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 priority for the Administration for Children,

gl Youth and Families is strengthening
i' American families with an emphasis on
economic_and social self-sufficiency. Child care is
recognized as an integral part of this goal and is related
to reduced welfare dependency, higher earnings; and
the potential for learning and developmental gains.

~ Today, with nearly 70 percent of the women with
school age children and 54 percent of the women with
preschool children working outside their home; the
demand for quality child care services is growing. By
1990, the number of preschool children with both
parents in the labor force will increase by over 2
million or 36 percent and the number of children of
single working parents will increase by over a million
or 57 percent.
~ The Admmlstrauon for Chlldren Youth and
Families has played an integral role in the development
of quality child care programs. Twenty years of
research and testimony on the Head Start program
have illustrated the benefits of thisS comprehensive,
four-component program providing education,

health, parent involvement and social services in sup-
port of preschool-aged children from low income

families. Through the provision of health services

(medlcal dental, nutrition and mental health) to all

enrolled children, the Head Start program continues

to demonstrate the Admiilistration’s strong commit-

ment to health and safety in child care programs.

The Administration for Children; Youth and

Families is committed to federal, state and local public

health agencies working cooperatively to strengthen

health and safety in child care programs. We are

pleased to have this opportumty to co-sponsor the

development of “Health of Children in Day Care—

Public Health Profiles”” The projects described in this

publication represent successful models develppc;d by
State and local public health agencies in support of
health and safety activities. it is our hope that this
publication will serve as a model to other public health
agencies in their efforts to strengthen health services
in child care programs:

Nodie Livingston, Commissioner  Phyilis Stubbs. M.D., M.PH.
Adininistration for Children, Director, Health Services
Youth and Families Health Start Burean

hild care by other than parents has become a

basic need for the majority of American

families. The quality of their children’s care is

a basic concern to them, to care providers; and to

those in the community who have responsibilities for

safeguarding children'’s development; health and safe-

ty. Long term benefits can be gained from settings that

provide enriching developmentnl éxperlences and

vironments. Conversely, children may suffer,
sometimes permanently; when their care is poor, in-
appropriate and inconsistent. Parents require
assistance to select the child car~ option that will
strengthen their fainily and assure that their children
are not alone fending for themselves:

__While the responsibility for a child’s heaith and
welfare ulimately rests with the parents, public health
programs traditionally have had concerns for children
who must depend upon others to provide their care
or who must remain alone during parts of each day.
Safeguarding and upgrading their health andsafety can
be fostered by licensing and registering child care pro-
gram$s and by helping families to find svitable
placements for the care of their children. The agen-
¢y or complex of agencies responsible for insuring that
licensure or registration standards are met and en-
forced in various types of child care settings differ
fr’o"r'n state to state. Therefore, no one mddél canserve
sibility rests, ,publ,lc health agencnes,are expected to
assume a l'ea'de'rship r’o’l'e in encouraging realistic st:i.i-

of children whether through licensure, regl,strauon
consultation or technical assisiance activities. In-
dividuals who want to care for children must be
helped to raise their sandards to an acceptable if not
to an exemplary level of performance. Licensure or
r’egistr:’ition must be approached in a manner that en-

courages care providers to offer safe and enriching
care, and to improve their progiams and settings
accordingly.

Criteria, standards and performance measures for
child care programa are desngned to protect the Chlld

courage mmauon of Chlld care prograims and to msure

their survival, consider the following when reading
this publication and when estblishing child care

criteria, standards and performan -e measures.

Each criterion must address the maintenance or

improvement of a specific health status concern.

The standard for each criterion must be scien-

tifically sound and financially feasible.

Observable performance measures must be

deterrnined for each standard.

~ Feriodic monitoring of each standard must be
conducted.

Internal and external monitoring must be en-

couraged,; permitted and conducted.

Mechanisms for negotiating for positive daily

practices and environmental changes must be available

to parents, owners, staff, official agencies and others.

Methods for evalu:;itmg the effects of the changes

in the environment and daily practices on the health

and safety of the children must be planned and

conducted:
The Division of Maternal and Child Health is

pleased to join the Administration for Children, Youth

and Families in making possible this conference and

publication. This coliaborative effort attests to the

assertive approaches that our agencies are taking to

promote and safeguard children of this nation who are

dependent upon child care providers to safeguard and

nurture them during some part of each day.

Geraldine J. Funke, R.N.. M.S.
Director, Infant.and Early
Childhiood Health Programi

Vince L. Hutchins, M.D.
Director, Division of Maternal
and Child Health
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“Ours is a story, or rather a series of stories,
largly untold, of innovative public bealth
programs for children in daycare. -
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R urs is a story, or rather a series of stories,
R latgely untold, of innovative public health
® programs for children in day care. We invite

the reader to sample a variety of approaches to
safeguard and promote the health and well-being of
day care children used by real people in actual state

and local public health agencies across the country.

Thirteen program profiles are offered to retlect 2 wide

diversity of activities in day care which could be

replicated by the broader pubhc health community.

In increasing numb,e,rs as their mothers take 1p
employment, young children are spending their Jdays
away from their own homes or relative care. Day care
has emerged as an alternate to home care for chiid reat-
ing today, with almost 30% of preschoolers receiving
out-of-home care by non-relatives in day care homes

or centers. This clustering of presc ool children in

recognized day care facilities generates new concerns

for the children’s health, while at the same time

presents unique opportunities for public health to

extend preventive services to an age group often hard

to reach. S

Public health has a long history of involvement
with day care programs for children: Today’s day care
programs originated in the nineteenth century with
the establishment of day nurseries for the custodial
care o1 poor children and the part-day group educa-
tion of preschoolers, known as kindergartens. The day
nurseries were operated under charitable auspices by
social agencies and regulated by local sanitary codes
such as those in New York City in the 1850s. A primary
concern then, as today, was the potential for spread
of infections, so special attention was given to sanita-
tion inspections, food handling, and control of com-
municable diseases. In the twentieth century, group
education of preschool children in the form of nursery
schools became a popular supplement to home care
for middle income families. Public health played a
lesser role vsith these lower risk; part-day educational
services,; except for intervening during outbreaks of
infectious diseases. There were natural linkages;
however, between maternal and child health
developmental services and nursery schools or
preschools which fostered optimal growth and
development.

_Publicly un full- day care centers for workmg
famlhes emerged during the depression years, largely
through funding by the Works Progress Administra-
tion. When licensing of child care facilities received
an impetus from Title V of the Social Security Act;
cnacted in 1935, it became identified as a child welfare
Service. At that time it Seemed logical for social welfare
rather than the health agency to assume this “‘protec-
tive” role, as the few children in fuill day cire were
poor, often AFDC recipients, and in need of other
social services. With the exception of states and cities
where public health had the legal mandate for licens-
ing, most public health agencies were peripherally iri-
volved by assisting thie licensing authority with health

‘and safety standards, constilting on comimunicable
disezse and | performing sanitation inspections.

World War 11 gave further impetus to full day care

> 7

programs, often located at or near factories; hospitals
Or community centets; so that women with young
children could j join the war effort. Although many of
these centers closed after the war, the need for full time
day care remained as women continued in the work
force in ever-increasing numbers.

During the 1950s privately sponsorpd centers and
homes emerged, as families with two incomes became

able to afford this type of care. Piiblic policy discus-

sions about day care at the 1960 White House Con-

ference on Children and Youth and a national con-

ference on day care in 1962 led to numerous activities

to strengthen day care services. Health, mental health,

welfare and education agencies collaborated to

develop standards, and many states enacted or updated

legisiation to license day care facilities. Federal initia-

tives established the Head Start Program for the disad-

vantaged, retraining programs for women entering the

work force; a child care food program, a child care tax

credit, and employer tax incentives. In addition, fund-

ing of day care services for poor tamilies was in-

creased: Accompanymg these initiatives were the

federal interagency day care regulations, which were

repealed in 1981 when various federal responsibilities

were transferred to state::

A more recent development is the provision of

on-site day care by the. corporate sector, day care infor-

mation and referral services for the general public,

vouchers for employees to obtain off-site day care, a

variety of latchkey programs for school age children

and special sick child care facilities. As day care

became used by ali segménts of socnety consumer

protection issues surfaced calling for public health

intervenrion, much as they have occurred in the past

for restaurants; hospitals, schools, and nursing homes.

In the 1980s; at a time of de “-easing federal sup-

port for day care, a national spotlight was turned on
the risks occurring in day care facilities: infectious
diseases; accider.ts; child abuse and neﬂecg Public

health, which had been relatively quiescent for a
decade, was suddenly called upon to find solutions to

problems which had erupted in day care programs.
At the 1984 National Conference on Infectious
Diseases in Day Care held in Minneapolis; the major
themes which emerged were the importance of en-
vironmental and staffing standards, basic hygiene
measures; improved prevention and managemérit of
infectious disease, and training of child care providers.
Also highlighted was the potential for i 1mprovmg the
health of children in day care by immunizations; health
assessments; screening; nutrition,; and special pro-
grams for the handicapped. Health organizations in-
cluding the American Academy of Pediatrics; the
American Public Health Association, the Com-
municable Disease Center of the Public Health Service,
and the Division of Maternal and Child Health; and the
Administration of Children, Youth and Families of the
Department cf Health and Human Services showed
a renewed incerest in addressing health and safety
issues in day care.

Although many pUbllC health agencnes have been
active in safeguarding and upgrading the health of




children in day care; there has been very little
systemaztization of those operations and minimal
reporting to the professional field of public heaith or
to the commrunity generally. Some important ques-
tions need answers: What is public heaith doing today
to protect and promote the health and safety of
children in day care? Are there some public health pro-
grams which could serve a: models for others? How
can this information be shared to encourage greater
involvement by public health? This project, Health of
Children in Day Care—Public Health Profiles, is
designed as a beginning response to these questions.
The Kansas Department of Health and Environment
was selected to spearhead this effort because of its con-
tinuous experience since 1919 of licensing day care
facilities as a maternal and child health service; and the

staff’s working knowledge of othier public heaith day
care service across the counitry. The primary goal of
this publication is to present a number of successfui
models which can be replicated. It is our hope that
other public health agencies will be encouraged to
take the lead in improving the health of children in

day care. 7
In addition to the end produict of a publication;

the dynamics of the project year are worth recounting
since they were designed to creaie widening circles of
interest in the health and day care community. A core
multi-disciplinary part-time stff was responsible for
the steering of the project; namely “yotir introducer”
a public health pediatrician; Marge Petty, a heaith

educator; Norris Class, a social scientist and noted
child care licensing specialist; Shirley Norris; a child
development specialist; and Pam Carpenter, an admin-
istrative assistant. Also of importance was the co'nsel
and support of Barbara Sabol, Secretary of the Kansas
Department of Health and Environment, and also a
nurse with extensive experience in day care programs.
Special health consultants provided guidance
throughout the year—Dr. Glen Bartlet and Dr. Al
Chang; American Public Health Association: Dr. Susan
Aronson and Dr. George Sterne, American Academy
of Pediatrics; and Mrs. Geraldine Norri§ Funike and Dr.
Phyllis Stubbs from the Department of Health and
Human Services. Jointly this staff identified public
heaith programs which would be geographically
representative, diverse in programming and could
serve as models for the potential role for public health
in day care. Within two months thirteen public health
agencies, seven state and six local, enthusiastically
agreed to develop a program profile with 4 core théme
and to participate in a two day profile conference.
Since these thirteen agencies might not fully represent
the full spectrum of activities, it was deciced to do a
“‘quick inquiry” to state Maternial and Child Health and
Crippled Children’s Programs to gain so'ne “beginning
intelligence” of the range of activities occurring in the
states. Besides gaining this information, a major
rationale for the inquiry was to stimulate stare pro-
grams to focus more attention on the day care popula-
tion. The response was gratifying with 60% reporting.

The prefilers were asked to submit their article

prior to the profile conference for review by the |

Q
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special consultants. Each profile was aiso shared with
all participants before the conference: The conference
was held in Kansas City, Missouri on March 3 and 4,

1986. Although the project underwrote expenses for

one person from each profile agency, three agencies

elected to send additional representatives at their own

expense. There were also inquiries from state agencies

and schools of public health for permission to send

persons to audit. This was a hard working group at the
conference. The profilers presented their programs
which were critiqued by the APHA and AAP con-
sultants. A free discussion by all participants followed
with suggestions for changes or different emphascs.
The final afternoon; open discussion occurred regard-
ing major themes and future directions. The con-
ference evaluation received a high rating with the
caveat that there was not enough time to discuss
all issues. It was agreed a repeat conference should
be held. o N

The major themes which emerged from the con-
ference discussions were an expanded role for public
health, management issues and policy formulation.
The various roles presented by the profile studies can
be grouped under three categories: direct services for
children, parents and providers, community organiza-
tion and regulation. It appears that a legal base for

involvement with day care either 4s the state licens-
ing authority or through local public health codes sen-
sitizes agencies to expand non-regulatory preventive
services to the day care populaticn. It should be noted
that six of the seven profile states do have licensing
authority, yet report a variety of associated health pro-
motional activities. The other public health profiles
portray creative ways in which public health agencies
can work in concert with the licensing authority o
promote the health of children in day care. Public
health prevention programs and child care licensing
programs have much in common as both are oriented
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to thé future; both focus on the entire community or

a large section of the population, both are based on

a validated common sense idea of causation and the
administration at times requires a show of authority.

. Following the conference the profilers revised
their chapters; incorporating suggestions made dur-
ing the conference discussions. As a look to the future
the medical consultants have provided a summary
statement for the publication. The project secured the
help of an advertising and graphic design agency
(Admark; Inc., Topeka, Kansas) to compilete the final
editing and to develop an attractive publication with
original illustrations designed to “entice” the reader.
(State profiles are presented first in alphabetical order,
followed by local profiles in the same manner.) The
appendix material consists of 1) annotated citations of
all supplementary material Submitted by each profiler,
with the address and telephoné_number for ready
communication by the reader; 2) summary of the
inquiry to state Maternal and Child Healith offices with

Aruitoxt provided by Eic:

éeiected “mini p’r’o’ﬁi'es o furth'er portray th'e scope

§gfety issues in day care ,r,egulatory administration and
the innovation and diffusion theory; and 4) st ort
listing of major organizations concerried with the

health aspects of day care.

These public health profiles present a myriad of

services which collectively tell a story of public health

contributions designed to improve the health and
safety of children in day care. It is our hope that this

pubhrétgon can contribute to the diffusion of innova-

tions throughout the public health community so that

these ideas will become commonplace nationally.

As a ﬁnal Word may I express my appreciation

to the core staff; our federal and medical consultants,

the profilers and conferees who made this work
sO enjoyable:

Pat Sebloesser, M.D. FA.A.P
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— ABSTRACT

Fadn OF 20 years, 1966 to 1986, the Arizona MCH
program has grappled with certain early
childhood themes:

The educational/developmental quality of
day care programs

tunities for children
Parent eduication and parent mvolvemc‘xt

An carly childhood voicé within the state
health structure

The program’s contmumg goal has been quality
child day care. Means of accomplishing this goal
have included:
¢ Organizing,; and stimulating strong advocate
organizations made up of providers, parents,
academic leaders, church leaders; and public
agency officials

® Directly or 1nd1rectly assnstmg the origina-
tion of priva < agencies who could provide
training, monitoring, and upgrading of day
care programs far in excess of what could be
accomplished by the state or local govern-
mental agencies

® Being constantly in readiness to move into a
supportive position at the right time for
significant new developments; €.g. Arizona

Submitted by: Ted Baum, M.D. M.PH,
State of Arizona
(3()3) 259-2091

State 4-C Committee; Arizona Save-a-Child
League; and the Governor’s Council on
Children; Youth and Famlhes

. Developmg and conducting parent-orlented
training and educational activities using staff
of the State MCH program, assisted by
related units of the State Health Department
or associated agencies

* Mamtammg within the State MCH unit, a
singie focus for all early childhood con-
cerns; in the person of the MCH Early
Childhood Consultant

¢ Insuring longevity of the early childhood
effort within MCH by aligning the early
childhood activities with the most
unassailable poruons of the total program

. Keepmg the early childhood éffort in close
personal touch with the community's early
childhood leaders, thus maintaining a strong

constituency as a base of support

It has been the Arizona experience that the addi-

tion of an individual with specific training and exper-

ience in early childhood education to the State Mater-

nal and Child Health staff will repay benefits, measured

in enrichment and improvement of the program, far

beyond initial expectations:

In Arizona; the activities of a single early

childhood consultant located in the MCH program,

maintained over 20 years with Title V funding, and

| recently broadened by program expansion and align-
17' )

e



ment with high-risk infant concerns, have enabled

both state health department and outside agencies to

achieve substantial improvements. A broad scope of

parent-teachmg and parent-advocacy efforts is con-

tinuously in place Strong, vigorous early childhood
organizations are active and expanding:

__in Arizona, the activities of a smgle early
childhood consultant located in the MCH program,;

maintained over 20 years with Title V funding; and

recently broadened by program expansjon and align-

ment with high-risk infant concerns; have enabled

both state health departmierit and outside agencies to

achieve substantial improverrients. A broad s scope of

parent-teaching and parent-advocacy efforts is con-
tinuously in place. Strong, vigorous earlv childhood

organizations are active and expanding.

INTRODUCTION
Arizona, with a current population of abouit 2.5

million, has been among the five most rapidly-growing

states in the country over the past 20 years. The major

portion of this explosive increase in Arizona citizens

has settled in the two major urban cesiters of the state:

Phoenix (and surrounding suburban communities)

and Tucson: The balance of the stte is SparSely

populated, and for the most part is desert terrain, with

contrasting mountain areas across the north central

and eastern portions.

Arizona is also a young state, in spite of i 1ts reputa-

tion as a focus for retirement communities. The

median age of the population is below the national

average, with the preponderance of new residents
being young families. The pre-school population

numbers approximately 260,000. Mirroring the trend

bemg observed nationally, more than 50% of women

in Arizona are employed in the work force.

To accommodate the growing need for child day

care, the increase in the number of child care facilities
has kept pace with the _growth in population: Cur-
rently there are about 750 day care centers (licensed
by the state to care for five or more ~hildren), and 1200
day care homes {caring for fewer than five children;
not subject to state licensure but certified by trie

state social service agency for placement of iow-
income chlldren)

Currently, and fnr the past 20 years, day care
center licensing has been carried out by the State
Health Department’s Division of Health
Resources/Health Facilities. The Division’s Office of
Chlld Day Care Licensing, with a staff of eight sur-
veyors, is headed by an Office Chief who reports to
the Division Director, Who in turn reports to the state
Director of Public Health.

The Department’s Office of Maternal and Child
Health, the focus of activities described in this | paper,

is orgamzzuonally removed from the licensing func-

tion. It is part of the Division of Family Health Services,

with the Chief of MCH reporting to the Division Direc-

tor, and he in turn reporting to the Cirector of Public

Health: This structure has not represented a significant

barrier to communication over the years. In fact, the

separation of the MCH staff’s early childhood consul-

tant from the day care licensing staff has proven to be

advantageous in terms of community involvement,

advocacy, consultation with centers, and credibility.

Over time, a few issues have been considered

of paramount importance by the Arizona Public

Health leadership:

A. In 1966 the day care hcensmg statute passed by
the Arizona legnslature was seen by many political,
health and citizen leaders as applicable only to
children placed in day care and paid for by the state
welfare department.

____The State Health Departrient; responsible for
developing regulations for issuance of licenses and
momtormg of care in | centers, was operating from a

standards;

B. Early ChlldhOOd advocates concerned about a

broader view of the emotional and developmental; as

well as the purely physical health aspects of child day

care programming, were few in numiber and lacked

organizational strength.

C. Parents of children in day care had virtually no
exposure to the issues of quality programming versus

custodial day care. Opportunities to involve the

parents in such activities were extremely scarce and
official efforts to involve parents to create change did
not exist. Educational offerings to parents on heaith
matters were also virtually non-existent.

D. As recently as 1982, Arizona law prohibited

school districts from using state dollars to offer any sort

of educational program for children below kindergar-

ten age: This virtually prevented the developmient of

any public programs for developmentally handi-
capped ehddren




E. Creation of the block grants in 1981, with the
accompanyiig relinquishment of virtually all federal
priorities or requirements (in favor of State determina-
tion), placed MCH activities such as early childhood
emphasis and day care parent training in a more
precarious position.

- The material which follows defines those issties,
and describes the manner in which they have
been addressed.

COMMUNICATION

For 20 years the Arizona MCH Program has had
a continuing focus on issues of early childhood. This
component had its origin in 1966; when the entire
MCH stff consiSted of a Medical Director, 2 Public
Health Nuising Consultant; a Nutritionist, 2 Hearing
Program Consultant; and a Perinatal Mortality
Researcher. As is So often the case, the involvement in
early childiood and in child day care iSSues came
about not through deliberate planning on the part of
the MCH unit, but as the result of a crisis. That crisis
was the state legislature’s passage of a law requiring that
child day care centetsS be licensed; with reSponsibil-
ity for developing licensing standards and regulations
given to the Health Department. It was recognized that
the initial development of regtilations could best be
accomplished by establishing a position for a Child
Day Care Consultant, and Since the only available
funding for such a position came from Title V, the posi-
tion was placed in the Maternal & Child Health Bureau.
‘The development of the job description and
qualifications for this position proved to be critically
important in the ultimate impact to be made. It allowed
for the selection of an individual Wwith some
background in the health field, but not limited totally
to that area, resulting in the hiring of 2 person whose
pritnary frame of reference was early childhood/child
development. This type of background provided a
more holistic approach to the problem. One of the
strengths that the newly hired consultant brought to
the Arizona program was an ability to mobilize leaders
in the Day Care and Early Childhoad field to assist the

Department as programs were developed.
From the outset the MCH Program was con-
cerned that parents be involved in most aspects of out-

of-home care for young children. So, once the initial

licensing regulations had been developed and adopted

(and responsibility, for their enforcement turned over

to the Department’s chensmg secuon) the consultant

began attending to those issues which have

represented the thrust of MCH involvement from that

time until the present: The attitude among Arizona’s

Public Health and political leaders concerning early

childhood issues W= mostly one of apathy. There was
little understanding of the scope or importance of
early development. The MCH Program, through its
Early Childhood Consultant, was challenged to
change that perspective:

The Early Childhood Consultant developed an

orientation program for prospeetrve day care center

] -
v
4 , -

19

operators. This orientdation was carried out both in
informal and formal settings. The informal presenta-
tion was done on a one to one basis; throtigh appoint-
merits Set up in the consultant’s office. The more for-
mal segment consiSted of regularly scheduled group
sessions, held in both Phoenix and TucSon,; to which
all individuals who had indicated their intention of
beginning a center were invited. These orientations
became widely known and were popular. They were
designed to answer practical questions regarding pro-
grams, child development forms and requirements to
meet state licensing standards, but, in addition, always
included an emphasis on parent involvement.
Wrthm two to three years the need for a regular

homes, and parents around the state beeame obvious:
Thus was conceived and created a quarterly

newspaper called “KIDBITS.” “KIDBITS” contained
a potpourri of information, announcements, even ser-
mons, pertinent to the concerns and interests of those
mvolved in early chrldhood The newsletter has been

the present time is sent to over 750 day care eenters
and over 1200 day care homes. Many centers duplicate
pertinent articles and materials from the newsletter for
distribution to parents. In this way, MCH’s message to
parents is most efficiently provided to them.

Another, more extensive pur)hcztmn was first

created in 1973 and was entitled ‘“The Day Care

Manual” This volume represented several years of

work in consulttion with all members of the State

MCH staff. The manual is primarily designed for the

operators and owners of day care centers throughout

the state: It was particularly useful for those beginn-

ing a day care center, but was very favorably receiv-

ed by those who had operated a center for years: There

were sections on center administration; a health care
program, an infant and toddler program, child growth

and development, staff training, housekeeping; and

the current Arizona Licensing Law and Regulations:

Throughout each of these sections, which total over
100 pages, there is a recurring message concerning
parent involvement in each of the above aspects of
child day care: The manual is still in use; has been
through several revisions, and is frequently alluded to
by long time day care operators as ‘“The Bible” of the
Arizona Child Day Care Field.

Because of its geographic configuration, Arizona
faces problems with development of all sotts of serv-
ices in its outlying rural areas. This is no less true of
child day care. The MCH program has traditionally
been particularly sensitive to the need to spend time
with the rural areas of the state. The Early Childhood
Consultant traveled extensively to the outlying areas
providing individual consultation, presenting
workshops and assisting local communities in the
coordination of their resources. For a period of time

in the early 19805 a regular presentation wias put
together and taken to many of the state’s communities;

it was called “Health Screening—An Investment in

Your Community.” The presentation, which took an

entire day, consisted of: general information about

1.2




health, about screening programs, and about immuni-

zations, presented by the Early Childhiood Consultant:
a section on nutrition, with nutrition scieening;

presented by one of the staff nutritionists; a section
on available community resources, assisted by local
individuals; and a practical session on hearing screen-

ing, presented by an MCH audiologist, emphasizing
the role of parents in the detection of hearing prob-

lems in their preschool age children.

NETWORKING
~ Inthe late 1960’s; The Early Childhood €onsul-
tant assisted in the mobilizarion of others who had
early childhood backgrounds and were concerned
about the quality of child care to form an organization
called the Early Childhood Council. This method of
operation was the forerunner of many similar efforts
by the MCH Progran ~ver the years. Concerns of early
childhood education were never among those priority
items with which the State Health Department con-
cerned itself; rather it was always with great difficul-
ty that the goals and objectives were even made clear

to the Public Health estiblishmient. This being the
case, the Arizona MCH Program found that it could be
most _effective by working through_others: by
facilitating the creation of programs; often through
other agencies, but always with assistanceé and support
from the MCH Unit. S

_MCH played an important role in_thé develop-
ment and acceptance of the Child Dévelopment
Associate (CDA) program in Arizona. Specifically; the
Early Childhood Consultant performed the following
functions:
1. Participated in the competency formation process
in Arizona, which involved a number of statewide
meetings conducted by national people, The group
formulated and reviewed drafts of the CDA
competencies. .
2. Organized and conducted two regional meetings
to familiarize various professionals and governimen-
tal agency people with the program, and to gain
their support:
3. Worked successfully for inclusion of the CDA cer-
tificate as a qualification in the child day care center
licensing regulations:
4. Provided a resource for information about the
CDA program for people interested in entering, and

publicized and promoted it extensively. This is still

being done by the current consultant.
In like manner, MCH was very supportive of the

growth of the local chapter of the Association for the

Education of Young Children: In recent years, as net-
working among early childhood proponents has

gram, the contacts found in the regular meetings of
AEYC are most valuable,. o
. Perhaps the ultimate example of parent and

voluntary agency/advocate involvement in early

childhood issues in Arizona began in 1982. This is:the

become more and more prominent in the MCH Pro-

St
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utilization of the annual Week of the Young Child as

a time for a saturation campaign for early childhood
issues throughout the state. The Arizona MCH pro-

gram, working closely with the Valley of the Sun
Chapter of the Association for Young Children, has
managed to develop an extensive statewide celebra-

tion with participation by literally thousands of in-

dividuals, targeted directly at parents of yourng
children. A multitude of participatory activities and

happenings have comprised Arizona’s Week of the
Young Child celehrarion, each year centered around
aspecific theme: Dozens of individuals in Arizona have

grouped together to complete the planning and the ex-
ecution of this celebration: However, the focus has
been with the Early Childhood Consultant and the
State MCH program. For example, production,
assembly and mailing of thousands of packets of infor-
mation on the Week have been carried out in the
offices of the MCH program: ,
~ Eachyeara theme is chosen by the organizers of
the week and prominently featured in posters, pro-
grams, activity schedules; etc: More importantly, the
theme becomes incorporated into the very essence of
the lead-up activities, and into the consciousness of
the participants and planners.
___The theme in 1984 was CHERISH THE

WONDERS OF CHILDREN: in 1985 it was VALUE THE

" DIGNITY OF CHILDREN:; and in 1986 it will be

SOARING TO NEW HEIGHTS. -
__The potential for eontinuing advocacy for better
funding and better opportunities for early childhood
programs that results from this massive statewide ex-
posure is evident.

PARENT INVOLVEMENT
_As the Early Childhood Consuliant activity
became firmly established within the MCH Program,

the Consultant increasingly received requests directly
fromr parents asking assistance in locating a day care

center for their child. As these requests increased in
number, the consultant found it necessary to develop
an elaborate card file in which were listed by
geographic location, all of the centers in the state with
the center’s key characteristics and a description of its
program: A large wall map was developed with hun-
dreds of color-coded pins indicating the various
categories of centers throughout the state. Familiarity
with the programs was only achieved by visits and

conversations with center directors and staff. Over the
years this system enabled literally thousands of parerits
to find an appropriate center for their children. In addi-
tion, these parent contacts provided a grezt oppor-
tunity to discuss the appropriateness of programs,

activities; health care issues; etc: to the developmen:
al level of the chid.
As time passed, it became evident to the MCH

Director and the Early Childhood Consultant that cer-
tain problems recurred in many centers and were the

subject of frequent requests for assistance. From this
knowledge a series of workshops was planned

and conducted for day care operators; staff, com-
1K




munity groups and always. . . parents. Soriie exaniples

of workshops that were given repeatedly over the

years included:
1. Workshops on child abuse. During the 1970’

child abuse was becoming widely recognized and a

great deal of effort was expended by health and social

service agencies to combat the problem. The Day Care

Workshops focused o:x very basic communication

skills between parents and their children. They were

designed to give day care operators the toois by which

they could work directly with individual parents to

alleviate stressful situations likely to cause child abuse
by a paren:

2. During a time when hepatitis epidemics were

occurring in many of Arizona’s Day Care Centers,

workshops were developed and presented around the

stat=. Personal hygiene;, infectious disease control, and

sanitation techniques for the center and home were

presented. An instructional booklet was designed and

distributed to the day care centers to be further
distributed to the parents:

3. One of the most popular workshops developed
was the activity workshop, affectionately ref=rred to
as "Dabble Days.” Hundreds of common, everyday
materials were collected together and brougﬁt toa
large meeting place for display and use. One or even
two days were devoted to utilization of these materials
by parents, Brownie leaders; day care operators; and
children who came in, browsed through the various
material$; then created projects with paste, paint, cut
outs, etc. The workshops were accompanied by
explanatory material sShowing how the activities em-
phasnzed creativity and individual expression: ‘‘Dabble
Days” became a way of teaching child development
with a very practical application to the day care set-
ting and in 4 way which was more like a carnival than

a training session.

ADVOCACY

Still another issue extremely periinent to the

Arizona early childhood scene came about in the early

1980’s. This was the issue of preschool programs for

handicapped children: Arizona lacked authorizing

legislation for any such programs extending below the

kindergarten age. Almost 'uniquely among the states,

Arizona’s legislators were extremely reluctant to in-

volve themselves in this area, to the great concern and

frustration of many of the early childhood advocates:;

The MCH Early Childhsod Consultant took the lead,
calling together many of the same individuals who had
been prominent partners in the MEH program over
many years. They formed the Preschool Handicapped
Task Force, which in turn mobilized ‘parents and
other concerned citizens statewide in an advocacy
effort specifically related to the preschool handi-
capped legislation. .

The Consuliant became fam
legislative process and then, with the aid of co-
wotkers, developed an advoc,acy packet that was made

Wi'd'ely available to any individual who could be iden-

EKC
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tified as havmg an interest in the subject:

In addition, the advocacy packet was used for

related leglslauve issues such as the development of

legislation for a perinatal program and its funding.

Whether or not the entire credit can be given to this

advocacy effort; it is a fact that the legislature did pass

legislation in 1983 which authorized preschool oppor-

tunities for handicapped children as well as funding

for a perinatal program. Both programs are now well
eStablished within the state.

In February, 1986 a renewed advocacy effort in
the handlcapped area began. The former preschool
handicapped task force, now more offi icially con-

stituted as the Special education advisory committee
for preschool plannmg (w1th a direct tie to the State

a campaign was needed i in 1986. This began with a
sttewide needs assessment that was carried out
regionally by questionnaire; determining in each part
of the state whether there weré remaining unmet
needs for the prescheo! handicapped youngster. The
data so obtzined will then be assembled at the state
level, and the advisory committee will create a new;
updated advocacy packet.

_ FOLLOW-UP ACT IVITIFS

In 1981, the Arizona MCH Program move into the
“Modern Era” in its Early Childhood Program was

precipitated by a change of personnel in the Early

Childhood Consultant position. As frequently occurs

when personnel holding major positions are replaced,

particularly when the former individual had con-

siderable tenure in the position, new planning and




reassessment of work and work relationships became

Necessary. This resulted in an exceptionally important

structural change in the placement of the position
within the MCH._ Program: Previously the Early
Childhood Consultant position had been relatively
free-standing, reporting directly to the MCH Director.
Concurrently with the personnel change, an organiza:
tional change in MCH created a new section oni
Perinatal Health.

The Early Childhood Consultanit was then placed
in that section: She thus came into a daily working rela-

tionship with individuals whose primary work con-

cern was high risk maternity, and newborn intensive
care. The fatter program had traditionally included a
strong policy of infant follow-up with visits by Public

Health Nurses to the homes of all risk infants follow-
ing their discharge from NICU nutseries. Another
major element of the follow-up prograrm was a clinic,
especially for high risk infants discharged in the

Phoenix area (with a counterpart conducted through
the University College of Medicirie in Tucson).
The new Early Childhood Consultant was drawn

to these aspects of the MCH Prograimi and spent many
months of orientation in hospitals, attending clinics,
observing the conduct ¢ Brazleton examinations in

the intensive care hospitals arid learning intimately the
work of the Public Health Nurses in the horié. The

significance of these activities to the larger field of

Early Childhood Development was apparerit. Increas-
ingly, the Consultant’s input became a significant part
of planning the activities of the entire section, par-

ticularly the segment of infant follow-up.
When very rapid growth of the outpatient

prenatal and in-hospital high risk components of

perinatal care occurred in 1984 and 1985, the obvious

organizational move was to split all follow-up elements

off into a new section. With them went early
childhood activities. The Early Childhood Consultant

became head of this new section, which was called

Child Development; and a new employee assuimed the
Early Childhood Consultant position. The result was
consolidation of all planning and supervision of
follow-up and early childhood activities under a single

individual; more importantly, an individual whose
background was not medical/nursing but was early
childhood education:

Organizational changes were accompanied by

program/location changes. With the move of the
entire MCH program from the Children’s Hospital to

a State Capitol location, it became necessary to find
outlying space for the Early Childhood and Infant
Follow-up activities. Providing the opportunity to plan

and construct an entite new Follow-Up Clinic facili-
ty, a suite of offices was leased in a private medical

building in central Phoenix. The move also allowed;
for the first time, headquartering for the Early
Childhood Consultant staff in close proximity to the

swaff of employees and part-time consultants who are
doing clinic follow-up on at-risk infants. The many
opportunities for cross referenicing of ideas and pro-

gram elements with this arrangement is obvious.
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CHILD DEVELOPMENT SERVICES

Parents of children in day care had virtually

minimal exposure to the issue of child development
services: versus custodial day care. Involvement

of parents in programing and in health matters were
infrequent. , -
__ Inaddition, a very imaginative new concept for

the clinic waiting room was created and is currently

in_the process of construction: It is called the
“DEVELOPMENTAL WAITING ROOM;’ or “THE
FAMILY ROOM." Thie space for parents and infants
waiting {or clinic appointments is filled with mock
household furnishings, each designed to teach a lesson
to both parent and child in thé acquisition of normal

living skills. The concept of this Developmental
Waiting Room was that of the Early Childhood Con-
nt; th elopment was by an organiza-
tion called Articipate—Participatory Art & Design Con-
cepts, located in the Phoenix metropolitan area:
Within a year of being assigned to the Perinatal

sultant; the specific dev

section, the Early Childhood Consultant had con-

ceived and developed (in conjuriction with the Nurs-

ing Coordinator of the Home Follow-up Program) a
series of in-service training programs for community

hospitals in the rural areas of the state. The subject was

Child Life and Child Development. These two in-
dividuals traveled to virtually all of the outlying areas
in Arizona, making presentations to public health
nurses, community leaders, and many parents on child
development; one from the aspect of niirsing and

medical follow-up, the other from the aspect of early

childhood education. ] , .
Another result of the amalgamation of these two

program areas has been the institution of an expanded

home-based parent training program into the follow-
up. Previously, the Public Health Nurses entered the

home to assess the status of the infant, to determine
the need for referral to the Follow-up Clinic, to assist
the parent in common care-giving techniques, and to

address any specific health problems that the child
might have. L B}
This new component brings in the element of

introducing the parents to the educational aspects of
their child’s future. Subjects such as the need for early

preschool training because of possible handicapping
delays are discussed and thoroughly evaluated. Deci-
sions as to the appropriate placement of the child in

a more normal preschool program can be carried out.

A wide range of social problems can be anticipated and
assistance can. be provided to the parents. These
developmental phases in the child’s care, initially
home:-based, inevitably lead to considerations of care
away from the home and the more traditional area of
“Child Day Care”” The Arizona program now addresses

is child day care concerns from a solid base of exper-
ience in the earlier aspects of the chiid’s development
beginning in earliest infancy.
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. RECOMMENDATIONS -

It has been the Arizona experience that the addi-
tion of an individual with specific training and exper-
ience in early childhood education to the State Mater-
nal and Child Health staff will repay benefits, measured
in enrichment and improvement of the progr'a‘m far
beyond initial expectations. Accordingly; it is strongly
recommended that state programs without such an in-
dividual give serious consideration to adding one.

Maintenance of such an individuai (or a number

of such in-ividuals) within state departments of educa-

tion will in no way substitute: Although there will un-

questionably be benefits to be derived (dependent as

always on the capabilities of the individuals so placed,

and on the level of support provided to their pro-

grams), it is the specific alignment with public health
programming and traditional MCH priorities and ways
of functioning which is the issue. The MCH Early
Childhood Consultant will bring together in the com-
munity the education leadership with the health
leadership (and in many states where day care is the
province of the social services agency, that leadership
as well):

Hopefully, MCH programs located in the pablic
health agency still retain the flexibility, freedom, and
funding (through the MCH block grant) which makes
possible the innovation and responsiveness which has
characterized the Arizona model.

Many of the individual activity areas described in
this profile might be recommended for consideration
by others. More detailed descriptive information can
be provided for those who wish to explore them: The
principal message, however, is that other states should
consider the potential for exploring 2~ * subsequently
addressing their own unique neeé-ts through the
mechanism of an enriched perspective, made possi-
ble by staff augmentation as described above.
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ABSTRACT

his paper discusses the concerns and issues
in assuring health and safety as well as the
promotion of child development in day care
centers. In Connecticut the State Department of Health
Serv1ces undertook a licensing program as an effort to
assure the quality of care. A detailed outline of that
licensing process, its strengths, weaknesses and
associated problems is presented herewith and results
of the effort are described. The licensing program was
the beginning of several innovative approaches to
helping fill the gaps in day cdre service. A recommien-
dation for further improvements concludes the paper.

.. INTRODUCTION
There is nationwide concern for the growing
number of children at risk for child abuse; learning
disabilities; and accidents and injuries. Increasing
disruptions of family support systems are also con-
tributing to children being at risk for failure in growth
and development. Parents, particularly the single
parent, are struggling hard to provide care for their
children while they work.
__ Connecticut, a northeastern industrialized state
of 5009 square miles and_a population of approxi-

force Iti 1s estlmated that 22 104 Connectlcut chlld"en

* \

: llVL ina smgle parcnt famrly, most of whichare headed

i
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by women: While stztewide per capita income is rela-

tively high (16,556}, women earn 59 cents for every

dollar earned by a man: Thus children often live in an

impoverished state among affluent adults: Acccrding

to the 1980 census 12% of €Connecticut children lived

in poverty. So Connecticut, looking for ways to better
serve its 350,000 preschool children; found day care
centers to be an ideat place to test new ideas for serv-
ing presehoolers

~ Connecticut has 169 townis with their own local
govertiment system. There are no county govern-

ments. Children are served at the state level by a variety

of departments such as Health, Education, Income
Maintenance, Children and Youth Services, and the
like:. Therefore the coordination of services for
children can sometimes be a task in itself.

Currently there dre 52,599 children in group day
care homes and day caie centers. Approximately 8%
of these are under three years of age.

The term “child day care” is a generic one and in-
cludes part-day and full-day profit and nonproﬁt pro-
ly 12 years of age. A child day care center offers or pro-
v1des a program of supplementary care to more thar

“the 24 hours in

homes on a regular basis for a pu
sroup day care

one or more days in the week. .
home” offers or provides aprogran  upplementary
care 10 not less than seven or more 1. 12 related or
untelated childrén on a regular basis for : part of the
24 hours in one or more days in the week.




