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priority for the Administration for Children,
Youth and Families is strengthening
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
tb 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 Administration for Children, 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 this comprehensive,
four-component program providing education,

health, parent involvement and social ..;ervices in sup-
port of preschool-aged children from low income
families. Through the provision of health services
(medical, dental, nutrition and mental health) to all
enrolled children, the Head Start program continues
to demonstrate the Administration's strong comm:t-
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_ childcare_ programs. We are
pleased to have this opportunity to co-sponsor the
development of "Health of Children in Day Care
Public Health Profiles:" The projects described in this
publication represent successful models developed 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.
Nide Livingston, Commis.,ioner Phyllis Stubbs,.M.D., M.PH.
Administration for Children, Director, Health Services
Youth and Families Health Start Bureau

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 developmental experiences and
promote healthful living practices in safe en-
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 health and
Welfare ult.:Inately rests with the parents, public health
programs traditionally have had concerns for children
Who must dcpend upon others to pr.wide their care
or Who must remain alone during parts of each day
Safeguarding and upgrading their health and safety can
be foStered by licensing and registering child care pro-
gramS and by helping families to find suitable
placements for the care of their children. The agen-
cy 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
from state to state. Therefore, no one model can serve
all situations. Regardless of where the official respon-
sibility rests, public health agencies are expected to
a5sume a leaderShip role in encouraging realistic sta,i-
dards that safeguard and promote the health and safety
of children whether through licensure, registration,
consultation or technical assistance activities. In-
dividuals who want to care for children must be
helped to raise their standards to an acceptable if not
to an exernplary level of performance. LicenSure or
registration must be approached in a manner that en-

5

courages care providers to offer Safe and enriching
care, and to improve their programS and SettirigS
accordingly.

Criteria, standards and performance meaSureS for
child care programs are designed to protect the child,
parent, owner )i-,cistaff of the child care Setting. TO en:
courage initiation of child care programs and to inSj.ire
their survival, consider the following when reading
this publication and when establishing 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
determined 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 anJ others.

Methods for evaluating the effects of the changes
in the environment and doily 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 collaborative 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.
Vince L. Hutchins, M.D.
Director, Division of Maternal
and Child Health

Geraldinej. Funke, R.N., M.S.
Director, Infant_and Early
Childhood Health Prop-aril
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"Ours is a stoiy, or rather a series of stories,
largly untold, of innovative public health
programs for children in daycare.
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urs is a story, or rather a series of stories,
largely 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 reflect a wide
diversity of activities in day care whi,:h could be
replicated by the broader public health community

In increasing numbers, as their mothers take up
employment, young children are spending their days
away from their own homes or relative care. Day care
has emerged as an alternate to home care for chiid rear-
ing today, with almost 30% of preschoolers receiving
out-of-home care by non-relatives in day care homes
or centers. This clustering of presL iool children in
recognized thy 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.

Public health has a long history of involvement
with day care programs for children. Tothy's day care
programs originated in the nineteenth century with
the establishment of day nurseries for the custodial
care (Di' 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 with these lower risk, part-day educational
services, except for intervening during outbreaks of
infectious diseases. There were natural linkage:;,
however, between maternal and child health
developmental services and nursery schools or
preschools which fostered optimal growth and
development.

Publicly i.-un full-day care centers for working
families 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,
enacted 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 full day care 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 in-
volved by assisting the licensing authority with health
and safety standards, consulting on communicable
dise2se and performing sanitation inspections.

World War II gave further impetus to fill day care

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

During the 1950s privately sponsored centers and
homes emerged, as families with two incomes became
able to afford this type of care. Public policy discus-
sions about day care at the 1960 White House Con-
ference on Children and Youth and a national con-
ference on thy 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
legislation to license day care facilities. Federal initia-
tives established the Head Start Program for the disad-
vantaged, retraining programs for women entering the
work forc a child care food program, a child care tax
credit; and employer tax incentives. In addition, fund-
ing of day care services for poor families was in-
creased. Accompanying these initiatives were the
federal interagency day care rtgulations, which vvere
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 obtnin 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 all segments of society, consumer
protection issues surfaced calling for public health
intervention, much as they have occurred in the past
for restaurants, hospitals, schools; and nursing homes.

In the 1980s, at a time of dc --easing federal sup-
port for day care, a national spotlight was turned on
the risks occurring in day care facilities: infectious
diseases, accideLts, child abuse and neglect. 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 management of
infectious disease, and training of child care providers.
Also highlighted was the potential for improving 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 of Health and Human Services showed
a renewed imerest in addressing health and safety
issues in day care.

Although many public health agencies have been
active in safeguarding and upgrading the health of
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children in *day care, there has been very little
systematiZation of those operations and minimal
reporting to the professional field of public health or
to the community generally. Some important ques-
tions need answers: What is public health doing today
to protect and prbmote 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 CarePublic 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
staffs working knowledge of other public health day
care service across the country. The primary goal of
this publication is to present a number of successful
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.

In addition to the end product ofa publication,
the dynamics of the project year are worth recounting
since they were designed to create widening circles of
interest in the health and day care community. A core
multi-disciplinary part-time staff waS reSponsible for
the steering of the project; namely "your introducer,"
a public health pediatrician; Marge Petty, a health
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'insel
and support of Barbara Sabol, Secretary of the Kansas
Department of Health and Environment, and also a
nurse with extensive experience in day careprograms.
Special health consultants provided guidance
throughout the yearDr. Glen Bartlett and Dr. Al
Chang; American Public Health ASSociation; Dr. Susan
Aronson and Dr. George Sterne, American Academy
of Pediatrics; and Mrs. Geraldine NorriS Funke and Dr.
Phyllis Stubbs from the Department of Health and
Human Services. Jointly this staff identified public
health 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 a core theme
and to participate in a two day profile conference.
Since these thirteen agencies might not ftilly repreSent
the full spectrum of activities, it was decided to db a
-quick inquiry" to state Maternal 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 Stwe pro-
grams to focus more 'attention on the day care popula-
tion. The response was gratifying with 60% reporting.

The profilers were asked to submit their article
prior to the profile conference for revieW by the
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special consultants. Each profile was also 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 emphascl:.
The final afternoon, open discussion occurred regard-
ing major themeS and future directions. The con-
ference evaluation reteiVed 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.

The major themes which emerged from the con-
ference discussions were an expanded role for public
health, management issue8 and policy formulation.
The various roles presented by the profile studies can
be grouped under three categories: direct services for
children, parents and providers, cOnimunity organiza-
tion and regulation. It appears that a legal base for
involvement with day care either aS the State licens-
ing authority or through local public health codes sen-
sitizes agencies to expand non-regUlatbrypreventive
services to the day care population. 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 to
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



tb_ the 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 complete 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 telephone_ number for ready
communication by the reader; 2) Summary of the
inquiry to state Maternal and Child Health offices with

selected "mini-profiles," to further portray the Scope
and diversity of public health programins; 3) brief
bibliography for beginning references on health and
safety issues in day care regulatory adminiStration and
the innovation and diffusion theory; and 4) 81 3rt
listing of major organizations concerned 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
publication 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 Schloessen M.D. FA.A.P
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ABSTRACT

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

The educational/developmental quality of
day care programs
In-state advocacy for improved oppor-
tunities for children
Parent education and parent involvement
An early childhood voice within the state
health structure
The program's continuing 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 indirectly assisting the origina-
tion of priva e 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 nevv developments, e.g. Arizona

Submitted by: kd Baum; M.D.: M. Pli.
Stare of 4rizona
(303) 259-2091

State 4-C Committee, Arizona Save-a-Child
League, and the Governor's Council on
Children, Youth and Families
Developing and conducting parent-oriented
training and educational activities using staff
Of the State MCH program, assisted by
related units of the State Health Department
or associated agencies
Maintaining within the State MCH unit, a
single 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 portions of the total program
Keeping the early childhood effort 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; 2nd
recently broadened by program expansion and align-
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ment with high-risk infant concerns, have enabled
both state health department and outside agencies to
achieve substantial improvements: A broad scope of
parent-teaching and parent-advocacy efforts is con-
tinuously in place. Strong, vigorous early childhood
organizations are active and expanding:

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 arid align-
ment_with high-tisk infant concerns, have enabled
both state health department and outside agencieS to
achieve substantial improvements. A brOad Scope of
parent-teaching and parent-advocacy effort8 is con-
tinuously in place. Strong, vigorous early childhood
organizations are active and expanding.

INTRODUCTION
Arizona , with a current populatiOn -of about 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 citizen8
has settled in the two major urban ce-aterg of theState:
Phoenix (and surrounding suburban communitieS)
and Tucson The balance of the state 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 its 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
being 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 increa-se 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 children); and 1200
day care homeS (caring for fewer than five children,
not subject to State licenSure but certified by the
state social service agency for placement of low-
income children).

Currently, and for 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
Child Day Care Licensins, 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 organizationally removed from thelicensing 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 Director of Public
Health. This structure has not represented a significant
barrier to communication over the years. In fact, the
separation of the MCH staffs 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 isSue5 have been considered
of paramount importance by the Arizona Public
Health leadership:

A. In 1966, the day care licensing statute passed by
the Arizona legislature was seen by many political,
health and citizen leaders as applicable only to
children_placed in thy care and paid for by the state
welfare department.

The State Health Department, responsible for
developing regulations for issuance of licenses and
monitoring of care in centers, was operating from a
viewpoint limited to fire safety and sanitation
standards.

B. Early childhood 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 number 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 Stich activitieS were extremely scarce and
official efforts to involve_parents to create change did
not exist. Educational offerings to parents on health
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 development of
any public programs for developmentally handl=
capped children.
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E. Creation of the block grants in 1981, with the
accompanying relinquiShment of virtually ail 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 issues,
and describes the manner in which they have
been addressed.

