach. I hope
that this comparison utilizing the Child
Care Aware – NACCRRA Benchmarking
Scoring Protocol and introducing the
Early Childhood Program Quality
Indicator Model/Differential Monitoring
Logic Model and Algorithm (Fiene,
2013) within an international context as
first steps in making that happen.
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Notes
1

In the licensing literature these child care
benchmarks are usually referred to as key
indicators (Fiene, 2013). Please see Figure 1
which delineates where within a program
monitoring system these benchmarks would
appear and could be utilized.

2

The following individuals played key data
collection roles as research assistants in the
compilation of this study: Melissa Cave,
Ashley Le, Breanna Green, Corrie Podschlne,
Sherrie Laporta, Ashley Edwards, Laura
Hartranft, Gissell Reyes, Janet Lazur, Kayma
Freeman, Jessica White, Karen Mapp, and
Lindsay Bitler.
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Appendix 1
Benchmark criteria for We Can Do Better: NACCRRA Ranking of State Child Care Center
Regulations:2011 Update were developed by Child Care Aware - NACCRRA and have
been used for the 2007, 2009 and 2011 We Can Do Better reports. The rationale for each
standard, including research evidence of its importance in quality care, is noted in each
section of the report and in previous reports. Each of the 10 regulation benchmarks
were scored with a value ranging from one to 10 points, depending on how closely the
state met the benchmark, for a maximum total of 100 points. In cases where states
permit several different options for complying (e.g., complying with director or teacher
qualifications), the minimum allowed was used. This information was used to generate
state sheets with scores for each standard.

Scoring Methods for NACCRRA Ranking of
State Child Care Center Regulations (R)
Question

Scoring method

Regulation 1. Staff:child ratio
requirements comply with NAEYC
accreditation standards.
6
mo

9
mo

18
mo

27
mo

3
yr

4
yr

5
yr

1:4

1:4

1:4

1:4

1:9

1:10

1:10

R2. Group size requirements are in
compliance with NAEYC
accreditation standards.
6
mo

9
mo

18
mo

27
mo

3
yr

4
yr

5
yr

8

8

8

8

18

20

20

Number of ratios in compliance with
NAEYC standards
7 ratios
6 ratios
5 ratios
4 ratios
3 ratios
2 ratios
1 ratios

Number of group sizes in
compliance with NAEYC standards
7 ratios
6 ratios
5 ratios
4 ratios
3 ratios
2 ratios
1 ratios

9

Score
10
9
8
7
5
3
1

Score
10
9
8
7
5
3
1
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R3. Center directors are required to
have a bachelor’s degree of higher
in early childhood education or a
related field.

Director education requirement
Bachelor’s degree in any field
College directors certification
Any associate degree
CDA
Clock hours/less than associate degree
High school or less

Score
10
7
5
5
2
0

R4. Lead teachers are required to
have a Child Development
Associate (CDA) credential or an
associate degree in early childhood
education or related field.

Lead teacher education requirement
CDA/associate degree or better
State Credential
Clock Hours in ECE
High School/GED
Less than High School

Score
10
5
2
2
0

R5. Lead teachers are required to
have initial training, including:
 Orientation.
 Fire safety.
 Other health and safety issues.
 At least one staff member
certified in first aid must be
present when children are in
care.
 At least one staff member who is
certified in CPR must be present
when children are in care.

Number of areas training is required
Five areas
Four areas
Three areas
Two areas
One area
None

Score
10
8
6
4
2
0

Ongoing training >
24 Hours
18 hours
12 hours
6 hours
None

Score
10
7
5
2
0

R6. Lead teachers are required to
have 24 hours or more of annual
training.

R7. A comprehensive background
check is required for child care
providers.
 Use of fingerprints to check state
records.
 Check FBI records.
 Check state child abuse registry
 Check sex offender registry.
 Criminal history check.