The following chart indicates the growth inday | The protection of the children’s iealth and safety was
care cver a 15 year period.: cornsidered basic. The Department of Health had con-

- S siderable regulatory experience and the aviilabiiity of
Year  Year Percentage a wide variety of consultants in health and child
1970 1985 Increased development to support the licensing. Exemptions

Licensed Day . B o from licensing included programs administered by
Care Cernters 587 1,110 82% education agencies and recreational and informal,
Licensed - irregular arrangements:
Caracity 15,615 38,592 147% B

Children enrolled ——
in centers— : _ ORGANIZATION
Aggregate ___ The licensing responsibility witiin the Depart.
number enrolled 21,253 49,955 121% ment is delegated to the Maternal and Child Heaith

Programs Section because of its expertise in child health,
licensed for pediatric safety and child developmeént. The section
staff includes pediatricians, nurses, social workers and

children under T 5a , 52 6 child developmentalists zmong others. The following
three years of age 120 268 123% | Chare indicates placement of the day care licensing staff

Licensed y within the Department.
Capacity 1/86 = 960
Full Day Care

Centers 149 506 240% [ Commissioner Hawowmey General]
' : —]

Not only is the number of day care centers _ Deputy ~ Deputy
increasing; but agreaterpyrﬁnﬁbﬁcﬁrrorf'children are spend- Commissioner Commissione

ing an increasing number of hours outside the home Moo M "'f e B TR

. - rre ~Etaen. e o il £ : S - ureau of Healt arcan of Healt ureau o ca

in day care centers: The number of infant day care Planning & Resonrce | Promotion ¢ Discase [ ssoum

centers is also increasing rapidly. Reguiation
[ | Prevention ]

e ‘ Community Health

The Department of Health Services is responsible __Divisio

for the licensing of day care centets and group day care I E—
homes: This has come about as a result of the Depart- Maternal & Child

ment’s long term history of serving children outside | Health
their homes. . —
In 1942, the Department of Health adopted [Day Cate Licensing]

Sanitary €ode Regulation 230 for child day care
centers to protect the health and safety of children o S S
whose families were involved in the war effort. For the In addition to the expertise of the Section, the day

next two decades the Deputy Commissioner in the care licensing staff has available the resotirces of other
Office of Public Health, in conjunction with local | sections and divisions such as Epidemiology, Health
directors of health, issued voluntary certificates of ap- | Services for Handicapped Children. Community Nurs-
proval to day care centers. The Materna! and Child ing and Home Health Care as well as services such as
Health Section staff provided consultation to local legal counsel to the department. Thus the day care
directors of health and day care ceniters, and worked licensing staff is well supported in its endeavor
with day care consultants in the State Departments of Because of day care licensing being a substantial

Education and Welfare on dav care standards, health regulatory function the Departmient of Health Services
promotion and problem solving. } and the Attorney General’s stffs’ high level of
In fiscal year 1966, there were 500 kiiown day regulatory and enforcement expertise also helps in
care centers and 346 (or 69%) were certified. As of serving the Department. R
January 1966, there were 31 child development pro- Additionally there is an established Child Day

grams funded by the Office of Economic Opportinity, Care Council consisting of the Commissioners and
11 by the Connecticut Public Act, 523 for Disadv~n- delegates from the following state agencies: Health;
taged Children and eight funded by Public Law 89-10. [ Children and Youth Services, Inicome Maintenance.
In the summer of 1966 an additional 19 towns and Education and seven other persons appointed by
operated Head Start programs funded by the Office of the Governor respectively representing the Connec-
Economic Opportunity (OEO): Child day care licens- ticut Association for Education of Young Children; the
ing began in 1967. Licensure of child day care centers community council, the community action program,

was mandated by the General Statutes and respon- the child development or early childhood education

sibility given to the Department of Health Services. department of a Connecticut college or university, the

Q. .28 o3y
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provider of child care services, one parent of a chzld

enrolled in tax supported day care, and one parent of

a child enrolled in privately supported day care. The

council is located within the Department of Human

Resources for administrative purposes only. Members

serve without compensation: The council offers

recommendations to the Commissioner of Health

Services regarding regulations and administration
affecting child care. Any proposed changes in regula-

tions and other matters of significance are discussed

at this council betore bemg acted upon: The councd

servmg preschool children.

_____ STAFFING AT STATE LEVEL

Licensing 1nspeet10ns are carried out by snx day

care licensing inspectors, all of whom have master’s

level preparation in early childhood education and

child development: Each of the six staff have a

designated area of the state for which they are respon-

sible. These inspectors work closely with the staffs of

local health departments to license and inspect day

care centers. The close relatxonshtp between the state

and local health departments ensures that local agents
are available in all 169 towns to guarantee rapid
response and increased monitoring. Eocal health
departments statewide contribute the equivalent of 20
full time professionals for inspecting day care centers:
Furthermore; local fire marshals and building and zon-
ing departments are also involved. Police are involved
as needed. The State Department of Education also
provides regular input to the Department of Heaith
Services staff.

RESOURCES AVAILABLE TO DAY CARE
__ LICENSING STAFF

The licensing staff is supervised by the day care
licensing supervisor, an early childhood education
specialist. This supervisor assures uniform applica-
bility of regulations statewide and provides support
and guidance to the staff. A pediatrician, public heaith
nurse consultant; and social worker also work closely
with the licensing staff. The nurse helps implement
health care services and provides consultation to
nurses working at day care centers, particularly infant
and toddler centers. The social worker provides
assistance to the staff as well as to day care providers
in assessing child abuse; behavioral difficulties and
arranging for referrals to community agencies. A
pediatrician in Maternal and Child Health provides
medical consultation.

Other resources of the department available to
day care centers iriclude, but are not limited to; nutri-
tion consultation, vision and hearing Screening; lead
screening, child developiiient clinic, child health
clinic. bealth education collaborative, health services
for handicapped children, maternal infant health
protection program and genetic services.

« e

L ICENSING

The goal of licensing is to assurc thc children’s

health and safety at the day care centers, prevent acci-

dents and i injuries, and promote positive growth and

develdpment VThe goal is to provide a nurturing

home-like atmosphere conducive to the optimum

funettonmgrofr each child. Licensing establishes

minimum standards of care which day care centers are

encouraged to exceed and never to violate.

There is 2 concern that when young children are

grouped together, creating ideal circumstances for the

spread of communicable diseases such as gastroenter-

itis, meningitis, hepatitis, etc; disease control then

becomes the primary functton of licensing staff.

The following are the principle activities carried
out througl: licensing:
1. Assuring Health and Safety

* Assuring entry of the child into the heéalth
care system—complete annual physical ex-
amination is required. o
Compieting immunization a$ recommended
by AAP
Review of health records of children and staff

Evaluating menus for nutritional contenits
Promoting hygienic practices by staff and
children

* Promoting screening proceduire to encourage
early identification of any deviation such

as vision and hearing or developmental
disabilities

Prompt investigating of disease outbreaks
Giving periodic workshops for day care

center staff on communicable diseases
* Implementing annual immunization status

survey for centers
. Assnstmgday care operators in mainstream-

ing of technology dependent children

and/or children with special needs

2. Sanitation and Env1ronmental Hazard Control

. Checkmg of water supphes for purity
and safety by state and local health depart-
ment staff

* Review of food handling to prevent food-
borne illnesses

* Eliminating other environmental hazirds
such as lead

* Promoting a safe environmernt free of
hazards such as uncovered electric outlets,
broken play equipment or toxic substances
within children’s reach

3. Promoting Child Development

s Review of the practice of developmental
principles by day care staff

® Requiring stated staff-child ratio and prepara-
tion and qualification of staff
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® Review of program provided to children for

content and quallty

° Absurmg contmuous affecuonate relauon-

ship with care giver by requiring small

grouping with consistent main care giver
® Giving workshops for day care staff on child

development, child abuse, etc.
* Promoting linkages with community

resources
Prevention of Child Abuse
* Evaluating staff qualifications and ratio
® investigating complaints
* Requiring a police check of staff record for
criminal activity
® Providing technical assistance in develop—

ment of policies and procedures

LICENSING PROCESS

ERIC
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The _steps involved in the licensing process

include the following:

. Prospecuve operators call the State Depart-
ment of Health Services:

¢ Basic information is provided by the staff
(includes regulations, statutes; licensing
process description; requirements and
responsibilities).

¢ Initial appointment at potential day care site

is made by State and local health department
staff and a consultant from the Department
of Education to provide details of licensing

requirements to the prospective operator.

* Application form is completed by the
owner/operator stating compliance with
Public Health Code.

Written approval is obtainéd from local
building, zoning; fire and health
depﬁrtments

by local health departments with their
recommendation for approval, conditional
or otherwise, to the State Department of
Health Services.

® A day care llcensmg SpCClallS[ from the State

makes the final inspection.

* A six-month temporary license is granted.
(All new programs are issued a six-month
temporary license. ThlS gives the State

Department of Health Services staff and

educational consultant an opportunity to

visit programs in operation, provide

technical assistance and assure adequate

functioning before 2 permanent license is

issued: Visits are made unannounced. The

local health department may make addi-

tional interim visits.)

eA second snx—month hcensc is 1ssued if there

are still areas of non-compliance to be

improved (only two six-month licenses can
be issued).

® The total process takes four days of work

over a period of two months.

® Relicensure applications are automaucally
sent 90 days in advance and the process
is repeated.

In the event that violaticns of public health code

are noted, the following steps are taken:

e if the v1olauonr is easily correctable, the
operator is notified. A repeat visit is made

to assure that the corrections and license are
in place:

® If there is no mdlcauon of correction a

“compliance meeting’ ' with the Maternal &

Child Health Section Chief is initiated. All

documentation of violations is presented by

certified letter to the operator. The operator

is asked to present his/her case at the

meeting: Agreements reached at the meetmg

are listed: A time period is specified within

which corrections must be made and a writ-

ten plan of action for the same is requested
within two weeks:

Unannounced visits are made to verify
compliance.

® Repeat and serious offenders are asked to

come for a hearing and subsequently taken

to the court following due process of law.

STRENGTHS OF THE PROGRAM

e All of the department’s resources (M.D.,

nursing; social work ep]demnolognst and )
nutritionist; etc) are utilized to monitor and

strengthen services for children at the day
care centers:

* Coordination with the Department of
Education; the Department of Children and

Youth Services, the Department of Human

Resources; and the local departments of

health, fire, zoning, and building is achieved

and used to carry out licensing activities:

® The staff has opportunity to orfer day care
operators a variety of services to help them

upgrade their program. This softens the

“regulatory” image and creates a congenial
atmosphere.

~ PROBLEMS

® Staff shortage at the State level reduces

opportunity for “‘preventive” efforts.
¢ Uniformity of application, regulations and

guidelines needs to be watched contin-




uously. However, ongoing monthly meetings

with the day care licensing staff and close

supervision by the day care licensing super-

visor, mcludmg visits to day care centers

with each of the staff, is carried out to assure

uniform application of the law.

Promotlon of thé need for day care subsrdy
by public and private sector is needed: Cur-
rently AAP is taking an active role in support
of day care.

The low pay scale for day care providers
causes constant rotation of the staff at day

care centers necessitating repeated edtica-

tional efforts by the State level staff. Efforts
to promote the value of ongoing training
requirements for day care staff are under-

way (note: recerit revision of Public

Health Code).

Generally poor working conditions at day
care centers; (long hours, low pay, no oppor-
tunity for upward mobrlity) cause frequent
rotation of staff, resulting in the lack of
ongoing care for children.

The lengthy legal process reduces the ability
of the State staff to close a “problem” day
care center promptly. However, in Serious in-
stances the local health departmenits issue
cease and desist orders promptly.

Lack of choice of adequate day care service

forces working parents (particularly low in-

come and minority parents) to ignore pro-

blems at the center. The distance and cost,

not the quality of the program; become the
basis for choosing a day care center. i
However, public and parental awareness of
good day care is being furthered through
educational and media efforts:

Poor availability of “well qualified, trained
nursing consultation” for infant day care
centers on a cornsistent basis allows health
problems to be overlooked.

Lack of a well organized system of com-

munication among health care provnders

day care operators and parents results in

disorganized care for the child:
Impendmg insurdrice crisis for d:iy,caré
centers is creating anxiety among the pro-
vid=rs. Encouragingly, a Governor’s task
force has been formed to deal with the in-
surance crisis.

Child abuse panic nationwide is making it
difficult to attract males to day care centers.
“Fear of touehmg among day care
providers is spreading:

Some operators try to be everything to
everyone while cutting corners to help
mect expenses.

RESULTS OF DAY CARE LICENSING

. Close to}i9,0QO chrldren are enrolled in day
care facilities licensed by the Connecticut
Department of Health Services.

® No major crisis, mcludmg ﬁre drownmg,
major injuries, deaths or serious epidemics,
has been noted at licensed day care centers
in the last ten years.

* Annual immunization Stirvey reveals 95.4%

of children in day care centers were ade-

quately immunized in 1985.

Approximately 150-200 complaints are in-

vestigated annually.

* Formal agreemenits are in effect with DCYS
and DHR to deal with issues of child abuse.

* An ongoing working relatronshrp eXiSts bet-
ween state ar 1local health departmients.

® 3,100 technical assistant encounters were
provided during the past year and 1,100

centers monitored.

— PROPOSED ACTIVITIES

In spite of the generally satisfactory results of our

efforts; we are concerned about infant and toddler day

care centers, especially all-day care centers; because

an increasing number of mothers of preschool

children are returning to work very soon after delivery.

Therefore, more infants are spending longer hours at
the centers. Unfortunately, there is a lack of uniform

availability of quality nursing services at the infant and

toddler day care centers; plus there is a gap in com-
munication among health care providers, day care pro-
viders and parents. There are fewer slots available for
infants and toddlers compared to the demands and the
parents have few choices available for infant care:
___ Out of these concerns came the idea for a
SPRANS grant entitled “Promoting and providing
health care to infants and toddlers in the day care
center”. We are proposing to survey 65 infant day care
centers to identify the needs of children; parents and
providers in regard to health, safety and child develop-
ment. We will select 12 centers {representing all socio-
economical; geographic and ethnic populations of the
state) to develop pilot models for management of the
noted needS and concerns. Trdining of nurse con-
sultants to day care will be provided along with
models of procedures; policies and recommendations:
We will assess the effectiveness of these activities by
noting the changes in the health outcome of childrén;
€.g. immunization status; numbers of illnesses and
accidents, changes in the attitudes and abilities of staff.
and development of communication among health
care providers, day care staff and parents.

Intended outcomes include better health care and
developmental practice for infants and toddlers; a
greater understanding of the needs of parents and pro-
viders, and increased involvement of health care
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providers and parents in assuring comprehensive
and ongoing care of chiidren at the centers. We
will develop manuals to assist the process. Subjects
may include:

. prevention and handling of commonly noted
infectious diseases

b. prevention and handling of child abuse includ-
ing sexual abuse

¢:  prevention and handling of accidents and injuries
d. enhancing communication between and assign-
ing responsibilities to parents, day care providers and

health care providers.
The process has already begun and results will be

available in three yexrs.
REFLECTIONS AND RECOMMENDATIONS
__ Recently in Connecticut, licensing of day care
centers by the DOHS was questioned because th

legislature was looking for ways to combine child care
services into a single agency. After much debate and
discussion it was agreed that the licensing of day care

centers and group day care homes should be left in the
Department of Health Services. Communities in Con-
necticut supported the Department of Health Services
throughout the process. The experience helped us to
clarify the responsibilities of public health agencies
toward care of children in day care.

_The following are Statements of our recom-
mendations:
1. Licensing is an important and valuable avenue
to assure basic minimum standards of care at day

care centers: 7
2. The State Department of Health Services has

proper expertise and expetienice to better the care of
a growing number of children in day care centers.

Whether or not licensing of day care centers is carried
out by the Department of Health Services, it is im-

perative that input by the Department be mandated

SO as to assure the health, safety and promotion of

child development in day care centers.
3. As an increasing number of parénts in all

socioeconomic groups are struggling to balance paren-
tal responsibility, responsibility to their employer and
responsibility to other family members, they need to

be supported: The public health agency can provide
this support by activities such as:
® Providing information to help parents

evaluate the quality at day care center
® Increasing parents’ awareness of their rights

and responsibilities as they telate to the day
care center
* Providing mechanisms for patental involve-
ment in assuring quality care for their
children ‘
4. The staff at day care centers often work long

hours with minimal pay and tremendous respon-

sibilities resulting in rapid turnover and lack of con- .

IToxt Provided by ERI

tinuity of care for children. Recent child abuse scares
and the insurance crisis is adding to the staff’s stress.
Public health agernicies need to:
® Provide and facilitaté staff training a° day
care centers
* Help develop mechanisms and management
tools to simplify procedures and improve
efficiency
* Provide 2 model for better communication
between parents, staff and health care
providers

5. Last, but not least, public health agencies

should involve themselves in helping to shape

“Pro Family” and “‘Pro Child” societal

policies, e.g.

® Carefully examining new trends such as day
care for sick children. Thoughtful recom-
mendations should be made to the policy
makers so that sick children will receive
care from 2 competent person familiar to

the child 7

® Promoting policies of parerital leave with B
Pay and learning on the job to assuré consis-
tent, knowledgeable and caring care giving
for infants

* Helping to elevate child careé to its proper
status by improving qualifications and pay
scales of child care workers 7

* Promoting on-site child care by employers

® Promoting social subsidies for child care as
an indication of the acceptanice of societal

responsibility for child rearing
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ABSTRACT

his paper profiles the achievements of the
Kansas Department of Health and Environ-
ment in the regulatory safeguarding of
children in outof-homie care.

The components necessary for responsrble
regulatory administration are discussed. These com-
ponerts include: 1) the statutory base; 2 standard for-
mulation and implementation; and 3) administrative
support. Regulations which address prevention of
child abuse are cited, as well as recent changes in the
statute to strerigthen the enforcement authority of
the agency.

~ Adescription is given of the levels of intervention
utilized by the departmient, with accompanying opera-
tional examples.
~ The paper concludes with a summary statement
relatlve to the department s rolein legal mtervent10n

ments for future action in the field of regulatory
administration.

DEMOGRAPHICS

RIC

Kansas is a rural state which had a population of
2,363,679 in 1980 including 180,877 children under

five: An estimated 51% of preschool children have

miothers who are employed outside the home, and

approx:mately 42 000 of these chﬂdren live in single-
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parent famrlres Kansas’ estimated per caplta income

in 1984 was $13,311.00 with agriculture, oil and aircraft

the major industries. Child Care Licensing is a section

of the Bureau of Adult and Child Care Facilities in the

Division of Health: The state agency is responsible for

the regulatory activities with inspections being

delegarsd to local health departments. The central

office professional staff consists of three child develop-

ment specialists and a social worker, with consultation

from other disciplines in the department, (medical,
nursing, nutrition, health education and legal). There
is a close workmg relationship with other state agen-

cies, including the Fire Marshal's Office, Department
of Social and Rehabilitation services, and the Depart-
ment of Education. For a table of regulated day care
facilities by category, see Table 1I.

INTRODUCTION

The safeguarding of children in out-of-home care
is one of the most pressing social needs of our time.
The number of working women with children under
six years of age has grown dramatically in the past five
years, with an accompanying demand for day care.

As demand exceeds supply, dnd parents have
fewer child care options oper to them, child care
facilities have less motivation to maintain hrgh stand-
ards. It is imperative, therefore, that regulatory
agencies have a strong commltment to safeguard-
ing children.

27 There are three basic mgredrerits which are the




sine qua non of efféctive regulatory admiinistration:

1) a statutory base to provide the tools for enforce-
ment; 2) sound standards formulation and implemen-
tation; and 3) an administrative authority which sup-
ports legal intervention. Kansas is fortunate that all of

these ingredients are present in the child care licens-
ing program of the Department of Health and
Environment. S o

The statutory base relates to the authority to
license, revoke or deny licenses, to formulate and im-
plement standards, and to impose negative sanctions
if unregulated care is provided.

Standards (a term used interchangeably with

“‘regulations”) identify the risks to children in out-of-
home care and establish the requirements that must

be met and mainuined by providers if they are to be
officially approved to care for children. )
Statutes and regulations are of limited value unless
the regulatory agency is willing to enforce them. Most
state_agencies statutorily assigned the child care

regulatory responsibility have failed to engage in
necessary enforcement action. Kansas, however,

has an exemplary record historicaily in the field of
enforcement. S o
This paper reports on the effectiveness of the

Kansas Department of Health and Environment in

implementing a strong child care regulatory program,
with particular emphasis on legal intervention.

BACKGROUND (PROBLEM
_ IDENTIFICATION)

The roots of public regulation of out-of-home

child care run long and deep i ni Kaisas. From 1904 to
1923; the Kansas Board of Herlth was administered by
a far-sighted physician, Dr. Samuel Criiriibine. In 1915;
he sought legislation which established the Division

of Child Hygiene (the forerunner of the department’s
maternal and child health programs) to focus attention

on the developmental and health needs of children.
In 1918; disturbed by the reports of abuse and neglect
of children in institutions and boarding homes, he
charged the director of this new division to study the
plight of dependent and neglected children. A bluée
ribbon committee was recruited which included

members of the Boards of Health and Admiinistration
and their staffs, agents of the Federal Children’s
Bureau, college instructors, and others with special in-
" terest in children’s health and welfare. Every children’s
institution in Kansas, both public and private, was

visited, and many children in boarding homes were
interviewed. The most general, but basic, standards
were used to assess the level of care: Were the children
well fed; adequately clothed and kept clean? Were they
kindly treated? Were their health needs met and was
a doctor called when they were sick? Were goals set
for them with programs designed w» meet those goals?
From the outset, Dr. Erumbine perceived the total
well-being of children, whether in their own homes
Or in care away from home; as a legitimate public

health concern. He addressed the same categories of

”
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risk as in today’s standards. 94

. TABLEY
RISKS IN DAY CARE FACILITIES*
Physical Plant Program
Fire Staff/Child Ratio
Play Equipment Activities/Equipment
Safety - Over Enroliment
Transportation Qualifications
Sanitation
Building
Environment
Care
Discipline
Neglect
Physical Abuse
Sexual Abuse

Health
Health Practices
Suaff Assessments
Child Assessments

1mmunimtions

Nutrition
Injuries

Emergency Procedures
Kansas Department of Health and Environment, 1984

__ Crumbine’s advisory group report was published
in the Kansas State Board of Health Bulletins Nos. 8 and
9; “‘Child Wards of the State” August-September, 1918-
The following excerpts from the report illustrate some

of the same risks to children identified in Tabie I.

__Sanitation— The building is old, without run-
ning water, toilet or bathroom facilities and entirely
unsuited for the purpose. ThHere were more than
20 children, with sleeping quarters for only haif that

number. The children were sleeping four or five in

onebed” ;

Fire Safety—‘The children, about 2 dozen of
them, including three of the superinténdent’s own,
were found in a dark semi-basement, which was us-
ed also as a kitchen and dining room. To reach this
room the children must descend a very steep, dark and
unsafe stairway and pass through a room which is used
as alaundry” , S

Heailth—'The home needs to provide individual

towels and toothbrushes for the children’s bathroom.
The teeth of all the children should be examined and
necessary dental work undertaken. The Health of these
children would be greatly improved by a thorough
physical examination and corrective treatment.

Physical examinations should be extended also to
the employees”” )
Activitieslequipment—'There was no playroom
in this house; no library, and very few games or
toys. The best room in the house—a large south room
which would be ideal for a children’s playroom—
has been reserved for the exclusive use of the
board meetings.” S ] o
Discipline—'The trained investigator found that
the children were not whipped but they were de-
prived of necessary articles of food for petty offenses,
*From a preseniation at_the 1984 annual meeting of
American Public Health Association ‘‘Kansas Public
Health Intervention to Reduce Risks for Children in

- . Day Care’, by Dr. Patricia Schloesser et al.




made to kneel cn cold stone floors or shut in dark

closets for misconduct.”
The summary of the report includes Dr. Crum-

bine’s challenge to the Kansas legislature:
“The State of Kansas should make it 1mpos—

sible for any individual or group of indi-

vrduals to receive chrldren Oor pregnant

women without a proper lrcense regular

1nspection and the same amenability to the

law as 1ncorpomted hosprtals hotels; eatmg

houses and other public accommodations.”
Under the leadership of the Health Department,

the Kansas legislature enacted the child care licensing

act in 1919 and gave the department the administrative
responsibility for implementation:

TOOLS OF ENFORCEMENT(STRENGTHS)

The 1919 act was comprehensive in its coverage.
The statute provided (and still provides) no exemp-
tions except for persons related to the child by blood,
marriage ot legal adoption. Every type of out-of-home
child care was addressed, including care of one or
more children under sixteen years of age for the pur-
pose of providing the children with food or lodging
or both, children’s homes, orphanages, day nurseries,

chrldrens institutions, detention honies, and matet-

nity homes/centers: Licensure was required for child

placing agencies and any child caring facilities

operated by such agencies. The basic tools necessary

for safeguarding children in child care facilities were

set forth as follows: 1) The provisions under which a

license was issued were defined; 2) The facility was re-

quired to be maintained ° “with strict regard to the
health; comfort, safety and social welfare of children”;

3) The department was authorized to promulgéte
regulations to further promote the health, safety, and
welfare of the children; 4) The department or its
designated agent (primzrliy a local health department)

was to make biannual inspections of the facilities: The

inspector was granted the right of access and entry to
the premises and the right to examine all records re-
quired by the statutes; 5) A fee for license was estab-
lished; 6) Procedures fér renewal, denial; or revoca-
tion of licenses were set out; and 7) Unlicensed care
was stipulated a misdemeanor punishable by fine.
Over the years the statutes have been amended,
usually atthe request of the regulatory agency in order
to strengthen its enforcement capability. In 1978, the
authority to promulgate regulations was expanded to
delineate areas of child care to be regulated, closely
following the categories of risk illustrated in Dr. Crum-
bine’s report. The department was authorized to write
regulations in the following areas: 1) safe adequate
physical surroundings; 2) healthful food; 3) supervi-
sion and care of children by capable, qualified persons
of sufficient number; 4) an adequate program of
activities and services; and 5) parent involvement.
The definition of types of care to be licensed was

amended in 1978 and again in 1980 to include two _|_

o

new categories: 1) "any . . . institution of a type deter-
mined by the Sécremry to_require regulation under
provisions of this act’, a definition which quelled any
arguments that the statute,drd not mandate the regula-
tion of family day care h"o'mes or _preschools; and
2) ’day care referral agencies’; added as a result of
questionable practices by a proprietary referral service.
Kansas is the only State to licenSe such agencies. AlSo,
in 1980 the authority to regiSter homes for six or fewer
children was adopted and by 1986 there were over
3,500 registered child care providers.

As aresult of the increased number of child abuse

and sexual abuse teports in 1983/84; the department
requested the legislature to address the problem. In

response, licensing smatute 65-516 was amended to state
that no person shall maintain a child care facility if in
such facility there resides, works, or volunteers any
person who 1) has a felony or misdemeanor convic-
tion for a crime against persons; 2) has a felony corfi-
viction involving substarice abuse; 3) has been ad-
judicated a juvenile offender for an act which if com-
mitted by an adult would be 2 crirrie against persons;
4) has committed an act of physical, mental or emo-
tional abuse or neglect, or sexual abuse as validated
by the Department of Social and Rehabilitation Serv-
ices; 5) has had a child declared to be deprived or in
need of care; and 6) has had parental rights severed.

A further amendment to this statute granted the
department access to court orders or ad]udrcattons of

record, criminal hrstory records information in the

possession of the Kznsas Bureau of Investigation, and

protective service investigations in the possession of

the Department of Social and Rehabilitation Services

concerning persons resrdmg, Workmg or volunteer-

ing in child care facilities. During the same legrslatrve

session the department was granted authority to sus-

pend a llcense or registration certificate when the

action was necessary to protect any child from

physical abandonment or any other substantial threat
to health or safety (K:S.A. 65-501 to 65-525, 1986:).

Standards

Although a strong statutory base is essential for
responsible regulatory administration; it is of little
value without effective standards formulation and
implementation:

Standards (regulations) must be objective, clearly

stated, and generally reasonable if they are ic be
respected by the eommunrty and achieve the gozl of

agency has involved prbvrders consumers, commun-
ity persons and regulators in the drafting of child
care regtllatlons

Prior to a comprehensive revision of child care
center/preschool regulations in 1971, regional commit-
tees were established to draft suggested regulations in
areas of health, safety, nutrition, staffichild ratios,
teacher qualifications; and program. At a two day
statewide meetmg, the recommendations from the
regions were combined into the final set of regula-
tions: Over 250 people participated in the regulation
drafting process.

Citizen input was of particuiar value in the for-
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mulation and acceptance of regulations designed to

prevent child abuse, including prohibiting corporal
punishment, setting staffichild ratios and group size,
establishing training requirements for staff, and allow-

ing parental access to child care facilities during the
hours of operation: S

It should be noted that Kansas has prohibited cor-
poral punishment in child care centers since the first
regulations were filed in 1951 ,

Well-drafted regulations set up community ex-
pectations of performance. When a provider fails to
meet these community expectations, there is non-

compliance with regulations and the regulatory

authority must engage in enforcement action.
Administration o
___ For enforcement action to be successful, the
following administrative components are essential:
1. A strong commitment of the regulatory agency
to legal intervention
2. Centralization of administrative operations
3. Accessible; knowledgeable legal staff
4. Line workers who understand regulatory prac-
tice, and who know how to document violations and
make complaint investigations
5. Adequate funding

Kansas has an excellent resource of lineworkers.

Based on the authority in the statute to designate

agents to make licensing inspections; county public
health nurses have been the primary licensing inspe
tors, backed up by sanitarians who assess risks in the
physical plant. BecauSe of their training in child
growth and development, health care of children;
safety, nutrition, and attention to regulatory detail,
nurses not only can understand and assess compliance
with regulations, but can also offer tecnnical
assistance/consultation to providers, thus making the
goal of risk reduction more achievable, An additional
advantage is their immediate access to facilities; atiow-
ing a higher level of overseeing than is possible by state

PICONN
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inspec-

or regional staff.
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IMPLEMENTATION AND ACHIEVEMENT
Child Day Care Categories

Currently, Kansas has five major categories of
regulated day care: child care centers, preschools,

licensed day care homes, group day care homes and
registere d family day care homes as found in K.A.R.
Chapter 28. S o
_The number of day care facilities and the
estimated number of children in care on January 30,
1986 are shown in the table below.
Table 11
Number of Estimated Number
Facilities of Children
514 20,000
(avg. 40 per center)
o 12000
_ favg. 30 full-time .
cquiv:llﬁéﬁtréhildrén)
20,000
(max. 10 children)
.. Leoo
{max. 12 children)
21,000
(avg. 6 children)
74,800

Type of Facility
Child Care Centers

Preschools 399

Licensed Day Care Homes 2,081

147

Registered Day Care Homes 3,464
Total 6,605
Legal Intervention .

The majority of child care facilities meet the
requirements and are issued a license or registraticn

certificate effective for a year. However, from Septem-
ber, 1983 to September, 1985 additional intervention
was necessary in 310 facilities, or 5% of the total, either
to reduce risks and bring the facility intc compliance,

ororder it to close. Ninety-two of these enforcement
actions, or 29.7% wete due to child abuse or neglect,
Sexual abuse or criminal records (see Table III).
Table III
Ent:orcemcm Actions—September, 1983 - September; 1986
Total_ __Child
Enforce- Removed
ment By Court
Action Order

Type of Child Sexual Criminal
Facilit: * Abuse Abuse Record
Child Care
Centers/
Preschools
Lic. Day Care
Homes/Group
Day Care
Homes

[V

86 5 0 4

7 140 18 12 8 10

Registered B o _ .

Homes 83 20 3 5 5

Total 309 43 15 17 17

*Chid Carc Centers and Preschools were counted together until
FY 1985, as were Licensed Day Care Homes and Group Day

Care Homes.
The Department engages in several levels of inter-

vention, some of which have been developed by the
Departmer.t’s licensing and legal staffs, and some of

which are mandated by the Kansas Administrative
Procedures Act which became effective July 1, 1985.

The levels of intervention and operational
examples; chosen from cases involving abuse or

_neglect; are as follows:
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Notice of Noncompliance

The first legal intervention, a procedure man-
dated by the licensing statutes; is the Notice of Non-
compliance; in which regulation violations are cited
and the applicant/licensee is given five days to correct
them _or to submit a corrective action plan.

Operational examples: Applicant was using inap-
propriate methods of discipline (threatening children
with a paddle); health certificates and immunization
histories were not on file; basement which had not

been approved by fire inspector was being used for.

Chlld care

or Revoke. This legal m[crventlon is used when viola-
tions addressed by the Notice of Noncompliance are
not or cannot be corrected; when child abuse or
neglect is validated by the Department of Social and
Rehabilitation Services; when a criminal records
check reveals a conviction for a crime which prohibits
the applicant from being licensed or registered; when
a child has been removed by reason of abusSe or
neglect or parental rights have been severed.
Administrative Héarmg

_ The child care provnder is glven the rlght to an
Administrative Hearing on the Notice of Intent to
Deny or to Revoke. If a hearing is not requested; the
file is closed and child care must cease. If a hearing is
held, tne Department’s final action i$ presented in ilie
Hearing Officer’s Report. Child care may continue
pending the outcome of the hearing.

Operational example: Staff/child ratio was not
maintained; program director was not qualified;
maintenance of the building was inadequate; equip-
ment was insufficient for the children; center had
history of regulation violations. Admiinistrative hear-
ing was held. Hearing officer found for the Depart-
ment. Center was taken over by new management,
was licensed and has remained in compliance.
Appeal to Higher Court
~ The provider has the right to appeal the Depart-
ment’s decision to the District Court, the State
Supreme Court and United States Supreme Court.
Unless a stay of the Department’s Order is granted
by the District Court, child care must cease during
this process.

Operational Example: Day care homie license wis

revoked based on K.S.A. 65-516. The operator’s own

child had been found to be in need of care due to
abuse and neglect and was removed by court order.
Hearing Officer found for the department; however,

the licensee obtained a Stay and appealed the decision

tothe district court: It was remanded back for rehear-

ing; based on a ~hange in statutes.
Suspension

As mentioned earlier, in 1985 the Department

was given the authority to suspend a license or

registration certificate if there is a substantial threat to

the health or safety of children: This is an administra-

l tive procedure which can be carrned out either prior
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to an Administrative Hearing, with a hearing to be held
within 30 days, or after a hearing, as a time-limited
negauve sanction:
 Operational examples: Registrant left two tod- j

dlers and an infant unattended in her basement for a
period of two and a half hours. Public health licens-
ing nurses obtained assistance of pdliCC in gﬁiriing €n-
trance to the home to care for the children pending
arrival of provider and notification of the parents.
Registration certificate was suspended. Registrant
agreed to surtender her certificite.
Original District Court Action

Legal intervention may begin at the District Court
level under the following

1. If Chlld abuse or Chlld sexual abuse is con-
firmed, charges against the perpetrator may be filed
by the district attorney, following which the Depart-
ment may suspend the license/certificate and delay
further administrative intervention pending the
Court’s decision.

Operational examples: Child abuse charges were
filed in district court against provider. License was
suspended pending outcome of court decision:
Provider was found guilty and sentenced. License was
revoked.

2. Ifcare is unregulated, the district attorney is
mandated to file charges upon complaint of the
Department or its designated agent. A fine of from $5
to $50 a day for each day of unregulated care may be
levied by the judge or an injunction may be filed, clos-
ing the facility.

Operational example: A church-operated child

the following circumstances:

care ceater licensed by the department for nine years
did not renew its license: At the request of the depart-
ment; the county attorney filed an injunction action
which closed the facility. The church applied for a
Stay which was granted, allowing the center to
operate pending an appeal of the Injunction. The
center agreed not to use corporal punishment while
the Stay was in effect. The church’s appeal was bas-
ed on the first amendment and their allegations that:
1) their congregation believed that its religious beliefs
required the use of corporal punishment; and 2) a
church shoeuld not submit to the authority of the state
by obtaining a child care license.

The district judge ruled that the church’s
religious beliefs were not burdened by state regula-
tions prohibiting corporal punishment and that the
congregation did not have a genuine religious belief
requiring them not to be licensed. The Kansas
Supreme Court confirmed the district court and
ordered the facility to close. It held that the operation
of a day care center was not a religious activity and
did not qualify for first amendment protection.!

Table IV shows the use of each level of interven-
tion for all areas of noncompliance during FY 1985.

*The State ex rel.; William Pringle, County Attorney,
Barton County, Kansas, vs. Heritage Baptist Temple,
Inc., et al., Supreme Court Syllabus, No. 56, 578.
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TABLE IV
Levels of Inteivention for Each Category of Day Care

_ofNon- __ _ _ _ éué@cn—
compliance Dénial Revoc. Hearing sion®*
Child Care
Centers/ .
PréSéhO’(le
Licensed
Day Care
Homes/
Group Day
Care Homés
Registered
Day Cire o o L
Homes 1 24 48 15 2
Totals 139 74 21 33 5

" * Three additional suspensions were prepa: -d but riot issued due to

surrender of license;

68 1 7 5 1

60 39 36 13 2

Local health department staff are involved in all
levels of intervention: They are expected to confirm

ot refute the claim that corrections have been made
following the issuance ¢f a Notice of Noncompliance;
they appear as witnesses at administrative and court
hearings; and they document unregulated care and file

complaints with the county attorney.

EVALUATION

__ Ananalysis of legal intervention by the Kansas
Department of Health and Environment points out
conclusively that given a supportive statute and en-

forceable regulations, a state/local public health
system constitutes a viable structure for safeguarding
children. Other conclusions are as follows:

1. Thatlegal intervention in Kansas is comprehen-

sive in nature, including enforcement actions relating
to regulatory violations, child abuse; sexual abuse,
felonies/misdemeanors, and unregulated private and

church-sponsored day care. 7
2. That legal intervention to prevent child abuse/
sexual abuse is dependent upon a legislative mandate

to the protective service agency to share protective
service investigations with the regulatory authority.
Close cooperation between the two agencies is essen-

tial to safeguard children against abuse.
3: That in the majority of denial and revocation
cases going to an administrative hearing, the depart-

ment’s position has becn positively supported by the
hearing officer; indicating a high level of responsible

enforcement action.
4. Thatlegal intervention is of a significant magni-
tude to reduce risks to children in day care.

RECOMMENDATIONS
___ Theauthors recommend that state health depart-

ments assume an active role in the field of day care

regulation. Public health departments are particular-
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ly well suited to this role because of their interest in
prevention, their expertise in the areas of health and
safety; and their extensive regulatory experience in
other areas:

W
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T'he paired inspection
A useful todl in building
ility

licensor reli




he Maryland State Department of Health and
Mental Hygiene licenses 941 group day care
*_centers using a modél which includes cen-
tralized direction from the _Department and imple-
mentation through each of 24 local health depart-
ments. Equitable and effective regulation of these
centers depends on achieving censistency among
those local departments and reliabjlity among those
who inspect. This paper explains the process which
the Maryland Department of Health has used to
address these issues and offers its paired inspection as
a model for others.

—_ INTRODUCTION

Maryland has often been referred to as “America in

Miniature.” The description is apt because the state’s

geographical characteristics encompass the sands of

the Atlantic beaches, the flat farmiand of the Eastern

shore and the . nation’s largest inland bay, the

Chesapeake. At the bay, great bridges reach across to

the deep-water port, tobacco farms; rolling horse

country and dairy regions of the Piedmont Plateau,

which then rises to meet the heavily forested Appa-
lachidn Mountains.
‘The analogy is also apphcable to the varied

ways of life represented in the state’s quiet farming and-

fishing villages; busthng oceamlde and mountain

S B i N . Y

43

Subimitted by: Barbara H. Bartholomy, M.Ed.
Chief, Division of Child Day Care Center Licensing and

Consultation Services
Preventive Medicine Administration
Maryland State Departiment of Health and
Menral Hygiene )
Baltimore, Maryland 21201
(301) 225-6744

resorts, row houses clustered in Baltimore’s ethnic
neighborhoods and the megalopolis which stretches
35 miles from that city to Washington, D.C. In contrast,

the quiet colonial city of Annapolis, home of the U.S.

Naval Academy, is the capitol.
Politically, Maryland is made up of 24 subdivi-

sions, 23 cournties and Baltimore City. Each is admin-

istered by an elected representative council and Has

separate local agencies for health, education and social

services. These agencies relate to ‘corresponding state

agencies: By law, the local health department is headed

by a physician or an administrator with a physician as

deputy. The head of the Iocal health departmierit must

be approved and appoinited by both the local govern-

ment and the Secretary of the Maryiand State  Depart-

ment of Health and Mental Hygiene (DHMH). Local

health department activities are funded through a

state/federal-local “matching” formula and through

direct state grants:
Economically, in 1979 10% of the state’s popula-

tion had income below the poverty level compared

to 12% of all U.S: residents: However, median income

for families with children under age 18 ran above

national averages for that year When the figures

are adjusted to reflect median family income in fami-

lies with children under age six incomes range

from $5,383 for a biack; female householder with

no husband present to $22,606 for a white, two

\Material in this paragraph contributed by Eric M. F’ng
M.D.,, M.PH., FEA.A. B, Director, Preventive iAedicine
Administratxon DHMH.
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parent family.2
 Maryland ranks 42nd in area among the states but
ranks 18th in population. In 1982, an estimated
4,270,420 people lived within the_state’s borders.
Population density varies from over 8,000 per square
mile in Baltimore City to only 40 per square mile in
the western mounuinous regions. Approximately
25% of the population is non-white, compared to
about 14 % nationally. Of the total population; approx-
imately 8% (325,152) are children who aré five years
old or younger. S

_In 1980, 47% of mothers with children under age
three (65,492 mothers) and 56% of mothers with
children aged three through five were in the labor
force (51,663 mothers). In addition, 67% of mothers

of children six through 14 years old worked outside
of the home (399,732 mothers). Today; approximately

80,000 children are being cated for in roughly 6,000
registered family day care homes, 941 licensed group
day care cente-s, and 56 before and after school pro-
grams appended to approved non-public schools. 3
The analogy, ‘America in Miniature” could also

be applied to the way in which Maryland regulates
child care; since each of the three primary types is

regulated by a separate agency using a different model.
This paper presents an overview of the state child care
licensing structure as the context from within which
the Division of Child Day Care Center Licensing and
Consultation Services, DHMH, has approached the

vital regulatory problem of ensuring that each facility
inspected for compliance with a set of standards
be evaluated consistently and accurately. The paper

focuses on a paired inspection exercise as part of
the effort to achieve licensor reliability among approx-
imately 100 licensing staff in 24 independent politi-
cal subdivisions:

" THE MARYLAND MODEL .

Ensuring child care services which promote

sound growth and developmeiit for children in safe
and healthful surroundings is the challenge of each
licensing program across this nation. Although laws;
the location of licensing in the structure of govern-
ment, and implementation va:y, the undetlying theme
persists. Each state grapples with how to design
regulatory activities so that its child care programs are

regulated equitably and effect.vely. ]
Each of Three Types of Day Care Licensed by a

Separate Agency = S

In Maryland, the Legislature analyzed the three
basic settings for out-of-home, part-time care for
children—family day care homes, group day care

centers; and pre-schools—to determine how each

2Median iriconie information in this paragraph from
Cbhildren, Families and Cbild Care in Maryland.

published by the Maryland Committee for Children.

3Statistics in this paragraph from <hildren, Famil’zs
and Cbhild Care in Maryland, published by the
Maryland Committee for Children: 3 5
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might be licensed most appropriately. It gave primary

responsibility for licensing each type of care to the
state agency which it believed to be best suited to
address the unique characteristics of the setting.

In this three-agency system, family day care
homes (care for six or fewer children in a residenice)

are registered by the Maryland State Department of
Human Resources (DHR). Group day care centers (care

for two to six children outside ofa residence or seven
or more children irrespective of site) are licensed
by DHMH: S .

Non-public nursery schools, kindergartens, and

elementary schools (characterized by their instruic:
tional emphasis) are approved by the Maryland State

Department of Education (MSDE). If an approved
school offers before and/or after school child care and

that care meets criteria established by MSDE, it, too,
is subject to approval by that agency. o
There are several situations where two of the
three agencies may be involved. First, if a school
chooses to offer child care other than that which
MSDE approves, that care is subject to DHMH ljcen-
sure. Another exampile is that a school operated by a
bona fide religious organization may apply to MSDE
for exemption ofits school day, but any part or full day
child care which the religious organization may offer

is subject to licensure by DHMH: In another model,
a day care center, licensed by DHMH, may seek
approval from MSDE for its instructional component.