COMMUNICATION
For 20 year8 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 Staff conSiSted of a Medical Director, a Public
Health NurSing Consultant, a NutritioniSt, a Hearing
Program ConSultant, and a Perinatal Mortality
ReSearcher. AS iS So often the case, the involvement in
early childhood 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 centers be licensed, with responsibil-
ity for developing licensing standards and regulations
given to the Health Department. It was recognized that
the initial development of regulationS 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 with some
background in the health field, but not limited totally
to that area, resulting in the hiring of a person whose
primary 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 Childhood 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 Licensing section), 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-..z 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 prospective day care center

operators. This orientatiOn WAS carried out both in
informal and formal settings. The informal presenta=
tion was done on a one to one basis, through appoint=
ments 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.

Within two to three years the need for a regular
means of communicating with centers, day care
homes, and parents around the state became 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
involved in early childhood. The newsletter has bee-1
continuously published since the early 1970 and at
the present time is sent to over 750 day care centers
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 publication, was first
created in 1973 and was entitled "The Day Care
Manual." This volume represented several years of
work in consultation 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 sorts 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 1980's, a regular presentation was put
together and taken to many of the state's communities;
it was called "Health Screening7-An Investment in
Your Community" The presentation, which took an
entire day, consisted of: general information about
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heqlth, about screening programs, and about immuni-
zations, presented by the Early Childhood Consultant;
a section on nutrition, with nutrition screening,
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
In the late 1960'S, The Early Childhood Consul-

tant assisted in the mobilization 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 wa5 the forerunner of many similar efforts
by the MCH Progran over 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 establishment. 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 assistance and support
from the MCH Unit.

MCH played an important role in the develop-
ment and acceptance of the Child Development
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 governmen-
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
become more and more prominent in the MCH Pro-
gram, the contacts found in the regular meetings of
AEYC are most valuable.

Perhaps the ultimate example of parent and
voluntary agency/advocate involvement in early
childhood issues in Arizona began in 1982. This is.the
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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 Start
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 oarentS of young
children. A multitude of participatory activities and
happenings have comprised Arizona's Week Of the
YOung Child celebration; each year centered around
a specific theme: Dozens of individuals in Arizona have
grouped together to complete the planning and the ej-c=

ecUtion of this celebration. However, the foCUS has
been with the Early Childhood Consultant and the
State MCH program: For example, prOduction,
aSsetbbly and mailing of thousands of packets df infor=
mation on the Week have been carried out in the
OfficeS Of the MCH program:

EaCh year a theme is chosen by the organizers of
the week and prominently featured in posters, pro-
grarriS, activity schedules; etc: More importantly, the
therne becOmes incbrporated 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 continuing advocacy for better
funding and better opportunities for early childhood
prOgrarriS that results from this massive statewide ex-
poSure is evident.

PARENT INVOLVEMENT
As the Early Childhood Consultant activity

became firmly established within the MCH Program,
the Consultant increasingly received requestS directly
from 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 ofparents
to find an appropriate center for their children. In addi=
tion, these parent contacts provided a great oppor=
tunity to discuss the appropriateness of programs,
activities, health care issues, etc. to the developmen-
tal level of the child.

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, corn-
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munity groups and always . . . parents. Some example8
of workshops that were given repeatedly over the
years included:
I. Workshops on child_ abuse. During the _1970'S
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_on very basic communication
skills between parents and their children. They were
designed to give day care operators the too;s by which
they could work directly with individual parents to
alleviate stressful situations likely to cause child abuse
by a parent.
2. During a time when hepatitis epidemics were
occurring in many of Arizona's Day Care Centers,
workshops were developed and presented around the
statf:. Personal hygienq 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 refr.rred to
as "Dabble Days." Hundreds of common, everyday
materials were collected together and brought to a
large meeting place kir 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
materialS, then created projects with paste, paint; cut
outs, etc. The workshops were accompanied by
explanatory material showing how the activities em-
phasized 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 a way which waS more like a carnival than
a training seSSion.

ADVOCACY
Still another issue extremely pertinent 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 Childhood Consultant took the lead,
calling together many of the same individuals who had
been prominent partners in the MCH 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 Consultant became familiar with the
legislative process and then, with the aid of co-
workers, developed an advocacy packet that was made
widely available to any individual who could be iden-

tified as having an interest in the subject.
In addition, the advocacy packet was used fOr

related legislative 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 handicapped area began. The former preschool
handicapped task force, now more officially con-
Stituted a8 the Special education advisory committee
for preschool planning (with a direct tie to the State
Department of Education), met and determined that
a campaign was needed in 1986. This began with a
statewide needs assessment that was carried out
regionally by questionnaire, determining in each part
of the state whether there were remaining unmet
needs for the preschool handicapped youngster. The
data so obuined will then be assembled at the state
level, and the adviSory committee will create a new,
updated advocacy packet.

Fanaw-up ACTIVITIES
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
skrhen personnel holding major positions are replaced,
particularly when the former individual had con-
Siderable tenure in the position, new planning and
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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 on
Perinatal Health.

The Early Childhood Consultant WaS then placed
in that section. She thus came into a daily Working rela-
tionship with individuals whoSe primary work con-
cern was high riskmaternity, and newborn intensive
care. The latter_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 nurSerieS. Another
major element of the follow-up program was a clinic,
especially for high risk infants discharged in the
Phbenix area (with a counterpart conducted through
the University College of Medicine in Tucson).

The new Early Childhood ConSultant was drawn
to these aspects of the MCH Program and spent _many
months of orientation in hospitals', attending clinics,
ObServing the conduct cf Brazleton ekaminations in
the intensive care hospitals and learning intimately the
work of the Public Health Nurses in the home. The
Significance of these activities to the larger field of
Early Childhood Development was apparent. 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 a8Sumed 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 entire 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 prokiMity to the
Staff of employees and part-time cOnSultants Who are
doing clinic follow-up on at-risk infantS. The many
opportunities for cross referencing of ideaS and pro-
gram elements with this arrangement iS Obvious.

CHILD DEVELOPMENLSERVICES
Parents of children in day care had virtually

minimal exposure tb the issue of child development
services versus cuStodial day care. Involvement
of parents in programing and in health matters were
infrequent.

In addition, a very imaginative new concept for
the clinic waiting roorri waS created and is currently
in the proceSS of construction. It is called the
"DEVELOPMENTAL WMTING ROOM," or "THE
FAMILY ROOM." The Space for parents and infants
waiting for clinic appointments is filled with mock
household furnishing% each deSigned to teach a lesson
to both parent and child in the acquisition of normal
living skills. The concept of this Developmental
Waiting Room was that of the Early Childhood Con-
sultant; the specific development was by an organiza-
tion called ArticipateTarticiriatory Art & Design Con-
cepts, located in the Phoenik metropolitan area.

Within a year of being a8Signed to the Perinatal
section, the Early Childhood ConSultant had con-
ceived and developed (in conjUnction with the Nurs-
ing Coordinator of the Home Follow-iup Program) a
series of in-service training program8 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 nurSing 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.

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 carriedout.
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
its child day care concerns from a solid base ofexper-
ience in the earlier aspects of the child'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 program, 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 individual (or a number
of such inclividuals) 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 public
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 rr subsequently
addressing their own unique nee,As 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
Services 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 care service. A recommen-
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-
mately 3.2 million, haS 701,000 women in the work
force. It iS eStimated that 22,104 Connecticut children
live in a Single parent family, moSt of Which are headed
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by women: While statewide per capita income is relaT
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 ideal place to test new ideas for serv-
ing preschoolers

Connecticut has 169 towns with their own local
government 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 are 52,599 children in group day
care homes and day care cF...nters. ApproXithately 8%
of these are under three years -of age.

The term "child day care" is a generk one and in-
cludes part-day and full-day profit and nonprofit pro-
grams for children four weeks through approximate-
ly 12 years of age. A child day care center offers or pro-
vides a program of supplementary care to more than
12 related or unrelated children outside their own
homes on a regular basis for a pa he 24 hours in
one or more days in the Week. ;roup day care
home" offers or provides a prOgran uppleinentary
care to not less than seven or more ii 12 related or
unrelated children on a regular basiS for 1 part of the
24 hours in one or thOr days in the week.



The following chart indicates the growth in day
care Over a 15 year period.

Year
1970

Year
1985

Percentage
Increased

Licensed Day
Care Centers 587 1,110 89%
Licensed
Capacity 15,615 38,592 147%
Children enrolled
in centers
Aggregate
number enrolled 21,253 49,955 121%
Programs
licensed for
children under
three years of age 120 268 123%
Licensed
Capacity 1/86 960
Full Day Care
Centers 149 506 240%

Not only is the number of day care centers
increasing, but a greater number of children are spend-
ing an increasing number of hours outside the home
in day care centers. The number of infant day care
centers IS al-so increasing rapidly.

HISTORICAL PERSPECTIVE
The Department of Health Services is responsible

for the licensing of day care centerS and group day care
homes. This has come about as a result of the Depart-
ment's long term history of SerVing children outside
their homes.

In 1942; the Department of Health adopted
Sanitary Code Regulation 230 kir Child day care
centers to protect the health and Safety_of children
whose families were involved in the War effort. For the
next two decades the Deputy CoMmiSSioner in the
Office of Public Health, in conjunction with local
directors of health, issued voluntary Certificates of ap-
proval to day care centers. The Maternal and Child
Health Section staff provided conSultation to local
directors of health and day care centers, and worked
with day care consultants in the State Departments of
Education and Welfare on day care standards, health
promotion and problem solving.