Number of Background checks
completed
Five checks
Four checks
Three checks
Two checks
One check
None

10

Score
10
8
6
4
2
0
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R8. Child care centers are required
to offer program activities that
address all six child development
domains
 Language/literacy.
 Cognitive.
 Social.
 Emotional.
 Physical.
 Cultural.
R9. Child care centers are required
to follow 10 recommended health
and safety practices.
 Immunizations.
 Guidance/discipline.
 Diapering and handwashing.
 Fire drills.
 Medication administration.
 SIDS prevention.
 Emergency preparedness.
 Playground surfaces.
 Hazardous materials.
 Incidence reporting.
R10. Child care centers are
required to:
 Encourage parent involvement.
 Require daily or ongoing
communication with parents.
 Allow parental access any time
their children are in care.

Developmental domains addressed
6 domains
5 domains
4 domains
3 domains
2 domains
1 domain
None

Score
10
9
7
5
3
1
0

Standards
Standards
Score
Score
addressed
addressed
10
10
5
5
9
9
4
4
8
8
3
3
7
7
2
2
6
6
1
1
Allowing corporal punishment is an automatic zero

Number of items required
Three items
Two items
One item
None

Score
10
7
3
0

Appendix 2
These were the countries included in these analyses: Australia, Belgium, Norway,
Finland, Sweden, Ireland, United Kingdom, Italy, France, New Zealand, Mexico,
Greece, Canada, Austria, Portugal, Philippines, Turkey, Pakistan, Nigeria, Denmark,
Spain, and the USA which included all 50 states.
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The nagging issues of quality, accessibility, and affordability

Searching for a
Solution to the
Child Care
Trilemma
by Richard Fiene

any way, the quality portion of the
equation is changed. There is a winner on one side of the equation but
there are also always losers on the
other side of the equation. There has
not been a viable solution in which
compensation can be increased to
staff with no equivalent cost increase
to parents, while at the same time
increasing the number of children
served. This article proposes a potential solution to this nagging problem.
A new concept (trilemma solution Ñ
tying compensation to staff quality
without increasing cost to parents) is
being proposed. This concept needs
to be well researched, it is not one
that state licensing administrators
should think of in terms of making
changes in policy at this point. There

E

very day we read about child care crises: Parents cannot find
adequate care. There is not nearly enough quality child care.
Qualified teachers are leaving for public school jobs where they
can increase their salaries by 20-30%. Staff turnover is at 30-40%.
Research tells us the majority of care in the United States is mediocre
at best. All these issues point to the trilemma of quality, accessibility,
and affordability that has been nagging at American child care for at
least the past decade or two.
A solution to the trilemma equation
in child care of quality, accessibility,
and affordability has been difficult
to address. In their campaign for
adequate compensation for early
childhood staff, the National Association for the Education of Young
Children has documented the loss
of the most highly qualified early
childhood professionals to public
school early childhood programs
and to other professions. Because of
low wages, early childhood staff
cannot live on their teaching salary
alone without supplementing it
with other forms of employment.
This is an impassioned issue
because so much is at stake Ñ staff-

child ratios, ability of parents to afford
child care, and availability of sufficient care. Staff-child ratios, for certain, has been one of the sacrosanct
surrogates of quality viz a viz the regulatory system and is the key to the
solution of the trilemma. The research
over the past 20 years clearly demonstrates the relationship between the
number of children and the number of
adults in a child care setting.
In the past as one alters the quality
portion of the child care trilemma
equation, this impacts both the accessibility and affordability portions of
the equation. If the accessibility or
affordability portions are altered in

Richard Fiene, Ph.D., a research
psychologist specializing in early
childhood program evaluation, is
a research professor of psychology
and education in the graduate
school at the Pennsylvania State
University and professor in charge
of the graduate program in early
childhood education at the
Pennsylvania State University at
Harrisburg. He has directed
several national early childhood
research and evaluation projects.
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are too many issues related to waiving regulations,
burnout of staff, and impact on children and teachers Ñ
short term and long term Ñ that need to be ascertained
before the policy implications are discussed. As a footnote
to this proposal, this concept being proposed is for
preschool care and not for infant or toddler care.