Finally, both DHR and MSDE look to local health
departments to carry out traditional public health

functions in the facilities which they regulate,

_ Suff from the three agencies work together to
develop compatibility ameng the licensing programs
and coherence in the overall licensing structure. This
coordinating process was formalized and strength-

ened in July, 1986 through creation of a state-level
interagency council to address licensing issues:
The DHMH Group Pay Care Center Licensing
Model o )

. The group day care center licensing program is
administered by the Division of Child Day Care Center
Licensing and Consultation Services (Division) in the
Preventive Medicine Administration, (PMA), of
DHMH. This location is a logical one for carrying out
the legislative mandate to identify risks to children

receiving care in a group setting and to offset those
risks by reasonable protective measures. It is no coin-
cidence that many of those risks are health related and
that protective measures are often preventive in nature.

Related technical assistance is availal le in PMA through
such programs as communicable discase control,
nutrition education, lead screening, and a vast array

of infant and child health initiatives: o

However, the law’s equally strong requirement of
strategies to ensure sound growth and development
dictated inclusion of that component aiso: To accom-
modate that emphasis, the Chief of the Division is
drawn from the community of child develcpment
professionals. The Division also includes a second
Child Development Specialist (CDS), a Nutritionist; a

Community Health Nurse, a Licensing Specialist, and




an Adtﬁiiiiétf:itii)é officer.

PMA does not have expéftise, a Stété Day Care Umt
was created. S
Currently, members include a specialist in

environmental matters; an Assistant Attorney General,

and the State Fire Marshal. Although a representative
of the Protective Services staff in DHR is not a formal
member of the Unit, the Division and that staff have
developed a productive working relationship through
struggling toger’ :r to develop policies and procedures
on child abuse in céhtérs
envnronment from which to administer a comprehen-
Sive group day_care cenier hcensmg program.

The actual day to day center licensing acuiimes

of Marylands 23 counties and the Baltimore City
Department of Health. This state/local partnership
recognizes the values of a uniform la- /, regulations, and
policies4; and the benefits of centralized direction;
training, and overview coupled with the strengths
inherent when licensors and licensees are in proximity:
The Local Licensing Team

Each local health department assigns a licensing
team which includes a sanitarian; a nurse, a specialist
in child development; and a nutritionist (or another
team member cross-trained to evaluate the nutrition
component of a center’s program). Each team member
performs inspections, provides technical assistance,
facilitates consultation, and responds to complaints
related to regulations in his area of profession:l exper-
tise. In addition, a Licensing Coordinator, who may
also do inspections and carry out additional functions
in his own professional area, manages the licensing
process and monitors the necd for negative enforce-
ment activities. The Coordinator is responsible for
maintining commuriication with licensees; the team,
his Health Officer, and the state office; and is the of-
ficial custodian for licensing records.

Even though team members may work in dif-
ferent units of a local department, the team concept
provides a unifying siructure which encourages
routine communication about common or inter-
related concerns, ensures a group with varying
perspectives but a2 common focus for problem
solving, and provides a support system for licensors
and licensees.

The team concept acknowledges thei lmportance

of each aspect of the regulations and offers 2 unique

mechanism to coordmate health, environmental, and

programmatic issues. Through this approach, a center

may be viewed as a whole and its children have the

opportunity to benefit from a comprehensive licens-

4Altbougb Baltzmore C‘zty and sreveraljgcpinie ra [e coumies

bave their own day nursery laws, all are compat;bie aith
tbe state Iaw Baltzmore Czty zs tbe only ]ur

1Ctton to

reguizztzom and the C?tys admmzstrjmwe pohcze., are
~ essentially parallel to those in place throughout the rest
Cf Maryland.
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ing program designed to ensure their sound physical,
emotional, social and intellectual development.

A VITAL OPERATIONAL
PROBLEM: UNIFORMITY _

In this licensing model of centralized admihiétra-
uon and local implementation with no direct super-
visory links, a vital operational problem is ensuring
that regulations and licensing procedures are applied
uniformly and accurately statewide,

This problem was articulated in 1979 by Mary
jane Edlund then Chief of the D1v1snon In “The Team
Concept in Child Day Care Licensing in Maryland,” a

“Paper of Significance” published in the April, 1980
ARA Newsletter, Edlund wrote, “Maryland’s experi-
ence is onc of adaptation to a State and local system

in whick: local autonomy demands respect and one i

which uniformity is not easily achieved.”

John and Karen Lounsbury with Ted Brown ad-

dressed this issue in their studies in the mid-1970’s. In

a paper sxjmmarlzmg their research, published in the

Winter 1976 issue of Child Care Quarterly, they

presented their rationale:

An effective state day care licensing

system should be capable of admmnstermg

all day care standards in a uniform manner.

Thus; standards should be applied uniformly

across the state, consistently between

different ilcens;rig staff, and consistently by

the same person over time. The term

“standards” itself implies a set of criteria ap-

plied uniformly. If stand:irds are not uni-

formly applied, even the most stringent and

comprehensive standards may not ensure

adequate safeguarding of children: Non-

uniform application of standards may have

the effect of denying “equal protection” to




day care operators if some are treated more
severely than others by the idiosyncratic in-
terpretations of their licensing represen-
tatives. In addition; uniformity of standards
provides assurance to parents of day care
children that licensed facilities throughout

the state attain the same minimum levels of
protection and care:

Norris Class uses the term, “reliability’’ to label

this concept. In his paper, ‘A Policy Planning Paper on
Assuming a Regulatory Stance in Child Care Licens-
ing;” presented at the Virginia Eommonwealth Univer-
sity Institute on Licensing in October, 1981, he lists
“zealous commitment to reliability in compliance
determination” as_one of four “requisites for valid
implementation of a regulatory stance in licensing
administration.” He defines reliability as “arriving
at_the same finding (determination) regardiess of
who makes the investigation and for pretty much the
same reasons.”’ o o
__Maryland’s goal of reliability expands on this
definition by stating that which is implied: licensors
should arrive at the same findings for the same reasons
and should also arrive at a finding which is consistent
with the stated standard. , B
___ Maryland’s commitment to achieving reliability
can be identified in promulgation of comprehensive
statewide regulations in 1971, construction of licens-
ing forms to standardize documenitation of inspection
findings, commitment to staff development activities,
and publication of the Manual for Regulations and
Licensing Procedures for Group Day Care Centers
in Maryland. R

The value of the process of developing the
Manual cannot be overstated. The rounds of discus-
sion, drafts, commient periods, and revisions identified
differences in application of the regulations and
developed a consensus of how to evaluate for com-
pliance with each regulation. In its final form. the
Manual furnished each licensor and each licénsee with
the statement of intent for each reguldtion; procedures
and standards for evaluating each regulation, and a
guide to conducting inspections. In short, the Manual

provided a standard for assessing reliability.

' THE CONCEPT OF PAIRED
__INSPECTIONS DEVELOPS
Joint state/local inspections to assess reliability of
regulations application were first considered in 1977.

That year, the Division initiated a biennial Frocedure

for evaluating local licensing programs. That Pro-
cedure was patterned after public health restaurant

surveys which included paired inspections: The paired
component was not transferred to the Procedure at
that time; however, the concept was noted:
_ Early in 1979, motivated by the Lounsbury
“Paired-Observers” study, the theme was picked up
again. The Division Chiefand the Child Development
Specialist conducted inspections together to evaluate

their mutual reliability but did not include a paired:. ;

:

component in that year’s procedure. However,
the report from the 1979 Procedure nourished
the concept. o S

_ In that report, a comparison of the 1977 Pro-
cedure findings and the 1979 Procedure findings sug-
gested that centers were demonstrating vastly im-
proved rates of compliance with the regulations.
However, Mrs. Edlund; who wrote the report, con-
cluded rhat she could not express confidence in the
stated frequency and patterns of violations without
also knowing that the reliability of the persons who
did the inspections had been established. ,

. Inthe summer of 1986, it became apparent that
the growing concern to measure reliability, publica-
tion of the Manual, and the 1981 Procedure would
merge nicely. The challenge to assess reliability was
clear in the 1979 Procedure: The Manual, which was
in final draft form, provided support in making a fresh
start to jurisdictions and inspectors who may have
been applying regulatior.s or carrying out procedures
idiosyncratically. )

~ Itwasin this climate that Maryland added a prired
inspection to the 1981 Procedure.

_____THE PAIRED INSPECTION
Preliminary Activities :

Once committed, it was recessary to approach

three preliminary activities simultaneously so that the
Procedure could begin as scheduled in the Spring of
1981._Those preliminary activities were: ~
1. Establishing the reliability of the two state staff
surveyors (the Chief of the Division and the Child
Development Specialist) who would conduct the
paired inSpections
2. Preparing local licensors for the exercise
3. Designing the exercise

. The two surveyors, accompanied by a represen-
tative of the cooperating local health department, did
inspections together until they were able to documient
that they agreed consistently with each other and with
the Manual as to what constituted compliance with: or
violation of each regulation assessed by a Child
Development Specialist: - 7 ,

_ AS the design took form, information was shared
with Licensing Coordinators and Child Development
Specialists in local health departments: Their feedback
was helpful in identifying potential problems and
deciding how they would be resolved: This exchange
also permitted expression of the anxieties aroused by
moving from a Procedure relying almost entirely on
reviewing files to one including the more personal ele-
ment of an assessment of an actual inspection. Given
the localtate relationship, the paired component was
dependent on cooperation from each local depart-
ment. By early fall of 1980, each jurisdiction had in-
dicated its willingriess to participate. -
____In November, 1980; a letter was sent to local
health departments formally announcing the paired
child development inspection as part of the 1981 Pro-

, cedure. The letter outlined the Division’s goal of ensur-




ing that regulations and licensing procedures be
applied uniformly and accurately statewide; explained

how reliability had been achieved by the surveyors;

named the center randomily selected for the insSpec-

tion; asked the inspector who would routinely con-

duct that i inspection to schedule the inspection with

the state surveyor and to prepare the licensee for the
exercise; provided information about how the exer:

cise would be conducted and evaluated; and con-

cluded by offering to answer individual questions.

The Piocess
In each county and in Baltimore City, a surveyor

accompariied the inspector doing the child develop-

ment component of the regular relicensing inspectiori.

Each individual completed the inspection in the com-

pany of the other but independently However, the

surveyor did not interview.

The surveyor also used the Paired Inspection

Score Sheet to note vhen the inspector demonstrated
any of the 15 desireable licensing pracedures recom:-

mended in the “Guide for Use of Day Care Center

Inspection Forms,” developed as part of the Manual.
After leaving :he center, the surveyor shared

perczptions about Whether the inspector had

demonstrated the desired procedures or, in the case

of the first and second activities; had mdicated the

desired action in casual but dnrected conversation on
the way to the inspection site: One point was credited

for each of the 15 procedures demcnstrated.

Then the surveyor and the inspector compared

fi ndmgs on the inspection jtself and dis¢ussed dif-

ferences to ascertain whether the inspector had
evaluated compliance with each regulation as stated
in the Code ¢ f Maryland Regulations 10.05.01, Group

Q ‘ - ¢
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Day Care Centers, and the corresponding guides for

inspection in the Manual: One negative point was

recorded for each violation cited by the inspector

Wthh m fact dld not exnst and for each violation

Reliabllity of Fmdings
The paired inspection is a tool which provides

clues as to how reliably regulations and ticensing pro-
cedures ..re being applied and identifies areas where
training is indicated to increase that likelihood. it is in-
appropriate; however, to draw sweeping generaliza-
tions from the findings of this exercise for the follow-
ing reasons:

Fa ThlS exercnse mcluded only one inspection in
eaeh Jumdlctlon To ensure statistical reliability of at

ducted in apgroxnmately 10% of the centers in each
jurisdiction. Differences in findings tend to develop
in marginal situations so; to be truly representative; the
number of mspeeuons should have been greater:

2. Infour of the 24 1urlsd1cuons (those included in
the BaltnmoreWashmgton corridor), more than one
person did child development inspections. For pur-
poses of this exercise it was assumed, but not verified,
that mspectors within 1U1‘lSdlC[lOI’IS were standardized.

3. Intwo counties, the surveyor identified problems
which put the children in the centcr at serious risk.
When these problems went unacknowledged by the
inspector, the surveyor “‘broke silence” and moved
into a support role with the inspector so that the prob-
lems could be addressed with the licensee. It cannot
be known hcw the inspector would have evaluated the
center in a pure exercise.

4. Even though the rehablhty of the two surveyors
had been established, the fact that the Division Chief

parucnpated inthree of the inspections while the Child
Development Specialist did the other 21 did not allow
for an even distribution of their potential variations in
the statistics.

5. Three Child Development Specialists work in

moye than one county each, therefore, the 24 i inspec-

tions were done by only 14 different licensors. The

alternatives of each CDS with multi-county areas

doing a single inspection with the score being

generahzed to the other county or counties assigned

or, doing one inspection in each county to establish

an independent score for the county were ‘weighcd.
The latter option was chosen but feedback was

elayed for those inspections until the inspector had

completed the assigned counties series. It cannot be

known how that decision influenced the fi indings.

RESULTS OF THE PAIRED INSPECTION
EXERCISE
Inspection Procedures
The 15 inspection procedures were chosen

because each is a component of positive hcensmg

technique. Each contributes to the orderly flow of the

'8 process or demonstrates that the process is open for




the licensee to observe or fortifies the concept that the

process is fair and reasonable: Each contributes toward

building trust in and respect for inspectors and
regulatory activities.

The inspection procedures scores, by jurisdic-

tion,; ranged from 12 (80%) to 15 (100%). Of the 24

jurisdictions;, nine or 37.5% demonstrated 100% of

the procedures; seven or 29% demonstrated 93 % of

the procedures; four or 16.75% demonstrated 86%

of the procedures; and four or 16:75% demonstrated

80% ofthe procedures. The average score by jurisdic-

tion was 13.875 or 93%.: )
Ofthe 27 instances when a desirable inspection

procedure was not demonstrated, 21 or 78% were in

three categories:

1 . #ll—Askmg the pesson mtervrewed 1f he wanted

for six or 22% of the ”No’s” recorded.
2. #12—Explaining the function of the signature of

the person interviewed to that person—accounted for
eight or 30% of the “No’s” recorded:

3. #13—Telling the person interviewed how he
might indicate disagreement with the findings—

3

accounted for seven ot 26% of the “No’s”’ recorded.
When scores were computed for each of the 14
inspectors; the average score was 13.2 or 88%:
Clulerevelopment Findings
The primary purpose for doing the paired child

development inspection was to begin to assess how

accurately those regulations were being applied across

the state:

It must be noted, however, that compllance or

non-compliance with many regulations is obvious.

Little likelihood of disagreement exists over whether

alicense is posted or whether the number of children

present exceeds the licensed capacity of the center.

The fact that complmncc or non-compliance with

many regijlauons is geherally self evident ensures a

high degree of reliability. In most cases, licensees

know precisely what they need to do to comply and

inspectors know precisely what constitutes com-

pliance. “Gray” areas exist around judgmental applica-

tion of regulations such as those pertammg to “‘ade-

quate” materials or “appropriate” activities.

Each inspection required evaluating for com-

pliance on 67 items: The scores by jurisdiction ranged

from-5 (93 %) to -0 (100%): The average error rate was

-1.5 indicating statewide accuracy of application of
child development regulations of 98%. Cumulative-

ly all inspectors cited violations which did not exist

or failed to cite violations which did exist a total of 36
times. Of those 36 inaccurate determinations, 24 or
67% were essentially judgmental:

~ Theother 12 or 33% occurred when one person
observed or failed to observe a fact upon which the
other person’s decision was based.
_ . Further analysis indicated that in 12 or 33% of the
36 cases, inspectors cited violations when the licensee
had met the requirements of the regulation: One in-

spector c1ted a violation for a center having a generous
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quanuty and varlety of dramatic play props for not
having male dress-ups when dress-ups; as such, are not
required. Another cited a violation because the home
living area equipment was metal rather than the more
traditional wood. In the remaining 24 or 67% of the
cases, the inspector indicated compliance where a
violation existed. Examples included approving over-
sized groups and approving staff records without all
the required components being present.

The 36 inaccurate determinations were limited to
23 or 34% of the 67 items. Of the 23, 10 Were as§ess-
ed incorrectly two or more tiries.

Cumulative Scores
.. The paired inspection process addressed both the
reliability of the findings on the child development
inspection and the inspectors’ demonstration of
specific positive licensing procedures. The cumulative
scores included both components.
_ Overall cumulative scores by jurisdiction ranged
from eight or 53% to 15 or 100% for an averag:
reliability rate of 12.375 or 82.5%. By inspector, ths
average score was 11.27 for a reliability rate of 75%.
Looking for Patterns -
Even though the data was much too slim to be

generalized, it was analyzed for patterns which might
link an inspector’s education, training; or experience
to that inspector’s score on the parred inspection:

The only clear pattern that emerged was that each
of the seven scores of 15 (100%) was earned by an in-
spector who did a series of paired inspections anct after
the first inspection.

EVALUATION L

~ This is 2 srmple begmnmg Step in the area of
paired inspections. Given all the factors which could
have distorted the findings, it iS inappropriate to pro-
claim the high degree of reliability suggested by some
of the statistics, but there were some Specific benefits
from the experierice.

1. Through developmg and carrymg out the exer-
cise, statewide attention was focused on the issues of
equal treqtment and uniform practice. Licensors
plainly showed a growing commitmerit to building
reliability through consistent and accurate application
of procedures and regulations.

2. The findings on the ! .uensmg procedures com-
ponent indicated specific areas in which to concen-
trate efforts to encourage inspectors to practice pro-
cedures that reinforce safeguards for licensees.

3. The child development inspection ﬁndmgs
targeted training needs, but also isolated sections of
the regulations which are vaguely written. Even with

the standardization offered by the Manual, there were

several instances when the inspector and the surveyor

disagreec about a finding and could not reconcile that

disagreement. Those disagreements clustered around

three regulations:

a) Playground (What satisfies the requirement

“appropriately equipped’?)
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applied during naptime?)

could inspectors require?)

in the regulations.
4. ]

Th¢ next steps were clear:
ing for inspectors
training activities
a training tool

precise
e) Redesign the exercise to ensure greater
reliability
fy Expand the scope of the exercise to include
health, nutrition, and environmental inspectors
g) Repeat the exercise with child development
inspectors
Some Thoughts to Ponder S
As the person with primary responsibility for this
exercise and as the principle surveyor, I had oppor-
turiity to observe and consider the dynamics of many
different individual styles. I noted the contrast be-
tween inspectors who moved methodically from
point to point on the inspection sheet and others who
observed overall and then looked for a place to cite
problems. Some inspectors seemed to have pre-picked
issues while others had a broader focus. The
hypothesis that expectations influence findings began
to develop when my notes revealed that an inspector
who had characterized a center as beinga “good™ one
often missed deficiencies obvious to me; and an in-
spector who had characterized a center as being
“‘troublesome” tended to cite violations where there
were none. These are behaviors which warrant addi-
tional thought and study as we work to perfect
regulatory practice. .~
____But, most importantly, by working with an in-
spector in each jurisdiction of Maryland, I was privy

to a priceless pool of cumulative knowledge, skill, and

experience which could be integrated into our on-
going program to build an efficient; effective licens-

ing program:

- RECOMMENDATIONS
___ The paired inspection has demonstrated its value
as an cvaluative tool in both the Lounsbury study and
the Maryland exercise. Witha different emphasis, the
process could be diagnostic. By adding feedback from

b) Group Size and Staffing (How should ratios be
¢) Dramatic Play Equipment (Spécifically what
After the entire Series of paired inspections
was completed, the child developmeiit inspectors

resolved these issues themselves pending clarification

The paired inSpection exercise provided direc-
tion for subSequent Standdrdization activities.

a) Continue to offer group and individual train-
b)Encourage all jurisdictions to participate in
¢) Expand the format of the paired inspection as

d) Improve the regulations and Manual to be more

a training tool. Since the issuie of consistent findings
is, or should be, of conicern in any program relying
on inspections to confirm compliance, the padired 1n-
spection shiould be considered as a tool to build licen:
sor reliability.
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Abby Shapiro Kendrick, M.Ed.

ABSTRACT

he Massachusetts initiative for health in day
carc illustrates the efforts of an MCH/CC
 Agency which_does not have regulatory
authorlty for day carc. Over a period of only a few
years, the MCH/CC Agency has established a viable
Preschool Health Program in ccoperation and col-
lﬁbo'r:iti'o'ri with oth'er staff within the D'c:pa'rtmé'nt
The Progmm has prqwded needs assessment. t,rammg
opportunities, technical assistance, a federally funded

family day care project; and assistance in day care

health standard setting. The MCH/CC Agency has been
an active catalyst in focusing attention on the issues
of health in day care and has succeeded in establishing
MCH/CC as a prominent day care agency without
changes in legislitive mandates.

From the bc.gmnmg, mtra -agency and mter-

goals. T\wo workmg groups were convened—ore for
projects within tiie division and another with the key
state agencies identified ,through, the interview
process. The initial goals of the initiative were: 1) to
educate one another abour the health-related

preschuol activities which were takin, place; 2) to

conduct a jocal needs assessment to identify health

services in day care centers and gaps in services; 3) to

collaborate within the D"partmem of Public Health

and with other state agencies to increase the amount

and qixalxty of day care health tr:uning and technical

éém'ard Guyer, M.D., M.PH.

Subm:ttedjgyw
Massachusetts Department of Public Health
Boston, Massachusetts 02111

(617) 727-0944

Katberine P ﬁ'fe'ssenger MCEP

assistance for day care settings:

As a result of the needs assessment process, the

Preschool Health Program began to plan activities on
several fronts: 1) development of a comprehensive
Health in Day Care guide for day care providers;
2) establlshmg a plan for presenting statewide train-
ing conferences and workshops; and 3) participation
in several day care interagency task forces and work-
ing groups to influence policy development and stan-
dard settirtg. . .
_ Dué to the lack of | program staff and training
funds, the Preschool Health Program has been forced
to assume the role of coordinator and facilitator. The
r rogr:im functionsasac 'at'alys't to othéi*s to see thét thé
has become a pioaactive role to foster mteragency
investment in day care health promotion. The recent
involvement of the Department of Public Health as an
integral state agency in day. care policy and services has
been the result of establishing a presence of health as
a prominent day care issue. This recognition has oc-
curred as an outgrowth of activities such as affiliations
with other agencies and professional associations,
public notice at conferences and in local publications;
participation on relevant task forces, and development
of a federal family day care project in response to
expressed needs.

With neither direct. regulatory authomy nor a
specific budgetary aliocation, what are the roles which
a MCH agency can play? The following paper
describes how one state MCH agenicy has developed
an innovative and active set of programs in this situa-
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tion and how these activities have been integrated into

MCH/CC programs.

- The development of day care services and
problems for young children in Massachusetts reflects
the major demographic and social shifts in our natiof
over the last two decades: increasing numbers of
women in the workforce; rising rates of divorce
and female-headed households, and the feminizition
of poverty. o o }
According to the 1980 Census, out of a total
population of 5,737,037, there are 337,215 children in
Massachusetts aged birth to five years. Forty-three per-
cent of the workforce consists of women with
children under the age of six: o S
 One out of every six families (16%) are female-
headed households. Of those female-headed
households with children under six; 66% live below
the poverty line. o )
In Massachusetts, there is a rapidly expanding day

care community. Currently, there are approximately
1,850 licensed. group day care centers with an
estimated enrollment of 87,000 chiidren and approx-
imately 9,460 registered family day care homes with
a capacity of over 40,000 slots available. These
numbers reflect a nine percent growth in the most

recent year—1985. Even so, demand for day care far
exceeds the current supply. -
In Massachusetts, both group and family day care

are regulated and licerised by the Office for Children,

astate agency formed in 1972 toserve both regulatory
and advocacy functions. Group day care centers are

licensed every two years. At present; family day care
homes (defined as having one to six children in care)
are registered every two years by filing a self-evaluation
questionnaire; homes are_not routinely inspected
except upon complaint. The Department of Public
Health licensed day care programs in Massachusetts
prior to the creation of the Office for Chitdren: Since

then, the Department has had little systematic or child-
focused role in day care, although many of its regula-
tions (such as the Sanitary Code, food service regula-
tions and immunization laws) are incorporated into
day care regulations.

_In Massachusetts, the day care system is subsi-
dized by state funds from the Department of Sociai
Services (DSS), the state agency responsible for child
protection and support Services to families and
children. Approximately 16,900 slots are purctiased
by BSS for basic and supportive service care. Addi-

tionally, approximately 5,300 child care vouchers are
provided by the Departments of Social Services and
Public Welfare to support the state’s Employment and
Training participants. R

It was recently estimated that there is a need for
six times as many work-related slots as are available
through state-funded subsidized slots.

As organized preschool settings begin to replace
the public schools as the earliest site at which public

health interventions can reach laige riumbers of
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children, the opportunities for promoting positive

child health and development during the preschool
years has grown. Concerns about the adverse health
risks of day care have also arisen, from increased
spread of some infectious diseases—especially among
young children in diapers—to the dangers of abuse or
neglect and ‘‘custodial” care:
STEPS OF IMPLEMENTATION/
_ PROBLEM IDENTIFICATION

MCH Programs Related to Day Care
.. The Division of Family Health Services is the
MCH/CC agency for Massachusetts. Since the early
1970s the Division of Family Health Services has not
related directly to the day care community, with the
exception of funding one model program, the
Preschool Enrichment Team: For the last decade, the
Preschool team, a multi-disciplinary preventive child
health team, has offered on-site consultation to 40 day
care centers; vision and hearing screenings and train-
ing on screening techniques; child developmental
assessments; workshops on issues in child growth;

firstaid training; and other services. Even with six
full-time equivalent staff; the requests for informas

tion. training, and assessments continue to outstrip
their capacity,. o
During this time, the MCH/CC Agency also has
supported a number of projects which focused at least
some of their activities on the preschool population.
Some key programs are listed as examples of MCH
involvement with this age group:
Statewide Childhood Injury Prevention
Program (SCIPP)—SCIPP has assembled a
number of resource materials; curricula, and

training approaches of relevance to day care.
In particular, the Home Injury Prevention
Project {HIPP) home safety protocol can be

adapted for family day care needs: Between
1980 and 1982, this project conducted more
than 350 home visits to assess hazards and
collected data on more than 60 pot: atially
hazardous items. It also offered active
counseling to residents and installed and
distributed home safety devices. An evalua-
tion of HIPP indicated it has been successful
in reducing the number of hazards in the
currently developing a new training module;
“Safe Day Care.”

Massachusetts Passenger Safety Program
(MPSP)—With funding from theé National
Highway Traffic Safety Administration, MPSP
has developed and coordinated training
curricula and resource materials on proper
car restraints for preschool children; includ-
ing speakers’ bureaus, safety councils; an
industry cost reduction program (e.g.,
department store car seat discounts), com-

munity public safety initiatives, and a car seat

loan program.
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Massachusetts Childhood Lead Poisoning
Prevent.on Program (CLPPP)—Since 1972,

CLPPP has administered a comprehensive

state lead law and regulations, including

drrect services and local projects: Although

v care centers must be inspected by regula-

uon and certified in compliance; family day

care homes are not routinely inspected.

Since 1981, the Division, through the MCH

Block Grant; has supported a continuation

and expansron of local lead poisoning

prevention progmms prevrously funded

categorically. Nurses in the Department’s

regional offices offer lead screening, case

management, and outreach to the communi-

ty to prevent lead poisoning;

In addition, the Department provides many other

MCH/cE (mcluding early intervention, WIC, and

primary <1re) and related services (dental health, com-

municable diseases; and local health services) which

can be made available to day care. There are also a

number of related programs within the MCH/CC

Agency which serve preschool aged children with

special needs—early intervention, developmental day

care, integrated preschools; etc.

Development of the Preschool Health Program

In the early 80s, MCH began to re-examine its role

of serving the general population of preschool

children. Since over 125,000 preschool children

receive child care within an identifiable and organized

day care system, the day care community was deter-

mined to be the best target group for activities. Empha-

sis was placed on child health and development, with

a focus on preventive health promotion including

injury prevention and communicable diseases, and on

early referral to appropriate MCH services:

In order to plan greater involvement with the day

care commumty, MCH conducted key informant inter-

views in 1983 with other appropriate agencies: the

Office for Children, the Department of Social Services,

the Department of Education, the Preschool Enrich-

ment Team, and an established child care resource and

referral agency. Both the child care providers and other

state agencies expressed keen interest in health.

Federal funds within the Division were identified in
September 1983 to hire a half-time consultant to coor-
dinate the new Preschool Health initiative: The coor-
dinator came directly from preschool day care exper-
ience with education/child development background:
From the beginning, intra-agency and inter-
agency coordination and collaboration were priority
goals. Two working groups were convened—one for
projects within the Division and another with the key
state agencies identified through the interview pro-
cess. The initial goals of the initiative were: 1) to
educate one another about the health-related
preschool activities which were taking place; 2) to
conduct a local needs assessment to identify health
services in day care centers and gaps in services; 3) to
collaborate within the Department of Public Health
, and with other state agencies to increase the amount

and quality of day care health training and technical
assistance for day care settings.

Needs Assessment

In December 1983, a comprehensrve needs
assessmient was sent to all Irc;enseg day care centers in
Boston and Springfield (N =186). The survey revealed
an unexpected degree of interest in providing more
health services and receiving health training. Topics
most desired for staff training were identifying child
abuse and neglect, working with parents, observing
and recording child behaviors, identifying common
illnesses, use of screening tests, and fifst did. Technical
assistance was requested by 76.5% on promoting
positive child health routines, 73.5% on promoting
child safety, and 72.7% on using commiunity health
resources. Development of sick child policies and revi-
sion of health policies were of least interest, but were
still requested by 41% of respondents.

‘During an additional follow-up telephone survey
of all infant/toddler programs in Boston (N=32),94%
indicated that communicable diseases were their ma-
jor health concern. Written technical assiStance
materials and health training, particularly related to
issues of communicable diseases, were requested by
76% of the programis. As 2 result of the needs assess-
ment process, the Preschool Health Program began to
plan activities on several fronts: 1) development of a
com prehensive Healtb z'n Day C‘aré gu’ide for day care

statewide trammg conferenices and workshops and

3) participation in several day care interagency task

forces and working groups to influence policy
development and standard setting.

Day Care Policy at the State Level

At the same time that DFHS was re- assessn ng i its
role with day care, the state was undertaking a Similar
effort. The demand for child care was growing at a
very rapid rate; and it was widely recognized that day
care suffered from an uncoordinated state approach.
Thus, in March 1984, Goverrior Michael Dukakis con-
vened the Governor S Day Care Partnershlp Pro;ect to

improve ,day care in Massachusetts Task, force
members from state agencies, higher education inistitu-
tions, private industry, and representative provider and
advocacy associations charted a new course. A
representative from the Departmerit of Public Health
was not invited to become a member, and although
trammg and support was one of the cornerstones of

peared in the report except for one reference to early

intervention.
Despite a lack of invoivement with the Gover-

nor’s Partnership report, as the Department of Public

Health was becoming more prominent in its rofe with

day care, the director of the :1ew Preschool Health Pro-

gram was invited to become 2 member of several other

major sute task forces related to day care. As charrper-

son of a health subcommittee of the “Citizen Involve-

ment in Day Care Quality” Committee, she facilitated

unanimously accepted changes in the health standards
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of four other mteragency task groups; the director is

able W communicate health-related concerns and

resources to the group and to report back to Depart-

ment staff the priorities and nieeds of the day care com-

munity. Currently, these major task forces are actively

addressing issues of faimnily day regulations, statewide

access to day care training, resource development; the

role of child care resource and referral agencies; imple-

mentation of early childhood programs within the

public schools, and comprehensive planning for
special needs children birth to six years of age and

their families. Health has become an integral compo-

nent in each of these efforts.
Through increased opportunities to work more

closely with other state agencies and day care pro-

viders; it became apparent that family day care pro-

viders were an isolated group and were being poorly

served in relation to the magnitude of their needs.

Thus, the Preschool Health Program developed a pro-

posal for the “‘Family Day Care Health Project.” This

project received federal MCH funding as of October

1, 1985; it is founded on a commumty collaboration

and ‘training of trainers” model, and will serve to

strengthen and support technical assistance and train-

ing efforts for family day care providers within the cen-

tral region of Massachusetts. The data gathered by the

evaluation component of Family Day Care Health Pro-

ject will be used directly in setting state family day care

regulations and administrative policy.

STRENGTHS

The strength snd the _relatively rapid develop-
ment of the Preschool Health Program has been due
to_interagency cooperation and collaboration: The
MCH/CC Agency has health expertise ahd a comunit-

ministrative or financial clout. Other agencies may
have either authorrty, purchasing power, or training
funds but no healtli expertise. Our mutual nceds have
served to bolster productive and cooperative work-
ing relationship’s

The Preschool Health Program like all MCH
agencies and programs, has four major functions:

. mformatron and research

* technical assistance
® provision of services
Building the Preschool Health Program into these

existing agency functions has enabled the Program to

expand as an integral part of the agency, rather than
an isolated or separate initiative.

1) Information and Research: To provide ac-

curate information to the public. profes-

sionals, and policy makers on the health

status of women and children; and to carry

out research on various needs and problems

of the population as well as the effectweness

Aruitoxt provided by Eic:

&

of programs:
The Preschool Health Program was initiated

through a needs assessment process. The survey of

day care center directors in two large cities of

Massachusetts provided the data necessary to chart the

future direction of the program. This research effort

is replicable in other states; and in fact has been

adapted for use in at least two other states.

The Family Day Caré Health Project has a research

component which will monitor the integration of

health and safety practices into the operation of family

day care homes and assess the reduction of health risks

in family day care settings: The evaluation methodol-

ogy includes both process and outcome components;

it will assess such things as the number of providers

reached through training programs Or onsite visits;

improvements in the health records and i increases in

preventive health activities and home safety measures

after intervention; utilization of a telephone health

consultation service; and changes in family day care

training and information networks at the communi-
ty health levei.

2) Standard setting: To use regulations,
guidelines, and other mechaniSms to set the
highest standards of care.

While the MCH Agency does not regulate day

care, there is a clear role for providing inpu: :nto the

development of dzy care regulations and standards.

Other divisions within the Department, such as Food

and Drug; Sanitation; and Communicable Diseases, do

issue, monitor and enforce a variety of laws, regula-

tions, and codes which affect day care. Some of these

are incorporated directly or by reference into day care

licensing regulations. Therefore, one standard-setting

role for the MCH agency is to partrc:pate inand com-

ment on the development of these ‘‘core” regulations

and codes. e
It is already apparent that efforts such as the

manual Health in Day Care and the results of the Fami-

ly Day Care Health Project will have a direct impact

on both revised day care regulations and Office for

Children’s administrative policies: These manual

guidelines, while not enforceable as regulations; are

the most recent written recommendations that the

Massachusetts Department of Public Health has

developed for day care. The guidelines were establish-
ed with the input of other diisions within the Depart-
ment of Public Health—Communicable Disease Con-
trol, Dental, Sanitation, etc.—as well as other state
agencies and reviewers from the day care and medical
communities.

P:irti'cipati'o"n on anumber of day eére task foreeé

sgte cohtracted programs are mandated to insure that
all children are screened for lead poisoning. Other
new standards include Sanitation procedures for
centers, daily logs for injuries and health concerns; and
policies specifying attendance of sick children.
Another example is the effort of the Division to




respond to the issue of AIDS. An MCH pediatrician has
closely monitored the State’s preSchool AIDS policy
and has worked with the Department of Public
Health’s AIDS Coordinator to preSent forums on the
policy for day care staff throughout the state.

3) Technical Assistance: To employ profes-

sionals who are experts and can provide

community programs with expert advice

and assistance.

Within six months of the Pteschool Health Pro-
gram'’s inception,; it co-Sponsored with Wheelock Col-
lege a full day preschool health conference for Head
Start {md 'day 'C{lr'C prdViderS The PreSChobl He{llth
all,of the faculty for the wogkshops ; but none of the
other cornfetence expenses. The conference was such
a sticcess that this sam= model was replicated seven
months later; the Department of Social Services used
its own training funds to sponsor full-day conferences
in two areas of the state, The conference included
workshops on numerous health topics including com-
municable diseases, injury prevention, nutrition,
health education, dental henlth, and health screenings.

The collaborative model appeared to be the ideal
method of enabling the Division to provide outreach
to the comimunity withot. a training budget of its
own. A strong affiliation was formed with the Associa-
tion for the Education of Young Children affiliates
throughout Massachtisetts by jointly developing a
preschool transportation safety project. Once again,
the Division provided its training expeitise and coot-
dination capacity to a group of AEYC meinbers who
were trainied to become speakers on preschool
passenger safety.

~ During 1984, the Division strengthened its ties to
the day care community by co-sponsoring a full day
AEYC conference. The keynote speaker on child sex-
ual abuse and seven additional workshop tiainers were

provnded by the Division.

‘The Preschool Enrichment Team is also a fine
model of technical assiStance activities for day care.
This multidisciplinary pi‘eSChObl preventive heélth
producuvuy is apparent from the fact that durmg 1985
they completed 643 sChool visits, sereened almost
serv1ceprogr4ms servmg 2 108 attendees in addmon
to providing many other services. They have become
even further integrated into the ddy care comimunity
by receiving Office for Children funding to become
a Child Care Resource and Referral Agency for Western
Massachusetts.

~ The Health in Day Care gu1de is an illustration of
written technical assistance materials developed
specifically for day care. Specific guidelines are
presented, as are clear procedural recommendations,
saimple letters for parents, posters on handwashing and
diapering, checklists for center and playground safe-
ty, and an outline for comprehensive health policies.
”Safe Day Care” is another example of technical
assistance for this constituency. Developed by the
Statewride Comptehensive Injury Prevention Program
of the Division, this module (which includes both a
training manual and cutricular materials) specnﬁcally
focuses on the needs of the classtoom teacher.

Technical assistance, in collaboration with the
Preschool Health Program, is provided by a variety of
other Division programs. The Massachusetts Passenger
Safety Program trains speakers for workshops in ear-
Iy childhood programs and disseminates training
materials. The Office of Nutrition is providing
workshops for day care and is beginning to plan for
the potential of developing a health/nutriticn newslet-
ter with the Preschool Health P1 _gram. Staff members
of early intervention programs often provide technical
assistance to day care programs around ¢! ildren who

attend both early intervention and day care programs,




or children being transitioned from one to the other.

The Division vision and hearing program trains day
care providers to do screening. Outreach and Train-

ing Teams work with both family care providers and
day care center personnel to assist them in serving

children with special needs. o
_____ Another tier of activity of the Preschool Health
Program is networking and promoting the awareness

of heaith in day care on the national level. Conference
presentations have been made to the National Associa-

tion for the Education of Young Children (NAEYC), the
Association for the Care of Children’s Health (ACCH)

and a future presentation is being planned for the
American Public Health Association (APHA). Through

networking at the 1985 NAEYC conference, an infor-
mal national network of health in day care profes-
sionals has been formed with individuals throughout
the country. As a result of this effort, the Preschool

Health Program has established a new working reia-
tionship with the Georgetown Univeérsity Child
Development Center to develop a complementary
teacher’s guide and trainer’s guide to accompany
Health in Day Care: A Guide for Day Care Providers
for national distribution.

4) Provision of services: To provide direct

services to meet established needs:

In this case, the MCH/CC Agency does not pro-

vide direct day care slots for children; nor is it ap-
propriate for this agency to do so. However, the Divi-

and support the capacity of the day care system, for
the preschool population with special needs: Such
services include early intervention services (currently
serving 5,000 children), developmental day care, inte.
grated preschools (serving disabled and able-bodied

children together), and respite care services.

sion does provide a variety of services, which amplify

Benefits of Collaboration
Due 1o the lack of program staff and training

funds; the Preschoot Heaith Program has been forced
to assume the role of coordinator and facilitator. The
program functions as a catalyst to others to see that the
task of improving health in day care is addressed. This

has become a productive role to foster inter-agency
investment in health promotion in day care.

_ . The recent involvement of the Department of
Public Health as an integral state agency in day care
policy and services has been the result of establishing
apresenceoft 'thasa prominent day care issue. This
recognition has occurred as an outgrowth of activities
such as affiliations with other agencies and profes-
sional associations; public notice at conferences and
in local publications, participation on relevant task

forces, and development of a federai family day care
project in response to expressed needs. ,
____The receptivity of the day care community and
other state agencies is a primary reason for the

Preschool Health Program’s success. At this historical

moment, when day care has become a growing
necessity of this society and when day care staff have
not previously been exposed to health education or

=
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is a powerful driving foree: Since the Massachusetts
Department of Public Health is not the licensing
authority, the Prescnool Health Program has been
greeted with enthusiasm rather than fear or resistance.

And since health expertise is not a strength of other

state agencies or the day care community, MCH is
regarded as expert in a field which desperately

recognizes the need for assistance in health: Rather

than battling over “turf issues” MCH is welcomed as
a long-lost missing piece of the puzzle. When the

Health in Day Care: A Guide for Day Care Providers
in Massachusetts is disseminated in 1986; both interest
and requests for service are anticipated to increase
significantly.

_ PROBLEMS

The major problems of the Preschool Health
Program have been due to fiscal constraints. The
Preschool Health Program can operate Successfully

only with cooperation from other staff within the
Department of Public Health and other agencies.

Because expansion proposals for state funds have not
yet been successful, the Preschool Health Program

operates on a yearly budget of approximately $35.000,
with only one state position assigned to the program.

- Other problems relate to the day care community
itself—issues of low wages, high staff turnover, the
high cost and unavailability of insurance, charges of
child abuse and neglect, etc. Day care providers tend

to be overwhelmed by the burdens of being

understaffed, underpaid, and undervalued. A great

deal of energy has been sipnoned off to address these
continual crises. The Health in Day Care reference
manual and saff training and support are attempts to

decrease this crisis orientation and to make the day-

to-day management of health services in day care more
understandable and attainable. However, building a
solid basis for health in day care can ornily proceed as

rapidly as the underlying foundations for day care

itself are strengthened and expanded.
I RESULTS

The Preschool Health Program, within several

years; and with only part-time staff, has been esta-
blished as a viable MCH program. Although expansion

iS desperately needed on the regional level, the
Preschoot Health Program has been dble to act as a
catalyst for health in day care activities. Although no
formal evaluation has occurred to date, evidence of
success can be measured by many concrete events
which illustrate the recognition of health as an jssue
and the success of a collaborative model. Theé follow-
ing are but a few examples:
¢ The Preschool Health Program represents the
Department of Public Health on five interagency
working groups to develop day care policies.
® Boston AEYC, without co-sponsorship, will include

i at this year’s full day conference six health

training, the need and desire for health information 4 p workshops by MCH personnet, including injury




preverition, communicable diseases, lead poisorn-
ing prevention, sick child care, and child passen-
ger safety.