In fiscal year 1966, there were 500 known day
care centers and 346 (or 69%) were certified. As of
January 1966, there were 31 child development pro-
grams funded by the Office of Economic Opportunity,
11 by the Connecticut Public Act, 523 for DiSadv:-n-
taged Children and eight funded by Public LaW 89-10.
In the summer of 1966 an additional 19 towns
operated Head Start programs funck:d by the Office of
Economic OpPortunity (0E0); Child day care licens-
ing began in 1967. Licensure of child day care centers
Was mandated by the General Statutes and respon-
sibility given to the Department of Health Services.
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The protection of the children's health and safety was
considered basic. The Department of Health had con-_
siderable regulatory experience and the availability of
a wide variety of consultants in health and child
development to support the licensing. Exemptions
from licensing included programs administered by
education agencies and recreational and informal,
irregular arrangements.

ORGANIZATION
The licensing responsibility within the Depart-

ment is delegated to the Maternal and Child Health
Section because of it8 ekperti8e in child health;
pediatric safety and child development. The section
staff includes pediatricians, nurseS, Social workers and
child developmentalists among others. The following
chart indicates placement of the day care licensing staff
within the Department.

LDeputy
Commissioner

Commissioner HAttorney General

Bureau of Health
Planning & Resource

Regulation

Deputy
Commissioner

Bureau Of Health dEgite5ii of Health]
Prom otion & DisenSa __ System

Prevention

Community Health
Divisio

I Maternal & Child
Hclth

[Day Cgre Litensing I

In addition to the expertiSe of the Section, the day
care licensing staff has available the resources of other
sections and divisions. Such a8 Epidemiology, Health
Services for Handicapped Children, Community Nurs-
ing and Home Health Care aS well as services such as
legal counsel to the department. ThuS the day care
licensing staff is well suppOrted in its endeavor.
Because of day care licenSing beins a substantial
regulatory function the DepartMent of Health Services
and the Attorney General's staffS' high level of
regulatory and enforcement eXpertiSe also helps in
serving the Department.

Additionally there is an establiShed Child Day
Care Council consisting of the ComMissioners and
delegates from the following state agencies: Health,
Children and Youth Services, Income Maintenance,
and Education and seven other perSon8 Appointed by
the Governor respectively representing the Connec-
ticut Association for Education of Young children, the
community council; the community action program,
the child development or early childhood education
department of a Connecticut college or university, the
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provider of child care services; one parent of a child
enrolled in tax supported day care; and one parent of
a child enrolled in privately supported clay 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 before being acted upon: The council
serves to coordinate and unify the efforts of agencies
Serving preSchool children.

STAFFING AT STATE LEVEL
Licensing inspections are carried out by six 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 relationship between the state
and local health departments ensures that local agents
are available in all 169 towns to guarantee rapid
response and increased monitoring. Local 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
A8 needed. The State Department of Education also
provideS regular input to the Department of Health
Service8 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 proOdes support
and guidance to the staff. A pediatrician, public health
nurse consultant, and social worker also work closely
with the licensing staff. The nerse 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 include, but are not limited to, nutri7
tion consultation, vision and hearing screening, lead
screening, child development -clinic, child health
clinic, liealth education collaborative, health services
for handicapped children, maternal infant health
protection program and genetic serviceS.

LICENSING
The goal of licensing is to assure thc childten'S

health and safety at the day care centers, prevent acci=
dents and injuries; and promote positive growth and
development. The goal is to provide, a nurturing
home-like atmosphere conducive to the optimum
functioning of each child. Licensing establishes
minimum standards of care which day care_ centers are
encouraged to exceed and never to violate.

There is a 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 function of licensing staff.

The following are the principle activities carried
out through licensing:
1. Assuring Health and Safety_

Assuring entry of the child hub the health
care systemcomplete annual phySical ex-
amination iS reqUired.
Completing immunization as recommended
by AAP

Review of health records Of children and Staff
Evaluating menus for nutritional contents
Promoting hygienic practices by staff arid
children
Promoting screeningprocedure to entourage
early identification of any deviation Stich
as vision and hearing or developmental
disabilities
Prompt investigating of disease out1-ireaks
Giving periodic workshops for day care
center staff on communicable diseases
Implementing annual immunization status
survey for centers
Assisting day care operators in mainstream-
ing of technology dependent children
and/or children with special needs

2 . Sanitation and Environmental Hazard Control
Checking of water supplies _for purity
and safety by state and local health depart-
ment staff
Review_of food handling to prevent food-
borne illnesSeS
Eliminating_ other environmental hazards
such as lead
Promoting a safe environment free of
hazards such as uncovered elettrit_OutletS,
broken play equipment or toxic substance8
within children's reach

3. Promoting Child Development
Review of the practice of developmental
principles by day care staff
Requiring Stated staff-child ratio and prepara-
tion and titialification of staff
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Review of program provided to children for
content and quality
Assuring continuous affectionate relation-
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

4; 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
The steps involved in the licensing process

include the folloWing:

ProSpective 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 i8 obtained from local
building, zoning, fire and health
departments.
Inspection form i8 completed and mailed
by local health departments with their
recommendation for approval, conditional
or otherwise, to the State Department of
Health Services.

A day care licensing specialist from the State
makes the final inspection.
A six-month temporary license is granted.
(All new programs are iSsued a six-month
temporary license. This give8 the State
Department of Health ServiCe8 Staff and
educational consultant an opportunity to
visit programs in operation, prOvide
technical assistance and assure adequate
functioning before a permanent license iS
issued. Visits are made unannounced. The
local health department may make addi:
tional interim visits.)

A second six-month license is issued 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 automatically
sent 90 days in advance and the process
is repeated.

In the event that violaticsns of public health code
are noted; the following steps are taken:

If the violation 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 indication 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 meeting
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
All of the department's resources (M.D.,
nursing, social work, epidemiologist 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 oder day care
operators a variety of services to help them
upgrade their program. This softens the
"regulatory" image and creates a congenial
atmoSphere.

PROBLEMS
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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 licensingstaff and close
supervision by the day care licensing super-
visor, including visits to day care centers
with each of the staff, is carried out to assure
uniform application of the law.

Promotion of the need for day care subsidy
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 educa-
tional efforts by the State level staff. Efforts
to promote the value of ongoing training
requirements for day care staff are under:
way (note: recent revision of Public
Health Code).

Generally poor working conditions at day
care centers, (long hours; low pay, no oppor-
tunity for upward mobility) 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 departments 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.
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 consistent basis allows health
problems to be overlooked.

Lack of a well organized system of com-
munication among health care providers,
day care operators and parents results in
disorganized care for the child.

Impending insurance crisis for day care
centers is creating anxiety among the pro-
v:r1-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 touching" among day care
providers is spreading.

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

RESULTS OF DAY CARE LICENS1NQ_

Close to 49,000 children are enrolled in day
care facilities licensed by the Connecticut
Department of Health Services.
No major crisis, including fire, drowning,
major injuries, deathS or serious epidemics,
has been noted at licensed day care centers
in the last ten years.

Annual immunization survey reveals 95.4%
of children in day care centers were ade-
quately immunized in 1985.
Approximately 150-200 complaints are in-
vestigated annually.
Formal agreements are in effect with DCYS
and DHR to deal with issues of child abuse.
An ongoing working relationship exists bet-
ween state ar -I local health departments.
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. Training of nurse con-
sultants to day care will be provided along with
models of procedures, policies anctrecommendations.
We will assess the effectiveness of these activities by
noting the changes in the health outcome of children,
e.g. immunization status, numbers of illnesses and
accidentS, changes in the attitudes and abilities ofstaff,
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 children 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
e. 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 years.

REFLECTIONS AND_RECOMMENDATIONS
Recently in Connecticut, licensing of day care

centers by the DOHS waS questioned because the
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 ofday 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 proce88. 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.
2 . The State Department Of Health Services has
proper expertise and experience 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 parents 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 parent8
evaluate the quality at day care center
Increasing parents' awareness of their rights
and responsibilities as they relate to the day
care center
Providing mechanisms for parental 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:. .
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tinuity of care for children. Recent child abuse scares
and the insurance crisis is adding to the staffs stress.
Public health agencies need to:

Provide and facilitate staff training a': day
care centers
Help develop mechanisms and management
tools to simplify procedures and improve
efficiency
Provide a 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 a competent person familiar to
the child

Promoting policies of parental leave with
pay and learning on the job to assure consis-
tent, knowledgeable and caring care giving
for infants

Helping to elevate child care to its proper
status by improving qualifications and pay
scales of child care workerS
Promoting on-site child care by employers
Promoting social subsidies for child care as
an indication of the acceptance of societal
responsibility for child rearing
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Shirley Norris, M.A.

ABSTRACT

his paper profiles the achievements of the
Kansas Department of Health and Environ-
ment in the regulatory safeguarding of

children in out-of-home care.
The components necessary for responsible

regulatory administration are discussed. These com-
ponents 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 strengthen the enforcement authority of
the agency.

A description is given of the levels of intervention
utilized by the department, with accompanying opera-
tional examples.

The paper concludes with a summary statement
relative to the department's role in legal intervention,
and recommendations to other state health depart-
ments for future action in the field of regulatory
administration.

DEMOGRAPHICS
Kansas is a rural state which fiad a population of

2,363,679 in 1980 including 180,877 children under
five. An estimated 51% of preschool children have
mothers who are employed outside the home, and
approximately 42,000 of these children live in single-
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parent families. Kansas' estimated per capita 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
delegated 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 working 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 11.

INTRODUCTION
The safeguarding of children in out-of-home care

is one of the MOSI 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, and parents have
fewer child care optionS open to them, child care
facilities have less motivation to maintain high stand-
ards. It is imperative, therefore, that regulatory
agencies have a strong commitment to safeguard=
ing children. -

There are three basic ingredients which are the
-7



sine qua non of effective regulatory administration:
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.

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-
horne care and establish the requirementS that muSt
be met and maintained by providers if they are to be
officially approved to care for children.

Statutes and regulations are oflimited 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 historically in the field of
enforcerhent.