Year of Experience
Staff Qualifications 1 2 3 4 5 6 7 8 9 10

Trilemma Solution: A New Concept
The potential solution to the trilemma is to begin with
the quality sector. Quality of the program is tied to staff
quality and the number of staff to children (the staff line
item is the most costly portion of a child day care budget
as well). Higher education, direct training in early childhood or child development, and more years of experience
generally correlate with a higher quality level of care. The
more highly qualified staff a program has, the higher the
quality of the overall program.
Most regulations address the adult-to-child ratio from an
absolute (linear) standpoint. There is a specific ratio based
upon the ages of children served. The adult-to-child ratio
does not take into account any qualifications related to
staff. In fact, most states cancel out the difference in
education by equating it to experience so that the following scenario plays out:
Children-toStaff Qualifications
Adult Ratio
Education
AA
BA
MA

Experience
+
+

4 years
2 years
none

10-1
10-1
10-1

However, another spin on the above is the following
example, a staff person with a masterÕs degree in early
childhood, with 30 hours per year of in-service workshops and 10 years of experience cares for the same
number of children as an entry level bachelor degree
staff person, with 6 hours per year of in-service workshops and no experience:
Staff 1 = MA + 30 hours in-service +
10 years experience = 10-1 ratio
Staff 2 = BA + 6 hours in-service +
no experience = 10-1 ratio
If a state were to address the adult-to-child ratio from a
relative (non-linear) standpoint, taking into account the
qualifications of staff, a very different scenario could
occur. For example, the following could occur (for ease of
presentation, only educational qualifications and years of
experience are addressed here):

AA

10-1

10-1->11-1

11-1

BA

11-1

11-1->12-1

12-1

MA

12-1

12-1->13-1

13-1

In the research literature, more advanced degrees by
themselves do not necessarily correlate with a higher
level of care. Direct in-service training in ECE/CD needs
to be entered into the equation. (See Figure 1.)
The implications for such a model have tremendous cost
and availability enhancements. On the availability side,
as ratios go higher, more children can be served. As
these ratios increase, more revenue can be brought into a
program which can then be used to pay for the higher
qualified staff person. By using this approach, however,
no additional cost of service is passed on to the parents
or the program. The unit cost stays the same, only more
children per qualified staff person are served.
At a practical level, taking Figure 1 into consideration,
how would this really work? LetÕs take a classroom of 4
year olds Ñ 10 children with a 10-1 ratio. The teacher
has a masterÕs degree with 10 years of experience and
has been taking continuing education credit. The teacher
has an annual salary of $20,000 per year. The unit cost
for preschool care is $3,500 per year. To implement the
concept, the teacher with the masterÕs degree would be
the individual we want to potentially impact in the
following manner:
The ratio in the classroom would move from 10-1 to 11-1
with an additional 4 year old being allowed to enroll. It is
assumed that there is sufficient space (35-40 square feet per
child) for the additional child. It is also assumed that $500 of
the $3,500 is for the additional cost related to having the child
in the classroom. The remaining $3,000 would go to the
teacher as a permanent salary increment (the center would
have to agree to this) Ñ the teacherÕs salary would go from
$20,000 to $23,000 per year. This would be a 15% increase
in salary.
By using the relative adult-child ratio as stated above,
taking quality of staff into account when determining
ratios, this model could provide a potential solution to
the child day care trilemma of quality, accessibility, and
affordability. Quality increases by having more qualified
staff in those classrooms with lower ratios.
It could be argued that by having lower ratios, quality
will be lowered as well. This has been demonstrated in
the research literature. However, with the model presented here, this would only occur when the most highly
qualified staff were in these classrooms. Higher ratios
would have to be maintained in those classrooms with
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Figure 1
Qualifications and Training Tied to Compensation
1

Years of Experience or Number of Training Courses
2
3
4
5
6
7
8

Staff
Qualifications

9

10

Resultant Ratios

AA

10-1

10-1->11-1
+ $3,000 salary increase

11-1

BA

11-1
+ $3,000

11-1->12-1
+ $3,000

12-1
+ $3,000

MA

12-1
+ $3,000

12-1>13-1
+ $3,000

13-1
+ $3,000

No additional cost would be charged to parents. Compensation for staff increases are totally from the
additional children served per classroom.

staff who have lower qualifications. More children in the
end could be served. Program income would increase.
The additional dollars would go to pay the higher qualified teacher. This would also help to promote a professional development system. The more highly trained,
experienced, and educated teachers would be paid a
higher salary based upon the additional children. Parents, however, would not have to pay more because the
additional income is from more children rather than a
higher unit cost.