* A new Request for Proposals for Outreach and Train-
ing Teams issued by the Division will mandate them
to provide consultation to day care providers to assist
in the integration of children with special needs in-
to both center-based and family day care programs.

* A county extension program har asked the
Preschool Health Program and the Divisions’s Office
of Nutrition to collaborate on a comprehensive
nutrition in day care training program.

® The MCH/CC Agency received federal MCH funding

to implement a model family day care project aimed
at promoting health and reducing health risks in

family day care settings.
® Participation on the Citizen Involvement in Day Care

Quality Committee resulted in revised and new

standards for day care services:
* A Request for Proposal; to be issued by the Office

for Children to all state-funded child care resource

and referral agencies for the development of

model training programs; lists health as one of its
top priorities:
* Funding for a preventive child abuse and neglect

training program for day care personnel sponsored

by the Department of Social Services was saved after
communication by a Division child sexual abuse
working group (of which the Preschool Health
Program director is a member):

Department of Public Health on a task force which
will recommend to the Office for Children a com-
prehensive state approach to family day care, includ-
ing regulations and policy changes.

# The Statewide Comprehensive Childhood Injury
Prevention Program (SCIPP) will disseminate a
training model; “Safe Day Care”. SCIPP staff have
written two chapters on safety for the Health in Day
Care guide and, in turn, the Preschool Health
Program director assisted in development of the
SCIPP module.

® The Division pediatrician has provided forums on
AIDS throughout the state specifically for day care,
early intervention, and other preschool program
staff. She has also been actively involved in present-
ing workshops on communicable disease control
and has assisted in the writing and review of the

EVALUATION
___ No formal evaluation has been undertaken to
date. The Division is in the process of developing data

management procedures to document more
systematically its consultation and technical assistance
activities. The Family Day Care Health Project has a

specific evaluation component and its findings will
have a major impact on future directions for the Divi-

sion. Funded project activities are also monitored both
fiscally and programatically oni 4 semi-annual basis.

- RECOMMENDATIONS
~ Our major recommendation to other MCH agen-
cies is that health in day care i tatives should be
undertaken, even when funding ;s insufficiént. It has
been demonstrated that despite low staffing, a

achieved. Consideration of +he following recommen-
dations based on experiences in Massachusetts may
be helpfuil.

1. MCH agencies should take a leadership role to
promote health iSsues for day care even in States where
they do not have regulatory authority for day care.
MCH can help regulatory agencies build a health com-
ponent into day care.

2. Any preschool health initiative shotild include a
needs assessment process to determine existing needs
and resources and future directions of the project.
3. MCH agericies should do initial active otitreach
to other state agencies and the day care commuiity.
While MCH expertise was welcomed, it Was not
Outreach should include professional group affilia-
tions, day care publications, and advocacy groups.
4. The director of a day care initiative shculd have
training and direct experience in day care settings.
5. To maximize learning and sharing, training
opportunities should be open to as many preschool
groups as possible—Head Start, state-supported and
private day cate, nursery schools, family day care, etc.
6. Workshops and even full-day conferences have
been most successful when health is the entire focus.
Health workshops at a broad conference which
compete with priority day care topics such as be-
havior management tend to be attended by fewer
participants.
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ABSTRACT

egulations and standards are necessary in

Q. an effective child care licensing program.

Their development is usuolly intricate

and time-consuming, but the process itself enhances
implementation:
Mississippi’s nutrition project involved both

regulation development and implementation. The

evaluauon of nutrition practices in child care  facilities

guidelines and training: Major deficiencies; Wthh

ranged from inadequate meals to unposted menus,

were identified in 72% of faci'*ties surveyed.

.. Cooperation between stai: of several divisions
within the Department of Health accounted for the
success of the project and its continuation as an ongo-

ing program.

INTRODUCTION
“Mississippi to me is the beauty spot of

creauon—-a darkﬁ ‘wide; spacious land that you carni
breathe in” is Tennessee Williams’ description of
Mississippi: The state has over 47,000 square miles and

is located in the geographic center of the South Cen-

tral United States: The population in 1980 was

2,520,638 or about 53 persons per square mile. It is

a very rural state where only 10 counties out of 82 have

a total population exceeding 50,000; only three of
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these exceed 100,000 and just one exceeds 200,000.

~ Mississippi is a “young” state. One out of every

three persons is under 18 years of age. Of these

children about 19 percent live with one parent. There

are 210,155 women in the labor force who have young

children; 92,586 have children under six vears of age.
MlSSlssnppl has the lowest per capita income in the
United States and 7],;10 or one-third of our children
under six are living in poverty.

‘Currently there are about 1200 licensed child care

facilities in Mississippi. Of these, about 25% are Head

Start Centers, G5% are centers serving over 15 children

and the remaining 10% are family homes Serving be-

tween six and 15 children—all under the age of six

years. Facilities serving less than 6 children or those

classified as part of school systems are nct regulated
in Mississippi:

The Child Care and Specnal Licensure Division is
part of the Bureau of Preventive Health within the
Mississippi State Department of Health. It is specifically
located in the Division of Disease Control. The
Mississippi State Board of Health is the governing
board of the Departmment of Healih dand has the
regulatory authority for Child Care Licensure.

The Mississippi Child Care Licensing Law was
enacted in 1972 “‘to ptbmoté the health and safety of
the children of this state” and “to assure that certain
mirimum standards of cleanliness and safety are main-
tained in such facilities.” The law also states “‘that
inspeci’ ins and approvals shall be based upon the
standards prevailing in thé political subdivision in-

BN




volved, and upon regulatlons promulgated by the State
Board of Health .

or revisions thereof, is a slow process. Even mlnlmal
standards require carefiil study and review S0 as not
to conflict with or in any Way attempt to circurnvent

the intent of the legislation. In Mississippi; this
development and review process takes Several steps.
First, within the Department of Health those persons
responsible for the specific aspect of the program draft
proposed regulations and/or standards based on their
own expertise and knowledge. The regulations are
then reviewed by others within the department who

may be responsible for some phase of their implemen-
tation. Thirdly, the draft regulations are suhmitted to

the Child Care Advisory Board (as established by law)
for the Board’s review and comments. At each Step of

the review process, appropriate recommendations are

incorporated into the draft and preseiited at the next

level of review. A public meetlng constitutes the fourth

review level in the process and is certainly one of the

most important because of the possible political imm-

pact. When these reviews have been conducted and

necessary changes have been incorporated, the regula-

tions are submitted to the State Board of Health for a

fifth and basically final review. When approved by the

Board, the regulations are submitted to the Secretary

of State where they must reside for thirty days prior

to 1mplementatlon

Even though [hlS is a lengthy process, it does

assure public awareness and input. Since there has

been overall concurrence prior to final approval this

process further enhances the regulations’ implemen-

ation: The following description of a specific Jroject

demonstrates that implementation of regulations and

standards is often as difficult and as slow a process as
development and approval.

__NUTRITION EVALUATION PROJECTS
Shortly after the Mississippi Child Care Licensing

Law was enacted in 1972; regulations for minimum

standards of health and safety were developed as

prescribed by the law. However, it was not until 1976

that minimum standards for nutritional care were in-

cluded in the child care regulations: Written by Vonda
Webb, R.D.; then State Nutrltlonilzlrector the
minimum standards specified the minimum serving

Sizes required for meals and snacks to provide one-

third to one-half the Reeommendedi Dletary
Allowance. The serving sizes were based on the meal
pattern chart used by the School Food Service

Program for Type A lunches? Portion sizes were ad-

justed for preschoolers. The standards addressed pro-
per infant feeding practices and food preparatlon
appropriate mealtime atmosphere, supervision and

requirements for ‘writing and posting of menus.

I National School Lunch Act. Public Law 79-396, 79th

in the chrld care regulatlons in 1976 and such mfor—

mation was distributed to day care providers, lack of

nutrition staffing in the Division of Child Care Licen-

sure restricted evaluat ion of the program. In 1985, a

portion of a state-level nutritionist position was funded
and an evaluation of the nutritional program in

licensed day care facilities was initiated.
The first thrust of the evaluation focused on a

review Of the standards as originally developed in
1976. The process involving development of regula-
tions and standards as described above was followed
and minimum standards for nutrition were developed
and then approved in January, 1986.

Durlng [hlS same tlme perlod another ma]or

the ,day care facrlltles themselves Exrstlng publrc
health nutrition staff were used to conduct these
evaluations. The purpose was to assess the meal
served, menus, food service and the adherence to
nutritional standards by the child care facility. Since
there were 1,200 licensed child care facilities; it was
not feasible to evaluate a large percentage—hence a
goal of evaluating 10% of existing centers and 50% of
provisicnally licensed facilities was agreed upon.

‘The majority of nutrition staff were receptive to

the project: Coupled with the support of the Direc-
tors of Nutrition, Chlld Care and Sanitation was the

wrlllngness of most nutritionists to accept [hlS non-

clinic based role in nutrition intervention. Despite

limited time to devote to Chlld care evaluatlons and

limited travel funds, nutrttlonlsts coordinated visits to

facilities with the local sanitarians .s they made their

regular licensure inspections. Before evaluations could

be done; however, development of evaluation forms

and guidelines for conducting evaluations were

needed. The guidelines as developed were based on

the nutritional standards regulations and were divided

into five main t toplc areas nutrition, mealtime, fmenus,

special dietary concerns and infant feeding. By inter-

viewing and observation the nutritionist was to deter-

mine certain basic facts which included but were not
limited to:

1. IS tne number and spacing of meals and snacks
consistent with the hours of operation?

2. Is the meal or snack nutritionally adequate as
prescribed in the Standards?

3. Are the meals and snacks prepared and sérved
under sanltary condltlonsj

4 . Is the food served ina form easy for children to
handle and not highly seasoned?

5. Are the children served promptly7

6. Isanadult sitting with children during mealtlme?
7. Are eating utensils and furniture age and §ize
appropriate?

8. Isthe atmosphere pleasant and without tension,
threats, or punishment?

9. Isthe menu accessible to parents and written at
least one week in advance?

Congress, June 4, 1946, 60 Stat. 231 |
5 164
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1 0. Does the menu include a variety in type of food

offered—color, flavor, shape and temperature?
11. If aspecial diet is necessary, are diet instructions

provided by parents and posted in the food serv-
ice area?

12. Ifspecial diet foods are furnished by the parent;
are they stored and served properly?’

and local qutrrtronrsrs statewide rhrough district staff
meetings. The objectives of training were to review the
nuitrition standards and to assure uniform evaluations
using a standardized evaluation form. Since uniformity
is the key to appropriate and meaningful evaluation,
and to indicate the need for further action, the follow-
ing specific instructions were aiso included in the
training material.
1.

special dietary considerations; and infant feeding prac-

Assess nutritional adequacy, menus, mealtimes,

tices using “Guidelines for Nutrmon Evaluation Visits”
during site visit:

2. Nore deficiencies in any of these areas. If you

need to list multiple deficiencies; do so in separate

report Send copy to the day care center director and
a copy to €hild €zze:

3. Complete all items on “Nutritionist Evaluation
Form for Child Care Facilities:

4. Discuss your evaluation, deficiencies noted, cor-
rective action needed, and your follow-up plans
with facility director or person in charge at the end of
your visit.

5. Obuain director’s (or person in charge that day)
signature on form.

6. Leave pink copy of form with director of day
care center; file original, and send yeHow copy to
Child Care.

7. Refer deficiencies noted in food service sanitation
to your local sanitarian for follow-up.

8. Make at least one follow-up visit, then refer to
Child Care if your schedule does not permit further
follow-up visits.

In order to assess the deficiencies noted and to
identify follow- up needs a monitoring procedure was
established. Copies of evaluation foritis were submit-
ted to the nutritionist in Child Ciare Licensure where
each form was logged and filed. Using that informa-
tion, semi and annual reports of the nutritional evalua-
tions were compiled.

During the 1985 calencar year, nutritionists
conducted 186 on-site evaluations at child care
facilities statewide. Of these, 28% were niew facilities
and 72% were existing facilities. Additionally,
83 follow-up visits were made to those facilities where
deficiencies were noted.

Major deficiencies identified were:
® Inadequate meat/snacks and menus
® Improper infant feeding practices (i.e., bottie

@5

propping, feeding from jat, using infant
feeder, bottles and jars not individually
labeled and lack of feeding schediiles)
Tea and Kool-Aid substituted for milk
at lunch

® Menus not posted including posting of
changes on menus Only 28% of the facilities
evaluated showed no deficiencies. Where

deficiencies were noted, problems were cor-

rected on the second evaluation in 77% of

the cases.
Goals of the project were met since that 134 exist-

ing and 52 newly licensed facilities were evaluated.

The goal for existing facilities was exceeded by

10% but was under-achieved by 16% for the newly

licensed facilities:

Number of
Major Deficiencies Specific
Noted Deficiencies Noted
1. Inadequate meal, menus 72
2: Improper feeding B
practices 22
3. Tea, koolaid substituted B
for milk 22
4. Menus not posted ,
(Substitutions not noted) 27
5. Thawing meats on 7
counter 2




Goal- 122
# Evaluated - 134
1342122 = 110%

Nutritionist Evaluation Visits, Existing Centers
January 1, 1985 - December 30, 1985

No. of -
Centers No. of . o
_ tobe Centers o No. of Follow
Evaluated Evaluated % Goal Up Visits
- 1/85- 7/85 - 1/85- 7/85 -
District 6/85 12/85 6/85 12/85
L 8 2 9 138% : 1
I 15 6 7 87% 1 10
11 16 - 26 163% - 2
v 12 22 3 208% 6 3
v 29 15 2 59% io 12
\48 9 1 1 22% 1 -
VII 8 2 0 25% - -
VIII 12 14 5 158% 5 6
X 13 2 17 146% = 7
Toials 122 64 70 110% 23 41
134 G4

CONCLUSIONS.

___The project was successful in that deficiencies in
nutritional quality of meals planned and served were
identified. Also, awareness of and adherence to nutri-
tional care standards were increased by both child

care providers and depaitment staff responsible for
licensure of the facilities. Since the goal set for new
centers was not met, future plans will focus on
evaluating all newly licensed facilities. Otheér goals
include provision of menu planning and food
. budgeting workshops and the trainifig of department
staff and child care providers on the revised nutri-
tional care standards. , o o
The project demonstrated that nutritionist
evaluations and consultations are of tremendous need
in the majority of our child care facilities in Mississippi.
Further; it also demonstrated that through the
cooperative effort f several existing divisions within
the agency as well as the cooperative efforts at the
district and local levels, the goal of providing better
services to the citizens of the state can be achieved.

As we strive to provide better services or to maintain
existing services with ever decreasing resources; this
type of cooperative team effort may be the key for

which we have been searching.
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ABSTRACT

8. pproximately 2 years ago, the State of New
. Hampshire transferred child care licensing
; B to the Division of Public Health Services ata
time when there were conflicting opinions about how
the child care licensing program should be ad-
ministered, a serious shortage of day care, and a great
deal of concern for the plight of children in licensed
and unlicensed facilities.

. The transfer and centralization of child care
licensing was conceived by a legnsiatlve committee
which was authorized by state law to conduct manage-
ment reviews of state functions and make a report of
findings and recommendations. Shortly folowing the
publication of the committee’s report, legisiation was
enacted authorizing the Commissioner of the Depart-
ment of Health and Welfare to implement the transfer.
An 1mplementauon plan was created by an mterdepart—

was,ofﬁ,cnally centr:;llzed in the Division of Public
Health Services on October 1; 1983,

One of the immedi.: > tasks facing the new bureau
was revising public criticism and alleviating apprehen-
sions as well as correcting 2 number of poor opera-
tional practices.

Placing child care llcensmg ini thé Division of
Public Health Services proved to be a positive
influence in gaining the trust and support of the
child care facilities and public. Consolidating the child
care licensing program in a central location was a

Sabﬁitted Qy " bert Lefellzer M. S W

Chief Burcau of Child Care Standards and chensmg
Department of Health and Human Services Division of
Public Health Services

Concord, New Hampshire 03301

(603) 271-4501

critical factor in establishing and maintaining a suc-
cessful program:
We believe New Hampshire’s child care licensing

program has been sxgmﬁczmly improved primarily

because of centralization in the Division of Public

Health Services. It is hoped that the New Hampshire

model will serve as 4 guide to those who are also en-
countering similar hcensmg problems;

INTRODUCTION
On October 1, 1983, thie resporsibility for licens:

ing of child day « care facilities and residential child care

facilities in New Hampshire was transferred to the Divi-

sion of Public Health Services. A new bureau was

formed—the Bureau of Child Care Standards and
Licensing. The responsibility of this bureau is to

license approximately 540 family day care and fami-

ly group day care homes; 500 group day care centers

(including kindergartens, nursery schools, after-school

care, and night-care facilities); and 25 residential

facilities for children: These facilities provide child

care services to a primarily rural population of 920,610

residents among which are 65,512 preschool children

and 35,180 one-parent families.

This bureau is one of four bureaus w1thm the

O:fice of Health Protection. The others are Health

Promotion; Heaith Facilities Administration and

Emergency Medical Services:

The Bureau of Child Care Standards and Licens-

ing is staffed with a bureau chief; licensing supervisor,

eight licensing specialists; an administrative
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secretarySupervisor 1 W0 Secretary-typists. Licens-
ing spccialists are assigned to regional areas and are
provided with an office central to their regional assign-
ments: All licensing specialists report by phone to the
saate cenrral office (the Bureau) daily for messages,
investigation assignments, and to ideritify changes
they wish to make to their work schedule. Licensing
specialists are assigned to geographic work boun-
daries, however boundaries may be changed to
equalize workload: Licensing specialists tesponsibility
and assignments are limited to investigating licensing
complaints, monitoring licensed child care facilities
and licensing applications. L
Office secretaries are responsible for all other

administrative functions including dat entries,
responding to inquiries; intake of complaints and

request for licensing applications, maintenance of
the licensing records and production of manage-
ment reports. - o
The average workload per licensing specialist is
approximately 120 licensed facilities. In addition,
licensing specialists average three to four investigations
per month and monitor licensed facilities at least two
times in a two year period, one of which must be
unannounced. - , -
Child facility licensing records are maintained in
the state central office. Eicensing specialists do not
remove the licensing record from the office and are
provided with a licensing working record and a
number of computer-generated management reports
to assist them in scheduling and controlling their
workload. S
Prior to the licensing responsibility transfer, child
care licensing was organized according to county lines
and administered in twelve offices by twelve Social
Service Supervisors. The range of licensed facilities for
whict these supervisors were responsible fluctuated
tror a low of 22 1o a high of 200: o
_ Most of the licenising specialists were responsible
for many of the administrative functions such as the
control of documents required for licensure, licens-
ing intakes and consultation functions, and day care

service authorization. Many of the licensing specialists
were required to carry out social work responsibilities
inaddition to the licensing duties. The licensing record
was maintained in one of the twelve offices across
the sute and all licenses were issued from 4 sute
central office. ]

~ This organizational structure led to many pro-
blem situations which were prioritized and corrected
by the new bureau. The following are two examples
of such situations.

1. A day care center with 180 children had bec
licensed from January of 1974 through October of
1982. In 1982 several long-standing deficiencies were
identified at this facility. Among them were: The local
health officer’s report identified that cleaning and
maintenance was inadequate; no hot water; no soap;
and no towels were available in the bathrooms; nutri-
tional needs of the children Were riot being met; and

there was poison ivy in the play area. The fire chief

identified many deficiencies, such as: No fire extin-
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guishers in the building, combustible materials stored
under the suairs, the furnace room was not adequate-

ly protected from fire, and battery operated smoke
detectors were being used. There was no fence around
the outside play area as requited. A site visit report had
not addressed any of these issues; however a renewal
of the license was never done. The facility continued
to operate without making corrections to these
dangerous conditions and without a license through
October of 1983: By December of 1983, these condi-
tions had been corrected.

2. A licensed family day care provider was iden-
tified as a perpetrator of child abuse in 1982. A child
in this home had sustained bruises under her chin and
very large bruises over her right buttock and lower
back. The provider denied any knowledge of the
bruises when questioned by the police, but later when
the provider’s husband turned over 4 statemerit to the
police that he had “spanked” the child, the provider

admitted to witnessing the whole thing.

STEPS OF IMPLEMENTATION/PROBLEM
IDENTIFICATION
A Sunset Committee was established by the
legislature to review the function of state agencies in
New Hampshire. A report, which identified several
areas for change to be of benefit to the citizens of the
State of New Hampshire, was developed by the Sunset
Committee in April of 1983 and transmitted to the
Commissioner of the Department of Health and
Welfare. The report recognized the lack of procedures

for checking the police and child abuse records and

character of people who applied for a child care facility
license. Checking of applicants was limited to sending
a form letter to three references provided by the appli-
cants themselves.

- The report included many other recommenda-
tions. One of these was the transfer of the chiid care
licensing function including personnel, records, and
funding to thie Division of Public Health Services. it
was also suggested that a new central office be set up
and headed by a buireau chief with expartise in child
development and rule writing procedures. In response
to these recommendations; the legislature passed a
bill, which included the provision that the rules and
regulations for child care licensing be revised by
April 1, 1984, transferring the licensing of child care
to the Division of Public Health Services.

__A committee made up of staff from the Depart-
ment of Health and Welfare and the Division of Public
Health Services began by reviewing workload stand-
ards, the number of licensed facilities; and number of
staff involved in licensing activities. They also
evaluated possible structutes to deal with the specific

categories of care to be transferred. By combining this
information, they agreed to an organizational structure
which would include a bureati chict. : temporary con-
sultant, an administrative assistant. *Wwo Supervisors,
seven licensing specialists il two “ccretaries. They
further negotiated a memarandu: i of agreement that
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led to the transfer of nine experienced licensing

specialists and funding for supportive and administra-

tive positions to the new organization. This transfer

officially took effect on October 1, 1983:

In September, 1983, a bureau chief was hired

to coordinate the transfer and manage the Bureau.

Initially this task included:

1. Arranglng for office locations for the nine person-
nel who would be transferred.

2. Hmng of additional administrative personnel.
3. Armngmg for the transfer of forms and equipmerit.

4. Hmng of a consultant to coordinate the revision
of the rules and regulations.

5. Begmmng implementation of 2 computer system
for child care hcensmg

6. Setting up a system for the review of trans-
ferred records.

7. Setting up an orientation program for the trans-
ferred staff.

. Apptbicimately 1500 records were transferred
from 12 district offices to the Bureau’s central office
in Concord. These records were individually reviewed
by the licenSing specialists Who were provided 'Wim
xmately two weeks and included caseload debrle. 1g
by staff of the 12 districis.

" Aconsuliant was hired who was charged with set:
ting Up_committees comprised of tepresentatives of
Family Day Care, Group Day Care, Ddy Care Nursery,
and Group Home and Institution providers, legislators,
and policy developiment experts o draft proposed
revisions to the existing child care regulations. The
consultant WQS the 'C'O'Oi"din{lto'r beIWeen the Bureau
the chaxrperson of each sub- cornmxttee that was
formed. The sub-committees met over a period of
three months developing the proposed revisions of
their assigned sections of the rules and regulations.
The revised rules were adopted in April £ 1984.

A management control system was started by
compiling 2 mas*er list of all licensed child care
facilities with their hcense expiration dates, and a
plan wis developed to work on problems such as cot-
recting incomplete records, license errors, and in-
consistencies, and eliminating the backlog of
expired licenses.

More than 50 percerit of the child care licensing
tecords wete incomplete. Missing information includ-
ed fire and health approvals, physicals, references, ap-
plications, etc. In many instances faexhues were told
by the licensing specialist to submit the forms, but in
the interim, licenses or permits were issued. Approx-
imately 150 records were missing altogether. Much of
the information that was in the records was out of date,
up to ten or more years old and irrelevant. Facilities
which had been operating for many years sometimes
had several folders of outdated or irrelevant informa-

tion Wthh needed to be discarded or sent to archlves

A review of the licenses xssiJed revealed many

errors and inconsistencies. This was due to the decen-
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tralized sys'em of the previous agency wmch aliowed

the 12 different supervisory situations to interpret the
licensing law, regulations, and policies independently:
Therefore, there was little equity and consistency: In

many cases; hcensmg or monltormg visits were never
conducted before a license was issued: Facilities were
seldom nouf‘ed of resuits of monitoring visits and

a plan by the facilities for correcting problems.

Over 200 licenses had expired and had never
been renewed:

There were often long delays in processing apph—
cations due to a previsit licensing ¢ system for respond-
ing to inquiries. Persons making inquiries were visited
by the licensing specialist who provided forms and
explanations of the licensing procedures. When
the perscn submitted an application; a return visit
was necessary to inspect the facility. If the person
never submitted an application, or did not com-
pleie the application process; unnecessary visits had
been conducted. .

__ _Variances granted or denied were difficult to iden-
tify,because there was no uniform System for granting
and recording. Some viriances were authorized verb-
ally by licensing Specialists; and others were approved
by the state office. This allowed inconsistencies in the
variances which were granted and denied. The fact
that too many variances were being granted was cir-
cumventing minimum standards and jeopardizing the
health and safety of children in licensed facilities.

~_Complaints were often not well-documented in
the licensing files. Often the investigation report was
placed into the protective service record or a client
record which was separate from the licensing record.
There was no policy regarding notification to the com-
plainant informing thei of the results of an investiga-
tion. According to one of the transferred licensing
specidlists, in her six years of licensing experience, siie
had only received three licensing related complaints.
This was inconsistent with the number of complaints
received following the transfer of the licensing func-
tion to the Division of Public Health Services where
an average of 30 complaints statewide are received

per month.
There also were no enforcement provnsions in
regard to unlicensed facilities. The process for

enforcement of the licensing law regarding unlicensed

facilities was : » provide an application package and

request that they become licensed. In many instances;,

these facilities did not obtain a license and were per-

mitted to continue to operate. An example of this prob-

lem concerns a complaint that had been received and

investigated in 1982 of a facility providing care to 12

children. This facility was given an application form,

and requested to become licensed: In October of
1983, the Division of Public Health Services also

recexved a complaint that this facxhty Wasropemung

as an unlicensed facility. Upon investigation it was

discovered that the facility had not applied the

previous year because of problems obtaining zoning,

he»'th, and fire approval; however, the facility had

cor :aued to provide care to 12 children: This facili-

ty was prohibited from operating until it eventually
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becaimie licensed. - ,

. Because of the delay in establishing the central
registry file on perpetrators; the Bureau was unable to
issue a license during its first four months of operation.
Once the registry was up and running it was found that
many of the names in the file should never have been
there. One such example concerns a male who held
a job at a residential facility. When a central registry
check was made, his name came up as a confirmed
match for child neglect. Based on this information, the
Division of Public Health Services informed the

residential facility of his record and; under threat of
revocation of their license, requested that the facility
provide a plan for correction within 24 hours. The
plan of correction provided by the residential facili-
ty was to dismiss this male from their employ. The
employee appealed the case. During the appeal pro-
cess, the facts of record were revealed. The employee's
house had burned, all of his possessions had been lost,
and his child had been sent w0 school in second-hanci

clothes. This resulted in the employee being reported
for child neglect. The sccial worker who investigated
the report cntered 4 founded determination on
the record. The employee won thé anpeal, and his iob
was reinstated.

PROBLEMS OF IMPLEMENTATION AND
__HOW THEY WERE ADDRESSED
The major implementation problem facing the
new bureau was the large number of corrective
measures needed and the massive volume of work re-
quired from a small number of staff. A little over two
vears have elapsed since the Bureau’s inception and
corrective efforts are continuing. During these first
two years, the Bureau has made operational changes
which address the problems, including the following:
1. Auniform filing system for all of the records has
been established and implemented.
2. All facilities with expired licenses have been
ingpected and relicensed or closed.
3. Acentralized system for new applicants has been
set up. This administrative function, which was
previously done by licensing specialists individually,
is now done in the Bureau by secretarial staff. It
includes processing an intake form with key questions
for potential applicants, as well as training the secre-
tarial staff to respond to questions regarding the licens-
ing requirements and application process.
4. A consolidated licensing process has been

developed for applicanis. The process includes: (a) giv-

ing the applicant responsibility for arranging for health
and fire safety approvals; (b) a form for all facility types
which consolidates four different appiications; (c) a
current copy of the applicable rules and regulations
fornew  licants; (d)a form on which the applicant
records  .cquired information on all persons who
would have contact with the children; (e) a cover
letter explaining the licensing process and forms; (f)
asupply of forms for personal physicals, child physi-

cals; and (g) registration and emergency information

forms for children:

5. Following the application process ind a site visit
by the licensing specialist; the applicant is issued a
6 month permit to begin operation. Prior to the end
of the six month period, the licensing specialist
conducts another site visit to determine compliance
with programmatic requirements. Included with
the permit are suggested sample forms and informa:
tional documents to assist the facility in it« day to
day operation.

6. A system has becn established that requires
documentation of results of licensing visits and a
response or plan of correction from the facilities for
licensing deficiencies identified during the licensing
and monitoring visits.

7. _Agoal has been set to conduct a minimum of one
licensing visit, and onie announced and one un-
announced monitoring visit for ¢ach facility during the
two year licensing period. Controls have been in-
stituted to assist licensing specialists in scheduling
visits and to monitor progress in meeting the goal:
8. A computerized control svsicm has been
established: This includes scheduling of licensing and
monitoring visits; control of overdue licenses.
variances; and complaints; as well as results of licens.
ing and monitoring visits.

9. Forms have been updaited; consolidated;
and revised to assure consistency of informat;on in the
records; 0 make them easier 10 compléte and
review; and to reduce the paperwork required for
an application:

10. A system has been established for checking the
criminai and child abuse/neglect records of all persons
who have contact with children in licensed facilitics.
The Burcau has an agreement with the stite policé and
the Division of Welfare to check for these records. A
procedure has been implemented for the facilitics, as
part of the licensing and relicensing process, to sub-
mit the names and date of birth for each person who
would have contact with the day care children. This
information is then copicd and sent to the state police
for a criminal records check and to the Division of
Welfare for a chila abuse/neglect check.

11. A requirement has been established stating that
no facility shall be issued a license until criminal and
child abuse records have been checked and all people
who will have contact with the children are cleared.
Those individuals who are matched in either the
police orabuse checks are investigated. A proceduire
has been established for investigating 2nd document:
ing these cases. Facilities are required to call in the
names and dates of birth of any new staff hired duf-
ing the licensing period.

12. A system has been established to review thie work
of the licensing specialists to assure consistency: in the
application of the regulations and tie licensing pro-
cess. A checknst has been developed for conducting
monitoring and licensing visits. Training has been pro-
vided on how to write deficiencies, and the licensing
supervisor and administrative assistant review each
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deficiency report. Inconsistencies and/or inaccuracies
are brought to the attention of the licensing specialist
for correction.

13.A system has been established to review
variances. This places more responsnblhty on the
facilities to justify the nieed for varianccs, and to allow
for parents of children who are effected by the
variance to be informed of the request. The variance
review system has been designed to reduce risks to
children in day care.

14 . Criteria has been developed to assist thie Burcau
in the determination of denial or approval of variances.
The internal variance review process consists of 4
review of and recommendation for the variance re:
quest by the licensing specialist and the licensing
supervisor, and a review and decision by the bureau

chief: Following a decision by the bureau chief, the ad-

ministrative assistant checkq for consistency in

language and reasons for approval or denial with prior

variances issued or denied.
15. An intake form has been developed to receive

complaints and 2 manual complaint log has been

esmbhshed A policy has been developed setting time

limits for investigation of complaints. A control system

to monitor this policy has been established.
1 6. The Bureau has developed a Complamt mvesug‘l-

tion handbook which includes deuiled procedures

and guidelines for receiving, planning, investigating,

evaluating, and documenting a complaint.
17. To assure that complete and timely investigations

are conducted and appropriate determinations are

made, investigation reports and determinations are

reviewed by the hcensmg supervisor and the admin-
istrative assistant:

18: A proeedure for mvesugatmg and dealing with

unlicensed child care facilities has been established.

A certified letter is sent to the unlicensed facility order-

ing them to stop operating within 24 hours of receipt.

Followup visits are conducted to assure compliance
with the order within a week of the date that the facili-
ty reczives the letter. In instances where the f;lC}ll[y
does not abide by the order of closure; the matter is

referred to the Attorney General's office for action:
When the 24 hours’ notice to cease operating was first
instituted, many people felt it was excessive; however,
in some instances the health and safety of children are
in jeopardy. As an example; an elderly woman whose
small hore appeared to be packed w1th chlldren was
llcensmg specmuuc “I don't nghtly know lets set
everyone down and count them. " There were 22
children present with only one provider. This was a
very serious violation of the licensing law and was ex-
plained to the woman. She was sent the certified let-
ter ordering her to close within 24 hours of receipt:
At the followup visit it was deteri.iined that she had
ceased caring for children in her home.

19 A checklist has been deve .uped for the local
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supply of forms for makmg their inspections has been
sent to each health officer.

2 0. In cooperation with the state fir¢ marshal’s office;
a consolidated list of fire requirements has been
developed for new applicants for a child care license.
In addition, a new fire approval form for local fire
chiefs has been developcd and a supply is provided.
21 A reglon al trdining program has been im-
plemented to provide free training opportunities for
facilities throughout the state. This program has
included training in diScipline, safety, and recognizing
special needs children in day care. Also, the Bureau
has assisted in offering a statewide conference on
health in the day care setting, which i§ now to be an
annual event.

2 2. A working file separate from the facility record
has been created and a checklist attached to it to make
sure that required documeiitation is in the Bureau
prior to conducting a licensing visit.

2 3 A procedure has been established for lic  iSe visits
to facilities with 50 or more children re quiriig that two
licensing specialists conduct the visit together. This is
done because in the larger facilitics there is more
paperwork to review and more children to observe.
It also provides an opportunity for licensing staff to

learn froni each other and helps assure consistency in

the reviews.
2 4. A peer review process has been established to

monitor consistency in interpretation and application

of the standards, and to assure quality reviews are

being conducted by the hcensmg specialists.

2 5. With the cooperation of the New Hampshire
Day Care Advisory Committee, subcommittees have

been established o advise and assist the Bureau in

developing standards and policy regarding health and
injury prevention, survey procedures, and 2 Family

Day Care Handbook.
26.The Bureau has developed a comprehensive

employer supported day care informational packet

which is available upon request.

STRENGTHS OF PROGRAM

Highly regarded among the major program

strengths is the Management Information System. The

computer reports allow us to generate management

tools such as: a list of monitoring visits due each

month; progress reports of the producuvnty of licens-

ing specialists; work plan reports that allow us to pro-

ject the workload for a yearly period; an updated

master list of all facilities which is sent to the public

upon request; a report of violations cited at each

licensing or monitoring visit which is then used to

compile compliance history on each facility and assist

the Bureau in developing future educational programs;

a report of all complaints received; the results of com-

plaint investigations, and a report of variances issued

or denied. This has greatly increased the ability of the

Bureau to manage workloads, achieve consistency in
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its methods and to operate more efficiently:
By eliminating forms, streamlining the licensing
process, and the consolidating the licensing and
operating requirements, the time necessary to obtain
a license has been reduced. The facility’s ability to
understand the licensing and monitoring process has
also been improved. In fact the Bureau has streamlined
the licensing administrative process so much that an
applicant may receive a license within one week after
the completed application package is submitted. The
process includes performing a police and abuse check .
a site visit by a licensing specialist, providing a State-
ment of Findings of the site visit to the applicant; and
the issuance of a license. :
Since the program has become a part of the
Division of Public Health Services, child care facilities
have been viewed more favorably by the public, thus
increasing public support of the licensing program.
Since the facilities now have input; they have
become invalved in the licensing process and the
development of standards. o o
A policy of not compromising the child care facili-
ty licensing standards has led to a respect of the pro-

gram by parents, facilities, volunteer and professional

organizations, and federal, state, and local agencies.

Administrative functions such as intake (both for
licensing information and complaints), requests for
forms and general questions regarding the licensing
standards are handled by the secretarial staff in the cen-
tral office and are no longer the responsibility of the
licensing specialists. This allows the licensing
specialists to devote maximum time to conducting
complaint investigations and licensing and monitor-
ing visits. T

The New Hampshire child care facility licensing
program operates independently from any child plac-
ing agency. This is a strength because the focus is on
assurirg safe and quality facilities for children and
parents; not operating as a crisis management system
having to locate and license facilities in which to im-
mediately place children.

RESULTS
___Thewansfer of the licensing function has resuited
in many positive changes which are of benefit to
parents and children, as well as child care facilities:
Many situations which were harmful or damaging to
children have been identified and corréected. Some of

the many situations that have been encountéred and

corrected are:

¢ Unlicensed facilities caring for large numbers of
children were stopped from operating. Many of
these facilities were assisted in complying with the
licensing law and becoming licensed for a safe
number of children.

¢ Persons. with previous records of sexually or
physically abusing or neglecting children have been
prevented from being employed in or operating a
child care facility.

¢ Outside play areas which previously had access o

dangers such as heavily travelled roads, have been
required to be fenced.

® Guards around wood stoves and radiators in child
play areas have been required.

— STATSTICS
__ These statistics reflect the period October 1, 1983

December 31, 1985: 7
Number of licensed child care facilities

inNH.............................. 999
Number of licensed day care Slots . . . . . . . .22,396
Number of complaint investigations . . . . . . 536
Child care staff removed from employment ,
d-=to child abuse records. . ............ 6
Facility licenses revoked/lenied due to

sexual abuse of children . ... .. ... . ... . 8
Incidences of closure of unlicensed child

care facilities (80% of those went on to -
becomelicensed).............. .. ..... 167
Number of overdue licenses . ........... 0
Number of Licensing/Monitoring visits o
conducted . . ...... ... ... . . .. ... . 2,355
Number of corrected licensing violations .. 8,200

Since October 1, 1983, the Bureau has achieved

the following:

® Consolidated and clarified the standards

* Conducted police and abuselneglect records checks
on all persons having contact with children in day
care facilities

* Improved the number of monitoting visits in each
two yea licensing period from 12% of all facilities
receiving 2 monitoring visits in 198371984 to 58%
receiving 2 monitoring visits in 1984/1985. In
1584/1985 only 5% of the facilities lacked mon-
itoring visits as compared to 48% during the
198371984 period.

¢ Provided for consistent application of the licensing
regulations

¢ Investigated child care facilities which were
O} rating in violation of the licensing law

¢ Established a peer review process for licensing
specialists

¢ Computerized the licensing records

¢ Developed a guideline to investigate and document
complaints against licensed and unlicensed child
care facilities

¢ Developed a variance review process and criteria for
approval or denial

¢ Established an employer supported day care packet
to assist employers in understanding the pros and
cons of the various ways to assist employees with
day care

® Developed facility training on health, safety, nutri-

_ tion, and discipline
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s Provided up-dated lists of child care facilities to the
public and Information and Referral offices

* Developed positive pubilic relations for the child care
facility licensing program

We conclude that child care facility licensing is
a program which should be separate from a user pro-
gram in order to eliminate conflict created by one

single program which licenses facilities and recruits

placement facilities. Regulatory requirements are less

likely to be overlooked when licensing is separate from

the user agency. Most public health agencies have

regulatory and programmatic experience in the licens-

ing of aduit facilities, and much of this experience can

be applied to child care facilities:

EVALUATION
The Bureau of Child Care Standards & Licensing

has taken many positive steps to increase the efficiency
and effectiveness of the chnld care facxhty licens-

ing program and has used many tools to evaluate

this progress:
One of these tools is the use of pie charts to

measure progress in achieving the goal of two
monitoring visits per facility per licensing period (see
appendix): This chart helps to evaluate the efficiency
of each licensing specialist within the Bureau and the
Bureau as a whole. Progress has been a gradual,
developmental process: A comparison of monitoring
visits for licenses which ékbitéd in the ﬁfSt six months
calendar year 1986 showed improvement in the licens-
ing specialists’ use of time to manage workloads
according to established priority.

Another tool used to manage workloads is a
monthly productivity report combined with a year-
ly report of anticipated monthly workload. This tool
allows licensing specialists to plan work time so that
they may shift visits to balance. their workload.
Management can also assign special duties in accord-
ance with projected workload. ,

A facility evaluation was conducted aimed at
reviewing the day care regulations for appropriateness
and effect (see appendix). This will aid in further revi-
sions of the standards. =

_ A facility survey of the hcensmg process was con-
dUCted to evaluate how llcensmg visits were bemg
ing valuable feedback on ways to ;mprove the hccns—
ing visits, and confirming that the licensing specialists

_ _ By use of a computer System; 2 lnstmg of all the
violauons cited as a result of licensing and monitor-
ing visits has been developed. This listing shows risks
to children that have been identified and corrected
over the past two years (See appendix). This listing has
QSSiSted the Biji"eilu ih détérmirﬁhg inconSiStenCiCS ih
specmhsts and has helped 1dent1fy areas of need for
trammg of facnlmes
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the licensing program and the process of evaluating
its effectiveness.

RECOMMENDATION

From the Bureau’s experience of the past two
years; the following are recommended for conSidert-
ation by Public Health AgencieS who are licens-
ing child care facilities or who will be assuming
this respon51b111ty
. Consolldate the admnmstrauve responsxbxhty for

. Develop asystem of checks and balances for review
of the process to_insure consistency, timeliness,
accuracy, and quality.

® Seek facility feedback.

¢ Establish a computet system for licensing records.

¢ Train staff in new procedures.

® Remove licensing specialists from application
activities.

e Share productivity reports with licensing specialists
on 2 morithly basis.

* When receiving large numbers of transferred
records, develop a retention and organizational
policy for the records, review the transferred
records, remove any material which is irrelevant or
inappropriate, organize materials in the record

according to the retention and organizational policy,
identify missing information, and check for current

and accurate licenscs. Senda notice to facilities iden-
tifying missing information and ask for a response
by a certain time in order to reconstruct records:

e Evaluate the program often:
® Review the number and type of forms required

including the forms to obuain a license: Try to con-

solidate forms as much as possible to simplify the

licensing process and therefore make it easier and

quicker to obtain 2 license:
e Require the facilities to keep documentation such as

children’s and staff physicais, children’s registration

forms and transcripts of educational requirements
of staff at the facility for review by the licensing
specialists at licensing and monitoring visits:

* To avoid unnecessary work by licensing specialists,
do not conduct licensing visits until all paperwork

is in the office:

¢ To avoid missing records, allow only working files
to leave the office:
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ABSTRACT

he Baltimore City Heaith Department Divi-
sion: of Child Day Care is the unit responsi-
ble for the licensing, overall regulatory
supervision and the provision of technical assistance
and consultation to licensees and prospective
operators of all day care centers and day nurseries in
the City of Baltimore. The Division is a part of the
Maternal and Child Health Services Section: As such;
the provision of auxillary health services to the day
care centers is Of primafy COncérn

Screenlng services performed by Health Department
personnel, day care center staff were frained to use the
audiometer and titmus m:chine and loaned this equip-
ment in order to continue the screening component
of the preventive health program for preschool
age children.