This paper reports on the effectiveness of the
Kansas Department of Health and Environment in
implementing a strong child care regulatory program,
with partiailar emphasis on legal intervention.

BACKGROUND (PROBLEM
IDENTIFICATION)

The roots of public regulation of out-of-home
child care run long and deepin KanSaS. From 1904 to
1923, the Kansas Board of Hedth WAS administered by
a far-sighted physician, Dr. Samuel Crumbine. 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 need8 Of children.
In 1918; disturbed by the reports ofabuSe 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 blue
ribbon committee was recruited whiCh included
members of the Boards of Health and Administration
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 childrenS
inStitution in Knsas, 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 t ) meet those goals?
Froin the outset; Dr. Crumbine 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
riSk as in today's standards.

TABLE I
RISKS IN DAY CARE FACILITIES*

Physical Plant
Fire
Play Equipment
Safety
Transportation
Sanitation
Building
Environment

Health
Health Practices
Staff Assessments
Child Assessments
Immunizations
Nutrition
Injuries
Emergency Procedures
Knsas Department of Health and Environment, 1984.

Program
Staff/Child Ratio
Activities/Equipment
Over Enrollment
Qualifications

Care
Discipline
Neglect
Physical Abuse
Sexual Abuse

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 Table I.

Sanitation-2.'The building is old, without run-
ning water, toilet or bathroom facilities and entirely
unsuited for the purpose. There were more than
20 children, with sleeping quarters for only half that
number. The children were sleeping four or five in
one bed."

Fire SafetyI`The children, about a dozen of
them; including three of the superintendent'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 a laundry"

flealth`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 the-se
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 housea large south room
Which would be ideal for a children's playroom=
has been reserved for the exclusive uSe of the
board meetings."

DisciplineI`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 presentation at the 1984 annual fmeeting o
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 c n cold stone floors or shut in dark
closets for misconduct."

The summary of the report includes Dr. Crum-
binc's challenge to the Kansas legislature:

"The State of Kansas should make it impos-
sible for any individual or group of indi-
viduals to receive children or pregnant
women without a proper license, regular
inspection, and the same amenability to the
law as incorporated hospitals, hotels, eating
houses and other public accommodations."
Under the leadership of the Health Department,

the Knsas legislature enacted the child care licensing
act in 1919 and gave the department the administrative
responsibility for implementation.

TOOLS OF ENFORCEMENT(STRENGTHS)
Statutory basis: Early and Late

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 or 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, clay nurseries,
children's institutions, detention homes, and mater-
nity homes/centers. Licensure was required for child
placing agencies arid 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 promulgate
regulations to further promote the health, safety, and
welfare of the children; 4) The department or its
designated agent (primarily 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 for 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 at the 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
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new categories: 1) "any. . . . institution of a type deter-
mined by the Secretary to_require regulation under
provisions of this act", a definition which quelled any
arguments that the statute did not mandate the regula7
tion of family day care homes 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 a result of the increased number of child abuse
and sexual abuse reports in 1983/84, the department
requested the legislature to address the problem. In
response, licensing stute 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 con-
viction involving substance abuse; 3) has been ad-
judicated a juvenile offender for an act which if com-
mitted by an adult would be a crime 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 adjudications of
record, criminal history records information in the
possession of the Kansas Bureau of Investigation, and
protective service investigations in the possession of
the Department of Social and Rehabilitation Services
concerning persons residing, working or volunteer-
ing in child care facilities. During the same legislative
session the department was granted authority to sus-
pend a license 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 arc to be
respected by the community and achieve the goal of
risk reduction: To this end; the Knsas licensing
agency has involved providers; consumers; commun-
ity persons and regulators in the drafting of child
care regulations:

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; staff/child ratios;
teacher qualifications; and program. At a two day
statewide meeting; 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 particular value in the for-



mulation and acceptance of regulations designed to
preVent child abuse; including prohibiting corporal
punishment; setting staff/child ratios and group_ si2e,
establishing training requirements for staff, and alloW--
ing parental access to child care facilities during the
hours of operation:

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

For enforcement action to be successful, the
follbWing administrative components are essential:
I. A Strong commitment of the regulatory agency
to legal intervention
2. Centrali2.ation Of administrative operations
3. ACCessible; knoviledgeable legal staff
4. Line tkibtkets WhO understand regulatory prac-
tice, and whb know how to document violations and
make complaint investigations
5. Adequate funding

Kansas has an ekcellent 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 inspec-
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 technical
assistance/consultation to providers, thus making the
goal of risk reduction more achievable. An additional
advantage is their immediate acceSs to facilities; allow-
ing a higher level of overseeing than is possible by state
or regional staff.

IMPLEMENTATION AND ACHIEVEMENT
Child Day Care Categories

Currently, Knsas has five major categories of
regulated day care: child care centers, preschools,
licensed day care homes, group day care homes and
registered family day care homes as found in K.A.R.
Chapter 28.

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 II

Type of Facility
Child Care Centers

Preschools

Licensed Day Care Homes

Group Day Care HOMes

Registered Day Care Homes

Total

Nuniber of
Facilities of Childien

514

Estimated Number

20,000
(avg. 40 per center)

399 12,000
(avg. 30 full-time

equivalent children)
2,081 20,000

(max. 10 children)
147 1,800

(max. 12 children)

3,464 21,000
(avg. 6 children)

6,605 74,800

Legal Intervention
The majority of child care facilities meet the

reguirements and are issued a license or registratit-,n
certificate effective for a year However, from Septern:
ber 1983 to September, 1985 additional interventiOn
was necessary in 310 facilities; or 5% of the total, eithet
to reduce risks and bring the facility into compliantei
Or order it to close. Ninety-two of these enforcement
actionS, or 29.7% were due to child abuse or neglect,
Sexual abuse or criminal records (see Table III).

Table III
Enforcement ActionsSeptember, 1983

Total
Enforce-

September, 1986
Child _

Removed
Type of ment Child Sexual Qin:anal By Court
Facilit: Action Ablise Abuse Record Order
Child Care
Centers/
PreSchools 86 5 0 4 2
Lic. Day Care
Homes/Group
Day Care
Homes 140 18 12 8 10
Registered
HomeS 83 20 3 5 5
Total 309 43 15 17 17
Chi!cl Care 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
Departmeres licensing and legal staffs, and some of
which are mandated by the Kansas Administrative
Procedures Act which became effective July I, 1985.

The levels of intervention and operational
examples, chosen from cases involving ablie or
neglect, are as follows:



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
thermor 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
child care.
Notice of Intent to Deny or Revoke

The Second level, required by the fOnsas Admin-
istrative Procedure Act, is the Notice of Intent to Deny
or Revoke. This legal intervention 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 abuse or
neglect or parental rights have been severed.
Administrative Hearing

The child care provider is given the right 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 Dcpartment's final action is presented in the
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. Administrative 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 home license was
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
to the district court. It was remanded back for rehear-
ing; based on 3 change 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-
tive procedure which can be carried 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
negative sanction.

Operational examples: Registrant left two tod-
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 police in gaining en-
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 surrender her certificate.

Original District Court Action
Legal intervention may begin at the District Court

level under the following circumstances:
. If child abuse or child 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. If care 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
care ceater licensed by the department for nine years
did not renew its license. At the request of the depart-
rnent, 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 should 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 Intervention for Each Category of Day Care

Child Care
Centers/

Notice
of Non-

compliance Denial Revoc. Hearing
Su4yen-
sion

Preschools 68 11 7
Licensed
Day Care
Homes/
Group Day
Care Homes 60 39 36 13 2
Registered
Day Cre
Homes 11 24 48 15 2
Totals 139 74 91 33 5

Three additional suspensions were prep d but not issued due to
surrender of license.

Local health department staffare involved in all
levels of intervention. Theyare expected to confirm
or refute the claim that corrections have been made
following the issumce of a Notice ofNoncompliance;
they appear as witnesses at administrative and court
hearingS; and they document unregulated care and file
complaints with the county attorney.

EVALUATION
An analySis 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; That legal 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.
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 majothy of denial and revocation
cases going to an administrative hearing, the depart-
ment's position has been positively sUpported by the
hearing officer, indicating a high leVel ofresponsible
enfOrcement action.
4 . That legal intervention is ofa significant magni-
tude to reduce risks to children in day care.

RECOMMENDATIONS__
The authors 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.
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ABSTRACT

he Maryland State Department of Health and
Mental Hygiene litenSes 941 group day care
centerS uSing a model which includes cen-.

tralized direction froth the_Department and imple-
mentation through each of 24 local health depart-
ments. Equitable and effective regulation of these
centers depends on achieving consistency among
those local departmentS and reliability 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 farmland 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-
lachian Mountains.

The analogy i$ also applicable to the varied
WayS of life represented in the statels quiet farming and
fishing villages, bustling OCeanside and mountain

resorts, row houses cluStered in Baltinibre'S ethnic
neighborhoods and the megalopolis which stretches
35 miles from that city to NICrashington, 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 counties and Baltimore City. Each is adtnin-
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 local health department must
be approved and appointed by both the local govern-
ment and the Secretary of the Maryland 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:1

Economically, in 1979 10% of the state's popula-
tion had income below the poverty level compored
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 black; female householder with
no husband present to $22 ;606 for a white, two

'Material in _this paragraph contributed by Eric M. Rng
M.D., M.PH., Directon Preventive Medicine
Adminiktration, 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 mountainous 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 are five years
old or younger.

In 1980, 47% of mothers with children underage
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 cared 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 development 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 vaiy, the underlying theme
persists. Each state grapples with how to design
regulatory activities so that it5 child care programs are
regulated equitably and effect:vely.
Each of Three Types of Day Care Licensed by a
Separate Agency

In Maryland, the Lerislature analyzed the three
basic settings for out-of-home, part-time care for
childrenfamily day care homes, group day care
centers; and pre-schools--to determine how each

2Medfan income information in this paragraph from
Children, FaMilies and Child Care in Maryland;
published by the Maryland Commutee for Children.