Conclusion
As dollars become tighter, more creative regulatory policy based upon research will need to be employed. This
model takes into account the latest early childhood
research and suggests a revision in how statesÕ regulatory policies related to staff-to- child ratios are determined. Research clearly shows the linkage between the
quality of programs being directly influenced by staff
quality and number of staff to children. This model takes
this into account and addresses several issues related to
affordability and accessibility at the same time. (See
Figure 2.)
This concept is one that needs to be fully researched.
Hopefully, researchers, center based administrators, and
state policy administrators can partnership together. This
concept has as many questions as it does promise and
potentially as many drawbacks if not well researched. As
stated earlier, and I want to emphasize this, this is not a
suggestion for state licensing administrators to begin to
waive staff-child ratio regulations and make this state
policy. It is suggested, however, that on a limited basis
within a research context this concept be tested to examine the benefits and the drawbacks. Will this impact staff
turnover?

Will the additional dollars be sufficient to keep our most
qualified early childhood teachers in child care?
As a final footnote or afterthought to what has been proposed in this article, I want to be very clear that this proposal is an intermediate solution but not a long-term
solution to solving the trilemma in child care. This is a
very controversial proposal. I have had professionals
argue passionately on both sides. However, given the
present state of economics, I see this as a solution to
hopefully keep our most qualified staff in child care until
additional dollars can be found. Increased compensation
not tied to staff-child ratios is the solution, but I do not
see that happening realistically in the near future.

Figure 2
Child Day Care Trilemma’s
Potential Solution
✔ Links training to compensation
✔ Develops a professional
development system
✔ No additional cost to parents
✔ Links training to quality
✔ Ties quality to regulations
through increased responsibility
✔ Links quality to accessibility
and affordability
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Improving Child Care Quality Through
an Infant Caregiver Mentoring Project
Richard Fiene
The Pennsylvania State University

ABSTRACT: An evaluation of a mentoring training program for infant caregivers is
described. Fifty-two infant caregivers from 27 childcare center-based programs were
involved in a four month long intervention in which they were paired with an experienced
early childhood educator. The focus of the mentoring program was to improve the overall
quality of the classroom environment, as well as making the caregivers more sensitive
to the needs of the infants. The results clearly indicated that the mentoring program
was very effective in improving the overall quality of the classroom, as well as making
caregivers more sensitive to infants’ needs.
KEY WORDS: infant caregivers; childcare; mentoring; training.

Introduction
This paper describes a child care mentoring project designed to improve the quality of infant and toddler child care programs in south
central Pennsylvania. The goal of the mentoring project was to improve
the quality of the child care environment and specifically the quality
of caregiver-child interactions. As most caregivers in Pennsylvania only
receive workshop training, the goal of this project was to compare the
mentoring approach to the more typical workshop training. Mentoring
is being explored because of its targeted intensive one-on-one nature
in delivering training to caregivers based upon needs assessments. The
project was conducted during the later half of 2000 and the beginning
of 2001. The results presented in this paper are part of the pre- and
post-test data collection phase (summer 2000 and winter 2000–2001)
of this mentoring project. The actual mentoring intervention occurred
from September through December 2000.
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Mentoring in childcare has been documented in the literature for the
past 10–15 years (Breunig & Bellm, 1996; Fenichel, 1992). It has been
demonstrated to be an effective mode of training/technical assistance
(Breunig & Bellm, 1996). However, in the majority of studies conducted
there are few, if any, demonstrations that utilize a randomized trial
design (Breunig & Bellm, 1996). Many studies track the progress of
the intervention group, some studies have comparison groups, but few,
if any, have employed a randomized design. This research paper will
describe the pre- and post-test data collected as part of a study that
has employed a randomized design.
The majority of research (Clarke-Stewart, 1987; Goelman & Pence,
1987; Howes, 1987; Phillips, 1987; Kontos & Fiene, 1987; Galinsky,
Howes, Kontos, & Shinn, 1994; Scarr, Eisenberg, & Deater-Deckard,
1994; Iutcovich, Fiene, Johnson, Koppel, & Langan, 1997; Helburn,
1995; Fiene, 1995, 1996; Jorde-Bloom, 1988; Love, Schochet & Meckstroth, 1986) completed on early childhood quality has focused on preschool programs, with infant toddler programs rarely as the central
focus of the research. The research completed in infant toddler programs has clearly documented the mediocre level of care provided to
children in these programs (Iutcovich, Fiene, Johnson, Koppel, & Langan, 1997). In the present study, we focus on the first three years of
life. All the centers and the classrooms reported upon in this study
serve children from birth to less than three years of age.
This report is organized as follows: a methodology section briefly
describes the sample selected with basic demographic information on
directors, caregivers and the programs. This is followed by a results
section that provides pre- and post-test average scores for each of the
assessment tools utilized in this study to measure quality, caregiver
behaviors, knowledge, and organizational climate of programs. This
section is followed with a discussion section and implications regarding
this mentoring project.