INTRODUCTION

Baltimore, affectionately known as “Charm City",

is or:e of the principal port cities in the United States

and the largest metropolltan area in Maryland. Approx-

imately one half of the state’s population resides in the

Baltimore City area constituting a population of

786,775 ranking the city 10th in population among

United States cities according to the 1980 census.

Eocated on the Patapsco River which connects it

@ ith the Chesapeake Bay, an inlet of the Atlantic; Bal-
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.S:ilijiriftiéd b_y l}réiufa B. CO(J!&I({): M.Ed.. Chief
Division of Child Day Care

Baltimore, Maryiand 21202 (_é()i) 3964-’436

timore has one of the world’s largest natural harbors;
whi’ch f:i'cilitates the Cily’é 'm'ajo'r €conomic resources:
Radar,and elcctrlcal cqunpmcnl, steel,,fabrlcated
metal products; chemicals; machinery and food pro-
ducts comprise the more than 2,000 industries in the
metropolitan area, placing Baltimore 4$ one of the
largest industrial employers on the East Coast.
Extensive, innovative urban renewdl projects
sponsored by both the public and private scctors have
resulted in the city’s increasing popularity. As a result;
habitation within the City boundaries has increased,
necessitating the expansion of existing urban services
programs and/or creation of service driented facilities.
Accordingly, census tract dita compiled by
various State agencies definitely establishes the ex-
istence of a correlation between Baltimore’s urban and
economic development, which encompasses ifi-
dustrial growth, and the demand for increased out-of-
home care facilitators to accommodate the rapid
growth of the workforce.
In 1979 the median Maryland income for families
with children under the age of eightcen was:

$26,841 White, husband-wife
824 937 Black, husbfmd w:fe
811 099 White, female-headed household
$ 8,717 Black, female-headed household

Maryland statistics for 1984, which are consistent

with national data, show that 52 percent of women

with children under 6 years and almost 50 percent

wntléchlldren under 3 years were working. During
2




1985 approxima.:y 64,603 children were in regulated
child care settings. o ) S
Single-parent (female headed) families represent

18.7 percent of 559,011 Maryland families with
children under the age of eighteen.

A variety of regulated out-of-home day care serv-
ices are available in Baltimore City. The largest group
of child care providers is comprised of 1,000 registered
family day care homcs. Each provider may care for up
to six children in his/her home. The second largest
regulated form of child care is the group day care
center where seven or more children may be cared for
during a fourteen hour period. Thete are approxiriate-
ly 8,000 children attending the 184 licensed group day

care centers and nursery schools in Baltimore.

However, it is overwhelmingly evident that the
demand for child care far outstrips the current supply
and availability of services. It is projected that by 1990
atleast half of all preschool children in Maryland will
have parents in the labor force. ,

The need for a range of child care services will
not diminish, neither will the needs of those children
in care. Both the public and private sectors have a
responsibility to promote policies enabling parents to
balance family and work responsibilities in ways that
enhance the best interest of children.

IMPLEMENTATION
___The Mayor and City Council of Baltimore (the

City of Baltimore) is a political subdivision and body

corporate and politic cieated and existing under the
Constitution and Laws of the State of Maryland; and

is authorized to perform certain functjons pursuant to

the Charter of Baltimore City. Specifically Article II,
Section 11 authorizes the City to:

“Provide for the preservation of thé health

of all persons within the City;...”

The Department of Heaith is an agency of the City
of Baltimore established by city charter for tae put-
pose of preserving the health of city inhabitants. The
Baltimore City Health Departmieiit was established in
1797 and is the oldest institution in the county that has
provided continuous health services to its community.
The governance of the Department is set forth in Ar-
ticle VI, Section 47 of the Charter of Baltimore City
as amended through June 30, 1973 and in Article 11
of the Baitimore City Code of 1983 Replacement
Volume. The governing officer is the Commissioner
of Health who is appointed by the Mayor, subjéct to
the approval of the City Council. Within the Commis-
sioner’s office are included the Health Policy Analysis
and Public Information functions and the liaison with
the Department’s various advisory boards. ,

The remainder of the Department is composed
of an administrative section and operating sections.

Five of the operation sections are under the supervi-
sion of the Deputy Commissioner for Medical Serv-
ices. These include: Environmental Section, Aging and
Community Health Services, Children and Youth Serv-
y~=s; Clinical Services, and Maternal and Infant Serv-
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ices. Mental Health; Mental Retardation and Addiction
Setvices, as well as Administrative Services are under
the supervision of the Deputy Commissioner for
Administration. School Health and Preschool Health
programs are divisions/units within the Maternal and
Child Health Section.
~ The School Health program brings together all

Department of Health activities which provide health
care 1o students in the Baltimore City Public School
System. School health setvices for students are aimed
at detecting health problems which may affect learn-
ing. With early intervention, the impact of heaith

problems on the learning process may be prevented
or diminishicd. Activities of the program include heaith
services, health education and the maintenance of a
healthy school environment. More specifically, vision
and hearing screenings, immunizations; social and
school services and services to handicapped chiidren;
and EPSDT comprehensive health clinics in seven

secondary schools. Schiool health services provide the
opportunity for many childten who do not have
primary care providers to receive health assessment

and health care. The program avoids duplication and
fragmentation of health care to the school-aged child

by acting as coordinating unit for the child’s total
health program: S

Funds for this program are obtained from general
revenue of the City and from the State Department of
Health and Mental Hygiene. S

Preschool Health Services are funded from gen-
eral revenue of the City and by various State grants and
include comprehensive health services (preventive

health care, immunizations, treatment of ilinesses, den-

tal care and referral as necessary), 1.5.D.A. Child Care
Food Program administration for family day care pro-
viders, W.I.C. supplemental food prcgram, Childhood
Lead Poisoning Prevention, Child Day Care Center
t-‘censing and High Risk Infant Follow-up Program.

in Maryland the statutory authority for licensing
¢ #-¢o child day care centers has been delegated to
L ¢ Liewtment of Health: The first rules and regula-
ti:.. soverning the operation and conduct of day
nuy »vies - the ¢ ate were adopted by the Baltimore
City *-»nm:ssionc - of Health on October 25, 1934, in

acce. At with ¢ @ provisions of Ordinance 270.
appreve s T 28, 1432
__AKTICLE 12
“treri i Day Nursery is defined to be any in-
stitution, estibiishinent, or place in which are received
arone time 1% 1 (:2) or mere chiidren not of common
parentag?, for « nporary guardianship and nursery
care; apart from their parents or guardians, whether
tor compensation, reward or otherwise, during that
portion of the day or night in whicl: their parents or
guarcians are engaged in other pursuits and occupa-

tions than attending to and caring for such children.

Section 2. No persof or persons or corporation
shall conduct; maintain or operate, in Baltimore City,
either as owner lessee or agent, any day nurSery
without having first obtained a license therefore from

the Commissioner of Health, authorizing him, them
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orit to doso: All such licenses shall be for the period
of one year, and the charge of such license issued to
any such institution shall be One Dollar ($1.00) and for
the renewal of said license from time to time the
charge shall be One Dollar($1.00) per annum:

. Section 3. The Commissioner of Health is hereby
authorized and empowered to make; adopt and er-
force rules and regulations for the operation and con-
duct of said Day Nurseries and said Commissioner of
Health shall;, from time to time; inspect said Day
Nurseries and require them to be kept in a proper
sanitary condition! . =

Because of health hazards resultmg from com-

years of age, the rules and regulauons governing day
nurseries were also held to apply to any nursery
school, kindergarten day care center or similar institu-
tion serving children under six years of age.

Maryland State later adopted Article 43A01
REGULATIONS GOVERNING GROUP DAY CARE
FOR CHILDREN on August 24, 1956, which became
effective October 1, 1956. Baltimore City regula-
tions have been amended six times since their initial
adoption and Maryland State regulations amended
five times.

Additionally, the Baltimore City Health Depart-
ment has also been responsible for the licensing of the
Family Day Care Homes,; i.e. where care is provided
to not more than four children in lieu of parental care.
_. With the establishment of the Family Day Care
Licensing Act in 1966, licensing administration of fami-
ly day care homes was transferred from the Commis-
sion of Health to the Director of the Baltimore City
Department of Public Welfare, now the Baltimore City
Department o5 Social Services. Before the issuance of
an initial family day care license and annually
thereafier, written approval of health and Sanitary
prerequiSites based upon on:3ite inspections is fur-
nished to the Department of Social Services by the
Health Department.

__ The Division of Child Day Care s <_omprlsed of
elgh( full time staff including four chila development
Specialists: Division Chief; DivisSicn_A=zsistant Chief.
and two Child Day Care Center Inspectors. Th::
remaining positions are a Senior Comm:it:ity Health
Nuarse, Day Care Nurse Ceoidin.  »f; a Hedltr: Aide and
a support staff person. Three Sarc . rians <. the Divi-
sion of Institutional Facilities ¢i *he Ei. jronmental
Health Section perform the env) onmetal inSpec-
tions. A registered nutritionist withir: -He Mzaiet:wland
Child Health Services provides pre-!i-cnsing consulta-
tion to prospective operaters;, consuliatinn
licensees, workshops to day care corzr persisnel
and/or parents, and investigates cc ol ntsap 20
the nutrition regulations.

An effective licensing progran: not cride o
regulations by supervising the faciiiiizs v -
ing conformance with standards, b*.. it &‘f' '
consultation and technical assistarise @ 2. 051
operators and licensees. This may be aix mu::,:-;

wt

s

\Baltimore City, Ordinance 70 (1932), Art. 12,
Sec. 1-2.

through a variety of methods:
Individual (one-on-one) consultation
On-site evaluations and prescriptive

remediation

Group workshops and presentations

Newsletters and topical bulletins

Audio-visual presentations

With this in mind; in-service workshops on
various health related topics have been sponsored and
instructed by staff of the Division of Child Day Care.
The subject area is determined by needs expressed by
the licensee and/or operators; by the volume of
documented non-conformity areas contained in the
licensing inspection reports, and as mandated by
regulation. These workshops have included some of
the following topics:

® Basic Red Cross First Aid

* Nutrition—Food Planning and Buying for

the Preschool Day Care Program
—Snack Ideas
—Basic Principles of Nutrition
The Child Care Center’s Role in Prevention
and Detecuon of Child Abuse
New Director’s '\X/orkshop

. Money Saving Ideas—Fuel, Nutrition,
Equipment/Donations

* Vision—Hearing Screen Training

As a part of the Maternal anid Child Health Serv-
ices, the Division of Child Day Care is the unit of the
Health Department responsible for licensing and
overall regulatory supervision of all day care centers
in the City of Baltimore. As such, it is concerned with
and has responsibility for providing auxillary health
services to the day cdre center population. We support
Dorothy Boguslawski’s statement:

T: 2 well-being of the child can be assured

only if his total state of health is known;

evﬂtjated an"d improved. Pa'r'e'nts are, Of

conunumg resSponsibility of their, ChlldS

medical care. However when the day care

center enters 1,1to partnership with a parent

for care_of ihe child; the center shares

responsibility not oniy for mdintaining the

chilcs health bt also promoting it.2

The Divisicn of dhlld Day Care, as the licensing
aren; prov‘des the .iav care centers with resources
anc *r:nnmg to accox 3 l'sh this: Vision and hcarmg
scree. mngs arz now pericrmed by day care center staff

 Health Dc_partme it qupment as aresult of an

)n—'” ~ing training prograsn ;stituted by the Division:
Prinr . . ren re

J1981. day care ard ~ay nursery children re-
ceivaed vision and hearing, screenings through the

vmfby beers Boguslau'"kl Guide for E: stablmbmg and
Qpueaiing Day Care Centers for Young Children
L ewe York: Child Welfare League of America, Inc., 196G),
LG5
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School Health-Hearing and Vision Services Program
or the Maryland Society for the Prevention of Blind-
ness. Due to reduced funding levels, Health Depart-
ment screening personnel were exclusively limited in
provision of service to the mandated school age
population. The Division received numerous inquiries
about continuing the screenings citing the value of
early detection in preventing problems and identify-
ing perhaps heretofore undiagnosed impairments. The
delivery of those needed health services toall children
in the City of Baltimore remains our primary goal. This
goal was accomplished and continues to be realized
by innovative and energetic management and admin-
istrative support. -
. The regulatory responsibilities in licensing of
child day care centers has always been a team effort.
Encouraged by the Assistant Commissioner for Mater-
nal and Child Health Services, the Audiologist of the
Vision and Hearing Screening Program and the Chief
of the Division collaborated to determine how est to
utilize our limited resources and manpower. The 165
licensed day care centers and day nurseries (fu!l day
and part-day programs respectively enrolling 6,500
children) were initially polled by questionnaire to
determine their interest in continuing this service and
their willingness 1o have staff released to be trained to
provide the service. We hypothesized that testing by
center staff with whom the children were familiar
would possibly result in increased accuracy of resuits
and numbers of children tested. The résponse was
overwhelmingly supportive, An example follows:

ATTACHMENT 1

Dear Director:
Iam sure you areaware of the limitations placed
on funds and personnel which had served as

resources to your day care center/nu:rsery in the past.
As a result of these shortages, we are initiating

a self-belp screening effort. Instruction in vision

and hearing screening techniques is oeing planned
by the Divis‘on of Child Day Care’s Day Care
Nurse coordinator and the Hearing and Vision Seru-
ices Program. -

All interested personnel are asked to please con-
tact the Child Day Care Division office at 396-4465
by _ — in order that we may
make definite arrangements. B

We look forward to your purticipation.

Sincerely,

Brenda B. Coakley, Chief
Division of Child Day Care

A training site easily accessible by public transpor-
tation, within the child care community with adequate
space for lecture and demonstration was selected from
the licensed child care centers. Due to the number of
respondents; it was necessary to limit workshop
enrollment and schedule several other workshops to
insure a positive learning experience and opportunity
;== individual practicum. Following our team

Q
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approach, the Day Care Nurse Coordinator and
Audiologist co-instructed the course: The Day Care

Nurse Coordinator, a senior community health nurse,

had performed this service and follow-up to children
visiting the well-baby clinics and public school
children. She is also the primary Baitimore City Health
Department resource to the Maryland Schoot for the
Blind and Gateway Preschool (hearing and speech
agency) early childhood programs; and she teaches the
basic first aid course(s) to day care center personnel:
The Audiologist had maintained an ongoing profes-
sional interest in the day nursery/preschool population
and possessed the knowledge, skills and technical
expertise to perform the screenings.

~Inthe first year of the training; 65 staff members
of 36 day care centers were trained to use the titmus
machineg, fly chart and pure tone audiometer in four
workshops. These centers/nurseries represented a
cross section of operational types. However, the ma-
jority were non-profit centers. These non-profit pro-
grams were operated by community organizations;,
city agencies, church affiliates; the local community
college and university, the Housing Authority of

T e




Baltimore City, Inc.; Head Start and a major medical
institution: This | paruelpauon by a high percentage of
non-profit | progmms is reflective of the overall distribu-
tion of operations in the city. }
_ . Each workshop was conducted for three and one
half hours, including a practice time, Because the train-
ing was offered in a child care center, the atmosphere
was less formal than in an actual classroom; making
the learning Situation more comfortable and lending
itself to individualized instruiction as needed, 65 staff
members from 36 centers were trained; of those, 13
centers actually ;requested the equipment and
screened their children for possible vision and h-ar-
ing problems. All persons requesting the equipment
were observed by the Division NurtsSe or Audiologist
in a testing Situation to insure accuracy of screening
technique and test results.

~ Inan effort to obtain data to support the program,
deteriiine its effectiveniess and provide referral, the
participating centers were requested to furnish the
Division with 2a summary of screening results, a copy
of which follows.

. ATTACHMENTII
"WE'RE IN YOUR NEIGHBORHOOD"

1982

Dear Director,

We are pleased that you bave participated in our
self-belp screening effort, and bave screened the
children enrolled in your center for bearing and
vision problems. We are interested in obtaining infor-
mation that will enable us to ascertain the benefit and
effectiveness of this program.

Therefore, we are requesting iat you com-
Dlete the form below and return it when you return
the equipment.

. Wewill be contactmg you in several months 1o
obtain infoi-mation on the followup of children who
did not pass a screening. .

___Ifyouhave any questions, please feel free to call
Judith Young at 396-4465.
Thank you.

§incereiyi
Brenda B. Coakley
Chief, Division of Child Day Care

Debra. Sterlmg
Audiologist, Bureau of School Health

Contact Person

Namie of Center: _
Persons(s) Screening

Address
Telephone

No of chlldren screened Hearmg Vision
Ne. of children who did not pass a screening:
Hearing Vision

A total of 676 children received screenings (out
of approximately 750 enrolled). Of those screened, 47
were positive hearing screenings and 32 were positive

~ision screenings. Parents of these children weta

EKC
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notified and advised to contact the family health care
provider for follow-up or further testing.

The second year the child day care programs
were polled again to determine the necessity of con-
tinuing the training. Fifteen centers indicated a2 desire
to participate; five of which had originally par-
ticipated. Seventeen individuals and an additional six
Health Department staff completed the training dur-
ing one workshop $ession.

During the third year, seven of the 15 day
care centers with trained Suaff who were at the
Spring workshop requested the hearing and vision
equipment. Four centers returned the S§tatistical
data indicating:

105 chlldren recelvmg vision screening

-—26 not passing
165 children receiving hearing screening

—19 not passing

The equipment, on permanent oan to tae Day
Care Division from the Speech and Hearing Division,
is continuously available for the day care centers to
borrow for screening purposes. The availability of the
equipment is periodically announced in the quarter-
ly Division Newsletter and workshops are scheduled
upon demand:

The overall reception of this “self-lielp” project
was pOositive . arid centihues td be utilized. However,
resulted in insufficient information for planning and
projection purposes. The current method of collec-
tion requires the data to be submitted when the equip-
ment is returned. Increasing the participant’s under-
standing of the need and use of data gathering might
be stressed in the workshops, thereby resulting in bet-
ter data collection.

Vital to such a program is the avallablhty of equnp-
ment. Adequate quantities of equipment; which could
reduce wiiting periods for the loan; would in effect
keep interest in the service heightened. Related to the
availability of equipment is a plan for maintenance.
The Day Care Nurse Coordinator was responsible for
the initial check in of equipment for determining pro-
per repair and functioning. However, cillibration and
cleaning and repair; if necessary, were perforied
under outside contract at another city location/agen-
cy. This delay can result in waining interest, thereby
excluding some children from 2 valuable preventive
service.

Despiwe these problems the value to thie children
and,day care centers is immeasurable, and the cost ef-
fectiveness of th= project is obvious. Had the vision-
hearing testerS performed Scteenings of the same
population, the Department’s cost would have been
$1,486.46, including fringe benefits. By training the
day care center/day nurSery Staff to perform the
screenings, the cost was reduced to $788.22 during
the first year of the project (See Table I). Subsequent
years’ cost for the project decreases even further
because only the newly trained staff receive monitor-
ing in the testing tevhnique and use of equipment, and
ihi?*f’o’sté to project preparation are eliminated.




TABLE I
Cost of Training Day Care Personnel
to Perform Vision-Hearing Screening

) Nurse  Audiologist
) , Hours @735° @845°*
Instructor Preparation 3 22.05
Pre-implementation
(4 Workshops @ S
3.5 hours per 3 22.05
Training Instruction
(4 Workshops o o
@355 hours per 14 102.90 113.30
Travel to o R
Workshops (4) 2 14.70 16.90
Transportation 4.80 4.80
Cost @1.20 N
Monitoring/Follow-up® * * 27 19845  228.15
On-site (per center) 35 2572
Scheduling of Equipment . R
& Maintenance 4 29.40 )
420.08 368.15

Onsité (36 Centers) o
Nurse—18 centers x 1.5 hoiirs {4t each center) = 27 hours,

which would totz’ 18.5%.
* *Note: This figare does not include equipment or replace-
'rn?:'rﬁ tosts.
* * *Monitoring
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Toral
2205
22.05
221.20
31.60
9.60
426.60
25.72

29.40

788.22

Audiologist—I8 centers x 1.5 hours (at each center) = 27, hours.

*Cost figures involve actual salary, not including fringe benefits,

. Asaresult of this project there is 2 cadre of trained
day care personnel available to screen the child day
care population: A total of 82 staff were trained, 920
children were screened for vision acuity and muscle
balance problems; and 970 children were screened for
hearing loss during the first three year period. If the
goal of public health is the maintenance and improve-
ment of the health of all the people by combining the
sciences, our skills and beliefs, preventive medicine
must then be our primary objective,

__Inaneraofapparent dwindling IESOUICES, We as
public health professionals are chatlenged, perhaps as
never be “re; to creatively use our existing resources,

discover new and better ways to stretch dollars, yet
continue to maximize service delivery to an ever
increasing child care population: This project com-
bined existing resources within the Health Depart-
ment and community to provide a cost-effective
needed preventive health service. Early detcction of

vision and/or hearing impairments is not only
beneficial to the child but to society and the commun-
ity as well. A healthy, well developed child grows into
an educated, productive; responsible citizen: Public

health’s contribution to this individual and society is
revealed ir. the child’s readiness for school and success

in school by virtue of preventive health programs.
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@ hen the DBay Care Enrichment Pro-
gram of the City of Dallas established
a partniership with the Dallas inde-
béhdéht Séﬁééi District; the Dallas County Mental
Health and Mental Retardation Center; and 35 other
smaller agencies provndmg services to developmen-
tally delayed children in Dallas County, the program
was able to increase its e\nstmg service delivery. It
became capable of screening preschool children
enrolled in day care centers for potentially handi-
capping conditions including speech, development,

vision, hearing and behavior problems: The partner-
ship also improved the communication between agen-
cies; decreased “turfism”, and established a formal
agency network. The Day Care Enrichment Program
also formed a partnership with the University of Texas
Health Science Center at Dallas’ Southwestern Medical
School to study Haemophilus influenzae type b infec-
tions in day care settings. Sixty day care centers and
32 family day homes participated in the study. The
alliance also established a consultation rzsource be-
tween the two agencies and helped to initiate an on-
site Rifampin chemoprophylaxis treatment program
in day care centers.

707

BUILDING PARTNERSHIPS IN THE
PROFESSIONAL COMMUNITY

Eocated in northeastern Texas; the large
metropolitan city of Dallas has a popaulation that has
grown from 904,678 in 1980 to an estimated 983,851
in 1986 Dallas is perceived locally as being part of the

“Metroplex’—a large geographical area that includes
Fort Worth and the smaller surrounding municipali-
ties: According to the 1980 census data; 1;404;104
children living in Texas were under the age of six. By
1990; it is estimated that that figure will increase to
2,011,216. In 1980, in the Dallas-Fort Worth area alone;
59.2% of all women were a part of the work force,
while 54.1% of that group had children under age six.
The median household income in 1980 was 818,853
(88,465 per capita) with 7.4 % of all fxmilies surveyed
having incomes below the poverty level.

Dallas has a City Manager form of government
with 23 departments in the organizational structure.
A Public Health Division exists within the Department
of Health and Human Services and is divided into a
Maternal/Child_Health Section and an Adult Health
Section. The Day Care Enrichment Program is a
specialized program within the Maternal/Child Health
section. Table 1 illustrates the organizational structure.
_ The Day Carc Enrichment Program is staffed by
four nurse_ practitioners, two licensed vocational
niurses (LVN), one supervisor and one secretary. Serv-
ices are provided to both day care centers and family
day homes located within the city limits of Dallas. The




TABLE 1
. _CITY CF DALLAS
Health and Human Services
Department Structure

—— B A — — m
- A.D. ~ AD. _ A.D. ~_ AD.
Administration | Environmental Public Health | Human Services
I o I - 7,',,,,,,7 — I’ I L I _ . ——
Admin. | | vital | | Animal | o | child || aduit guman || MLk
7 ﬂpport Stats: Control T ,ﬂ:alth Health f’rogram Eientcir

Env. Assessment 'J
!
d

Air and Water

Quality
— R — | T [ - ] . H|
_Day Care rereio | 1 Educationai Well Child N
Enrichment | | 'aternity Wic and Special | | Bhysician Clinics gontral
Program | | . Project T pp1)

nurse practitioners and LVNs have distinct r.pon- Health and Mental Returdation Cente - (DCMHMR), and
sibilities in service delivery. The nurse practitio: <7t | 35 other smalle: 2gencies, ind 2) the partnership
is responsible for handicapping conditions sciee:iii i, established between thi- Liiivessity of Texas Health
behavior management classes for caregivets, und Scicrice Center at Dailus’ southwestern Medical School
parent classes. The EVN saff provides imuntisizatio ns, and the Day . Enrichment Program.
manages the communicable disease comsonent of the
program, trains caregivers in CPR and first aid. -
provides wuealt’ services for day care center suaff, e e~ T S T s
and presents health educationfin-service programs | _ STEPS OF IMPLEMENTATION
for children. - o _In 1982, the head of the Early Childhood Program
__The City of Dallas has 347 licensed day catre for The Dallas Independent School District desired
facilities with a combined capacity of 58,196 cliildrien. Early Childhood Intervention funds from the State of
There are 780 registered family day home providers Texas. However, state law restricted The Dallas Inde-
with_an undetermined capacity and an unknown pendent School District to providing services only to
number of non-registered providers. Day care facili- developmentally delayed children age 3 or above,
lies are regulated by the Texas Department of while the Early Childhood Intervention funds targeted
Human Services. ] | service delivery for developmentally delayed children
~ The Day Care Enrichment Program has a collegial ages 0-3. The School Districi wished to provide serv-
relationship with the regulatory agency serving as a ices to the 0-3 age group but, at the same time wanted
resource on health issues, especially communicable to minimize duplication of services and competition
diseases; training licensing representatives; and par- of funding among the other 0-3 providers in Dallas
ticipating on task forces that explore day care issues, County. The Dallas Independent School District ideri:
i.e. safe transportation of children or dealing with tified the three largest providers of health care delivery
hazardous environmental situations (explosives, to developmentally delayed children as the City of
chemical spills, etc) in the day care centers. Dallas Department of Health and Human Services, the
. In order to foster the mission of the Day Care Dallas County Mental Heaith and Mental Retardation
Enrichment Program, several “partnerships” have Center, and the Dallas Independent School District
developed over the past several yez:s. This paper will itself. A network of 35 other smailer agencies pro-
describe the process of building these partnerships viding similar services were also identified.
with other health care providers and professionals . The Dallas Independent School District called an
located in Dallas County. There will be two areas of initial meeting of this group of prov:d rs: The network
focus: 1) the partnership established with the Day Care of agencies formed became officially known as tie
Enrichment Program and the Dallas Independent Early Childhood Interagency Council of Metropolitin
School District {DISD), the Dallas County Mental a5 Dallas. After numerous meetings; the Council reached
7188
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consensus on three main issues: agencies would not
compete against each other for funding, agencies
would support each other in grant applications by sub-
mitting a group letter of support, and most important-
ly;, the_group would decide which agencies would
apply for the 0-3 funding.

_ Since the Day Care Enrichment Program was
dlready providing Services to preschool children
attending day care in the city of Dallas, a group of 0-3
aged children was easily identified for testing. Thus,
it was decided that the Dallas_Independent School
District and the Dallas County Mental Health and Men-
tal Retardation Center; a$S well as Some other smaller
agencics; would apply for the funding and that the
DCMHEMR would contract with rnie Day Care Enrich-
ment Program to screen children for potentially handi-
capping conditions. The initial focus group of the
screening was children ages 0-3 but older children
were also Screened. The contrdctual agreement al-
lowed the Day Care Eniichment Program to add three
nUrSe pra’ctiti()"rie'r pOSitidnS o the program and p’aii'd
ment, and postage/paper supphcs., The rcmammg
funding for the program was provided through general
fund dollars

Memal Health ,an,d Mental Retardauon Center, Chlld
Guidance and thc private agencies in the Early
Childhood Interagency Council network. The pur-
pose of the staffings was to review the results of the
screenings by the Day Care Enrichment staff to deter-
mine the most appropriate diagnostic and treatment
Source in Dallas County. The Staffings also provided
4 monitoring SyStem to asSure that the best referral
Source among a variety of agencies could be located
for edch child.

The other established partnership focused on

communicable disease service delivery. In 198Z, a

physician in the Department of Pediatric Infectious
Diseases at Southwestern Medical School contacted
the Da, Care Enrlchment Program to requcst

Haemophxlus influenzae type b infections of children
enrolled in day care centers. The physician needed
a way to access the day care centers and knew thuit
the Day Care Enrichment Program was well known in
the day care community and was acuvely involved
in monitoring communicable diseases in the day

care setting;
The Day Care Enrichment Program staff assisted

the physician in obuining the cooperation of day care

centers o participate in the study, delivered informa-

tion concerning the study, and collected attendance

records. The study had atwo year enroliment pernod

with a six month follow-up period and is now in the

analysis stage for the 60 day care centers and 32 fami-

ly day homes: Another effect of the partncrship has
been the implementation of an on-site Rifampin pro-
phylaxxs treatment program for day care center con-

tacts of Haemophilus influenzae type b infections: This
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on-site treatment program was started in 1984 and is
another example of how partnerships can expand

exxstmg services.

STRENGTHS OF THE PROGRAM

The strengths of the partnership with the Dallas
Independent School District; the Dallas County
Mental Health and Mental Retardation Center, and the
35 other agencies include: 1) the provision of an inter-
disciplinary staffing approach in linking each child
with the best possibie referral source; 2) having the
interdisciplinary experts assist in accessing the
“system” if there is a breakdown in the referral process;
3) the building of a network of agencies for develop-
mentally delayed children that allows easy phone
access for one-to-one€ consultation on problems; and
4) the establishment of the Early Childhood Inter-
agency Council of Metropolitan Dallas for coordina-
tion of funding, service provision and program sup-
port, in-service programs, interagency referral and the
identification of unmet needs of developmentally
delayed children in Dallas County. The bimonthly
meetings of the Council allow continuous coms-
munica’’ 1 among all the member agencic T’ -2

lists the urrent agency members.




The strengths of the partnership with
Southwestern Medical S¢ -ool include 1) the establish-
ment of a collegial relationship between the Day Care
Enrichment Program and the Department of Pediatric
Infectious Diseases, 2) participation in research
studies; 3) receipt of current information on all com-
municable diseases applicable to the day care setting,
4) assistance in drafting/updating the exposure notices
distributed to day care centers to inform parents of
disease outbreaks and 5) the ability to provide an
aggressive approach to dealing with communicable
diseases in the day care setting. This collegial relation-
ship has been of particular benefit to the Day Care
Enrichment Program since at the time the partnership
began, both the Ciiv and the County health depart-
ments lacked a Chi-i of Epidemiology.

. TBLE2

MEMBERS OF THE EARLY CHILDHOOD

INTERAGENCY COUNCIL OF

i METROPOLITAN DALLAS
® Dallas Cc ity Mental Health Mental Retardation
Cercer
Ditlas ..dependent School District
¢ _ ., ‘fDallas Department of Health and Human

Services
® Adult Child Training Center
® Education Service Center—Region 10
® Special Care and Career Center
® Garland Independen:i “chus i uistrict
* Helping Hands Developmz .-+ “iuiter
® Child Care Dallas
¢ Children and Youth Project
® Unuted Ceretral Paisy of Dallas County
® Auti.- ‘= Treatment Zenter
o U'n'iV'erSity Affiliated €enter
® Easter Seals
* Richardson Development Center
* Dallas Services for Visuaily {mpaired Children
* ARC of Dallas

. PROBLEMS OF IMPLEMENTATION

One problem that occurred while building the
partnership with the Dallas Independent School
District, the Dallas County Mental Health and Meéntal
Retardation Center, and the 35 smaller agencies was
the aspect of “turfism.” Initially agencies were not
communicating with one ancthier because of a fear of
too few children for all the agenicies to Serve. But;
because the agencies met collectively and defined
their role in service delivery in relation to each other:
“turfism” declined. Furthermore, the group
discovered that there were more than enough
developmentally delayed children needing service in
Dallas County. Ironically, it has recently been found
that existing service providers are having difficulty
providing all the necessary services for children
needing services. To alleviate this probler, referrals
are being shared between agencies. o

The most difficult dilemma of the partriership
between the Day Care Enrichment Program and
Southwestern Medical School has been the effective
communication of treatment recommendations for
specific communicable diseases to the day care
community. This procedure has proved to be a
problem because treatment recommendation follow-
through depends on the cooperation of the day cdre
center director, the parents and the primary health care
providers of the children. Some primary health care
providers do not always understand the implications
of cominunicable disease in the day care setting, i.e.
the movement of day care siaff from one room to
another to care for many different children during the
course of a day and likewise; the mingling of children
with their own claszroom contacts as well as intimate
contact with other children on the playground, during
eating tinies, and in the early morning and iate evening
hours of centér operation.

— RESULTS
The effectiveness of the partnership is

demonstrated by the variety of ways in which children
can now be identified for screening:—parent request,
day care provider request, and by case finding when
tne Day Care Enrichment Program staff are in centers
providing other services. Additionally, each July ali
licensed day care facilities in the city limits of Dallas
are mailed a brochure describing the services of the
Day Care Enrichment Program. Directors or their
representatives are invited to training sessions to learn
how to utilize an evaluative tool called the PDQ. This
tool is used to determine the need for a more detailed
developmental assessment. Since it is impossible for
four nurse practitioners to screen all children, the tool
serves as an assessment that can be given by the
caregiver in the day care setting. Using the scoring
instructions; the caregiver can then initiate a referral
to the nurse practitioner.
_After children are referred to the Day Care
Enrichment Program, a written parental informed

consent is obtained: Consent formis inclide a




description of screering tests used, prenatal and birth
history of the child, and conisent to release information
between the Day Care Enrichment Program and day
care center/provider. Children identified as needing
teforral after being screened by the Day Care
Enrichment Program are stiaffed at the biweekly
meetings. Children are attended by the nurse
practitioner until the child has been evaluated by the
target provider agency.

During FY 1984-1985, 5,880 preschool children
were screened with 389 (7%) referted for poteritially
handicapping conditions. (There were two nurse
practitioner vacancies during this period.)
Approximately 10,000 of more than 58,000 day care
children are expected to be screened during FY
1985-1986. In addition, the Early Childhood
Interagency Council of Metropolitan Dallas has
identified the need for more slots in the care of
developmentally delayed children in Dallas County.
The Council meets annually with state ECI officials to
encourage increased funding for the Dallas area.

The partnership with the Southwestern Medical
School resulted in the provision of Rifampin
chemoprophylaxis to 246 children in five day care
centers during the period from April, 1984 to
December, 1985. The centers received a treatment
recommendation if there were two cases of
Haemophilus influenzae type b infection diagnosed
within 60 days (American Academy of Pediat:ics

guidelines).

EVALUATION
The evaluation of the screening program is
monitored by the Day Care Enricinnent Program’s
nursing supervisor. Each staff nurse scrords monthly
sutist:-t iriformation on the number of children
screened fur ezl condition, the nuinter referred, and
the number receiving adaiticnt evaluation after
referral by the Day Care Enrichment Program. The
standards establiShed by the Child Welfare League of
America for Screenings/percent referrals are used as
part of the cvaluation of the referral process:

Standard: 3-5% of all children screened for

vision will be referred.

Standard: 10-30% of all children screened

for all other conditions (Speech, hearing;

'devel'o"p'ment b’eh'avi'or) will be referred
County Mental Health and Mental Retardation Center.
In accordance with the contract, performance
measures are established annually identifying the
number of children that must be screened for
potenually handicapping conditions and the number
of day care centers that mus' -cceive training in the use
of a developmental prescreening tool (PDQ) during
the contract year.

The alliance with the Southwestern Medical
School has brought about a collegial relationship
between the Day Care Enrichment Program and the
Department of Pediatric Infectious Diseases, assisted

in making important contributions to research, and
also increased service delivery in the area of
communicable diseases. The Southwestern Medical
School dlSo provides consultation and guidance in
regard to other asSpect$ of health care within the day
care Settigg.

RECOMMENDATIONS

Public health agencies must take an active role in

the proyrsxon of health care services for preschool

children: The early identification and treatment of

porenually handicapping condmons and

communicable diseases improves the life-long

productivity of the child. Buxldmg partnemhxps inthe

professional community facilitates information

sharing; encourages interagency support, decreases

duphcauon of services, and can provide a mechamsm

to increase existing service levels at an affordable cost
while improving the health and weli-being of the
preschool child:

The following recommendations are made
concerning the development of a program such as the

one described in this paper:

1. Identify agencies with common goals to avoid
duplication of services. It may be necessary to identify
alead agency in the group to coordinate the meetings
and keep the momentum going:

2. Advertise program services using mail-outs; ilie
hcensmg ageney, and day care advoeaey group%

dxstmct job duties for registered nurses and LVNs with
overlap as needed for priority issues, i:e. cermin
communicable diseases.
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ABSTRACT

ment is the official child care hcenamg agency
_in the state. _

The Lawrence- Douglas County Health Depart-
ment iS one of 97 local health departments which
contract with the state to participate in the licens-
ing program.

__Inaddition to Iulﬁllmg the terms of the ¢ contract,
the Lawrence- -Douglas County Health Department has
Streri'gth"en'ed child care lice'riéin'g in Do’u'é!aé coumy

gcg,ulatory and education services b,o,t,h, within the
Department and in the community. Child care licens-
ing Smff pr(jvided the imp'etus td r'edu'ce b’airriers to
ed effecuvely and,health,and,safety promo[;on has
been strengthened by using the expertise of public
health professionals.

- DEMOGRAPHICS

Eocated in the n: “heastern section of the state;
Douglas County has an unusual mixture of smail farm-
ing communities, educational institutions and
numerous light manufacturing industries which pro-
vide economic dwersnty

Q formation:
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Submitted by:
Lawrence-Douglas County Health Department
336 Missouri Suite 201 . .
Lawrence, Kansas 66044
(913) 843-0721

“Y  PeggyScally, RN, P
Charge Nurse
Child Care Ltcensmg Program

Pop -'ation of incorporated cities:
Lawrence—54,307!
Eudora—2,;968!
Baldwin—2;8291
Lecompton—5762
Per capita income—$6,473
Female householder/no husband present with
children under 18—1,020
Preschool population (under 5)—4;117
Lawrence, the county seat, is the home of the
Universicy of Kansas and Haskell Indian Junior Coliege:
Baker University, a private Methodist college; is located
in Baldwin. The low median age of 24.41! is attributed
to the large number of college students residing in
the county.

“INTRODUCTION

Child care has been regulated in the state of

Kansas since 1919: In that year, legislation was enacted

which placed the licensing responsibility for all out-

of-home care with the state public heaith department.

Subsequent licensing standards have established pat-

11980 Census of Populanon Volume 1 Characteristics of
Population, Chapter B, General Population
Characteristics Part 18 KSpc 80-1B18 Issued G/1982.

ZEs'tgnared Jensus, Douglas C‘oumy Issued 'uiy 1, 1982.
R
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[Child Care Licensing] [Adult Care Licensing]
terns of child care which safeguard the physical, men- |  ing with the state to conduct the child care licensing
tal and social well-being of children in care away from program at the local level. Chart 1 depicts the organiza-
their parents. o tional structure of that health department and shows
__The licensing statutes authorized the state agency | the relationship between the state licensing agency
to delegate the responsibility for inspecting child care and the lcral child care licensing staff,
facilities, and as county health departments were __The Lawrence-Douglas County Health Depart-
established they became the logical designated licens- ment has not only performed the #isks et forth in the
ing agents of the state. For the past nine years the contract, but has expanded its rolc to mieet thé par-
Kansas Department of Health and Environiment has ticiir needs of the Douglas county day caré com-
formalized this relationship by contracting withlocal | munity. The expanded role has evolved due to the
health departments to conduct the child care concern of the Lawrence-Douglas Cournty Health
regulatory program at the local level. Funds ap- | Board for safeguarding and protecting children. It has
propriated by the legislature are allocated to the coun- | been made possible by the financial support of city
ties in proportion to the number of child care facilities and county government. The cost of the integrated
in the county. County departments entering ifito the child care licensing program was $33,600 in 1985, of
contract agree to perform the following tasks: which the Health Department received $3,358 from
A. provide orientation and application packets to | the State of Kansas for carrying out the terms of the

contract. The bal»nce came from the city and county.

new applicants; - A ne balaace camc | ounty
i There are five categories of child day care

B. date-stamp all copies of incoming documents g - L

related o child care licensirig functions, and im- ,rﬁgulfm‘% bYﬂ;,?,S@?#gQHQ‘;,’Sf registered fa,m—;lly day
mediately transmit applications for license to the gﬂf‘ft,,QfS,!for,,?W%fd;,,{egz,,!ccrlge? ay C;‘f? ,°{‘f‘¢5
Kansas Depaument of Health and Environment | [of (¥ or fewer children; group cay care homes for
pursuant to Kansas Administrative Procedures Act; nine V‘twc ¢ chiidren; an - preschiools and '_ care
: e L S centers for thirteen or more children. Undcr state
C. review for completeness the licensing forms sub- statutes registered family day care homes are exemp:
mitted by applicants and licensees; from routine home inspections by licensing staff,
D._ make initial licensing inspections within four although complaint investigations are authorized.
wezks of receipt of application; and follow-11p inspec- Registered providers submit an annual self-evalua:
tions as needed; S , tion checklist prior to receiving a certificate of reg:
E. make relicensing inspections at least eight weeks istration. All other day care facilities are inspected
prior to license expiration date, and follow-up inspec- yearly to determine compliance with state statutes

tions as needed; - and regulations. S
F. make complaint investigations within three work- _ In the spring of 1986; Douglas County had 43
ing days of receipt of complaint; licensed day care homes, 9 preschools, 11 child care
G. prepare information for enforcement proceed- | Centers, and 130 registered day care homes which pro-
ings and appearing as v.Inesses at administrative | Vided care for approximately 2,600 children.
hearings. _  Registered nurses serve as the licensing stff of
e Douglas County. To evaluate child car: facilities; a basic
__The Lawrence-Douglas County Health Depart- knowledge of health information including child
ment is one of 97 county health departments contract- develo’pmeng hygiene, environmental sanitation,
- communicable disease, nutrition, safety and children’s
3Excerp! from contract, Kansas Departrient of Health and health issues is essential. Sincé this body of infor-

Envéironment/Lawrence-Douglas County Healt Depart- | mation is included in nurses’ training, a registered
o Tment, July 1, 1985—]June 30, 1986. ;7,7 6 nurse has excellent preparation for the role of chiid
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care evaluator.