3Statisti-cs in this paragraph from fbildren, FamiEes
and Child Care in Maryland, published by the
Maryland Committee for Children.
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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 residence)
are registered by the Maryland State Department Of
Human Resources (DHR). Group day care center8 (care
for two to six children outside ofa residence or SeVen
or more children irrespective of site) are litenSed
by DHMH.

Non:public nursery schools, kindergartenS, and
elementary schools (characterized by their inStruc-
tional emphasis) are approved by the Maryland State
Department of Education (MSDE). If an approVed
School offers before and/or after school childcare and
that care meets criteria established by MSDE, it, too,
iS Stibject to approval by that agency.

There are several situations where two of the
three agencies may be involved. First, if a schbbl
chcioseS to offer child care other than that which
MSDE approves, that care is subject to DHMH licen-
Sure. Another example is that a school operated by a
bona fide religious organization may apply to MSDE
for eXemptibn of its school day, but any part or full day
child care which the religious organization may offer
iS Stibject to licensure by DHMH. In another model,
a day care center, licensed by DHMH; may seek
apprOal frorri MSDE for its instructional component.

Finally, bbth DHR and MSDE look to local health
departmentS to carry out traditional public health
funetiOnS in the facilities which they regulate.

Staff frbm the three agencies work together to
develOp tOrripatibility among the licensing programs
and coherente in the overall licensing structure. This
cOordinating proteSS was formalized and strength-
ened i July, 1986 through creation of a state-level
interagency cOuncil to address licensing issues.

The DHMH Group Day Care Center Licensing
Mcidel

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 risxs to children
receiving care in a group setting and to offset those
riAs by reasonable protective measures. It is no coin:
eidence that many of those risks are health related and
that prbtettiVe Measures are often preventive in nature.
Related technical assistance is available in PMA through
such programS as communicable discase control,
hutritibh educatibn, lead screening; and a vast array
of infant and child health initiatives;

HOWever, the law's equally strong requirement of
strategieS td ensure sound growth and development
dictated incluSion of that component also. To accom:
modate that emphasis, the Chief of the Division is
drawn frOm the community of child development
profesSionalS. The DiVision also includes a second
Child DevelOprrient Specialist (CDS), a Nutritionist; a
con-in-tut-14 Health NUrse, a Licensing Specialist; and



an Administrative Officer.
To provide consultation in areas in which

PMA does not have expertise; a State Day Care Unit
was created.

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 tog& r to develop policies and procedures
on child abuse in centers.

This structure provides a fertile; supportive
environment from which to administer a comprehen-
sive group day care center licensing program.

The actual day to day center licensing activities
are carried out by the local health departments in each
of Maryland's 23 counties and the Baltimore City
Department of Health. This state/local partnership
recognizes the values of a uniform la .7, 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 Dzical 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 professional 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 need for negative enforce-
ment activities. The Coordinator is responsible for
maintaining communication 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 structure which encourages
routine communication about common or inter-
related concerns, ensures a group with varying
perspectives but a common focus for problem
solving, and provides a support system for licensors
and licensees.

The team concept acknowledges the importance
of each aspect of the regulations and offers a unique
mechanism to coordinate 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-

',Although Baltimore City and several home rute counties
ham their own day nursery laws, all are compatible u ith
the state law. Baltimore City is the only jurisdiction to
promulgate its own comprehensive regulations. Those
regulations and the City's administrative policies a e
essentially parallel to those in place throughout the rest
Of Maryland.

ing program designed to ensure their sound physical,
emotional, social and intellectual development.

A VITAL OPERATIONAL
PROBLEM: UNIFORMITY

In this licensing model of centralized administra-
tion 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 Division. 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 one of adaptation to a State and local system
in which local autonomy demands respect and one in
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 summarizing 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 administering
all day care standards in a uniform manner.
Thus; standards should be applied uniformly
across the state; consistently between
different licensing staff; and consistently by
the same person over time. The term
"standards" itself implies a set of criteria ap-
plied uniformly. If standr,rds 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
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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 tne term, "reliability" to label

this conceptin his paper, "A Policy Planning Paper on
Assuming a Regulatory Stance in Child Care Licens-
ing," presented at the Virginia Commonwealth 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) regardless of
who makes the inveStigation and for pretty much the
same reasons."

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.

Maryland's commitment to achieving reliability
can be identified in promulgation of comprehensive
statewide regulationS in 1971, construction of licens-
ins forms to standardize dJcumentation of inspection
findings, commitment to staff development activities,
and publication of the Manual for Regulations and
Licensing Procedures for Group Day Care Centers
in Mauland.

The value of the process of developing the
Manual cannot be overstated. The rounds of discus-
sion, drafts, comment 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 licensee with
the statement of intent for each regulation, 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 IIEVELOPS

Joint State/Focal inspections to assess reliability of
regulations applicant:in Were first considered in 1977.
That year, the Division initiated a biennial Procedure
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 Chief and 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.

In that report, a comparison of the 1977 Pro-
tedure 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 that 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.

In the summer of 1980, it became apparent that
the grciwing 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 regulations or carrying out procedures
idiosyncratically.

It was in thiS climate that Maryland added a mired
inspection to the 1981 Procedure.

THETAIRED INSPECTION
Preliminary Activities

Once committed, it was necessary 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 document
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.

As the deSign rod< form, information was shared
with Licensing Cobrdinators and Child Development
SpecialistS in loCal health departments: Their feedback
was helpful ih 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 local/state telationShip, the paired component was
dependent on cooperation from each local depart-
ment. By early fall of 1980, each jurisdiction had in-
dicated its willingneSS tb 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 outlihed the Division's goal of ensur-



ing that regulatiom and licensing procedures be
applied uniformly and accurately statewide; explained
how reliability had been achieved by the surveyors;
named the center randomly selected for the inspec-
tion; asked the inspector who would routinely con-
duct that 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:
eluded by offering to answer individual questions.
The Process

In each county and in Baltimore City, a surveyor
aecompaMed the inspector doing the child develop-
ment component of the regular relicensing inspection.
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 when the inspector demonstrated
any of the 15 desireable licensing_procedures recom:
mended in the "Guide for Use of Day Cate Center
Inspection Forms," developed as part of the Manual.

After leaving the center, the surveyor shared
perceptions about whether the inspector had
demonstrated the desired procedures or, in the case
of the first and second activities, had indicated the
desired action in casual but directed conversation on
the way to the inspection site. One point was credited
for each of the 15 procedures demonstrated.

Then the surveyor and the inspector compared
findings on the inspection itself and dikussed dif-
ferences to ascertain whether the inspector had
evaluated compliance with each regulation as stated
in the Code of Maryland Regulations 10.05.01, Group

Day Care Centers, and the corresponding guides for
inspection in the Manual: One negative point was
recorded for each violation cited by the inspector
Vthith in fact did not exist and for each violation
Which did exist and was not cited:
Reliability of Findings

The paired inspection is a tool which provides
Clue8 aS to how reliably regulations and licensing pro-
tedureS re being applied and identifies areas where
training iS indicated to increase that likelihood. It is in-
appropriate, however, to draw sweeping generaliza-
tionS froth the findings of this exercise for the follow-
ing reasons:
I. ThiS exerciSe included only one inspection in
each jurikliction. To ensure statistical reliability of at
least 90%, paired inSpections should have been con-
ducted in approximately 10% of the centers in each
jurisdiction. Differences in findings tend to develop
in marginal Situations so, to be truly representative; the
number of inSpectionS should have been greater.
2. In four of the 24 jurisdictions (those included in
the Baltimore:Washington corridor), more than one
person did child development inspections. For pur-
poses of this exercise it was assumed, but not verified,
that inspectors within jurisdictions were standardized.
3. In two counties, the surveyor identified problems
which put the children in the center at serious risk.
When these problems went unacknJwleaged 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 how the inspector would have evaluated the
center in a pure exercise.
4. Even though the reliability of the two surveyors
had been established, the fact that the DiviSion Chief
participated in three 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
more than one county each, therefore, the 24 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
generalized to the other county or counties aSSighed
or, doing one inspection in each county to establish
an independent score for the county were weighed.
The latter option was chosen but feedback waS
,delayed for those inspections until the inspector had
completed the assigned counties series. It cannot be
known how that decision influenced the findings.

RESULTS OF THE PAIRED INSPECTION
EXERCISE

Inspection Procedures
The 15 inspection procedures were chosen

because each is a component of positive licensing
technique. Each contributes to the orderly flow of the

Di process or demonstrates that the process is open for
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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% of the procedures; The average score by jurisdic-
tion was 13.875 or 93%.

Of the 27 instances when a desirable inspection
procedure was not demonstrated; 21 or 78% were in
three categories:

1 . #11Asking the ptzson interviewed if he wanted
to have the inspection findings reviewedaccounted
for Silt or 22 % of the "No's" recorded.
2. #12Explaining the function of the signature of
the person intervieWed to that personaccounted for
eight or 30% of the "No's" recorded.
3; #13Telling the person interviewed how he
might indicate disagreement with the findings
accounted for seven or 26% of the "No's" recorded.

When scores were computed for each of the 14
inspectors, the average score was 13.2 or 88%.
Child Development 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 compliance or
non-compliance_with_ many regulations is obvious.
Little likelihood of disagreement exists over whether
a license is posted or whether the number of children
present exceeds the licensed capacity of the center.
The fact that compliance or non-compliance with
many regulations is generally 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 pertaining 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:

The other 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 cited a violation for a center having a generous

quantity and variety 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 crunponents being present.

The 36 inaccurate determinations were limited to
23 or 34% of the 67 item5. Of the 23, 10 were assess-
ed incorrectly two or more times.
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, the
average score was 11.27 kir 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 paired 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 and after
the first inspection.