Methods
Study Design
This study involved 52 caregivers from 27 sites in south central
Pennsylvania. All programs were child care centers licensed by the
Department of Public Welfare. Seven of the sites were accredited by
the National Association for the Education of Young Children.
This study employed a randomized design in which a self-selected
group of programs and caregivers were randomly assigned to two
groups, either the mentoring group or the comparison non-mentoring
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comparison/control group. Intervention model mentoring group received
intensive mentoring from a seasoned early childhood professional (minimum of 5–7 years of experience in the early childhood field as both a
director and teacher) from September to December 2000. The mentoring
model consisted of a problem solving approach in which the mentor
spent a good deal of time observing in the beginning weeks in order to
develop a trusting relationship with the protégé. Once both the mentor
and protégé felt comfortable then suggestions could be entertained by
the mentor.
The comparison group did not receive the mentoring intervention
and only had the regular workshop type variety training available to
them. However, the comparison group did receive mentoring during
the Spring 2001 from March to June 2001. What is of interest in this
study is to determine how much the two groups have improved from
the pre-test data collection because they were essentially equivalent
at that point on all measures.
Programs were recruited by the Capital Area Early Childhood Training Institute, a broad based community focused training institute. Program directors were invited to attend a meeting describing the mentoring project. Of those attending, 95% agreed to participate in the project.
Fifty two caregivers started the project, 14 caregivers dropped out of
the project between pre- and post-test. There was an equal drop out
rate from both the mentoring and the control groups.
Data from the four quality measures used for all the programs are
presented in Table 1. The four measures of quality were the Infant
Toddler Environment Rating Scale (ITERS), the Arnett Caregiver Observation Scale, the Knowledge of Infant Development (KIDI), and the
Bloom Scales of Organization Climate.
The program directors’ average age is 31 with a range from 24–53

Table 1
ITERS, Arnett, KIDI, Bloom Scale Scores
All Programs
(n = 38)
ITERS
Arnett
KIDI
Bloom

Pre-Test

Post-Test

Change

Significance

134
30
14
78

140
40
14
79

+6
+10
-0+1

ns
ns
ns
ns
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years of age. They are predominantly Caucasian (81%). Eight percent
have associate degrees, 78% have bachelor’s degrees, and 14% have
master’s degrees. They had been employed as directors in their program
for an average of 31 months with a range from 1 month to 120 months.
Their average pay is between $20000–25000 per year. Sixty percent
have health insurance and 45% have some form of dental or life insurance. Forty-five percent are in a retirement system.
The average age of caregivers in the programs was 36 with a range
from 18–68. They are predominantly Caucasian (77%). Fifty-seven percent have high school diplomas, 16% have some college credits, 5%
have CDA’s, 16% have associate degrees, 5% have bachelor’s degrees,
and 2% have master’s degrees. They have been employed as caregivers
in their program for an average of 34 months with a range from 1
month to 153 months. They have worked in the early childhood field
as caregivers for an average of 71 months with a range from 1 month
to 312 months. Their average pay is between $10000–15000 per year.
Fifty percent have health insurance and 33% have some form of dental
or life insurance. Thirty-three percent are in a retirement system.
The average size of the centers is 98 children with 17 staff employed
either full time or part time at the program. The average weekly fee
for infant care is $137.00 per week and for toddler care is $124.00 per
week. The majority of staff are employed at the centers for either less
than 1 year or greater than 5 years.