~ Orienting 2 nurse to the Lawrence-Douglas
County Health Department child care licensing posi-
tion takes several morths. The health department’s
orientation schedule includes: (1) review of Kansis
Child Care ! icensing Laws; (2) review of each regula-
tion booklet (registered day care homes, licensed day
care homes and group day caie homes, and preschools
and child care centers); 3) emphasrs on the raticnale
for each regulation and how (o evaluate compliance;

4) instruction on the use of the licensing evaluation
forms and how 1o determine the recommendation

regardlng initial or yearly renewal ofllcense or legal
action; (5) complaint taking and investigation;

(6) orrentauon to the role of other -agencies in the child

care lrcensmg process and lntroducuon to contact

people in agencres/assocrauons ie. cityz and county

zor ng offices, local and state fire departments,

Social and Rehabrlltauon Services Area Office, Child

Care Food Program sponsors, and child care provider

associations.
In addition to being oriented relative to the

regulations, procedures and forms, the nurse makes

on-site visits with an experienced evaluator until both

are in agreement on the itemshituations being

evaluated: Emphasis on consistent interpretation and

applrcanon of regulations is of the utmost 1mportance

to proper enforcement of the licensing statutes and for
maintaining the respect of the day care community.

To ensure proper enforcement of child care
regulations, the licensiing surveyor must place primary
importance on the regulatory function. However,
when the licensing surveyor functions as both a
regulator and a facilitator/educator, the surveyor and
the provider must be clear on what is covered by
licensingz standards and when the expanded role is
being pErforrned

The following sections of this paper highlight the
initiative taken by the health department in resolving
local jurisdictional problems which created barriers
to licensing and outlines the health education role
assumed by the public health staff to enhance the
health of children in day care.

LICENSING STAFF AS FACILITATORS

There were five local governmental body agen-

cies involved in the licensing process for providers car-

ing for seven to twelve children: City Planning Com-

mission, Building Inspection Department, Fire Depart-

ment, City Commission, and Health Depmmmt

Child care providers found it difficult to uri 'ersiund

and comply with the various regulauons codes and

policies of each of these agencies. Of particular con-

cern was the varuuon in the childistaff ratios of homes

caring for seven to twelve children. To resol ¢ the in-

4Kansds Department of Health and Environment Regula-
tions for Licensing Day Care Homes and Group Day Care
Homes for Children; Kansas Regulations for Licensing
Prescbools and Cbtld Care Center& and Procedures for

"

Aruitoxt provided by Eic:

consistencies existing between local ordinances and
codes, and state child care facility regulations, a
meeting 1o which key administrative decision-makers
involved in the issue were invited, was convened by
the health department adr.inistrator. Attending were
the city manager and city department heads of plan-
ning/zoning, building inspection and fire. At this
meeting the health department’s liceénsing staff
presented the following information: 1) that zoning ap-
pruval as a step in the licensing process caused delays
that unnecessarily limited the provision of dasy care;
2) that the costs involved in meeting the zoaing
requirements were a further deterrent; and 3) that

advised that unlesslocal codes were comparrble with
state licensing requirements, Lawrence child care pro-
viders wotild be required 10 Seek variances to allow
them to care for the number of children allowed by
the state. For example; a variance request would have
to be filed if the provider wished to care for School age
children before and after school, on school holidays;
or during the summer months, even though this care
was permiitted by state regulation. The anticipated in-
crease in workload and the frustrations resulting frof
the requests for variances was pointed out to city staff.
) After the initial meeting at which the key admin-
istrative heads were informed of the issue and the
need for change, the licensing stiff took the isSue Step
by step througli the reSolution process with the
Unir‘orm Building Code Bo’:ir'd of A'p’pezils the Citv
process which took apprommately three months. The
local day care hoine association was kept informed
and provided support at each step. Through the
cooperation of ill involved, local ordinances and
codes regarding child ratios were made consistent
with state regulations. In addition, the number of
governmental agencies involved in the licensing pro-
cess was reduced from five to two (health department
and fire department). As a result of these changes, pro-
viders and child care licensing staff have found the
lice .ing process to be much less coniplicdted.

___ LICENSING STAFF AS EDUCATORS

Three specific 2reas of cucation arc provided by
the Lawrence-Douglas C-surity licensing staff in sup-
port of the health of children in day care: 1) assistance
with regulanon complunce 2) heaith and safety pro-

motion; and 3) parent education:

1. Assistance with regulation compliance
Helping prospective child care provlders to
understand lleensmg proeedures dnd regulauon is one

For child care provrders to maintain regul‘ltorv com-
pliance; they must understand and internalize the
rationalc for the regulations. As an initial step in achiev-
ing this go:ﬂ préapplication rneétings ﬁrc heidto offer

regrstered or licensed child « care provrders Forms and
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regulations are reviewed and the legal ramificaiions of
non-com pliance with licensing regulations are dis-
cussed. The importance of child safety is stressed, and
prospective providers are given information on where
to obuin required safety equipment such as child-
proof latches; trigger locks, and guards for stoves |
sairs. Other topics included at the preapplic. i
meeting are: 1) accepted discipline practices; 2) appro-
priate program_activities and equipment; 3) the
responsibility of child care providers in assuring, ¢

children in care have health assessments ;ind current

ring that

dures required by the local hospital; 5) safety regula-
tions relative to transportation and swimming pools.
By the end of the preapplication meeting the prospec-
tive applicants should have sufficient information: to
determine whether or not thev wish to become child
care providers. .
_ In addition to the preapp:.. *ion meetings the
licensing staff assists the providers in understanding
and applying the regulations during on-site facility
visits, phone calls and presentations to providers’
associations. ) o
____Since licensing regulations require compliance
with local procedures, the Staff has assisted day care
providers by contacting businessesiagencies to collect
resource information. For example, staff consulted
with the local hospital administrator to discuss
“Emergency Care” procedutes required by the local
hospital. That information is now given directly to the
day care facility by the licensing staff thus eliminating
the necessity for each of the providers to deal in-
dividually with the hospital.
2. Health and safety promotion , .
A second education role of the licensing staff is
the on-going promotion of health and safety in day
care facilities: Techniques usec to accomplish this pur-
pose include: 1) providing pamphlets and other

liter: *ure on child health and child care issues; 2) keep-
ing provider informed abour well child assessments
and immunizati yns offered by the hiealth department;
3) assisting in the development of guidelines for pro-
viders to use in determining if 2 child is ill anc. when
the child should see a physician; 4’ teaching providers

how to determine and report child abuse, oW to
evaluate injuries and how to approach parents whe <o
not seek medical care for their children; 5) helping
providers te: be alert to safety hazards in the play drea

and the facility, i.e. problems associated with normal
deterioration of playground equipment, uneven
ground, stairs without railings, paint deterioration, etc.;
6) explaining the importance of storing and admin-
istering medications properly; 7) offering training cn
infectious disease including the disease transmission
process, how to prevent the spread of infectious
diseases, and proper handwashing techniques. As un
example of the health department’s role in the control
of infectious diseases in day care, when outbreak of
giardiasis continued to occur in child care facilities for
eleven months during 1982-83; consultation was
sought from the Centers for Disease Control. A study

T ras undertaken with input from providers, parents

ERIC
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" u1€ health department’s Com-

an.. oensing staff ment’s
1 3¢ Nurse compiled the infor-

7iutiaple Diseasz ¢ dthe
nanor arldevele; -.d « Giardiasis Manval including
~oord keeping < st 1.5

7. Parent edicatiun o

The Yorsvay sta'f have ed-cational materials
availab’. i nazoei egarding the different cypes of
“Aild caic Ze v ane iow to choose a child care pro-
vider. With this ;- “ation parents are able ro make
informed decisions regarding child care “r their
children. In addition, 2 ist of registered/license¢ pro-
viders is available tc 1t : public. The staff main:ains of-
fice hours to be availab!s for phone consultation and
to return calls when .nessages are left at the health
department.

______ EVALUATION

The Lawrence-Douglas County Health Depart-
ment believes that the strength of its licensing program
lies in the fact that the broad spectrum of public health
is an integral part of the licensing program. All profes-

sional interests represented on the health department
staff serve as a resource to the licensing staff, providers
and parents; contributing expertise in the areas of

health and safety, sanitation; nutrition and com-
municable diSease control:

RECOMMENDATIONS

The Eawrence-Douglas County Health Depart-
ment is a strong advocate for public health involve-
ment in the child care licensing process. The health
department recommends that licensing agericies work
in cooperation with other governmental agencies who
affect cnild care facilities so that regulations, or-
dinances and codes are consistent and compatible.

sLawrence-Donglas Connty Health Departmoent,
Lawrence, Kapsas Giardiasis Manual Detection and Con-
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ABSTRACT

arin County, north of San Francisco across
the Golden Gate Bridge, is developing a
: ‘& hetwork of collaborating agencies to
in ' .ve the health of children who receive child care
services. This effort facilitates the working together
of multidisciplinary persons and agencies toward com-
moi. goals. Public Health staff actively participate
in advancing the health and safety of children in day
care settings.

~ The Child, Adolescent and Parent Health Board
(CAPHB) has been funic tioning since 1982 to improve
collaboration and coordination among those persons
an'd ﬁgencies’ concerned with materrial and child

iy

o

Health Council of Marm (HCM), the Depa(tmcnt of
Health and Human Services (DH&HS) and the Coun-
ty Board of Supetvisors (BOS). The CAPHB is made
up of representatives from the following areas: private
pediatricians, Kaiser-Permanente Medical Group
Pediatricians, parents, preschools, child care centers
and homes, social services, mental health, drug and

alcohol services, adolescents, the dlsabled commu-

nity, blacks, hlspamcs southeast asians, education,

school nurses, obstetrics and gynecology, and the

Health Council of Marin: A representative from the

Family Practice Physicians is currently being con-

sidered as well. -
The CAPHB Day Care Committee includes repre-
~entatives from Social Services (including Family Day

Submitted by: Peter Michael Miller, M.D.; M.PH.
'ASSiSta’ﬁt Hé’dlib’ Of/"té; /C7311d Health Sé;z zcés

San Rafael, California 94903
(415) 499-6879

Care Licensing), local day care centers and day care
homes, the Resource and Referral Agency, private
pediatric care providers; parent groups and public
health personnel including pediatric; public health
nursing; health education and nutrition. Priority con-
cerns include communicable diseases, safety nutrition
and child abuse prevention.

INTRODUCTION

Marin is a county of 257 square miles and of

temperate climate. Most of the population lives along

the main north-south highway, Route 101, in the

eastern secuon The western area, hilly and rural,

borders on the Pacific Ocean:

Marin County’s population remains fairly stable

(224;000) although the median age has increased from
29:5 years in 1970 to 33.6 years in 1980. A large percen-

tage of the population is comprised of well-educated,
professional people with relatively high incomes: In
1984, tie median income was 821,311 while married
couples earned an average of $839.904. 38% of the
population had attended four or more years of college.

Of the toral population, 28% is 21.years of age or
under. Almost 5% is unider the age of five: 24% of all
families are headed by a single parent and 57% of all
women with children work outside the home:

In 1980, over 6300 full time child care spaces
were needed. These were handled by 192 Family Day
Care Homes and 136 Child Care Centers. Over 850
children were assigned to a waiting list for an average
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of five to nine months. 33% of all day care requests

came from low income families while 50% came from
single parents. Unfortunately many of the services

available were also expensive. In a child care center,
costs ranged from $325 to $443 per month; while a
family day care home charged trom $338 to $388.

___Licensure and monitoring responsibilities for

centers are under State Social Services direct n. Fam-

ily Day Care Homes are licensed and monitored by
local county staff in Social Services as part of the
Department of Health arid Human Services, Public
health and medical consiltation are provided infor-
mally by PHN’s and the Assistant Hezlth Officer for
Child Health Services (AHO/CHS).

A coordinating Resource and Referral agency
(Project Care) works coopertively with the individual
child care progams and the Family Day Care Associa-
tion: A bimonthly rewsletter i§ published; orientation

and training programs are regularly provided:

PUBLIC HEALTH/PRIVATE PEDIATRIC CARE

_ . An Assistant Health Officer for Child Health Serv-
ices (AHO/CHS) supervises the children’s health pro-
grams and works closely with the Public Heaith
Nurses (PHN). The above persons aiso consult with
Social Services programs such as €hild Protective
Services (CPS), Medi-Cal and Foster/Adoption place-
ment services. Child Health clinics provide well-child
care to young children from low income families.
There are thirty pediatricians in the County, all of
w hom accept Medi-Cal (California Medi€aid), Child
Health and Disability Prevention (CHDP) (California
EPSDT) and California (Crippled) Children Services
(€CS) payment. There are eight other pediatricians
associated with the Kaisér Foundation Hospital

(Permanente Medical Group-PMG), a prepaid
Health Maintenance Organization (HMO) in central
Marin County.

CHILD CARE/PUBLIC HEALTH

Many public health issues such as infections, acci-

dents; child development anid others have been iden-
tified regarding child care settings throughout the

world: Medical support for children in such settings
in Marin County has been limited to input from per-
sonal physicians and the traditional public heaith
involvement, e.g. infectious disease outbreaks. Child
care program operators noted the dearth of regular and
generalized support from health professionals: When-
in fact, several physicians becamie involved in localized
situations, medical advice was not timely and was
often conflicting. , o

As the demand for child cate iricreased, the health
issues muitiplied and became more critical, eg:
hepatitis, H. influenzae, child abusc. child passenger
safety. Project Care; day care op:: 1rents; PHNs
and physicians identified the re formal
on a : - and for

prevention and health prom ;
rising from _

better ways to address iilness.

ERIC
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normal and delayed development; and injury and
child abuse. It became increasingly importnt to
establish a more responsive system for coordination
among the many people and agencies involved in
child care services:

STEPS OF IMPLEMENTATION
___ Changes in state and local policies since the
late 1970s contributed to the coordination of Mater-
nal, Child and Adoléscent Heaith programs
among themselves and their integrationn within
the community.

— LOCAL PROGRAM COORDINATION
Almost all of the Maternal and c€hild
Health/Crippled Childrens prograim staff are iocated
in adjacent office space within the County Civic
Center building. This has facilitated fréquent contact
among personnel from related programis. Since 1984,
program supervisors have met monthly to update each
other regarding activities and to discuss how to im-
prove working relationships for the benéfit of clients
and office efficiency. The programs represented in-
clude Maternal and Child Health, Vital Statistics; Family
Planning; Women, Infants and Childrer Supplemen-
tal Food Program (WIC), Public Health Nutrition
Child Health and Disability Prevention, Califoriiia
(Crippled) Children Services, Health Education;
Child Health Clinics, Immunization Program, Public
Health Nursing, Social Services and Community

Mental Health:

T LOCAL PLANS

I, 981 state MCH/CHDP agreed to require
county program plans as prerequisites for state funds
each year. The California Conference of Local Direc-
tors_ for Matern:1;, Child and Adolescent Health
(CCLDMCAH) participated in this decision and
associated discussions. Each year, Marin County staff
develop a plan which describes their specific goals,
objectives, activities, time schedules and evaluation
methods in addition to the regular activities required
by State/Federal laws and regulations. This *‘scope of
work™ is reviewed during the monthly staff meetings
to assess progress and to modify as appropriate.

LOCAL PUBLIC HEALTH NURSING
__ Public Health Nursing has for years been very
active within the community. In the éarly 1980s, PHNs

began to receive more frequent requests for assistance
in child care related matters. Initially, individual necds
were handled as part of an already ¢xpanding case-
load. However, 4 these reqiests increasced. the widen-
ing spectrum of public health issties became more and
more evident. It also becamie clear that there were

_ general issues, e.g. safety, hygiene, etc.; raised by child
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health piofessr pals. Budget requests fo. B PHI\
specifically counected to child care programs were
denind. Howev:y, a PHN was assigned to provide daily
'*unéL"rét\m s a Social Services piacement ficility
for young =" ren. More recently, a simifar reguest
bas beei seide for PHN involvement in » facility
fi i adolesiints.

Duiiiig this time (1983-5) the Child Health Ciinic

(CrICY sopulation was decreasing. This enabled the

o timie reassignment (in 1985) of the Pediatric Nurse

-iitioner (PNP) to a child care pul:hc health coor-

dnmuon/‘consultauon role. The PHNs also began to

devote more time and energy to specific child care

program involvement. Coordination meetings began

with the PNP and Project Care: Letters from the PHNs

were mailed to child care operators to introduce

themselves and to encourage use of the PHNSs as con-

sultants and supporters:

During the late 1970s; California formulated the

Child Health Initiative to 1mprbve pubhc access and

services to MCH programs: One result was the forma-
tion of state and local Maternal, €hild and Adolescent
rlealth Boards (CAPHB in Marin County) beginning in
1982: Also, in 1978, California voters passed Proposi-
tion 13 and the county government financial limita-
tions that resulited led to the combining ef all MCAH
related programs in Marin County under the direction
of a single Assistant Health Officer. There has been a
gradual expansion of interaction among Public Health
staff, Social Services and Community Mental Health
(CMH) staff; e.g. CPS; Medi-Cal, and other communi-
ty agencies and programs.

When the CAPHB was formied in 1982; speuﬁc
effort was made to obtain repreSentation from the
heaith, ¢ducation and child care commiunities. In
1984, the Board set day care health issues as its major
priority. It was felt that this issue involved most
members on the Board and their represented groups,
and related to many other health concems for ch..dren
in the community. At the time of this decision, several
local child care issues had increased in prominence,
eépcciélly Olitbféziké Of g&iStrdiht&:Stinél diSeaSeS H in:

associated with day care auungs .

__The CAPHB establishied a Day Care Coiiimittee
to 1dcnufy goals, objectives, activities and participaiits.
This plan was developed by February, 1985. The com-
mittee continues to meet bimonthly to monitor the
progress and to make modifications as needs and
resources dre identified. The goals and objectives are
as follows: S

GOAI. I: Health servnce consult:m 1 should be
available regarding all children inday ¢ :centers and
famxly day care hoimes.

(@)34] ECT IVE l All known day care provxders
will have information regarding availablie
QHYSiCiﬁrifPHN services for children under
their care.

OBJECTIVE 2: Obuin PHN position in
Department of He1lth and Human Services
for consultation to dav care providers.

OBJECTIVE 3 Health care issues related to

day care will be identified and discussed at

community meetings. Each of the following

o hold 6néfsfuch ‘meeting:
~ {a) In-service trainings for PHNSs;
physicians:

(b) Presentations by heaith profes-

sionals to appropriate groups, e.g. CAPHB,
parents, day care pr()\'ldera
(c) At least two meetings to address day

care for mildly ill children:

OBJECTIVE 4: o offer to day care provi.

information regarding child developmcnt’

issues and milestones based on provider
identified nceds and concerns.

OBJECTIVE =: Develop a committee report

on current necads and existing day care serv-

ices for children with disabilities.

GOAL II: Hezlih related information should be
available to day care providers, parents and physicians
and other health care providers to enable appropriate
x)rc:vc:nuve and treatment services to these children.

OBJECTIVE 1: All known diy care providers,

parents and primary care physicians will

receive information regarding health care of
children in centers and homes. Focus will be

on ddy care providers with children under

two years of age or in diapers.

OB_]ECTIVE 2a: Parents will be offered a

minimum of two parent education con-

tacts per year. Health education areas to

include, but are not limited to nuatrition;

general health; medicines; hygiene, mental

health, dental: -
OBJECTIVE 2b: Day care personnel will
bi? hi’o’i idéd With inf()'rnmti()n rL'gl'r'din'g

carc prdC[lCLS

Od_]ECTIVE 3a: Information about infec-
tious diSedses in day cire settiigs will be
available to day care providets.
OBJECTIVE 3b: Information will be
made available to providers regarding
storage, administr.tion; side-effects; et
of medications.

OBJEETIVE 4: information about physical
an-i sexuat abase of children will br; available
to day care prO\ iders.

OBJ ECTIVE5: Eduute d..\ care provxdcrs SO
they can recognize types of emergencies and
perform appropriate procedures.

STRENGTHS OF PROJEC.

Several aspects of thns collaborrive approach have

Lontnbutea to its success:
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A. The CAPHB is established by sute law, giv-
ing credunce as to its viabiliiv to the Board of Super-
visors {(BOS).

B. The CAPHB members aic leade:s in the com:-
munity in their respective fields of represeritition.
C. The CAPHB members represent the entire Binad
field of MCAH persons in the count;; so both counry
government personnel and the public feel that the
interests of parents and children ar> well represeited.
D. The CAPHB s part of the Heaith Council of Marin
(HCM), formetly the Marin County branch of the now

defunct West Bay Health Systems Agency (HSA). The
HCM is advisory to the Board of Supervisors on all

areas of health, mental health and socizl services. The
association between the CAPHB and the HCM adds

further credibility to the recommendations of both
advisory groups.

E. The coordination and cooperation of public
health persons with the other principals involved in
child care means that 4ll the issues are broadly and

completely considered and the subsequent
recommendations have the support of all appropriatc

parties. Furthermore, the interaction among the
participants has led to better cooperative efforts in
other arc:: - besides child care.

F. _The use of the Public Health Niitses to address the

multiple needs of child care programs and farnilies has

many benefits. Assistance is provided in areas such as
communicable diseases, gencr ' nd specific health
problems, child abuse, childd  opment, etc. Refer-
rals are made for medical, dental and sociaj problems,
and the PHNSs serve as vital liaisons among the child
care program operators, parerits and physicians:

PROBLEN OF IMPLENENTTION AND
HOW ADDRESSED

Potential problems have been resolved by

successful communication and cooperation among

the participants and the consequent establishment

of trust. , B
There were coricerns and uncertainties among

the agencies regarding their réspective roles in the
committee’s efforts. MCAH staff talked with the
members and facilitated the commitice meetings. The
initial focus o mutually dcceptable goals helped to

promote cooperative efforts, 4 sense of trust and 2 will-
ingness to share information and jdeas.

“The role of a general medical consultant o child
care programs was problematical because of liability

and funding issues. This matter was discussed during
consideration of using private pediatricians in such
roles. The use of the PFN- .nd the AHO/CHS as
the advisors and liaisop: :-ith thé community
physicians and child care program operators has been
very successful: o

The private pediatricians and the pediatricians
associated with the PMG (Kaiser) have had liftle inter.
action and are corapetitive for a limited pediatric

ing the child care efforts and have also worked very
closely together with the AHO/CHS in a related area,
i-e. establishment of a - dical evaluation system for
child s=xual abuse victims. i

Urlicensed day care progrims are not being
directly addressed except by “word-of-mouth” among
providers and informal consultation by Project Care
and Public Health Nurses.

RESULTS
~Ti> Day Care Commiittee of the CAPHB finalized
ii- qoals, objectives and activities in December, 1985.
Several of the activities have already been imple-

mented and further meetings and programs are

planned. Examples of public health involvement in
child care include:

A. Emergency care pamphlets have been developed
by public health educators, Project Care and county
MCH personnel, and have been distributed by Marin
Social Services to all day care providers.

B. Public Health Nurses and the nutritionist have
written articles for the Project Care newsletter.

€. Public health staff participated in a conference
presented to parents and child care providers regard-
ing infectious diseases. Other presenters included
private and PMG pediatricizns and the President of the
Day Care Association. Topics included a description
oftypes ofillnesses in day care, general prevention and
management of ill children, and characteristics of
specific diseases:

D. The Project Care Director, pediatricians and
representatives from County Special Education are
participating in a Pediatric AIDS Task Force coor-
dinited by the AHO/CHS and the Communicable
Disease PHN liaison: & County Office of Edtication
procedure has been written, distributed ang dis-
cussed_with district superintendents. A policy is
being developed.

E. The County Nutritionist provides consultation to
the state supported day care centers and has provid-
ed in-service cdaeation on food allergies (on pro-
vider requesi).

K. A nutrition survey is underway to identify topics
for later in-scrvice presentacions to operiiots

G . Apediatric “Grand Rounds” presentation in iiie
county fccused on day care health issues.

H. A district PHN consultation system wi.h appro-
priate back-up has been formalized and has improved
cornmunication among the key parties. PHNs and the
PNP attend regional Project Care mectings. In-services
are planned to include CPR and SIDS: There is interac:
tion among parents, physicians, day care onerators,
school nurses, public health nurses, the Com-
mun’cable Disease PHN and the AHO/CHS. This col:

laboiation has enabled; for example,; the smooth im-
plementation of Rifampin prophylactic administration

to all children and staff involved in a small outbreak

of H. influenzae type B disease: A written protocol for

population: Both groups have cooperated fully regard-
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eommumty managemem of fuu.re cases hds been

care physicians.

I. Four or five workshops for parents and day care
operators are planned yearly to cover ull geographical

areas of the county and a vuriety of chiild care issues.

J- The PNP and Project Care Director provided
testimony to the State Task Force investigating the
problem of day care for mildly ill children: The recon:-
mendations of the Task Force will be con&deu.d by

the CAPHB Day Care Committee as y::ct of the Con-
tagious Diseasc Manual being developed for providers.

K. The CAPHB presented to the Health €ouncil of
Marin and Cou::t y Board of 5uperv1sors

L.
dinator prOVldCd a preSentatlon o the prhyrsrlel;;pggff
at the hospital in the northern region of the county
rcgardmg health issues for chlldren in dav care:

dmator par tic,lpaled m aiucal television | present:mon
reg:irdihg child «-are heaith issues.
N. County Uealth Educauon staff have obtained an

Office of Tratfic Safety grant aimed at injury preven-
tion for all age groups; including young children.

O. The CHDP Deputy Director provides staff sup-
port to the CAPHB and.is also a niember of the Head
Start Health AdviSory Committee.

P. TheCou Aty Health Education staff has developed
Early Childhood Developmental Guidelines (ages 0-5
years) for use in public health/community clinics,
private physician’s cffices and CHDP programs.
Discussions are underway regarding the usefulness of
these materials by day care operators and staff.

Q. A wsk force of re' -eSentatives from C()umy
Healt,h Services , Sacial € ‘ces (Child Protective Ser-
vices), community ped' 4ns; {private practice and
Permanente Medical G~ .}, ~"“eriff, District Attorney
and pediatric service L. .spitals :ave developed a pro-
cedure for referrals for expert medic - .valuation of
child sexual abusc. This is a county-wiiiz System that
facilitates medical referral, evaluation and follow-up
as well as child and famxlv counseling, evidence col-
!ecuon and prosecution. Many children who utilize
this service are in the preschooi population and attend
day care programs.

These activities and others have 1mpr()ved the d: 1y
care operator's awareness and utilizition of commniuni-
ty resources such as the child passenger safety laws
and the car seat loaner program, the Dental Cire Founs
dation for children of low income families, etc.

__ EVALUATION
In addition to smoothcr regular interaction
among families, providers and health professionals;
several specific items will be monitored. Each of the
Day Care Committee’s objectives has an evaluation
component. For example, the quarterly presentations

occurrerice and comments by attendees. Distributinn
of materials, for example;, emergency care booklets;
will be verified. Any problems evident during evalua-
tion of infectious disease outbreaks will be examined
closely for areas of communication and cooperation
that need improvenient. The continuity of the com-
mittee’s meetings will be a sign of continued en-
thusiasm « i1 the part of the niembers.

RECOMMENDATIONS
The Marin County Public Health collaborative

cffort has filled gaps in health services to children in
fay care settings, avoided duplication and conflicts in

scrvice provision and identified ways concerned

persons and agencies may better work together to
these children.

_ Thereare certain functions, for ::xample, general
legislatior; that must be carried out at the state level:

The current political (‘llma _is in favor of grea[er
ty by lucal i gouvernment. esourees have become more
limited and are expectcd i ™ come even more scarce.

Itis c1acial that state/local governmental cooperation
and ccorcination take place in order to reach the most
appropriate and effective balance in imp'ementing all
public healih ; cog.i..: v including child care. Similarly;
itis of evengreates i:n ortance that local government
work cooperatively with other local agencies and per-
sons. For a variety of reasons, MCAH progrars are
especially susceptible to loss of budgetary supportand
general effectiveness. Chiwi care services may be
exceptionally v ulnierable because of thé newness of
public-private-social-n« dical-public health interaction
that is necessary and the dynamic nature of all aspects
of the field.

Each local area will rieed to 1dcnuf\ the principal
parties involved in child care in the region and
establish approprizte mechanisms to deal with the
m; riad of problems that arise. Public Health; and par-
de tarly Maternal and Child Health personnel have im-
poitant roles in this endeavor.
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ABSTRACT

he Minneapolis Health Department provides
a broad range of health servicos to a variety
of child care settings :n Minneapolis;
ane<ota berwcas include: nursing, dental, nutri-
tion, laboratory, health education; environmental
health, medical;, developmentai, c.cunational thera "7,
a'n'd SOCiJl s’e'rViccs’ Q("rVi'(‘r‘@ :i'r'e p"r'()'Vid'e'(i by 2 mt 1-

fr()nl the dxvxs,xgns,o,f PC[Sg)l]’lx Hcal(h, Nurmng and
Environmental Health within the Heaith Department.
Publi~ ** z1th Nurses are assigned full time to day care
activitres and function as coordinaors of the day care
team for each child care settirig Served. The program
continues to undergo modification in response to the
changing needs of child cire.

INTRODUCTION _

Children in our society are a heterogeneous
group with diverse backgrounds and needs. However.
there is a general consensus that all children have at
least one thing in common: the need to be given the
opportunity to optimally develop their physical, intel-
lectual, emotional, and social potential. The care and
guidance they receive in their early years of life are of
critical imfiportanice in fostering this optimum develop-
ment. For many children, this support is provided in
their own hories; but, the increasing number of single

Submitted by: Ediward P, Eplinger: A.D. \.S. PH,
Director. Personal Heal " si>+rices

Minneapolis Health Dc; sont

Minneapolis, Minnesota 55415

(GI2) 348-2301

parent families and the i'riéfe;isiﬁg need for women to

development of alternatwe sources of care for infants,
t()ddlers and preqrhooiers Day care progrtms are one

sum,ulatmg is of major mterest and concern for neaith
professionals %;Vh'o'sé focus is child development and
family health.

The expansion of all forms of da\ care (dd\ Lare
venters, family day cire, preschools, dnd nuisery
scheols) has placed a large number of children in close
proximity to one another for a major portion of the
day. This increases their risk for developing respiratory,
gastro-imestingl und other illnesses. In addition, hav-
ing children spesid extended puxods of time in non
parenul supervised situations requires that th

arggwer ha\ e knowkdge ofa chxld S Lxxstmg hult
problcms inan eftecuvc fashxon A 1981 audit of thL
health records of 502 children in 11 Minneapolis day
care programs revealed that this knowledge is not
always present. The audit found that 49% of the
health problems previously identified and
documented in the day ci.re center’s heaith record
were unknown to center stz This does not even con-
sider the number of health proble-ns that exist but

have not been identified.

Similarly a study done by the Greater Minneapolis
Day Care Association (GMDCA) revealed that7374 8%
of children in day care with previously diagnosed
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handicaps and/or developmental delays were receiv-

ing no special services in the day care setting. In ad-

dition, 12.3 % of children in that study were classified
as being “at risk” for physical and developmental

delays because of environmental; nutritional and fami-
ly problems and were not receiving special interven-

tions. The GMDCA study also demonstrated that
centers providing specialized interventions scldom, if
ever, had access to a comprehensive or coordinated
range of services that included speech therapy, occu-
pational therapy, play therapy, parent education; nutri-
tion cornseling, social Work sérvices; dental health
educatic. ot family counseling.

__Given this background, it is obvious that the
health service needs of day « . re are great and that t hey
haven't been adequately addressed. Despite the

documented health problems associated with day
carc, little information is available on how to address
these problems in an efficient and effectivé manner.

The American Academy of Pediatrics has urged physi-
cians to take an active role in day care and other studies
have identified the public health nurse as an appro-
priate consujtant to day care staff, but these
approaches fail to address the unique and diverse skills

that are necessary to meet the multiple and complex
needs of children in day cure.

Because of this, the Minneapolis Health Depart-
ment has developed a coordinated multi-disciplinary

team approach to the needs of children in day care
This model incorporated the services of public hedlih

nurses, nurs< practitioners, physicians, dertists, dental
hygienists; social workers, occupational therapists,
sanitarians, nutrition:sts and health educators. This
team provides a broad range of consultative :ind direct
health services in an <% icient and effective nianner.

SE". TING OF THE DAY CARE PROGRAM
Demograpbics o o )
___ With a 1985 population of 362,090, Minneapolis
is_the largest city in Minnesota. Although the total
population of the city is decreasing; the number of
children under age five has inci =ased from 22.433 in
1980 t0 an estimated 25,007} i1 1985. The 1980 cen-
sus _identified 82,946 tamily househslds in
Minneapolis, with 61,311 (73.9%) being married
couple families and 17,615 {21.2%) having only a
female head of household. Of miarried couple families,
40:4% have children under the age of 18. Of femalce
only headed families, 61.4% Hhave children under 18
years of age. o S

The 1979 per capita income in Minneapolis was
$7,940 and the mean family inconie for all families was
$22,504. The mean income for families with children
under age 18 was $21,711. Married couple families
hada mean income of $25,313, conipared to $13,102
for female only headed households. For families
with children under age 18, the mean income was
826,824 for married couple families, compared to

$9,950 for female headed ;=:hilies. Femuale only
headed househc /< willi chiilier uiider age 6 had a

median income of 85,681 «cmpared to $21,024 for |

-2
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married couple households: - ,

__In 1980 there were 164,731 females over the age
of 15 living in Minneapolis and 95,486 (58.0%) were
in the labor force. Of women with children under 6
years of age 9,802 (53.0%) were in the
labor force.

_ CHILD CARE St ICES
___In 1985 there werc 665 censed child care
facilities in Minneapo.is with :  censed capacity of
9,666. Among these facnities t* ¢ were 540 family
day care homes, 73 full day chilc  :re centers, 39 half-
day child care centers; 2 Head St::: programs, and 11
public school latchkey sites: There are approximately
30 legally unlicensed day care programs and an
unknown number of unlicensed family day care
settings. Three day car¢ programs exist to care for
ill children.

ORGANIZATION OF THE MINNEAPOLIS
HEALTH DEPARTMENT

_ . _TheMinneapolis Health Department is the official
public health agency for the City of Minneag olis. The
Department is directed by 2 Commissioner of Health
who reports ¢ 13 member City Council which func-
tions as the bye..ird of Health and the policy making
body for the Health Department.

___ The Minneapolis Health Department is made up
of 4 divisions: Administration, Environmental Health.
Public Health Nursing arid Personal Health Services.
Each is headed by a division dircctor who reports 1o
the Commissioner of Health. Activities related to day

care occur in each division. The Division of Ad-
1 arfon is responsible for financial managersent
| -=ostance with program planning and develop-
csvi . his division also facilitates communication bet-
ween Healrh Depattmenit staff dnd w.e City Co ©. sil:
Tne majorit;y of Health Depattimient dav carc ac-
tivity occurs in the Public ! fealth Nutsing Division. in
this division therc is an official day care team super-
viscd by a Public Health Nurse, She reports to a Clinical
Supervisor who is supervised by the Division Director.
In the Environmental Hezlth Division a sanitarian
is assigned half-time to day care activities. In thé Divi-
sion of Personal Health Services a viriety of health pro-
fessionals engage in a variable amount of day caie
activity. Each of these individuals reports to 4 func-
tional area head who in turn reports o the division
director. The activities of the entire day cire program
are described in this report.

STEPS IN IMPLEMENTATION
__For many vears the day care conisultation activitics
of the Minneapolis Health Departimienit were informial-

ly provided by public health niurses as part of their
home visiting and health promioction activities. There
was no orznized day care pregram and no specialized
staff were available to address the tniqie needs of day
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care programs.

During the 1970's, as the number of children in

dav care increased, public health nurses with special

interest and expertise in the area of day care were iden-

tified and a portion of their time was spccifically
devoted ;() day care consultation: In Augus: of 1982
the activities of these public health nurses were con-

solidated into an orgamized day care team and were

ngcn the rcsponslblh[y of dcxcloplng :mci coor-

Health Dcpartmcnt
While these day care activities were developing,

the Maternal and Child Health (MCH) Program of the

Minneapolis Health Department was providing com-

prehensive child health services through a Children

and Youth (C&Y) Project suppdrtéd by Title V of the

Social Security Act: These services were provided at

clinics throughout the City of Minneapolis by a multi-

uervxces ~were targeted :u iow

d1sc1phn:1ry team

prevention .md health promotion services:
Paralleling the experience of the Public Hezlth
Nursmg Program, the MCH Program rccogmzcd the
increasingly important influence of day care on the
health and development of the children it served.

Because of this, MCH Program staff began providing
consultation to day care programs on behalf of the

C&Y project and ranged from nutrition to social serv-

ices: Incvimbly this consulation extended beyond

C&Y registrasts and encompassed a broader
populanon

Departmient has also been involved in day care activ:
ities. Because of the relatively large number of children
being cared for in one setting and because food is
often served. a sanitarian was assigned to provide
assessimerits and recomimendations to day cire
programs regarding 4 broad range of cihvironimen-
tal issues.

Given e . L 1y of collaboration between

the var. 1 Hgrams vwithin the Health Department,
coordii... . 0f the multiple day care Services has
been 4 logical developmenit. Initially this occurred on

an intermitient and informal basis, but with the
establishment of thc day care team in 1982 the activi-
ties of the various providers has been much more
organized anid systematic. The public health nurses
now play a lead role in determining overdll program
direction and function as coordinators of niulti-
disciplinary health services provided by the health
cepdrtment.

Since tlie day care program is relatively new, the
organizational structure is still in an evolutionary
phase. The_ professionals on the multi-disciplinary
team are still learning the best ways to use each other’s
services and how to best meet the needs of the
children in day care prcgrams. As day care gradually
moves up in the overall jriorities of the MHC, more
emphasis is being placed on organizing the overall day

care service activities in a way that fosters collabora-
tion and communication among health professlonals

1

effectiveness of the services provided.
The health of children in day care is an issue that

is continually changing aind rapidly growing in impor-
tance: The service providers that are needed to address

this issue must be flexible and adaptable if they are go-

ing to have a positive impact: The Minneapolis Health

Department recognized this situation and has laid the

groundwork for a multidirectional expansion of its day

care effts dictated by changing expertise; needs,
and rescarces:

STRENGTHS OF THE PROGRAM

disciplines 1nvolved in dz' care, a bro.ldu perspecm (S
on the issues surrounding day care can be obtained.
Not only cain members of the team use their special-
ized expertisi in dealing directly with complex
problems but they can also tse this expertise to
educite cther team members and day care: center staff.
Some of the services and activities tovided by
mierbers of the multi-disciplinary team include:
Public Health Nursing—The public health nurses

function as team coordinators for each dav care center.
They plan assessments in the various specialty areas
and they work with center staff to identify health
needs and coordinate direct and consultative health

services for children, their families, and day care center

staff: In consultaton with the bhvmcmn and sanitarian,

thc PHN reviews the p()h(:les and pr()cedurps of day

care centers and makes recommendations regardlng

safety. emergency plans; and the physical environ

ment. They establish linkages with other agencies

that provid.» health and social services, so that needs

can be addressed in a anrappropmtc fashion: They also

provide frequent irr service training and continuing

cducation classes for day care workers and others in-
terested in dey care issues and problenis.

Deéntal—Under the supcrvmor ,f .: dentist; a
dental hygicnist prm rides denul scrcent ;g services and
dental education to children in day care settings: The
h\’glCl]ht also provides education t parents and day
care center staff.

Nutrition—A nutritionist provides nutrition
assessments; counseling and education to children:
parents and day care center staff. Information on the
long term benefits of good nutrition is presented.
Assessments and recommendations regarding the
ional value of lunch and snack programs are also
providzd. The autritionist makes referrals to com-
munity nutrition and food programs such as WIC
(@Up’p’l’éfnéht’:il Ftidd P'r")"gmm for Wo’hiéh' Infants, "md

Nutrition Educan()n Progr.lm (EFN P), lfnCLde A
grow.h momtormg progm"n has also been initiated at

Social berwcu—A social worker provides
assistance to day care center staff and familics in work-
with Special needs children and their families. The
al worker also facilitateS the appropriate use of
nmunity social services.
Developm.:ntal Se:vices—Appropriaie screening
La
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procediires are established and conducted by an
Occupational Therapist. The OT also provides con-
sultative services regarding sensory and motor

development of children in day care. Direct services
are also provided to assess children identified through
screenings. Treatment and referral services are pro-

vided as appropriate. ,
Laboratory—The laboratory provides screening
tests deemed necessary by the physician and PHN. To
date these tests have included blood lead, ziric
erythrocyte protorporphyren (ZEP), hematocrits,
throat cultures and stool exams for ova and parasites.
Health Education—A health educatit dévelops
and delivers prevention oriented health education
programs for day care center staff and families of
children enrolled in day care. Audio-visual :id :nd
general informational material are also developed by
the health educator.
____ Environmentai Health Sérvices—an environni -
tel health sanitarian is assigned the responsibility of
inspecting and mobitoring day carc centers. Physical
hazards, fire safety and sanitation are major areas of
concern. The saniiarian 4150 works with the nutri-
tionist in educating day care center staff regarding frod

preparation and handling. ]
Medic. A physician provides overaii medical
consultation 10 members of the day care team. In
choperation with he Public Health Nurse. the plhysi-
cian reviews the poticies and procedures of day care
centers and makes recommendations regarding the
adequacy of the health and safety components. In
addition, a pediatric nurse practitioner is available to
respond to medical issues raised by members of the
im. 7 B
-rect services provided by tie nitilti
a1y day care team hive been of sreat v liie to
€ centers and the chiidren they serve, but the
4w cacy and linkages that hav - been developed by
the day care team have been equally important. Hai-
ing individuals from various backgrounds invoived ifi
the day care program has fostercd linkages with a wide
variety of health and social services agencies. As these
agencies have become more involved in day care

issues, they have become advocates for day care serv-
ices and have been influential in making child care a

high community priority. The multi-disciplinary focus
of the Health Department program is one of the
reasons for the broad based interest in day care in
Minneapolis.