EVALUATION
This is a simple, beginning 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 experience.
1. Through developing and carrying out the exer-
cise, statewide attention was focused on the issues of
equal treatment and uniform practice. Licensors
plainly showed a growing commitment to building
reliability through consistent and accurate application
of procedures and regulations.
2. The findings on the licensing 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 findings
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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b) Group Size and Staffing (How should ratios be
applied during naptime?)

c) Dramatic Play Equipment (Specifically what
could inspectors require?)

After the entire series of paired inspections
was completed, the child development inSpectorS
resolved these issues themselves pending clarification
in the regulationS.
4. The paired inspection exercise provided direc:

tion for subsequent standardization activitieS.
The next steps were clear:
a) Continue to offer group and individual train-

ing for inspectorS
b) Encourage all juriSdictionS to participate in

training activities
c) Expand the format of the paired inspection as

a training tool
d) Improve the regulations and Manual to be more

precise
e) Redesign the exercise to ensure greater

reliability
0 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

As the person with primary responsibility for this
exercise and as the principle surveyor, I had oppor-
tunity 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 broadcr focus. The
hypothesis that expectations influence findings began
to develop when my notes revealed that an inspector
who had characterized a center as being a "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 evaluative tool in both the Lounsbury study and
the Maryland exercise. With a different emphasis, the
process could be diagnostic. By adding feedback from
surveyor to inspector, the paired inspection becomes
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a trai. ining tool. Since the ssue of consistent findings
iS, or should be, of concern in any program relying
on inspections to confirm compliance, the paired in-
Spection should be conSidered as a tool to build licen-
sor reliability.

Ws-
InIpeCtIon Score

Saud

I InspeCtion
RrOcedures

Did you

1
wad Ice the licensing

cOordinalois cue
before conducting

this nsPection,

2 review Me
tile beers making

this inspections

3 inform Me
person interviewed

of who yOu are,

4 'nen n the person
interviewed of why you are the.,

5 nnvile the
sem, parson

at Me C613101
to accompany

yOu during Me
inspection,

8 lordly. with
Me center

representative, determine
attendance try

actual Mad count,

7 give-the ;Semen
interne...ad the

opportundy to
sham that the

violation tvgat
nal exist

before citing Me violation,

0 'Mach to or reinforce
at least On.

9 disc" each violation
cited and explore

alternatives lot
coming into cOmpliance,

10 tired disCussion
mres (Ds) to

regulatiOns where
compliance cannot

be observed,

11
ask d tho person

interviewed wiShed
to have the I indings reviewed,

12
explain the function

of the signature
of 111e person

interviewed,

13 loll the persOn
interviewed how he

might mamma
disagreement voth

nilf findings,

14 sign the reports

IS leave the carbon copy
of the report WO

Me person interviewed,

Total

11
Violations Cited

Which Do Not ExiSt and
Violations Not

Cited Whet, Do Exist

Number
Regulation

Score

4 0

Net Score

Yes N°



he Massachusetts
Preschool Health Pro-

an huithtive
in collabomtion

,..
\,:--,----

1 .

\6A.,. L_:__..

L-1
51 41



Submitted by:
Massachusetts Department of Public Health
Boston, Massachusetts 02111
(617) 727=0944

Bernard Guyet; M.D., M. PH.
Abby Shapiro Kendrick; MEd.

ABSTRACT

he MaSSachusettS initiative for health in day
care illtistrateS the efforts of an MCH/CC
Agency Which does not have regulatory

authority for Oar care. Over a period of only a few
yearS, the MCH/CC Agency has established a viable
PreSchobl Health Program in cooperation and col-
laboration with other staff within the Department,
other state agencies, and community organizations.
The Program thts provided needS assessment training
opportunities, technical assistance, a federally funded
family day care project, and assistance in day care
health standar-0 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 legislative mandates.

From the bcginning, intra-agency and inter-
agency cc ordination and collaboration were priority
goals. Two working groups were convenedone for
projects within the 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 about the health-related
preschool activities which were takini, 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

Katherine P MeSSeliger, M.G.!?

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) establishing 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 setting.

Due 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
Program funaions as a catalyst to others to see that the
task of improving health in day care is addressed. This
has become a pionuctive role to foster interagency
investment in day care health promotidn. 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 establishinga 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 lotal publicationS,
participation on relevant taSk forceS, and development
of a federal family day care prbject in reSponSe to
expressed needs.

With neither direct regulatory authority nbr
specific budgetary allocation, what are the role8 which
a MCH agency can play? The follOWing paper
describes how one state MCH agency haS developed
an innovative and active set Of prOgram8 in this Situa:
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tion and how these activities have been integrated into
MCH/CC programs.

_INTRODUCTION
The development of day care services and

problems for young children in MassachuSettS reflectS
the major demographic and social shifts in our nation
over the last two decades: increasing numbers of
women in the workforce, rising rates of divorce
and female-headed households, and the feminiZation
of poverty.

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.

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.

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 children 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 licenSed by the Office for Children,
a state agency formed in 1972 to serve 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 Children: 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 Social
Services (DSS), the state agency responsible for child
protection and support _services to families and
children. Approximately 16,900 slots are purchased
by DSS 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.

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 large numbers of

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 diseasesespecially among
young children in diapersto 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 Service8 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;
first:aid training; and other services. Even with six
full-time equivalent staff, the requests for informa=
tion. training, and assessments continue to outstrip
their capacity.

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.
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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 horne viSits to assess hazards and
collected data on more than 60 potc ntially
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
home. With a Special federal grant, SCIPP is
currently developing a new training module,
"Safe Day Care."

Massachusetts Passenger Safety Program
(MPSP)With funding from the 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.



Massachusetts Childhood Lead Poisoning
Prevent_on Program (CLPPP)Since 1972,
CLPPP has administered a comprehensive
state lead law and regulations, including
direct services and local projects. Although

v care centers must be inspected by regula-
tion 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 expansion of local lead poisoning
prevention programs previously 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/CC (including early intervention, WIC, and
primary cire) 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 needsearly 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 community, 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 workinggroups were convenedone for
projects within the Division and another with the key
state asencies 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 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 comprehensive needs

assessment was sent to all licensed 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 desirect 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 first aid. Technical
assistance was requested by 76.5% on promoting
positive child health routines, 73. ) % on promoting
child safety, and 72.7% on using community nealth
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 programs. As a result of the needs assess-
ment 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) establishing a plan for presenting
statewide training conferences 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-assessi ng its

role with day care, the state was undertaking a s anilar
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, Governor Michael Dukakis con-
vened the Governor's Day Care PartnerShip Project to
recommend comprehensive strategies to manage and
improve day care in Massachusetts. Task force
members from state agencies, higher education institu-
tions, private industry and representative provider and
advocacy associations charted a new course. A
representative from the Department of Public Health
was not invited to become a member, and although
training and support was one of the cornerstones of
the recommendations, the word "health" never ap-
peared in the report except for one reference to early
intervention.

Despite a lack of involvement with the Gover-
nor's Partnership report, as the Department of Public
Health was becoming more prominent in its role with
clIty care, the director of the new Preschool Health Pro-
gram was invited to become a member of several other
major state task forces related to day care. As chairper-
son of a health subcommittee of the "Citin Involve-
ment in Day Care Quality" Committee, she facilitated
unanimously accepted changes in the health standards
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for state-contracted day care programs. As a member
of four other interagency taSk groupS, the director is
able to communicate health-related concernS and
resources to the group and to report back to Depart-
ment staff the priorities and needs of the day care com-
munity. Currently, these major task forces are actively
addressing issues of family 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 community 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 -,-;rid 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 and a commit-
ment to serve the day care community yet no ad-
ministrative or financial clout. Other agencies may
have either authority, purchasing power, or training
funds but no health eXpertise. Our mutual needs have
served to bolster productiVe and cooperative work-
ing relationships.
Building Upon MCH Agency Functions

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

information and research
standard setting
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 effectiveness

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 Care 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 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 inpul ':nto the
development of day 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 participate in and com-
ment on the development of these "core" regulations
and codes.

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 divisions within the Depart-
ment of Public HealthCommunicable Disease Con-
trol, Dental, Sanitation, etc.as well as other state
agencies and reviewers from the day care and medical
communities.

Participation on a number of day care task forces
has clearly influenced the standard setting of those
groups. For example, due to participation on the
Citizen Involvement in Day Care Quality Committee,
state contracted programs are mandatki 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 forum8 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 month8 of the Preschool Health Pro=
gram'S inception, it co:Sponsored with Wheelock Col=
lege a full day preschool health conference for Head
Start and day care providerS. The PreSchool Health
Program provided planning, coordination, and almoSt
all of the faculty for the workShops, but none of the
other conference expenseS. The conference wag such
a success that this same model wag 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 herilth, and health screenings.

The collaborative model appeared to be the ideal
method of enabling the Division to provide outreach
to the community withot... a training budget of its
own. A strong affiliation was formed with the Associa-
tion for the Education of Young Children affiliates
throughout Massachusetts by jointly developing a
preschool transportation safety project. Once again,
the Division provided its training expertise and coor-
dination capacity to a group of AEYC members who
were trained 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 nainers were

provided by the DiviSion.
The Preschool Enrichment Team is also a fine

model of technical assistance activities for day care.
This multidisciplinary preschool preventive health
team works intensively with forty programS. Their
productivity iS apparent from the fact that during 1985
they completed 643 school viSitS, Screened almost
1200 children for hearing loss, held 85 training and in=
Service programS Serving 2108 attendeeS, in addition
to providing many other services. They have become
even further integrated into the day care community
by receiving Office for Children funding to become
a Child Care Resource and Referral Agency for WeStern
Massachusetts.