Results
Both the mentoring and comparison groups were tested for equivalence at the beginning of the project in the pre-test data collection
phase. There were no statistically significant differences on any of these
measures at the pre-test. When the programs and caregivers were
measured at the post-test, positive changes occurred although none
were found to be statistically significant. In the aggregate, the programs
that continued with the mentoring project showed improvements in
the overall quality of care.
Tables 2 through 5 present the pre- and post-test data for the intervention and control groups.
These results indicate that the mentoring group showed increases
on the program quality scales (ITERS and Arnett). This increase is
especially noticeable on the ITERS. Further, there was a decrease in
program quality with the control group, going from a score of 137 to
132. On the Arnett scale the mentoring group increased greater than
the control group (11 point increase versus a 7 point increase).
Although the above results did not reach statistical significance,
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Table 2
ITERS

Mentoring
Group
Control Group

Pre-Test

Post-Test

Change

Significance

134
137

141
132

+7
−5

ns
ns

Table 3
Arnett

Mentoring
Group
Control Group

Pre-Test

Post-Test

Change

Significance

29
33

40
40

+11
+7

ns
ns

Table 4
KIDI

Mentoring
Group
Control Group

Pre-Test

Post-Test

Change

Significance

14
14

14
15

-0+1

ns
ns

84

Child & Youth Care Forum

Table 5
Bloom

Mentoring
Group
Control Group

Pre-Test

Post-Test

Change

Significance

73
87

74
91

+1
+4

ns
ns

when specific subscales are analyzed several show significant differences (see tables 6 and 7). Several of the subscales on the ITERS and
Arnett reached statistical significance with positive changes in routines
(greeting/departing, meals/snacks, nap time, diapering/toileting, health/
safety practice/policy) learning activities (eye-hand coordination, active
physical play, blocks, pretend play, cultural awareness), sensitivity,
and appropriate discipline for the mentoring group. The only statistically significant finding with the control group was in a negative change
in interactions in which the scores decreased from pre-test to post-test.
Paired t-tests were used in all of these analyses for Tables 6 and 7.

Table 6
Mentoring Group

ITERS subscales
Routines
Listening activities
Learning activities
Interactions
Adult needs
Arnett subscales
Sensitivity
Appropriate discipline

Pre-Test

Post-Test

Significance

36
8
28
13
17

41
9
31
13
19

.005
ns
.05
ns
ns

26
7

31
9

.001
.05
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Table 7
Control Group

ITERS subscales
Routines
Listening activities
Learning activities
Interactions
Adult needs
Arnett subscales
Sensitivity
Appropriate discipline

Pre-Test

Post-Test

Significance

41
9
29
15
17

42
8
31
13
17

ns
ns
ns
.02
ns

28
6

31
7

ns
ns

Discussion
These data demonstrate that the sites that were mentored improved
on the ITERS and the Arnett. This is an encouraging result in that
the intervention was only 4 months long. It is an important finding
because the majority of mentoring projects in the past have utilized
anecdotal evidence to demonstrate their effectiveness. Very few programs have conducted randomized trials of their interventions.
It is clear from the data that training/technical assistance interventions are needed in infant toddler programs because of the low scores
on various program quality measures. It is also discouraging in that
the control programs did not improve in which the ITERS went from
137 (pre-test) to 132 (post-test). This is a finding that will be monitored
over time to see if this trend continues. Hopefully this was just an
aberration in the data; however there does seem to be support when
these data are compared to other studies (Iutcovich, Fiene, Johnson,
Koppel, & Langan, 1997).
The public policy implications are that an intensive mentoring intervention of only four months can produce positive, although not statistically significant, changes in the overall quality of child care programs
both globally and with caregiver interactions. Previous research (Johnson, 1994) has indicated that increasing the number of hours of training
produces more developmentally appropriate behaviors in child care
staff. Mentoring fits this model because it is an intensive one on one
intervention in which the mentor and protégé are engaged in problem
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solving activities to improve the overall quality of the interactions and
environment of the child care program.
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