" PROBI _MS IN DEVELOPING
THE PROGRAM

The liealth concerns surrounding children in day

care are being continually identified and clarified, and
being seen as an increasingly important community

issue. Because of this, flexibility and conimitment by

the individuals and agencies providing services to day
care are required: The Minneapolis Health Department
has not always had this flexibility and commitment

_.and is still far from having a perfect day care program.

i
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However, improvemeriis continue to be made and the
program is getting closer 1O the miodel that Stiff See
as being best able tc meet the nee’s of children i
day care.
The first problcm 0 overcoms in hecommg a
model program was tht "tck of commitmen: to day
""" WeSte f'om Jay care
center< several pubhc h'“ R s v sisigned the
respomrbrhty of prov i iy ‘_ih' 0 the ¢

'HI iai

centers. Each nursc proviaed o cre, s o several
day caie centers in addjtion @« fer . Ldautios
Althiough this was the beginnine v o . .ovision of
services to the centers, delivery 7 15 §¢» “wictic and in-

. rinimal and
1*11§ would be
developed by ore nurse withotit t'ie -..ﬁz’ziti,ori that
another nurse had developed somett.ing similar only
a short time before.

Serv1ce dehvery to day care was generally riot

con51stent Coordmatnon of servxe 23

Day care tasks were generally the first ones dropped
when time pressurer became acute. Frustration among
the nursing staff was al5o0 high because each nurse
found it difficult to become adequately informed
ﬁb"o’Ut the needs cf 'd:iy care when they were serving

frustrated because services Were often inconsistent.

To address this problem the Public Health Nurs-
ing Program shifted assignments and concentrated day
care activities to a few nurses. They also identified day

effectrvely and efﬁc1ently toa large number of centers:
Identification of 2 lead nurse for the day care program
also facilitated the coordination ofda; care activities:
This commitment to day care was a2 major step in the
development of a high quality program.

Another barrier to overcome in the development

of a model program was the lack of coordination of
services within the Health Bepartme~: Although the
first official responsibility for day care rests with the
Public Health Nursing Division. many day care serv-
ices are provided by two other divisions: Personal

Healr'a Services and Environmental Health: For many
yea.s the day care activities of these 2 divisions mter-
faced only intermittently with the public health nurs-
ing activities.

With the development of the specialized day care

team in nursing; it became evident that more coordina-

tion and collaboration were needed. Subsequently,

regular meetmgs were established for all staff involved

with day care in order to siiare activities; ideas, and

Olans. Meetings are also being held routinely between

the coordinators of day care activities in each division

in order to facilitate the development of mutual short
and long range plans.

although these efforts have done a lot to coor-

dinate day care activities, deficiencies still exist. Hav-

ing three divisions, and thus three administrative struc-

tures and priormes providing services to day care

makes coordination difficult and markedly reduces the

Y

flexibility of the program in adequately responding to
needs. Because personnel in Personal Health Services
and Environmental Health provxde servrees m areas

put all day care activities in one division. Therefore,
there are continued efforts to find wavs to better ccor-
dinate the multiple and diverse day care efforts of
the Department.

A major impediment to developing the day care

progr:rm is the lack of financial resources. Staff from

the Ay cqre te.im and stff from the centers have iden-

tiiie . 1 variety of interventions to gjegl with the prob-

lun s in day care but often they can't be implemented

because of inadequate resources. Funds for staffing

came fromn a variety of sources inc: 1ding: city taxes.

Minnesota Commumty hiealth Ser ices Act, and the

Maternal and Child Health Block grant. Fees for serv-

ices are charged where possible especially for certifica-

tion classes for day care center staff However because

many of the centers serve low income populations,
fees for services can generate a limited amount of in-

come. As public funds decrease, the dilemina is going

to worsen and may threaten the existence of the day

care program and many other public health programs.

RESULTS AND EVALUATION

The impact of the Minneapolis Hez'th Depart-

ment day care program can be evaluated in a variety

of ways. From a numerical perspective the impac. has

beenim pressrve Each year over 100 day care programs

of various kinds receive multi-disciplinary services

from the MHC day care team and approxmmtel\ 2()()
group educational sessions are held: These services
directly impact over 10,000 chiidren and 3(-uC parents,
day care workers, and health profesc Jnale: lu addi-
tion, the Health Department sends it *0:. Iic.i on
health issues in day care to numerous ind ::ExlS and
groups throughout the country. : 7

More important’s however are the noii- -guanti-
fiable aspects of Uie program. By serving oni various
boards, committees and task forces, team members
have been influential in enhiancing not only t'e
development of day care programs, but other pro-
grams affecting the health of all childret:. T'hey hive
also helped to make child care a high priority issue
in Minneapol;s.

_ Some of the major issues that have been direct-
ly infiuenced by members of the¢ dav care team in-
clude: ill child day care, subsidized day care, licensing
oi day care centers; and ni¢rapeutic intervention for
special needs children, child abuse and neglect, and
a host of others. In d-wt'ing with these issucs the
members of the day care (cam have demonstrated their
level of expertiSe (o the community and are increas-
ingly being asked to participate in planning; develop-
ing, and evaluating programs that have the potential
to improve the health of all children in Minneapolis.
Because of this; the greatest contribution of the pro-
gram will be realized in the future with a healthier

h fe'rier:iti'o”ri of children.




RECOMMENDATIONS

__ From the experience of the Minneapolis Heaith
Department in dealing With the issue of the health of
children in day care, Several observations and tecom-
mendations can be made, relative to agencies and
urganizations servicing day cire centers. Thiese recom-
mendations are made not so much to avoid potential
problern:: sut to assist programs in more effec dvelv
serving children in day care. Some cf these recommen-
datitiis cau be taken independently but most are in-
terrelatcd and part of 4 compreherisive approach to
child care.

_ .. :ake Day Care a Priority: Although the health of
children in day care is an increasingly important issue,
many agencies don't recognize this fact in their
organizational structure. Day care activities are fre-
quently combined with other activities and are often
the first to be affected when time and/or resources are
reduced. To decrease this vulnerability, a day care pro-
gram must be recognized as an independent and vital
function of an agency. This can be accomplished by
establishing 4 séparite day care program or highlight-
ing, in some fashior; rhe day care activities of the
agency. The more. visibility the day care activities
receive, the more they will be considered a valuable
resource, not only within the agency, but within the
broader community. A commitment to child care by
one agency will help to stimulate further interest
throughout the community in the needs of children:

Consider Day Care a Specialty Arcd: The health
needs of children in day care are unique and often
complex: To address these needs requires specidlized
training and experience that can be optimally obtined
by having time devoted only to this area. If possible,
saff should be assigned specificaily to day cat e activ-

ities. This practice not only allows for the develop
merit of expertise in the arca - ut also facilitates better
program planning: This w.iid also pighlight the
priority of day carc services and lessen the competi-
tion with the other needs of the agency. It it is impossi-
ble 0 have specific individual- as-igned sotelv 1o diy
care, at least a specified port'on of iime shouid be
dedicated to day carc activities. Childreri izi ay care
need advocates and the best advocates wre those wiio
are knowledgeablc and interested in their neecs. Make
ing day care a specialty area is the first step in develsp-
ing an advocacy for the health of children in day care.
Develop a Specific Day Care Plin: Although
health agencics serving day care centers need Aexibili-
ty i1 order to respond to changing niceds. some overall
rt.o including goals and measurable objcctives. .. ¢ds
to be in ;'z2ce to direct 4 program’s efforts. As wis
nointed out previously, the needs of day care often get
fost in the activities ©f a large agency. The existence
of a program plan wotld help preverit this fron; ocrue-
ris 5 't would also encourage cciliboration among al!
anugenty’s providers whe are working ith dov care.
Finaily, a plan wcuiid heip in evaluating the effec
tiveitess and impee: of the program. The latter is

of cr.uzal importance :f the prograi is going (o .-

day care settings: o

Broadly Define the Health Needs In Day Cre:
The health problems in day care include mors then
just communicable disease. They include such wide
ranging issues as nutrition, niental health, and
developmental delays. If problems in these areas aren't
identified. they won't be addressed. One of the roles
of a healthy agency is to make sure that that doesn't
happen. By broadly defining the heai*h needs in day
care; it is unlikely chat major problems will be missed.
This appreach will also encourage a broad range of
I'ealth care providers and agencies to become involved
in day care. They will see a role for themselves and will
be able to help address some of the problems.

. Since the health needs of children in day care are
diverse, a multi-disciplinary approach is needed to ade-
quately address them. Ideally each agency or organiza-
tion should take this multi-disciplinary approach, but
this is impractical. However, if the overall approa-i1in
d community is a multi-disciplinary one and one that
is well coordinated, much progress will be made in im-
proving the quality of .lay care. -
Encourage Collabo:ation: Adequately addressing

the health needs of children in day care is bevond the
scope of any one agency. A cooperative and col-
laborative effort of health, education, and social serv-
ice providers is necessary to accomplish this task.
A collaborative approach is necessary to secure all the
resources and expertise that is available for this effort.
A tonsortium of providers is also a good mechanism
for advocating improved child care and making it
a priority issue_for the community. The health of
children in child care is a community-wide issue
and needs to be addressed by a comn anity-
wide approach.

viaze others of the imporiance o hiealih Services i |
El{ll 14 v
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Janice Boase. R.N., M.N.

INTRODUCTION

he population of the Seattle-King Cotuinty
metropolitan area is 1,269,749, representing
one-third of Washington state’s population.

Of the population 78,525 are ages five year§ Or
younger. Geographically, King County is one of the
largest counties in the nation. It contains urban, subur-
ban and rural areas and sustains a large industrial b:se.
Accurding to 1980 census data, the King County
median family income is $25,323 and the median
household income is $20,717. The total numkbci of
families headed by females with no husband resent
and with childreri less than 18 years numbered 27,298
and comprised 8.4% of the families in King County.
Census data from 1980 also indicated that 56.6% of
wormen 16 years of 22e and older are working.

Each day neariy half of the children in [hlS
country under the age of 6 years, an esnmated
11 miliion, are in full- or part-time day care in a variety
of settings. Estimates are that approximately 25,000
children in King County under the agc of ¢ vears are
cared for in licensed child day care ceatzrs, n-.ni-
centers and homes. There are approximately 1900
licensed child d'-y care sites in King County,

Washington. Licensure is required for any person

providing care for children other than tieir own

children for more than four hours per day. Table 1 cor-

tains data on the number of day care sites by their

licensure status:

94117

Submztted b:-
Seattle-King \,ozmry Depm ent ()j Public Health
1400 Public Safety Bldg,

seattle, Washington 98104

(2006) 587-2761

Willma Hmme

RN, MN.

beattle ng County, 1986
Number of Child
Licensure Type Day Care Sites

Day Care Centers (Licensed

for 13 or more children) 285
Mini-centers (Lic.nsed for -
~-12 Childrenj 119
Homes (Licensed for 6 or -
fewer children) 1,477

Statistics concerning the number of children in
King County who are in unlicensed or informal care
are unavailable. This is unfortunzte as local govern-
riient and business are interested in this kind of infor-
-iation as they begin *J respond to the increasing de-
mand for child care services.

The Seattle-King County day care community has
recently experienced 4 considerable amount of activ-
ity ai ' change which has been positive but which has
lacked coordination. A community task force has
been convened rec iy to determine what services

presently exist, what additional services might be

needed and how all of this could be organized

more effectively.
Foi the purposes of discussion, the components

of the day care community can be categorized as

follows: (1) Technical assistance and training; (2) Child

care subsidies, (3) Services for day care parents, and




(4) Support and professional organizations within the
day care community. Technical assistance and train-
ing is provided by the Seattle-King County Depart-
ment of Public Health, the community colleges, voca-
tional training schools and the City of Seattle Depart-

ment of Human Resources. These agencies provide
trait ing and assistance in health and safety, early
chiidhord education and administration respectively.
The City of Seattle Departmierit of Human Resources
recently obuined public and private funds to start a
resource center for families and child care providers:
So far, the major activities of the resouirce center have
been to organize training and to develop 2;...7sletter
which is publi-hed every two months.

Child care subsidies are available to low income
families via two main routes. The Washington State
Department of Social and Health Services allocates a
certain portion of their “weltite” monies for child care
Seattle Department of Human

and the City of

Resources uses Community Development Block
Grant funds and work incentive monies to subsidize
child care. , o

The major service available to day care p: - NS is
the Day Care Referral Line. This is a compit crized

information system which provides parents wit infor-
mation and assistance in locating child care. - ‘1e Day
Care Referr4: Line is also a good source of inf: 'nation
about the number, types and locations of lir - sed day
care facilities. ,

___. There are two major support groups -.:.hin the
day car: community: the Family Day €. ¢ Home
Association and the Day Care Center ivirectors’

Association. During the nast
have performed a large quantity of adv+- acy around
issues such as the current crisis in liability insurance
for day care providers. Seattle and King County have
b< .n fortunate to have 4 mayor and city and county
conincils who are supportive and interested in child
ca:2 issues. In 1982, the Mayor began a canipaign t¢
make Seattle 2 more livable place for children in
recognition that many famiiies with children were

year these org-inizations

leaving the city for the suburbs. A committee was
created (“KidsPlace™) to define the priorities in making
Seattle more livable for children. Good quality child

rare programs came to be a priority. The heaith depart-
-nent became invc +d in the work of CidsPlace
and began 0 explore how their day care services could
support the development of good quality child

care programs. S
___The Seattle-King County Department of Public
Health does not have regulatory or licensing jurisdic-

tion over child care. This activity is performed by the

Washington State Department of Social and Health

Services. The Sez.tle-King County Department of
Public Health does have some broad State Boaid of
Health powers which can be invoked when there are
outbreaks of serious communicable diseases in day
care facilities. -

___The Seattle {Zing County Department of Public
Health employs public health nurses, health assistanis,
and a nutritionist to provide const!tation regarding

child growth and deve*spment, safety, nutriticn;

vision, hearing, and dental screening; and evaluation
of immunization histories. Health education programs

are offered at the request of day care sites for staff,
students, and parents. o

.. The Department is divided into three divisions:
city, county and regional. The city and county divi-
sions provide general day care health services includ-
ing training for communicable discase prevention; and
the region division provides specific communicable
disease services which include monitoring; education,
and intervention when there are outbreaks of com-
municable disease in day carc settings. Collaboration
and coordination of services occurs at the staff

aff level.
Current staffing in the city division consists of 1:75
FTE public health nurses, 1.0 FTE community health

servi “=s representative and .25 FTE nutritionist. Staff-
ing in uic ~ounty division is 1.0 FTE public heaith
nurse and 1.0 1 .'E commuinity service representative.
There is 1.0 FTE public health nurse in the regional

ion. Together, this staff provides a broad range of

public health services to the Seattle-King County day
care community. However, the remainder of this paper
will address specific activities carried out in the areas
of accident prevention and communicable disease
management.
COMMUNICABLE DISEASE AND ACUTE
ILLNESS MANAGEMENT
_ Care for children in group settings raises

numerous health coricerns, the chief one being com-
municable disease transmission. Although data are not
conclusive to be able to assess the relative risk of infec-
tion among children in day care settings compared to

those who are not, outbreaks of important infectivus
diseases in child day care sites have led to valid

con-

cerns about communicable disease in these settings.
Since 1982 the child day care staff and the staff of the
health department’s epiderniology section had noted
both an increase in occurrence of serious iilness in
child day care settings and an incicasing burden of
questions regarding this topic from day care directors;

parents, and health care providers. A community
meeting among child day care providers and health
department staff held in April of 1984 in the city of
Seattle revealed not only a great deal of concern
among child day care providers regaiding com-
municable disease, but confusion ove appropriate
preventive health measures, lick of support from
parents and health care providers, and a !ck of
resources for gaining assistance . -ith these problems:
A survey conducted in the summier of 1985 confirm-
ed the results of the April, 1984 mecting and esta-
blished that child day care sites should deal with jliness
management on a daily basis, that there i$ a need for
child care services for ill children; and that there is
seasonal variation in the need for such services. Based
on these data; the Seattle-KingCounty Department of
Public Health set out to meet the following needs con-
cerning illness prevention and management:

1. Lack of knowledge among child diy care pro-
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viders, parents and health care providers reg'arding il-
Iniess prevention and illness reporting.

2. Lack of formalized health policies in most child
day cire facilities.

3. Lack f alternatives providing for the care of
ill childre

4. Lack o « database regarding disease frequency
and the determiinants of diseuase.

The approaches required o meet these n~eds

required that the health department consider its stafi-

ing constraints, the large number of child day care
sites, and the frequency of stff turnover at these sites.

IMP! EMENTATION

. To accomphbh the above tasks it was determined
that additional staff was needed. In the Summer of
1984, requests for additional staff were made to the
city and county councils. These “equ. "t were Sup-
ported by statistics collerted by Seattle-King County
Department of Pubic F'r"+ stafl; sup-ssort from day
care providers, parents, e local press; ~iid copies
of communicahle disease aiticles that had been sub-
mitted to scientific journal:. by health department
staff. Thes€ requests were met and were critical to
our Success.

A HEALTH HANDBOOK FOR
DAY CARE PROVIDERS

~In March of 1985 a nurse CpldeIOlOg‘b[ was
hired to res;.ond to the Steadily increasing concerns
and requests for informdtion concerning com-
municable disease prevention and control at child day
care centerS and to hdndle the complexities of illness
prevention and control. The first priority of this new
nursing role was to expand the knowledge and
resou:ces available regarding .lirx:ss dnd its ptevention
b .rild day care settings. The nurse epidemiologist
1s avdilanle by telephone and is available to make visits
to child day care sites. The nurse epidemiologist has
developed a day care illness risk assessment guide that
has been used at numerous ~ducational programs
sponsored by the nurse epidemiologist and the child
day care nurses.

It took two years to dcvelop the umo Da;
Health Haridbook, 4 general health guide written
health depariment staff and reviewed by nitsnizici:
child dav care pr«  -iders and hez, "1 care providears, A
professional writzr @d illustrator organized the
material to mz ™2 it as user friendly as possible. The city
and county goverrurients paid for the printing and
distribution of the handbooks free of charge to
licensed child day care sites. The handbooks have
been enthusiastically received, referenced frequently,
and have contributed to an increase in illness reports
and a more standardized approach to iliness manage-
menit. Although the guide contains information about
a variety of health related topics, approximately one
half of the handbook cont2ins material on illness

prevention and management. Six community-wide
programs were held to introdtce the handbook to the
day care community. Child day care nurses often use
the handbook is 4n entree for working with child day
care sites. (See Figure 1)
Figure 1.
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Discussions regarding illness manzgement among
health department staff revealed many differenc: 5 of
opiniot:. To eliminate confusion and to standardize
the .icaith department’s approach, the nurse
epiderniologist in collaboration with other health pro-
fessionals developed a day care illness protocol that
described the it! ~es, its significance in child day care,
'p'crtinc'rit 'con'tr'ol r m@ures arid m'o"d’ds Ofletters llﬂt

and has,d,ecreasul response time. It 1s,4nt1c1patcd [hdl
most of the letters to pareits included in the proiocui
will be packaged together and given to the child day
care Sites ond that the protocol will be tsed as 4 tool
to educate arca health care professionals regarding ill-
1rss in chitd dav care sites. Two inseivices have been




offered to health department staff regarding iliness
prevention in child day care sites. -
_With an_ improved and stable swaffing level,

more opportunities have presented themselves

for problem identification and planning. One resuit

of this extra planning tirtie is the development of cur-

riculuin guides that would allow any of the day care
Nurses to present information on a variety of health

related topics. ,
An active disease reporting system to detect
Haemophilus influenzae type b invasive disease and

meningococcal disease was establishied with two area
hospitals that have large pediatric units. The nurse
epidemiologist telephones the two major pediatric
units in the area twice a week to obtain disease data.

In 1985 this system detected 33% more instances of
these illnesses than in 1984. This system has allowed
the health department to respond more quickly to

questions regarding prophylaxis.
Contacts with King County Medical Society
members, articles through the health department’s
Epi-Log, and participation in medical and nursing
educational programs have provided the health

department with opportunities to influence com-

munity practice and promote prompt reporting of day
care related illnesses. Day care stff have provided
student practicums for the University of Wa:zhington

Schools of Nursing; Medicine, and Public Health.

___ CRITICAL ISSUES )
_ One ofthe curriculum plans being developed in
collaboration with Washington State’s day care licens-
ing program is on health policy development. It isused

ina variety of educational programs: The nezd for this
curriculum was established by requests received from

child day care sites and our observations of need.

. The nurse epidemiologist has supported the
efforts of a local day care center to establish a child care
site for ill children. Since families have become so
dependent on child day care, childhood iliness
presents acrisis for most families: The health depart-

ment will support upprepriate proposals for illness
care and will act as consultant to prograins wishing to
establish altermatives for managing care for ill children.

___ During the summer of 1985; a pilot study was
conducted (o0 test a disease repsrting system: Based

istrauon, a formal disease . .:porting system was

upon comments received and discussions with admin-

established in February, 1986. This system provides a

baseline on illness occurrence in day care, grants op-

portunities for early recognition of illness; and pro-

vides the opporturiity for the health department to

inform day care sites about the occurrence of various

communicable diseases in the community. To provide
the day care sites with feedbiick on their illness reports,

the health department publishes rday care com-

municable disease summaries in a day care newsletter
that is circu’>ted to all licensed child day care sites and

to other intercsted parties.
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STRENGTHS OF THE PROGRAM

Certainly most of the health department’s accom:-

plishments in this last year can be attributed to an inter-
disciplinary staff that works collaboratively. A suppor-
tive administration has contributed to the existence of

this staff by providing the funding for extra positions,
providing time for meetings and funding for educa-
tional materials. o

The materials developed and the health depart-
ment’s approach to child day care sites have made the
health department’s day care staff welcome and

trusted visitors to child day care sites. Further evidence

Of this is that the suff are actively sought to give

presentations to day care sites and to answer questions:

_ PROBLEMS OF IMPLEMENTATION _
Given the large number of child day care sites in

King County and the health departmenit’s current staff-

ing level, every child care site cannot receive the per-

sonal touch: Since child day care ceriters care for the
largest number of children in one Spot; oné- on-one
on-site consultation has been available to the day care
centers and mini-centers. It can not be overlooked that
most of child day care occurs in day care homes. To

reach these sites with limited staff requires the use of
audiovisual materials, existing community resources,
and the telephone: Although these various means of
reaching these programs have been used, it is difficult
to evaluate the effectiveness of the health department’s
efforts. Also frequent day care stff turnover requires
periodic repetition of educational programs. Since day

care licensing’s staffing is even more restrictive than
the health depariment’s and since our focus differs,
difficultics have been experienced in gaining day care
licensing’s supyort and input.
Disagreements within the health department
regarding the implementation and the scope of the day
care illness reporting svstem have delayed its in~ep-
tion. Originally the surveillance system was concep-
tualized as being a county-wide program. Budget and

staffing constraints toned down the enthusiasm for a
large scale illness reporting system. Discussions involv-
ing the mode and frequency of reporting and how the
data would be utilized revealed a variety of opinions
on the purpose and the scope of surveillance. Early
agreement was reached on the importance of an illness
surveillance system as a means to evaluate the effec-
tiveness of the day care program:

__RESULTS
_ Since implementing the communicable disease
and acute illness management program, the volume
of calls received by the Seattle- King County Depart-
ment of Public Health regarding illness in child day
care settings has increased. In '985; approximately

400 calls were handled by th> day care nurse

epidemiologist, and 101 illness outbreaks were




detected: This compares with 79 outbreaks detected
in 1984 and 41 outbreaks in 1983: The general day care
nurses detected 81% more day care related illnesses
than in 1984. It is felt that the increase in illness out-
breaks detected may be due to the health department’s
efforts in making day care centers more aware of illness
conditions for which they should seek help and where
they may receive that help. It is anticipated that once
the day care iliness reporting system is initiated both
the volume of calls and the number of iliness out-
breaks detected will again double.

day care sites and other child care providers for train-
ing and consultation. For example; the health depart-
ment staff have been acting as consultants for a child

and have been providing assistance to a program that
trains nannies. o o . . L

_ The handbook has received national recognition.
At least three hundred copie$ of the handbook have
been sold in a total of 12 stateS., The handbook was
presented at the American Public Health Association
meeting in November, 1985 and has received positive
acclaim from Centers for Disease Control.

ACCIDENT PREVENTION/
FIRST AID TRAINING

Accidents and injuries are the leading causec of

death in children ages one through five. Over the last

fifty years, deaths from other causes have decreased
significantly while injury deaths have shown only a

slow, small decline. Rivara demenstrated that nearly
one-third of the traumatic deaths in children are

preventable through the implementation of currently

available strategies! A significant number of day care

staff have little or no training in early childhood educa-

tion and development, let alone specific strategies to

prevent injury. Furthermore, there is a tremendous
turnover of day care staff which means that training
needs to be continuously available: in the State of
Washington, first aid and CPR training are required by
Washington State Day Care Licensing Requirements,
but the law states that only one individual trained in
first aid and CPR needs to be present at any given time:
There is no similar training requirement for safety and
accident prevention.

However, Washington State Day Care Licensing

regulations address environmental safety of the day
care facility and require that poisons be locked up and
out of reach and that children be adequately
supervised. _ o

Aronson found that the products most frequently
associated with the most severe injuries in day care set-
tings were, in descending rank; climbers; slides, hand
toys and blocks, other playground equipment, doors,
indoor floor surfaces, motor vehicles, swings, pebbles
and rocks; and pencils. In this one study, nearly two-
thirds of the injuries occurred on the playground.?

Accident prevention and first aid training program
activities have occuricd in three areas: 1) first aid train-
ing for day care providers, 2) accident prevention and
safety training for day care providers and 3) safety

staff. The Seattle-King County Department of Public
Health has offered first aid training classes to day care
staff for abcut nine years. Many day care staff would
use the Health Department training to supplement the
in order to meeu State cf Washington licensing require-
ments. A significant demand for Health Department
first aid classes developed because the Health Depart-
ment classes contained more content abouti common
childhood injuries and emergencies than the Red
Cross classes which were standard firSt aid classes. In
1983; the Health Department updated the first aid cur-
riculum and was Successful in obtaining Washingiton
State Day Care LicenSing approval of the curriculum
So that attendance of the Health Departiment $pon-
sored classes would allow day care Staff to meet licens-
ing requitements for first aid training. L

__ _The Seattle-King County Depattment of Public
Healih currently offers first aid and CPR training which
is eight hours in length. The first four hours are first

\Frederick P. Rivara, MD, MPH, *‘Traumatic Deatbs of
Children in the United States: Currently Available Preven-
tion Strategies,” Pediatrics 75:3, March, 1985.

2Susan A. Aronson, MD, “Injuries in Child Care,” Young

| cwitaren 38:19, 1983.
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aid training with emphasis on injuries and emergen-

cies encountered in young children and are taught by

a public health nurse. The second four hoturs are CPR
training taught by a Fire Department paramedic.
Classes are offered either all day on Saturday or in two
four-hour sessions on two separate evenings. Public
health nurses who teach the first aid content are cer-
tified as Red Cross First Aid Tmmers In 1985, 230 d'l\’
care providers received first zid training. There is
presently no charge for the first aid training classes.

Seattle-King County Department of Public Health
nursing staff who work in the Day €are Health Serv-
ices Program have developed and presented an acci-
de:nt prevention and safety curriculum to day care staff
and operators. They have entitled it “*Safety Consxdu*l-
tions in the Child Care Center and Home" and the con-
tent addresses accident prevention in terms of pro-
viding a safe environment and also in terms of
developmenml capabilities of children and the kinds
of accidents that are common at certain ages: The cur-
riculum is usually presented on-site at various day care
facilities to child care providers and to groups of day
care parents. The curriculum has also been used to
train community college students who are in the early
childhood education | programs. Duay Care Health Serv-

-ices Program staff have also devéloped a curricuium
for three, four anid five year olds entitled “Feeling Safe”
The objective of this curriculum is to promote safety
awareness in preSchoolers.

In 1984, the Seattle- -King County Department of
Public Health reorgdnized a small portion of environ-
mental hezlth services to create 2 pilot program called
the Home Hazards Program. The intent of the | program
was to provide 4 non-regulatory service to home
owrners and renters which would provide them with
an on-site home safety audit perforrned by an environ-
mental health specialist and to provide information
about accident prevention and disposal of toxic
household wastes such as pesticides and motor oil.
The Home Hazards Program Services were extended
to day care facilities in 1985. Services are voluntary and
non-regulatory. Day Care facilities are informed of the
service by mail and by referral from Day Care Health

Services Program staff.

STRENGTHS OF THE PROJECTS

_The strengths of the first aid training classes are

the following: 1) ‘they serve as a “drawing card” to

introduce day care staff to the Health Department and

other services which are available through the Day

Care Health Services Program and 2) the first aid train-
ing curriculum is specifically designed to meet the first
aid information needs of day care providers who have
young children in their care;

__The strength of the accident prevention cur-
riculums and of the home hazards safety audit is that
standardized; consistent and comprehensive
approaches have been developed to address the topic
of accident prevention and safety. A standardized
approach is the first step toward beginning to evaluate

effecuve intervention strategies.
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. The Home Hazards Program staff has also found
that onice day care operators Tearn that the program is
non-regulatory; they seem to open up and feel more
free to ask questions about how they can make their
facility more safe. Home Hazards Proqr.lm staff have
also been sensitive about coming up with suggestions
that cost littie or nothing to the home owner or day

cdre operator.

PROBLEMS OF IMPLEMENTATION AND
HOW THEY WERE ADDRESSED

The Seattle-King Count) Department of Public
Health initially encouritered some difficulty in gain-
ing approval from Washington State Day Care Licens-
ing for the first aid curriculum which had been
developed. Final approval of the curriculum was ob-
tained after State licensing staff reviewed thé cur-
riculum and with the stipulation that Health Depart-
ment staff whao teich the curriculuim be certified by
the Red Cross as fxrst .ud trainers.

using the accxdem prev knuon and S.lfe[\’ cufticulums
to train day care staff and parents. The Safety cur-
riculum designed for use with preschivol children Has
not yet been used at the time of this publication.

The Home Ha/ards Program has encountered
two main problems which remain unso!ved. Requests
from day care operators a1id staff for safety audits have
not been great and future funding for the program is
uncertain. At the present time, the program is funded

by Community Development Block Grant Funds.

RESULTS

Demand for first aid training | has been ver v good.
The classes whxch are. hdd m varvous locauom inthe

throughout King County Ini 1985, 230 day care pro-
viders received fxrbt aid trdining. Classes are offered
about once a2 montir with sdtteridance from twenty . to
thirty individuals per class. Classes are usually
suspended for two moriths durmg the summer. In
1985, the Home Hazards Program performed safety
Judus in ten day care centers, two day care homes and

six foster care homes. The most common hazards
identified in order of frequency were electrical
hazards, fire and burn hazards, fall hazards and a

malfunctioning smoke zlarm or rio smoke alarm.

EVALUATION

The first aid curriculirm needs to be updated in
1986. Plans are underway to review and consider i using
curriculums which have recently been developed for
child care settings by a Red Cross chapter in San Jose,
California and by the Health Department in Min-
neapolis, Minnesota. Day Care Health Program staff are

interested in an approach Which presents information

on minor first aid as well as first aid for serious injuries
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and also in developing a refresher first aid curriculum
for those day care staff who have already taken the in-
itial course.

The American Red Cross in King County does not

Currently use 4 Curnculum which specxﬁcallv
addresses the necds of child care providers. Once the
San Jose, California Red Cross first aid curriculum is

received, the Seattle-King County Department of

Public Health intends to share the curriculum with the

local Red Cross to see if they huve any interest in

using it.
Evaluation strategies need to be developed to

measure outcomes of the accident prevention and

safety training curriculums: At the present time, a pre-

and post test is administered but no summary dzt are

available from these tests:
The future of the Home Hazards Progra~ is

uncertin becauce ofpotenual fundmg reducuors lf

cedures could be mtegmted into the existing Day Care
Health Services Program:.

RECOMMENDATIONS

It is approprlate for local health departments to
be involved in providing services to child day care
sites. The health departiment believes that these serv-
ices should be limited to providing education and con-
sultation and technical assistance, and that regulation
should remain in the hands of the state government.
1. Surveillance systems to track day care ilinesses
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and environmental accidents need to be in place: This

information will provide public health professionals

with baseline information about the problems and can

serve as one way of measuring the effectiveness of
intervening:

2. Day care staff and parents need to know how to
create a safe and healthy environment for children.
Education and consulmuon on illness management,
accident prevention and first aid should be developed
and presented in an organized, planned format.

3 . Illness and accxdent prevenuon curriculi need to
be developed and evaluated for effectiveness.

4. Local health departments should recogm7e that
child care SettingS are unique epidemiologic en-
vironments; and that health departments have a role
in providing prevention programs.

5. Guidelines for excluding the ill child from day
care should be refined and standardized.

6. Firstaid training for child caré provxders needs to
be tailored to meet the unique problems they will en-
counter while caring for young children.

7. The day care industry needs to be regulated and
monitored in order to ensure children are in safe and
healthy environments with adequate supervision.

The day care program at the Seattle-King County

Department of Public Health has had great success due

to the support it has received from the day care com-

muniq,rhealth department administration; and its

committed, concerned and knowledgeable staff:
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SUMMARY COMMENTS

he profiles of innovative public health activi-

ty concerned with the health of day cure

children and presented in this report speak

for themselves Collectwely we beheve they say that

exciting public health involvement is taking place all

over America with a variety of approaches being tested

in many different locations: The primary purpose of

this prolect was to report a szimphng of things that

were occuiring: We believe this reportmg will con-

Stltute a dynamic for farther innovative actions in an

increasing number of locales:

To conclude this report we have asked the four
professional consultants to the project to make a sum-
mary comment on the Profile Conference and to sug-
gest future directions:

GEORGE STERNE, M.D.

Dr. Sterne elected to commient on the need for
the pubhc health field to become increasingly aware
of the problems of dealing with the health of the day
care child.

“Day care offers unique oppottur ities for public
health practitioners to improve the health and safety
of children by providing access to large numbers of
children at an early age, wlien interventions are like-
ly 1o be effectrve

Increasingly higher percentages of mothers of

preschool children are entering the work force and

there is no evidence that this trend is likely to decreass;

all pro;ectrons are that the percentages and numbers

will increase in the near future. The key question is

not ‘Will we have day-care?; but ‘What kind of day-

care will we have and what can we do to protect

children in day-care?’

“Public healtl practitioners come from a varic-

ty of disciplines, including epidemiology, maternal and

child health, nursing; nutrition; child development,

sanitation and environmental safety all of which are

important in day care. Through their relationships

with goverriment entities responsible for licensing,
environmental safety, infectious disease control, etc.,
public health pracutioners have access to children in
day care: In these various roles they can be instrumen-
tal in the most important aspect of public health:
preventron ofillnessandi injury to children in day care:
“Prevention may be in the form of insuring a safe

physreai environment by use of reeommendatrons and

equrpment food handling, sewage drsposal transpor-
tation safety, nnmumzatrons, etc. The edacation of day
care provrders in basic safety prevention, first aid,
sanitation, hygiene, food handling, nutrition and child
development also improves the status of children in
day care:

“Enforcing requirements for: appropriate immuni-
zations and tuberculi screening of children in day
care and among day care providers lessens the risk of

spreadmg infection:

“Recognition of pre-existing con-litions; or those
acquired during the time the chid is in day care, with
appropriate referral may result in earlier treatment than
otherwise would have oceurred.

Screenmg for vision; hearing, growth and
development can be meorporated into day care
routines with approprrate referrals resulting in earlier
approprrate treatment.

“Treatment in the form of fifst aid; symptomatic
treatment of common minor respiratory, gastroin-
testinal and skin problems; and emotional support
for disturbed children can be managed in a-good
day carc environment with the support of public
health specialists.

“Day care centers in partlcular have been seen as
sites where infection and child abuse problems have
begun. However, the role of public health practitioners
working with day care providers in preventing;
recognizing and ameliorating these conditions has not
rCCClVCd approprrate attentron
specrﬁc drseases, eg. Hepatrtrs A and Haemophrlus
influenzae type b infections, public health epidem-
iologists; nurses and physicians arc the only ones in
a position to See that appropriate measures are carriec
out. But because of varying opinions, they almost
never all agree on what Should be done.

“Public health practitioners; by nature of their in-
terest; education, and experience are especially
qualifiec to work with day care providers in minimiz-
ing the dangers to and maximizing the opportunities
for positive intervention ror the health and safety of
children in day care.”

~ In a selection from Dr. Bartletts commentary,
reeommendatrons Are made wrth specral reF rence to

“On the bosis of these papers and the dlscussrons
related to theny, the foliowing are general recommen-
dations relating to the regulation of day care facilities
by individual swates.
® There should be 2 more consistent and uniform

definition among the states of the major subtypes
of day care facilities—family day care homes; group
day care centers, and preschool programs—to
facilicate the development «¢ appropriate guidelines
for regulation and operation of such facilities and for
the comparison of result$ of epidemiologic and
other studies relating to day care facilities.

* There should be 4 et of umversallv accepted stand-
ards for the operation of day care facilities, such as
the guidelines recently developed by the American
Academy of Pediatrics; on which the individual
states can base their regulatrons

. There should be 2 clear location of responsrbrhty for
the regulatron of day care servrces w1thm each st,_te S

g ong separate agencres Or Separate divisions within
203"
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| oneagency, this should include a single site of ‘final
responsibility’ for all aspects of day care regulation.
If possible, the site of “final responsibility” should
be located in the Department of Health within
each state.

® The division responsible for regulations of day care
services needs visibility and credibility within its
own agency and among other agencies relating to
the regulation of day care services.

® A functional and administrative distinction needs to
be made between the promotion of day care serv-
ices and the regulation of those services in order to
avoid possible conflicts of interest.

* There needs to be adequate and stable funding of ali
regulatory and mandated activities i: the area of
child day care.

“In addition the followinig recommendations for
facilities are offered:

® There should be a clear legal mandate for the regula-
tion of all aspects of day care services. This mandate
should be embodied in enablirig general legislation
allowing for the development of specific guideliiies
through regulations. For example, the enabling
legisiation can refer to ‘current health _screening
guidelines of the American Academy of Pediatrics’
or ‘definitions and procedures as embodied in ap-
plicable child abuse laws, while the derived regula-
tions can spell out the guidelines or procedures and
how they are to be implemented.

* Current regulations should be applicable stitewide

and should be based on ‘state of the art’ guidelines

relating to health, nutrition, safety, health and
developmental screening, and developmental
stimulation of children in day care.

* The regulatory agency should have the legal authori-
ty (or ‘police power’) to implement the regulations
universally, including the authority to close non-
conforming day care settings for cause. 7

® There should be established procedures for periodic

review of existing day care regulations and

the agency involved in the regulation of day care

mechanisms to revise the regulations as needed.
These mechanisms should be widely publicized and
the reguiation and revision process should invite and
consider public comment from affected day care
facilities regarding their needs and problems.

* Regulation of the three major types of day care
services—family day care homes; group day care
centers, and preschool programs—should be cen-
tralized in nne agency; or clearly defined interagency
agreements should be developed recognizing and
defining joint and separate responsibilities.

* Cooperation is essential between state; county, and
municipal regulatory agencies, including a sharing
of expertise in areas of regulatory inspection; health,;
safety, and child development. The development of
manuals explaining the implementation of appli-
cable regulations, documentation of regulatory func-
tions, and accountability as to the adequacy of per-
formance of regulatory functions are essential to this
joint activity.

* There should be computerization of licensing

records at a single central state level to facilitate

record keeping and o expedite the regulatory

process.
* Mechanisms should exist to identify outbreaks of

infectious disease and procedures for intervening to
limit the secondary spread of discase. Procedures for
treatment of disease or for prophylaxis against
disease, e.g. Haemophilus influenza meningitis, may
need to be embodied in regulations with enforce-
ment powers as knowledge of disease treatment and
prevention expand.

* There should also be mechanism* to implement
child abuse, neglect, and sexual abuse identification
and referral procedures, consistent with applicabie
state laws and regulations.

* The regulatory agency should assume responsibility
for updating day care administrators and cénter per-
sonnel on advances in health, safety, and child
development, directly or through other organiza-
tions: They should also consider requiiring as part

of its regulatory function ihe demionstration thut
center personnel are keeping abreast of advances in
fields relevant to iheir day care activities.
. “These recommendations are by 1o means ex-
haustive: Other readers may very appropriately reach

other conclusions and are encouriged to do so. Never-
theless, these recommendations and this report are of-
fered as a starting point. Or perhaps more correctly,
a continuation point for advancing the role of public
health professionals in the field of child day care.”

SUSAN ARONSON, M.D.

.. During the conference; Dr. Aronson identified
“improving the quality of child care” as the common
goal. She recomiuended that agencies working with
child care programs use an integrated data nianage-
ment irformation system to link monitoring; licens-

5 ing, training, policy, and resource development.

FRIC____ ,
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“At the day care site measurement of performance

based on clearly defined criteria is a form of technical

assistance, For the most part, child day care provnders

are eager to give safe and healthy care to children in

their care. However, they must first understand what
constitutes such care, and requests for change must

be reasonable under the operational constraints of

their program.;. Enforcement ziso requires consistent

and objective observations based on unambiguous re-
quirements. Capricious, subjective interpretations do

not hold up in court. Both monitoring and enforce-

ment benefit from use of an objective assessment tool

based on clear and specific regulations. indeed, a2 good

test of the enforceability of regulations is to attempt

to draft a set of Ob]ectlve measures from them.

“In addition to the benefits of an instrument

based system for working with individual day care

sites, aggreﬂatlons of data for multtple sites reveals

generic problems and identifies sites whose successes

might be shared: Aggregations of instrument based

data on compliance facilitates analysis of patterns of

compliance in communities; regions; states and the

nation: New resources may be needed and regulatory
or policy changes required, to permit the day care Sites
to achieve desired compliance. The effect of interven-
tions aimed to change the level of compliance can be

measured by changes in mstrument based data.

developed which defines the crlterta,of measurement
clearly and acceptably to the providers; compliance
officers and technical experts alike. Such an instrument
requires the recording of directly observable perfor-
mance wherever posstble relying on documentation
and responses of participants about performance only
Whete direct Ob'sErvzitioh is impossible. Items should
non-compliance is ﬂagged Initer-rater reliability and
validity of findings collected by such an instrument
must be verified before putting the instrument into
widespread use. :

“After the development of a comprehenslve
evaluation tool; a subset of items which best predict
compliance with the title set of items can be identified.
This subset; or indicator checklist, can be used as a
screening tool to make the most efficient use of limited
staff resources. Those programs which score poorly
on an indicator checklist can be investigated in greater
depti. using the comprehensive instrument. This type
of site instrument and consensus building has been
used in several states with measurable improvement
in day care program quality attributable to the instru-
ment development process itself?.