The Health in Day Care guide is an illustration of
written technical assistance materialS developed
specifically for day care. Specific guidelines are
presented, as are clear procedural recommendations,
sample 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
Statewide Comprehensive Injury Prevention Program
of the Division, this module (which includes both a
training manual and curricular materials) specifically
focuses on the needs of the classroom 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-
ly 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/nutrition newslet-
ter with the Preschool Health Pt _gram. Staff members
of early intervention programs often provide technical
assistance to day care programs around c1 ildren who
attend both early intervention and day care programs,



or children being tranSiticined 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.

Another tier of activity of the Preschool Health
Program is networking and promoting the awareness
of health in day care on the national level. Conference
presentations have been made to the National Associa-
tion for the Education of YoungChildren (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 effbrt, the Preschool
Health Program has established a neW working rela-
tionship with the Georgetown University Child
Development Center to develOp a complementary
teacher's guide and trainer's guide to accompany
Health inflay Care: A GaideforDay Care Providers
for national distribution.

4) ProviSion of services: To provide direct
serviceS to meet established needs.

In this case, the MCHTCC 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-
sion does provide a variety of Services, which amplify
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.
Benefits of Collaboration

Due 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
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 retent 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} Ath as a prominent day care issue. ThiS
recognition has occurred as an outgrowth of activitieS
such as affiliation8 With other agencies and profes-
sional 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.

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
training, the need and deSire for health information

is a powerful driving force. 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
recogniteS 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 CareProvider.s
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 forstate funds have nor
yet been successful, the Preschool Health Program
operates on a yearly budget of approximately $35,00u,
with only one state position assigned to the program.

Other problems relate to the day care community
itselfissues 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 siphonedoff to addresS theSe
Continual crises, The Health in Day Care reference
manual and staff training and support are attemptS to
decreaSe this crisis orientation and to make the day:
to=day management of health servicesin day care more
underStandable and attainable. However, building a
solid basis for health in day care can only proceed as
rapidly aS the underlying foundations for day care
itself are strengthened and expanded.

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 regibnal level, the
Preschool Health Program has been able 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 issue
and the success of a collaborative model. The 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
at thiS year's full day conference siX health
workSh-cipS by MCH personnel, including injury



prevention, communicable diseases, lead poison-
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 haf 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 thy 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).
The Preschool Health Program repreFents the
Department of Public Health on a task force which
will recommend to the Jffice for Children a com-
prehensive state approach to family day care, includ-
ing regulations and policy changes.

a 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
Health in Day Care guide.

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 on a semi-annual basis.

RECOMMENDATIONS
Our major recommendation to other MCH agen-

cies is that health in day care ir :datives should be
undertaken, even when funding Is insufficient. It has
been demonstrated that despite low staffing, a
reasonable impact on day care services can be
achieved. Consideration of he following recommen-
dations based on experiences in Massachusetts may
be helpful.
/ . 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 corn-
ponent into day care.
2. Any preschool health initiative should include a
needs assessment process to determine existing needs
and resources and future direclons of the project.
3. MCH agencies should do initial active outreach
to other state agencies and the day care communit3.
While MCH expertise was welcomed, it was not
solicited at the beginning without encouragement.
Outreach should include professional group affilia:
tions, day care publications, and advocacy groups.
4. The director of a day care initiative should 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 possibleHead Start, state-supported and
private day care, 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.



61 49



Jane B. Emling 9.A.

ABSTRACT

egulations and standards are necessary in
an effective child care licensing program.
Their development is usu., lly intricate

and time-consuming; but the process itself enhances
implementation.

Mississippi's nutrition project involved both
regulation development and implementation. The
evaluation of nutrition practices in child care facilities
included development of an evaluation form,
guidelines and training. Major deficiencies, which
ranged from inadequate meals to unposted menus,
were identified in 72 % of facoeties surveyed:

Cooperation between smt: 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

creationa dark; wide, spacious land that you can
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 personsper 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 years of age.
Mississippi has the lowest per capita income in the
United States and 77,110 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, 65% are centers sewing over 15 children
and the remaining 10% are family homes serving be-
tween six and 15 childrenall under the age of six
years. Facilities serving less than 6 children or those
classified as part of school systems are not regulated
in Mississippi.

The Child Care and Special Licensure Division is
part of the Bureau of Preventive Health within the
Mississippi Smte 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 Department of Health and has the
regulatory authority for Child Care Licensure.

The Mississippi Child Care Licensing Law was
enacted in 1972 "to promote the health and safety of
the children of this state" and "to assure that certain
minimum standards of cleanliness and safety are main-
tained in such facilities." The law also states "that
inspec:. ris and approvals shall be based upon the
standards prevailing in the political subdi vision in-
5



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

The development of regulations and standards,
or revisions thereof, is a slow process. Even minimal
standards require careful study and review so as not
to conflict with or in any way attempt to circumvent
the intent of the legislation. In Mississippi, this
development and review proceS8 take8 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 su'-±mitted 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 presented at the next
level of review. A public meeting constituteS the fourth
review level in the process and is certainly one of the
most important because of the possible political im-
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 implementation.

Even though this 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-
tation: The following description of a specific project
demonstrates that implementation of regulations and
standards is often as difficult and as slow a process as
development and approval.

_NLITRITION_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
preStribed by the law. However, it was not until 1976
that Minimum standards for nutritional care were in-
ClUded in tilt.- child care regulations: Written by Voncla
Webb, R.D., then State Nutrition Director, the
iiiinitrium standards specified the minimum serving
SiZeS required for meals and snacks to provide one-
third to One-half the Recommended Dietary
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 preparation,
appropriate mealtime atmosphere; supervision and
requirement8 for writing and posting of menus:

Even though nutrition standards were included

'National School Lunch Act. Public Law 79-396, 79th
Congress, June 4, 1946, 60 Stat 231;
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in the child care regulations in 1976 and such infor=
mation was distributed to day care providers, lack of
nutrition staffing in the Division of Child Care Licen=
sure restricted evaluation 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.

During thiS Same time period, another major
focus was on the evaluation of nutrition practices in
the day care facilities themselves. Existing public
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 percentagehence a
goal of evaluating 10% of existing centers and 50% of
provisionally 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, Child Care, and Sanitation waS the
willingness of most nutritionists to accept thiS non=
clinic based role in nutrition intervention. Despite
limited time to devote to child care evaluations and
limited travel funds, nutritionists coordinated visits to
facilities with the local sanitariam .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 topic areas: nutrition, mealtime, menus,
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:

I. 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 served
under sanitary conditions?
4 . Is the food served in a form easy for children to
handle and not highly SeaSoned?
5. Are the children Served promptly?
6. Is an adult sitting with children during mealtime?
7. Are eating utensils and furniture age and size
appropriate?
8 Is the atmosphere pleasant and without tension,
threats, or punishment?
9;_ Is the menu accessible to parents and written at
least one week in advance?



O. Does the menu include a variety in type of food
offeredcolor, flavor, shape and temperature?
33. If a special diet is necessary, are diet instructions
provided by parents and posted in the food serv-
ice area?
12. If special diet foods are furnished by the parent,
are they stored and served properly?

After the StandardS and guidelineS were
developed, in-service training was provided to district
and local nutritionists statewide through diStrict Staff
meetings. The objectives of training were to review the
nutrition standard8 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 inStruction8 Were aiSo included in the
training material.

3; Assess nutritional adequacy, menus, mealtimes,
special dietary considerations, and infant feeding prac-
tices using "Guidelines for Nutrition Evaluation Visits"
during site visit.
2. Note 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 Child Care.
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. Obtain 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 yellow 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 forms were submit=
ted to the nutritionist in Child Care 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 calendar year, nutritionists
conducted 186 on-site evaluations at child care
facilities statewide. Of these, 28% were new 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 mealfsnacks and menus
Improper infant feeding practices (i.e., bottle _

propping, feeding from jar, using infant
feeder, bottles and jars not individually
labeled and lack of feeding schedules)
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.

Major Deficiencies
Noted

Number of
Specific

Deficiencies Noted
1. Inadequate meal, menus 72

2: Improper feeding
practices

3. Tea; koolaid substituted
for milk

4. Menus not posted
(Substitutions not noted)

5. Thawing meats on
counter

22

9 2

27

2



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

No. of
Centers No._ of _No. ofto be Centers No. of Follow NutritionistEvaluated Evaluated % Goal Up Visits Evaluating

District
1185 - 7185
6/85 12/85

1185 - 7185 -
6/85 12/85

1/85 - 7/85
6/85 12/85

I_ 8 2 9 138% 1 2 5II 15 6 7 87% 1 10 3 5III 16 26 163% 2 5IV 12 22 3 208% 6 3 7 5V 29 15 2 59% 10 12 1 1VI 9 1 1 22% 1 1 1
VII 8 2 0 25% = 1VIII 12 14 5 158% 5 6 11 7IX 13 2 17 146% 7 2 6
ToLa18 122 64 70 110% 23 41 28 35

134 64
GOal 122
# Evaluated - 134
134 -i122 = 110%

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 department Staff reSponsible for
licensure of the facilities. Since the gbal Set for new
centers was not met, future plans will focus on
evaluating all newly licensed facilitieS. Other goals
include provision of menu planning and food
budgeting workshops and the training of department
staff and child care providers on the reViSed nutri-
tional care standards.

The_ project demonstrated that nutritionist
evaluations and consultations art of tremendous need
in the majority of our child care facilitieS in Mi8Sissippi.
Further; it also demonstrated that thrOugh the
cooperative effort of several existing diviSiOn8 within
the agency as well as the cooperative effort8 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

pproximately 2 years ago, the State of New
Hampshire transferred child care licensing
to the Division of Public Health Services at a

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 legislative committee
Which waS authoriZed by state law to conduct manage-
ment revieWS of State functions and make a report of
finding8 and recommendations. Shortly following the
publication of the cbtritnittee's report, legislation was
enacted authorizingthe Commissioner of the Depart-
ment of Health and Welfare to implement the transfer
Ari implementation plan Was created by an interdepart-
mental committee and the child care licensing bureau
was officially centralited 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 a number of poor opera-
tional practices:

Placing child care licensing in the 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
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critical factor in establishing and maintaining a suc-
cessful program:

We believe New Hampshire's child care licensing
program has been significantly improved primarily
because of centralization in the Division of Public
Health Services. It is hoped that the New Hampshire
model will serve as a guide to those who are also en-
countering similar licensing problems.