“The specific details on the methodology for
design and use of an instrument based data system are
contained in a series of papers, including samples of
instruments used for day care licensing and monitor-
ing; available from Richard Fiene, PH.D., Director of

' Fiene, chhard and Nzxon Mar]g,]‘he lns‘trument Based
Monitoring Information System and the Indicator
Checklist for Child Care. Child Care Quarterly, 14(3), Fall,

1985; p. 203.
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Research and Information Systems Office of Children,
Youth and Famtlles, 1514 North Second Street, Har-

“Many public health departments have untapped
potential for creative assistance to day care health and
safety problems. We have seen examples presented as
models which include licensing only, outreach con-
sultation; training; dissemination of materials, work
with providers only and work with providers, parents,
health professionals and other community members.
Whether as the direct monitor of the quality of day
care or as the source of technical assistance on health
and safety problems, health departments need 4 clear
definition of the status of the day care programs and
the chiidren they Serve. To rget limited resources, ob-

[

jective measures of need, not just “wish lists or wants”

must be obtained. Without objective, systeniatically
collecied data, neither dav care providers nor site

monitors will be able to make rational choices about

where help is needed. The most effective health

department programs have in some measure started

by assessing the needs for service in the communities

they serve. With an objective and continuous process

of assessment, health departments can measure the

effectiveniess of interventions and find new needs:

However, resources will always be limited so providers

and consultants, those setting and enforcing standards

need to focus on strategies to improve the quality of

child day care for the greatest numbers of children.”

ALBERT CHANG; M.D.; M.PH

Dr. Chang elected to comment on community
organization 3Spects of public health involvement in
the heaith of day care children.

“In the past five years there has been a grattfymg
increase of interest in the health and safety aspects of
child care programs. The selected profiles of model
proleets delC[Cd in th1s monograph b0th at the state

creative 1magmat10n or responsnble health profes-
sionals in these public health agencnes

“Yet these (with the exception of the Kansas
Department of Health) are just beginning efforts, and
much more needs to be done. Public health agencies
have a long and successful tradition of assessing the
child health needs of acommunity and of formulating
service delivery systems to meet them. They have to-
day a unique opportunity to become involved in the
health promotioh oi thousands of young children
enrolled in child ddy care progr.ims.

Recommendations, Identified Needs and

Suggested Activities
1. Thereisaneed for abroader-based societal con-

cern for the health and safety aspects of child care pro-

grams. Public health agencies should play aleadership

role in formulating this concern.

Suggested activity: Establish a “‘Health in Child

Care” Committee (state or local leve') to servc as

a forum for discussion; exchange of views, and

problem solving.




2. There is aneed for recognition of the health and
safety aspects of child care as important public health
topics. Piblic health agencies should become involved
in thesv aspects as legitimate and priority areas
of concern. L o
Suggested activity: Establish a **Child Care i lealth
Section or Project” within the administrative unit deal-
ing with maternal and child health services. Patticipa-
tion from other administrative units such as com-
municable diseases; nutrition services, environmen-
tal health; public health dentistry, etc. is essential.
3. There is a need for increased involvement by
health agencies and health professionals in the healthi
and safety aspects of child care: Public health agencies
should play a leadership role in the planning, develop-
ment, and implementation of health and safety related
activities that can benefit children and families served
by child care programs: S

_. . Suggested activity: The proposed “Child Care
Helth Section or Project” should address these issiies
and lead in the planning and implementation of health
and safety related activities involving children in child
care programs.

4. There is a need for greater interest and involve:
ment in child care programs by health professionals
from the private sector (physicians, dentists, nurse
practitioners, nurses; physician assistants, nutritionists,

social workers; health educators, etc). Public health
agencies should serve in a catalyst and liaison role with
the private sector. o

. .Suggested activity: The proposed “Child Care
Health Section or Project” invites the input and par-
ticipati~n of health professionals from the private sec-
tor by joint meetings, workshops, conferences, and
joint involvement in specific task forces or ad hoc
committees, e.g. management of mild iliness, injury
prevention, etc.

5. Thereisaieed for research daia, both from the
epidemiological and the health care delivery system
point of view, on child care programs: Public health
agencies should initiate or collaborate in research
activities whichi will gerieraté necessary information,
e.g. incidence of illness and/or injuries, nutritional

status, nutrition services and education, care for the
special needs child, dental health, etc. -

_ Suggested activity: Public health agencies should
initiate or participate in specific research aciivities
which can generate this epidemiological or health care
delivery systern data, e.g. studies on the incidence of

iliness and injuries, compliance with recommended

health screening tests, nutritional surveillance; etc;
6: There is a nieed for the development and imple-

mentation of national health and safety performance

standards in child day cire programs. Such standards
can serve as models for state regulations and licens-
ing requirements. Public health agencies should play
aleadership role in the development of these perfor-
mance standards and assist in the implementation of
a number ot demonstration programs. o

Suggested activity: Public health agencies should

collaborate with professional assoeiations; eg.

American Academy of Pediatrics. American Public
Health Associations, etc, and governmental agencies,
c.g Federal Division of Maternal and Chiid Health; OFf-
fice of Child Developmient, eic. in the development
and field testing of thesc performance standarcis.

A CONCLUDING NOTE

. We deeply appreciate the willingness of the con-
sultants to go beyond the “cail of duty™ and make these
comments. The comments in a sense are complemen:
tary to the profiles. They seem to help validate the
operational goal of the project, namely the diffusion
of innovative public health actions in behalf of day
care children and their parents: The comments also
give a sense of direction to the next steps and
enumerate significant challenges like the refinement
of data collection and its dynamic use in administrative
operations (in a sense isn't it our old friend,
epidemiological analysis, now applied to the health of
day care children?). o i

. Also stressed was the operational challenge of
achieving optimally good day care regulatory ad-
ministration especially when it is assigned as a respon-
sibility 10 the state public heaith department. We
believe these comments, like the profiles, will help
sensitize the field of public health to specific opera-
tions that should be undertaken:
Patricia Schloesser
Marge Petty
Norris Class
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% everzl public health departments, state and
local, were asked to provide supplementary
material to their profiles. The resporise was
excellent Actually hundreds of pages of supplemen-
tary material were received! Much of it was most
valuable because it Specified how public health
authorities are becoming increasingly involved in the
health of day care children. Rather than selecting a few
examples for inclusion in the appendices, we have

elected to provide annotated citations of supplemen-

tary material along with addresses and telephone
numbers So that any reader of the profile can find
more information on topics of interest. [Patricia

Schloesser, M.D.]

ARIZONA DEPARIMENT OF
~ HEALTH SERVICES

A collection of seven documents provided by the
Arizona Depzrtment of Health Services in their day
care and child development Service oOperations.
(Inquiries: Arizona Department of Health Services,
1740 West Adams Street; Phoenix, Arizona 85007,
(602) 241-9500.)

_ The seven docummients are titled: 1) Guidelines for
Choosing a Day Care Center; 2) Clean Hands Book;
3)."Steps. m Growing;” Arizona State University School

Keeping Baby He,althv Fot U,se the Ftrst 12 Months,
a questionnaire; 6) Parents: Infant Feeding Guidelines;
7) KIDBITS, 2 issues.

CITY OF BALTIMORE HEAETH
DEPARTMENT

A collection of forms and reports used by the
department in providing hearing and vision screen-
ing service to day care facilities. (Inquiries: Baltimore
City Health Department, Division of Child Day Care,
303 E. Fayette Street, Second Floor, Baltimore,
Maryland 21202, (301). 396-4465. y

The forms_include: 1) Parental Permxssxon for
Hearing and Vision Screening; 2) Hearing Test Report;
3) Vision Test Report; 4) Hearing Screening Record; 5)
Titmus Vision Screening Record; 6) Statistical Data
Gathering Form Relating to Self Help Programs for
Hearing and Vision Screening in Day Care Centers.

CONNECTICUT DEPARTMENT OF
_ HEALTH SERVICES

A collection of documents relating to the child
day care regulatory responsibility of the Connecticut
Department of Health Services. (Inquiries: Connec-
ticut Department of Health Services; Maternal and
Child Health, 150 Washington Street; Hartford, Con-
necticut 06106 (203) 566-5601.) . _

For persons interested in state health departments

comprehensive; well-formatted and should be educa-
tionally useful. The collection contains: 1) The state
day care law as it permins to centers and group day care
homes; 2)state hcensmg regulations; 3) steps in Seck-
ing licensure; 4) a joint statement with Department of
Human Services reportmg on “reflective roles in
ensuring and monitoring the health and safety of
children in day care and methods of improving the
service;” 5) Agreement of Department of Children and
Youth Services and Health Services in respect to
actions of reported child abuse and neglect; and
children at risk; 6).a departmental public Statement on
Resources for Technical Assistance, Health and Nutri-
tion, as it reidtes to the child day care licensing pro-
gram; and 7) a chart on minimal control measures for
Communicable Diseases in Day Care Centers.

CITY OF DALLAS, DEPARTMENT OF
HEALTH AND HUMAN SERVICES _

The Pay €are Enrichment Program: A Program
of Services to bay Care Centers (Publication No.
84/¢£5 76). (Inquiries: City of Dallas, Department of
Health and Human Services, Day Care Enrichment
begféﬁi 4500 Spring Avenue; Dallas, Texas 75210,

Thxs attractxv», well- prmted leaflet enumerates
health services available to day care centers in order
to promote the health and well-being of the preschool
child, his family and staff of day care centers. The serv-
ices offered include: 1) immunizations; 2) health Serv-
ices for staff; 3) health education programs for
children; 4) inservice programs for caregivers and
parents; 5) children with special needs; 6) hearing and
vision needs; 7) communicable diseases; and 8) first
aid and cardiopulmonary resuscitation classes.

KANSAS DEPARTMENT OF HEALTH
AND ENVIRONMENT

A. A collection of educational materials relating to

day care distributed by the department:

(Inquiries: Child Care Licensing Section,; Kansas

Department of Health and Environment, Forbes
Field, Topeka, Kansas 66620, (913) 862-9360:)

Titles of the leaflets: 1)‘Selecting Child
Care;” 2) “Winning Ways to Talk With Young

Children;” and 3) “Good Health—A Gift for
Your Child.”

B. ‘“Child Wards of the State;” Bulletins Nos: 8 and
9, August—September, 1978, Kansas State Board

of Health. (Inquiries: see above:)

This document is an interesting historical

document recording pioneering efforts of the

Kansas Health Department in safeguarding child

care by assuring authority to act. Free xerox

copies are available.
C. Acollection of documents relating to the depart-

ment’s administrative responsibilities for child

care regulation. (Inquiries: see above:)

as child day care regulators, this set of documents is




This collection of documents incliides:
1) Information sheet relative to categories of
regulated child care facilities; 2)licensing registra-
tior: statutes and regulations; 3) proceduires for ap-
plying; 4) applications and inspection forms; 5)
provider self-evaluation forms; 6) helth forims.
_This collection of documents should be
useful for comparative study of state health
departments as day care licensors.
State of Kansas; ex. rel., William Pringle, County

Attorney, Barton County, Kansas, Kainsas
Supreme Court Case No. 84-56578-AS. (Inquirics:
see above:) S ,
The issue of the state’s authority to regulate
church-sponsored day care facilities is of nation:l
significance. The cited case is one in which the
Kansus Department of Health and Environment
was successful at the State Supreme Court level
in holding that requiring a church connected
facility to be licensed is not in violation of the First

Amendment of the United States Constitution.

LAWRENCE-DOUGLAS COUNTY

__ (KANSAS) HEALTH DEPARTMENT

A.

0O

A collection of educational materials relative to
the department’s day care regulatory operations.
(Inquiries: Lawrence-Douglas County Health
Department, 336 Missouri, Suite 201, Lawrence,
Kansas 66044, (913) 843-0721)

Specific items in this material relate to:
1) preapplication information; 2) safety aspects
of child care; 3) developmentally appropriate
play equipment; 4) investigatory activities:
5) policies relating to illness of day care children:
6) heaith policies; 7) safety; and 8) control of
infectious diseases. = N ,

State statutes, regulations and forms may be

obuined from the Lawrernice-Douglas County
Health Department as well as from the State
Department of Health and Environment.
A copy of the local department’s fiscal year 1986
contract with the state to carry out the child care
regulatory program at the local level. {Inquiries:
see above.) o ,

This document is the contractual agreement
between the state department and the courty
health department. It details the responsibilities
of each in conducting the child care licensing pro-
gram in Kansas.

Giardiasis Manual: Detection and Control in Child
Care Facilities. (Inquiries: see above.)

This document is an excellent achievement
in community education by a local departmient
of health, This procedure manual relating to giat-
diasis was developed after its occurrence in child
care facilities in Lawrence. The department had
assistance from the Centers for Disease Control
in evaluating the giardiasis outbreak. Copies may

be purchased from the department at a price of
$15 each. ‘

MARIN COUNTY (CALIFORNIA)
DEPARTMENT OF HEALTH AND
HUMAN SERVICES

4. Marin County—Project Care for Children; Child

Emergency and Medical Guidelines, 1986,
(Inquiries: Marin County=Project Caré for
Children, 828 Mission Avenue, San Riticl, Califor-
nia 94901, (415) 454-7957)) S
This practical child emergency and medical
guideline, both for parents dand child cire pro-
viders, is well-fornutted and indexed for im-
mediate practical use. Nincteen guideline
statements are oresented: 1) Abdominal Pain:
2) Bites—Animal and Insects; 3) Bleeding;
1) Burns; 5) Broken Bones and Suspected Spriin
Injuries; 6) Convulsions; 7) Fainting, Shock, and
Lack of Breathi g; 8) Ears; 9) Eyes; 19) Cuts; Abra-
sions und Lacerations; 11) Chokirig and Forcign
Bodies; 12) Headaches and Head Injuries:
13) Nose Bleeds; 14) Toe*™  .ies :ind Broken
Teeth; 15) Communicable Diseases; 16) Poisons:
17) Drowning and CPR (Cardio-Pulmonary
Resuscitation); 18) Dental Emergencies; and
19) Infectious Discases and Control.
Health Education Protocols for Providers of
Parent Education: Children from Birth to 6 Years
of Age. (Inquiiries: Marin County Department of
Health and Human Services, Health Education,
Room 280, Civic Center, San Rafael, Californin
94903, (415) 499-6869.) o
_ This document is an extensive collection of
client-oriented health education objectives (or
“memory joggers") designed for staff who wish
to give comprehensive care and cducation,
including heaithy child development and related

parenting issues; to parents. The education pro-

tocols represent a two-year project by a Maternal
and Child Health Steering Committee, with
leadership from local health department/health
education and input from a community group of
health professionals, parents and educators:
Another document titled “Parent Health Educa-
tion Checklists” has been designed to accompany
the health education protocols in order to plan,
track and document health education activities.
A coliection of eleven health education booklets
on child health developed by the Health Educa-
tion Unit; the Division of Health Scivices. (In-
quiries: see above) B ,

The titles of these short, well-written, and
well-formatted booklets are: 1) Your Child, Birth
to 1 Month; 2) Your Child, 1 to 2 Months; 3) Yotir
Child, 3 to 4 Months; 4) Your Child, 5 o 6
Months; 5) Your Child, 7 to 9 Months; 6) Your
Child; 10 to 12 Months; 7) Your Child 13 to 17
Months; 8) Your Child, 18 to 23 Months; 9) Your
Child, 2 Years; 10) Your Child, 3 Years; and
11) Your Child; 4 to 5 Years. These are designied
to. accompany Heaith Education Protocols

. [~ (Birth—6 Years):
5408




MARYLAND DEPARTMENT OF HEALTH
AND MENTAL HYGIENE

rerial relating to Maryland’s reliability study in

1nspec1on visits. (Inquiries: Maryland Department of

Health and Mental Hygiene, 201 West Preston Street,
isaltimore, Maryland 21201, (301) 225-6744:)

~ THE COMMONWEALTH OF
MASSACHUSETTS, DEPARTMENT OF
PUBLIC HEALTH

Tevo survey documents relating to Massachusetts

mmatlve for health in day care: 1) Family Day Care

Initiative Day Care Center Survey. (Inquiries:

Preschool Health Program, Division of Family Serv-

ices, Massachusetts Department of Public Heaith,

150 Tremont Street, Boston, Massachusetts 02116,

(617) 727-0944.)
These two instruments were utilized by the

Public Health Department to assess needs and in
policy planning.

_ MINNEAPOLIS HEALTH DEPARTMEN 717

A. Acollection of three leaflets (ﬂyers) announcing
the availability of slide presentations relating to
child care. (Inquiries: Minneapolis Heaith Depart-
ment, 250 South Fourth Street, Minneapolis, Min-
nesota 55415 (612) 348-2700.) L , )

_ The three slide presentations (*‘educational
tools for the child care professional’) are con-
cerned with: 1) common childhood illness;
2) minor first aid; and 3) child abuse/neglect

B. Survey of health services for child Health centers.

(Inquiries: see above.) ]
_ This is an on-Site Survey instrument designed
for use by the public health nurse. The record
form provides for ‘‘plan for improvement” and
“time frame for deficiency noted.” The survey is
part of a comprehensive record maintained for
child care centers.

C. Cbild Health Guidelines. (Inquiries: see above.)

A manual presenting comprehensive
guidelines in the areas of health, safety, abuse,
nutrition, food handling, and child care. Sample
forms are also included.

MISSISSIPPI STATE D OF HEALTH
~_ Acollection of documents relating to regulations
and nutrition guidelines: (Inquiries: Mississippi State
Board of Health, PO. Box 1700, Jackson; Mississippi

39205, (601) 982-6505.)

Regulations governing Licensure_ of Child
Care Facilities, Miss. Department of Health; te-
vised 1986.

Minimum Standards for Numuon Caré in Chlld.
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Care Facilities, Miss. Department of Health, re-
viSed 1986.

Guidelines for Nutrition Evaluation Visits Based
on Child Care Regulations.

Guidelinies for Condticting Nutrition Evaluation
Visits in Child Care Centers.

Nutritionist Evaluation Form for Child Care
Facilities, Form No. 72-A.

NEW HAMPSHIRE DIVISION OF

~ PUBLIC HEALTH _

- 16509"

New Hampshire Division of Public Health. A col-
lection of child care and child placing agency
licensing statutes and standards. (Inquiries: New
Hampshire Division of Public Health Services;
Bureau of Child Care Standards and Licensing;
6 Hazen Drive, Concord, New Hampshire
03301-6527, (603) 271-4624.

The New Hampshire Division of Public
Heatth has responsibility for defined child care
regulations. Besides the licensing statute, this col-
lection contains: 1) Child Day Care Licensing and
Operating Standards and 2) Child Care Residen-
tial Licensing and Operating Standards.

A miscellaneous collection of forms utilized by
the Division in carrying out itS licensing reSpon-
sibility. (Inquiries: see above.)

This miscellany of licensing forms includes:
1) Request for Child Care Investigation; 2) Intake
Form; 3) Complaint Log; 4) Inspection Log;
5) Child Care Licensing Site Visit Report; and
6) Licensing/Monitoring Procedures. The collec-
tion also includes a sample compuiter printout of
the types of licensed facilities.

A collection of procedure formis developed by the
Division of PUbllC Health relatmg to aafety, health
see above ) .

This collection of procedure forms includes:

1) Emergency Procedure; 2) Field Trip Permission;
3) Child Day Care Accident Report; 4) Playground
Safety Checklist; 5) Fire Drill Log; 6) First Aid Sup-
plies; 7) Transportation Permission; 8) Menu for
the Week of ______; 9) Authorization to Dispense
Medication; 10) Accident Prevention Tips;
11) Toddler Tales; 12) Toilet Training; and
13) WHhen a Child Bites.
A collection of material developed by the New
Hampshire Division of Public Health in relation
to employer supported day care. (Inqumes
see above.)

This collection of material represents the

Division’s attempt to interpret and provnde a

technical assistance service relative to the impor-

tant issue of employer-supported day care: Any

state day care regulatory authority (Public Health

or Human Services) currently conceghgd ‘with

this issue should benefit from New Hampshire's
interpretive operations in the area:

L
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SEATTLE-KING COUNTY DEPARTMENT
OF PUBLIC HEALTH
A. Child Day €are Health Handbook, 1985.
(Inquiries: Seattle-King County Department of
Public Health; Day Care Health Program, Room
1406—Public Safety Building, Third and James,
Seattle, Washington 94104, (206) 587-2761.)

_This is a well organized handbook by the
Seattle-King County Department of Public Health

on community education relating to preventing
illness in day care settings: Its 86 pages are clear-
ly written and useful both for day care staff and
consumers. There are specific sections on:
1) Preventing lliness in Day Care Settings;
2) liness; 3) Children’s Heaith Histories, Physical
Exams and Immunizations; 4) Prevention, Acci-
dents; 5) Child Growth and Development;
6) Nutrition; 7) Dental Health; 8) Encouraging
Emotional Health and Good Behavior;
9) Child Abuse; and 10) Community Resources.
Itis well formatted and indexed: The listed price
is 88 per copy.

B. A collection of community education brochures
utilized by the department to reduce home
hazards to health. (Inquiries: see above.)

) Brochures developed by the department
have the following titles: 1) Is Your Home Hazar-

dous to Your Health?; 2) Household and Garden
Pesticides Safety; 3) Noise; and 4) Formaidehyde.

C. Day Care Infection Control Protocols: (Inquiries:
see above—Room 1200.)

This is a comprehensive document contain-

ing 78 pages of information by and primarily for
the staff of the Epidemiology Section of the
Department to establish guidelines for iliness
managernent in child day care sites. The manual
contains information regarding 31 diseases
(alphabetically arranged), public health control
measures and letters that can be used to
disseminate information regarding com-
municable diseases. These lettérs may be
distributed by the day care agency to the families
when a particular illness is detected. The present
manual was published in December 1985 and
plans call tor an annual update. The listed price
is 86 per copy.
A collection of documents relating to accident
prevention, first aid, communicable disease risk
asszssment. (Inquiries: Seattle-King County
Department of Public Health; County Day Care
Program; 2424—156 NE, Bellevue, Washington
98007, {206) 344-6882.) This collection contains
acourse outline on the prevention and treatment
ofillness and injury in day care children: Included
are: 1) A statement on safety considerations in the
child care center and home; 2) An outline on safe-
ty considerations by developmental stage and
developmental task; 3) A questionnaire on
preventing accidents; 4) A quiz on health and safe-
ty; 5) A community education poster on feeling
safe; and 6) A questionnairé entitled ‘“‘Disease
Prevention and Control Self-Assess-
ment Guide”.
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'n December, 1985 a questionnaire entitled,
¥ Inquiry: Health of Children in Day Care was for-
and Ctippled Children’s units (see below). The pur-
pose of thngUeS,t,i'o'nniirC was to quickly,ob,tﬁin, some
begijrmijrig “ijritellig'cjr)'ce” of current public health ac-
tivities for the profile confererice and publication.
some in part—a 60% return! Excluded from this sum-
mary report are the seven states which pr’es'em'e'd
a profile chapter: Massachusetts, Connecticut,
New Hampshire, Maryland, Mississippi, Kansas
and Arizona. , ,

) Following are summary statemnents for the
23 non-profile states.

— SUMMARY STATEMENT NO. |

In this sampling of 23 states; all reported that
some form of day care was regulated in the state and
most indicated several categories of day care; i.e: day
care centers; preschools; family day care and “other
types” of day care facilities. In only one state in this
sampling of ‘‘non-profile” states did the department
of healih have the formal licensure responsibility.

g
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~ SUMMARY STATEMENT NO. 2:

(Relating to inquiry question: “Dd local public
agencies have any inspection or regulatory respon-
sibility?”’) In three-fourths of the 23 states the local
public health agency has a day care inspectional or
regulatory responsibility. The listed locat responsibility
varied greatly, but sanitation would seem to be the
most frequent service. Other listed services performed
by local public health agencies in relation to day care
included: immunization; communicable dise¢ase and
food/nutrition service. Interestingly, in several
instances, although the state health departmernt does
not have the formal day care licensure responsibility;,
the local public health department staff participates in
the investigation and licensing processes in an inten-
sive manner.

(Relating to the question: “How are the day care
health functions funded?”’) About 50 percent of the
23 states rely in whole (ten states) or in part (two states)
upon 'state funds.” Four states rely on “MCH Block”
in whole (three states) or in part (one state). One state




relied in part on “’Prevention Block” in addition to the

other two categories. Six states, over 25% of the

sampling, indicated no funds are available, at least

under these categorical headings.

SUMMARY STATEMENT NO. 4

(Relating to the question: “How miuch full time

staffare involved in your day care effort?”) This quies-

tion tended to be non-productive with only eight

states reépondmg with a2 number other than zero. The

question should be restated for use in later data-

gathering operations relating to public health staff

committed to the day care area.

___ SUMMARY STATEMENT NO. 5:

(Relating to the question: “Does the MCH or CC

program participate with the licensing authority in ac-
tivities to promote the health of children? Yes or No.

If yes, please complete activities and method on page

two of inquiry.”) Of the 23 states; 11 answered yes. The
three most frequent methods used were: “‘consulua-

-zon ' (seven states), ‘‘standard setting” (six states), and

‘education material” (six states). One state indicated

that it uses nine of the ten methods listed on the
Schedule. This latter 1 response is similar to responses
by the six profile states with the regulatory authority

for day care.

SUMMARY STATEMENT NO. 6

(Relating to the question: “Give a mini-profile of

your program or project.”) There was marked diver-

Sity in_the nature of the comments: Most reported
activities could be categorized as follows.

1. The health department provides a direct serv-

1ce(s) to day care children or day care facilities:
2. Consultatlon training or technical assistance is

provided by health department to day care
facilitieS/consumers.

3 A regulatory act1v1ty such as formuiatmg or help-
ing with the formulation of standards, mspectlon

supervision, license issuance or enforcement action
is provided by the health department:.

4. The Health department provides a community
day care organization activity including promoting
child health and development; advocacy, research
and demonstration and community coordmatmg,
with special reference to safeguarding or upgrading
day care.

Overall, the questionndire revealed that public
health at both state and local levels is much involved
in safeguardmg and upgrading . day care. The participa-
tion varies from locale to locale, is often fragmentary,
and is in need of conceptual thmkmg by the field of
public health as a whole.

The complete or excerpted commeénts from
18 selected states are presented as “mini- -profiles™ to

reflect the diVersxty of actrvxtres

T



FLORIDA DEPARTMENT OF HEALTH AND
,'REHABILITATIVE SERVICES

wo programs_in Florida’s Department of
Health and Rehabilitative Services (the
umbrella health; social and rehabilitative
services agency) share primary responsibility for the
licensure, inspection and monitoring of child day care.
They are the Children, Youth and Families (CYF)
Program and the Office of Licensure and Certification.
Florida is composed of 67 counties, each having
a county health unit. ThoSe professionals primarily in-
volved with child day care are public health nurses and
nutritionists. However; involvement is not uniform
throughout the 67 counties. The CYF and health pro-
gram_offices (State level) are currently working
together to promote greater uniformity.
~ CYF and the Office of Licensure and Certifica-
tion’s primary responsibility for regulation is accom-
plished through standard setting; consultation; train-
ing and inspections. Direct services are offered for
health assessments, screenings; and immunizations for
both children and day care workers. These two pro-
grams plus the Crippled Children’s Program are exten-
sively involved in Florida child day care.

GEORGIA DIVISION OF PUBLi HEALTH

Although the Division of Public Health does not
work directly with the licensing authority, the Office
of Regulatory Services, also located within the Depart-
ment of Human resources; it does assist day care pro-
grams in promoting health care. The Epidemiology
Office assists day care personnel in controlling disease
through investigation, monitoring and training. The
Child Health Uffice provides training in creating a safe
and healthful environment; proper nutrition; and
prevention of child abuSe. The office also_trains
the public health nurses who provide training for day
care staff.

Georglas Division of Public Health’s involvemenit
in child day care lies ini the investigation of infectious
diseases. Consultation; training; and monitoring are
used to assist day care programs.

'HAWAII STATE DEPARTMENT OF HEALTH

A day care program does not exist in the MCH/CC

programs of the Hawaii State Department of Health:
Day programs for children 0-3 years are operated on
a private or voluntary basis and are licensed by the
Department of Social Services and Housing:
Children three years and over with special needs

are eligible for Department of Education classes. A

available for childrén O- 3 years with developmental
disabilities. These programs are operated by the
Department of Health or funded on a contractual basis
with voluntary agencies in the community. They
are not considered day care programs but rather
are_treatment prog-ams desngned to maximize the
child’s development, to minimize the disability,
and to teach and support the family in assuming
primary responsibility.

Most of the available services are provided
through the public health nursing branch and some
through theé nutrition branch. Neither of these
branches are organizationally with the Family Health
Services Division which includes Maternal and C€hild
Health and Crippled Children’s Services: However,
these branches provide much of the direct and con-
sultative SétViCéS WhiCh are thé core of our MCH/CC

quested and provnded for the day care program.

IDAHO DEPARTMENT OF HEALTH
AND WELFARE

Idaho is probably the last state to have mandatory
day care llcensmg statewide. County regulations are
enforced. This year, however, support has been
gerierated throughotit the state to encourage statewide
regulation of child care.

The Idaho Division of Health and one of our
seven dlS[I‘lC[ health departments have recentlv
developed a training program for day care providers.
Seven day care provider workshops are being offered

throughout the state and teaching materials are being

made available to the local health departments. This

project has been quite successful and should have an

impact on the quality of care that children receive. At
least two counties are considering ordinances to make

a training course mandatory for all operators of day

care: Local public health agencies are also involved in

the enforcement of county regulations.

_ JOWA DEPARTMENT OF HEALTH

MCH in lowa has nio legislative mandate in child
cdre. However, the MCH programs, in general, provide
a large proportion of the child health supervision of
the children in day care and in Head Start.

_Child health supervision includes immunization;
well child supervision; health promotion, dental
health; social assessment, and nutrition (including
WIC). MCH; along with thé Disease Prevention Divi-
sion, provides day care licensing with consultation and
guidance for the control of comi:unicable disease.

KENTUCKY DEPARTMENT OF
HUMAN RESOURCES .~
 Kentucky regulations state that any facility caring
for more than “three non-related children: must be
licensed. The state agency responsible for regulation

-‘atevwde system of mfam developmem programim J[




InSpector General. Local public health agencies have
the reSponsibility for sanitation inspections.

LOUISIANA DEPARTMENT OF HEALTH
___ ANDHUMAN RESOURCES

Althbugh héithér the LotjiSiaria cc Program

Program have a separate formalized day care program
there are a number of services which they and other
programs provide within the Office of Prevention and
Public Health Services to day care centers. The nutri-
tion section provides dietary consultations; the com-
mUnieable disease Sé'ctiori responds to requests for
commu,mcable , disease section is also ,plannmg
statewide inservice prograriis on infectious diseases in
response to CDC recommendations.; The Eye
Anomalies and Communicative Disorders Section pro-
vide vision and hearing screening. Sanitarians at local
health units provide facility inspections.

HUMAN SERVICES

In New Jersey, day care centers, preschools and

special care facilities are regulated by the New Jersey

Department of Human Services, Division of Youth and
Family Services; Bureau of I:rcensing Eocai public
health agencies are responsible for assuring local com-
pliance with the state sanitary codes regarding lead
poisoning, communicable disease, immunization and

youth camp safety.

NEW MEXICO HEALTH AND
ENVIRONMENT DEPARTMENT

~ Thie section responsible for day care licensing is
part of the Health Facilities and Occipational Licens-
ing Bureau, the regulatory arm of the Department of
Health and Environment. Licensing is mandated by
means of the Public Health Act to protect the Health,
safety and welfare of clients using the facilities licensed
by the department. The Licensing Health Related
Facilities section regulates child care centets. family
day carc homes, boarding homes, adult residential
shelter care homes, diagnostic : and training centers,
specral hospttals 24 hour child care centets, group
homes, maternity homes and shelters. The section has
a total staff of eleven field surveyors, one supervisor
and four support staff. The Bureau also enforces the

criminal records check and licensing fee regulations.

Local public health agencies have inspection or

regulatory responsibility for public health conditions.

Their role in day care prrmarrly myolves the setting of

standards, consultation training, monitoring and in-

spection. The day care activities on which these

methods focus are accident prevention, environmen-

tal health and safety, infectious diseases, special needs

children; child abuse and health promotron

Lol d
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NEW YORK DEPARTMENT OF HEALTH

, The New York StateDepartment of,Health pro-
vides consultation io the New Yotk State Departinients
of Civil Service and Social Services on health and
safety issues affecting the day care population. Those
issues include accident prevention, safe and healthy
environment, health assessmerits, immunizations and
staff health training. Local public health agencies Have
inspection responsibility regarding food and water.

Two day care centers are also under direct con-
tract to loan child auto safety seats and educate low
income families on their propér installation and use.

OHIO DEPARTMENT OF
HUMAN SERVICES

The Ohio Department of Human Services is the

regulatory agency for child day care. The Ohio Depart-

ment of Health is involved with the licensing authorrty

through the appointment of a representative on the

Day Care Advrsory Committee within the Department
of Human Services:

The Department of Health works with the licens-

ing authority to assist with the setting of standards on

health related issues; by providing consultation and

education on such topics as accident prevention;

healrh screening; infectious diseases; first aid and den-
tal health. The Department is also a direct resource for
child day care providers.

__ _OREGON STATE HEALTH DIVISION

The Oregon State Health Division and County
Health Departments share regulatory responsibility for
the immunization requirements in child day care: The
Oregon Sehool/Facrhty Immumzatron I:aw covers aii

at least one dose Drphtherra/Tetanus containing vac-
cing; polio, and measles/mumps/rubella to be enrolled:
At least once a year each child is monitored to ensure
that his immunization record is up to date: There is an
exclusion clause for children in non-compliance: The
Oregon State Health Division is coordinating an ad-
visory committee on infectious diseases in day care
centers. County health departments are also respon-
sible for surveillance and outbreak control activities.
. State and county sanitarians inspect primarily for
food service (also water and sewage disposal; if day
care home has individual water and sewage system, i.€.
private well and septic tank).

RHODE ISLAND DEPARTMENT
OF HEALTH
In accordance with Rhode Island General Law
40-13- S, before a license to operate a day nursery is
issued, the facility must be inspected by the state fire
marshal’s office and a sanitarian from the Department
of Health.
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The Immunization Progmm of the Division of
Disease Coritrol iri the Der artment of Health serves
a consultative role in the area of child day care. Staff
annually assess compliance to the immunization
regulations by requesting a report from each center.
This information is compiled into 2 preschool im-
munization assessment book. As a follow-up, : approx-
imately seven percent of these schoolsicenters are
visited to validate the reports submitted and to provide
consulrative services.

The Division of Food Protection and Sanitation
monitors environmental conditions relating to food,
food service and waste disposal in day care centers and
nursery schools. Private water systems falling under
the Safe Drinking Water Act are monitored and tested
four times 2a year.

SOUTH DAKOTA STATE DEPARTMENT
. OF HEALTH
The Maternal and Child Health Program has pro-
vided funding for day care home provider training and
for air time for public service announcements to

encourage parents to t;e good consumiers of day care
Each of these projects is being co-sponsored by the
Department of Social Services and is statewide in
its impact.

The South Dakota MCH program is an extensive
training resource for day care programs including
issues such as accident prevention, environmental
safety, infectious dtsease, sick child care, parent educa-

tion and nutrition;

UTAH DEPARTMENT OF HEALTH

Day care programs are regulated in Utah by the

Social Services Department. The Utah Department of

Health provides consultation, education and

legislative support to the licensing authority to pro-
mote the health of children in day care: Public heaith

is involved with setting standards on health related

issues. It is also actively involved in nutrition at day

care centers. Local health agencies have responsibili-
ty for sanitation inspection.

_ VERMONT DEPARTMENT OF HEALTH

The Vermont Departinent of Health, Medical

Services division personnel, Central and District

Offices, provide other governmental agencies with

consultative assistance in regard to health care of

children in day care services: In certin instances

public health staff nurses serve day care facilities on

a part-time basis, usually as advisors, but may perform

health assessments; health screenings and offer educa-
tional programs for staff.
In addition, Health Department Medical Care per-

sonnel regulate and certify the one Vermont facility
which offers care for crippled children or children
with_long term illnesses:

The Vermont Departments of SRS and Health are

collaborating in an effort to prevent child sexual abuse

among preschool children. Prevention education for

the preschoolers’ parents will be the focus of this new

program: Preschool children are at substantial risk for

becoming sexually victimized by adult as well as

adolescent offenders. SRS reports that 26% of the
child sexual abuse victims in 1984 were 0-6 years old.

The Health Departmen:’s study of adolescent sex

offenders found that almost half of the victims were

between the ages of two and six.

Currently, SRS’s Child Care ’I‘ramlng Program

employs part-time trainers throughout the stite to

work with child care providers. This new program will

allow trainers (and other community-based groups to

deliver prevention education to the parents o~

preschool children at their day care and local comi-

munity centers: The prevention education classes will
begin in April and continue through February 1987.

VIRGINIA DEPARTMENT OF HEAITH _

Virginia’s Department of Health is particularly
involved in child day care through community net-
working, consultation and education activities. Local
health departments have regulatory or inspection
responsibilities, but the state regulatory authority is an
interagency responsibility of the Department of Health
and the Department of Social Services.

"~ WISCONSIN DIVISION OF HEALTH

Public health in Wisconsin is actively involved in

child day care through the Division of Health at a state

level and through local public health agencies. The

primary function of licensing, handled through the
Department of Health and Social Services, is to create

a safe and healthful environment.
Local agencies prowde consultatton tratntng and

community networking on injury prevention and in-

fectious diseases. Local public health involvement in

health assessments is provided through community

networking. Programs on health promotion, firs* aid,

and parenting education varies with the local resource,

In addition, comprehensive day care and nursery

school héalth services are provided to preschool

children with emphasis on screening, referral

and diagnostic therapy for hearing; speech and
language disorders. ,

An MCH project is being developed to provide
Services to 40 full group licensed day care centers in
the city of Madison which includes approximately
1500 children and their families and 300 day care staff
inembers. These services will include: development
of a cominunicable disease course which will be
piloted among day care personnel; education of the
staff and children regarding coni.  “able disease
prevention and control; creation o isease report-
ing/surveillance system; policy reco: i]datiéns for
day care centers regarding the manag. . ‘nt of com
mon health problems; the development . quarterly
newsletters with childhood injury/prevention informa-

-tion; and the statistical analysis of screening data.
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he nattre of this project Which spans most
areas of public health; is not conducive to
the development of 2 standard bibliography.
However, we have elected to provide the reader with
beginning references under these four headings:

1. List of national prlvate organizations con-
cérned in various ways with the health of day
care children

2. Selected references of health risks in day care
facilities

3. Papers relatmg io the pubhc health agency as the
day care regulator

4. Works related to the theory of innovation and
diffusion

_ _ Collectively, we believe they will provide asense
of direction to those who may wish to further pursue
the topic of innovative public health services for
America’s day care children.

, NATIONAL ORGANIZATIONS
CONCERNED WITH THE HEALTH OF
DAY CARE CHILDREN

1015 15th Street, N.W., Washington, D.C. 20005
(202) 789-5600.

B. Amierican Academy of Pediatrics (AAP),
Northwest Point Boulevard, PO Box 927, Elk Grove
Village; Illinois 60009-0927, (312) 228-5005.

C Natlonal Assocnatlon for the Educatton of Young

Averiue NW Washmgton DC. 20009 (202) 232-8777.

D., Nauonal Head Start Assocnatnon (Preschool)
{(NHSA), clo Sarah M. Greene, 1707 15th Street, E.
Bradenton, Florida 33508, (813) 748-0137.

E. Chlld Welfarc League of Amerlca (CWLA)
10003,

(212) 254-7410.

F. Children's Defense Fund (CDF), 122 C. Street
N.W., Washington, D.C. 20001, (202) 628-8787.

G. American Humane Association (AHA), 9725 E:
Hampden, Denver, Colorado 80231, (303) 695-0811:

SELECTED REFERENCES RELATING TO
THE HEALTH OF DAY CARE CHILDREN

1. Amerncan PUbllC Health ASSOCla[lOI'l Association

of State and Territorial Health Officials, National

Association of County Health Officials, United States
Conference of Local Health Officers, Department of
Health and Human Services, Public Health Service,
Ceniters for Disease Control: Model Standards: A Guide
Jor Community Preventive Health Services, 2nd

Edition, 1985, 135-136.
2. Peter, Georges (ed.), Children in Day Care: Report
of the Committee on Infectious Diseases, Twentieth
Edition, 1936. Elk Grove Village, Illinois: American
Academy of Pediatrics:

3. Deitch, Selma R: (ed:), Committee on Early

Childhood Adoption and Dependent Care. Health in

Day Care: :A Manual for Health Professionals, in press,

American Academy of Pediatrics:

4. Aronson, S:S;; “Priorities for Heaith and Saféty in
Child Care,” Child Care Informatior Exchange, 1986;
>0 14 18

68 3/3377 -
6. Goodman; R:A;, “Infectious Diseases and Child
Day Care Pedzatrzcs 1984 74 134 139

Aronson and I:arry K. Plekermg, “ InfCC[lOUS Dlsease,s,
in Child Day Care: Management and Prevention,”
Revieu of Infectious Diseases, Vol. 8, No. 4, July-
Aﬁgﬁét 1986

“Bay Care and Illness Evndence Cost and. Publnc
Policy.” Pediatrics, 1986; 77: No. 6, Part 2. Supplement.
(Preprint requests to (R.H.) 8864 Woodland Drive;
Silver Springs, Maryland 20910.

THE HEALTH DEPARTMENT AND
___ REGULATORY COMMISSION
1. Cohen, Arthur, E., “Governmernit Regulations and

Public Health;” Washmgton D.C. 20005. American
Public Health Association, June 1980.

2. Class, Norris E., “Licensing for Child Care: A
Preventive Welfare Servnce” Children, Volume 15,
No. 5; September-October 1968.

3_. Young, Kathryn and Edward Zigler, “Infant and
Toddler Day Care: Regulations and Policy Implica-
tions,” American_]. Orthopsychiatric, January 1986;
56: (Iy 44-54.

4. Class, Norris E. and Shiriey Norris, "The Admin-
istrative Location of Day Care Licensing in the Depart-
ment of Public Health.” A paper given at an annual

coriference of the National Association of Education
of Young Children in Detroit, 198l.

5. Fiene, Richard and Mark Nixon, “The Instrument
Based Program Monitoring Informatton System and
Indicator Checklist for Child Care” Cbild Care

Quarterly, Fall 1985; 14(3), 203.
INNOVATION AND DIFFUSION THEORY

1. Kaller, Horace. 1931. “Innovation,” Ericyclopedia
of Social Science.

2. Gardner; John: 1981. Sélﬁkérjjéy),al.z The
Individual and the Innovative Society. W\. Norton
and €o:; New York: o -

3. Miles, Matthew B., Editor. 1964. Innovation in
Education: Columbia University Teachers College,
New York: -

4. Rogers, Everett M. 1983. Diffusion of Innova-
tions: New York. The Free Press.
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