INTRODUCTION
On October 1, 1983, the responSibility forlicenS:

ing of child day care facilities and reSidential child tare
facilities in New Hampshire was transferred to the Divi:
sion of Public Health Services. A new bureau waS
formedthe 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 within the
0,Tice of Health Protection. The others are Health
Prprnotion, Health 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



secretary/supervisor :nr.; two secretary:typists. Licens-
ing specialists are assigned to regional areaS and are
provided with an office central to their regional assign-
ments: All licensing specialistS report by nhone to the
state central office (the Bureau) daily kir meSsages,
investigation assignments, and to identify changes
they wish to make to their work Schedule. LiCensing
specialists are assigned to geographic Wbrk boun-
daries, however boundaries may be changed to
equalize workload._Licensing specialists responsibility
and assignments are limited to investigating licensing
complaints, monitoring licensed Child care facilities
and licensing applications.

Office secretaries are responsible foir all other
administrative functions including data entrieS,
responding to inquiries, intake of complaintS and
request for licensing applications, maintenante of
the licensing records and production of manage=
ment reports.

The average workload per licensing snecialiSt 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: Licensing 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 a8SiSt them in scheduling and controlling their
workload.

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

these SUpervisors were responsible fluctuated
trum a lOw of 22 to a high of 200:

MoSt of the licensing specialists were responsible
for many of the administrative functions such as_the
control of documents required for licensure; licensT
ing intakes and consultation functions; and day care
service atithorization. Many of the licensing specialists
wi re required to carry out social work responsibilities
in addition to the licensing duties The licensing record
was maintained in one of the twelve offices across
the stare and all licenses were issued from 1 state
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.1
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 not being met; and
there was poison ivy in the play area. The fire chief
identified many deficiencies, Such aS: No fire extin-

guishers in the building, combuStible materials stored
under the stairs, the furnace room WaS not adequate-
ly protected from fire, and battery operated Smoke
detectors were being used. There wag no fence around
the outside play area as required. A Site visit report had
not addressed any of these issueS; hoWever a renewal
of the license was_never done. The facilitycontinued
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 idea:.
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 bv the police, but later when
the provider's husband turnedover a statement 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 tb review the function of state agencies in
New HaMpShire. A report; which identified several
ateaS 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 pdlice and child abuse records and
character Of people who applied for a child care facility
licenSe. Checking of applicants was limited to sending
a forrn 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 child care
licensing function including personnel, records; and
funding to the DivisiOn of Public Health Services. It
was also suggested that a new central office be set up
and headed by a bUreau chief with expertise in child
development and rule writing procedures. In response
to thest -ecommendations, the legislature passed a
bill, which included the provision that the rules and
regulations for child tare licensing be revised by
April 1, 1984, transferringthe 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 structureS 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 bureau chief teMporary cbn-
sultant, an administrative assistant, *wo Supervisors,
seven licensing specialist 1(1 two -A:retarieS. They
further negotiated a memorandui:li,f agreeinerit 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:

/. Arranging for office locations for the nine person-
nel who would be transferred.
2. Hiring of additional administrative personnel.
3 . Arranging for the transfer of forms and equipment.

4. Hiring of a consultant to coordinate the revision
of the rules and regulations.
5. Beginning implementation of a computer system
for child care licensing.
6. Setting up a system for the review of trans-
ferred records.
7. Setting up an orientation program for the trans-
ferred staff.

Approximately 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 wiui
a review checklist. This review process took approx-
imately two weeks and included caseload debrie: ig
by staff of the 12 districts.

A consultant was hired who was charged with set-
ting up committees comprised of representatives of
Family Day Care, Group Day Care, Day Care Nursery,
and Group Home and Institution providers, legislators,
and policy development experts to draft proposed
revisions to the existing child care regulations. The
consultant was the coordinator between the Bureau
and the Day Care Advisory Committee and served as
the chairperson of each sub-committee 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 cf 1984.

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

More than 50 percent of the child care licensing
records were incomplete. Missing information includ-
ed fire and health approvals, physicals, references, ap-
plications, etc. In many instances facilities 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 which needed to be discarded or sent to archives.

A review of the licenses issued revealed many
errors and inconsistencies. This was due to the decen-
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tralized sysi:em of the previous agency which allowed
the 12 different supervisory situations to interpret the
licensing law, regulations; and policies independently.
Therefore; there was little equity and consistency. In
many cases; licensing or monitoring visits were never
conducted before a license was issued. Facilities were
seldom notified of results of monitoring visits and
there was no evidence in the records of a request for
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 appli-
cations due to a previsit licensing system for responc17
ing to inquiries. Persons making inquiries were visited
by the licensing specialist who provided forms and
explanations of the licensing procedures. When
the person submitted an application, a return visit
was nt-cessary to inspect the facility. If the person
nevei :,ubmitted an application, or did not com-
piece 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 variances 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

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 them of the results of an investiga-
tion. According to one of the transferred licensing
specialists, in her six years of licensing experience, she
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 provisions 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
received a complaint that this facility was operating
as an unlicensed facility. Upon investigation it was
discovered that the facility had nor applied the
previous year because of problems obtaining zoning,
he211h, and fire approval; however, the facility had
con .nued to provide care to 12 children. This facili-
ty was prohibited from operating until it eventually
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became licensed.
Because of the delay in establishing the central

regiStry file cri perpetrators; the Bureau was unable to
isSue a licenSe during its first four months ofoperation.
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 tva8 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 prbvided 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 poSsessionshad been lost,
and his child had been sent to school in second-hand
clothes. This resulted in the employee being reported
for child neglect. The Social Worker who investigated
the report entered a founded determination on
the record. The employee won the appeal, and his job
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
years 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. A uniform filing system for all of the records has
been eStablished and implemented.
g. All facilities with expired licenses have been
inSpected and relicensed or closed.
3. A centralized system for new applicantS hag 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 resp-ond to questions regarding the licens-
ing requireinents and application process.
4. A consolidated licensing process has been
develOped for applicants. 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 applications; (c) a
current copy Of the applicable rules and regulations
for new licantS; (d) a_ form on which the applicant
record. :equired information on all persons who
would have tOntact with the children; (e) a cover
letter explaining the licenSing process and forms; (f)
a supply of formS for perSonal physicals, child physiT
cals; and (g) registration and emergency information

forms for children.
5. _FollovOng 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
CoridtictS another site visit to determine compliariee
with prOgrammatic requirements. Included With
the permit are Siiggested _sample forms and inforina:
tional doeuMents to assist the facility in it,. day to
day operatiOn.
6. A sySteM has been established that requires
documentatiOn cif _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. _A goal hw; beenSet tti ctinduct a minimum of one
licensing visit, and One announced and one un-
announced monitoring viSit for each facility during the
two year licensing periOd. Controls have been in-
stituted to assist litenSing Specialists in scheduling
visits and to monitor progress in meeting the goal:
8; A computerized ebritrOl _System 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 uprittedi cOnsolidated,
and revised to assure eonsisteney of information in the
records; to make them easier in -complete and
review; and to reduce the paperwork reciuired for
an application:
10. A system has been established for checking the
Criminai and child abuse/neglect records of allpersons
Who have contact with children in licensed facilities.
The Bureau has an agreement with the State pblice and
the Division of Welfare _to check for these records. A
procedure has been implemented for the facilities, as
part of the licensing and relicensing process; to sub-
mit the names and date of birth for each pietkji, who
tivOuld have contact with the day care Childtch. ThiS
inforMation is then copied 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 staihg that
no facility shall he issued a license until etithihal and
child abuse records have been checked and all people
who will have contact with the children ate cleared.
Those individuals who are matched in either _the
poliCe or abuse checks are investigated. A procedure
haS been eStablished for investigating 2nd document-
ft-1g theSe eases. Facilities are required to call ih the
hIhrie:; Jeid dates of birth of any new staff hired dui--
ing the licensing period.
12. A_systeM haS been established to review die WOrk
of the licenSing specialists to assure consistency in the
application -of the regulations and the licensing pro-
cess._A checkiiSt 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.
/ 3 . A system has been established to review
variances. This places more responsibility on the
facilities to justify the need for variances, 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 the Bureau
in the determination of denial or approval of variances.
The internal variance review process consists of a
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 checks 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 a manual complaint log has been
established. A policy has been developed setting time
limits for investigation of complaints. A control system
to monitor this policy has been established.
/ 6. The Bureau has developed a complaint investiga-
tion handbook which includes detailed 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 licensing supervisor and the admin-
istrative assistant
18 . A procedure for investigating and dealing with
unlicensed child care facilities has been established.
A certified letter is sent to the unlicensed filcility 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 recf!ives the letter. In instances where the facility
does not abide by the order of closure; the matter is
referred to the Attorney Generals 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 home appeared to be packed with children was
asked how many youngsters there were: She told the
licensing speciaii, "I don't rightly know, let's 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 detertiined that she had
ceased caring for children in her home:
19. A checklist has been devc ;oped for the local
health officers to use to make their inspection. This
checkhst assists the individual town and city health
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officers in uniformly applying tj-le health codes. A
supply of forms for making their inspections has been
sent to each health Officer.
2 0 . In cooperation with_the state fire marshals office,

consolidated lisL of _fire requirements has been
developed for new applicants for achild care license.
In addition, a new fire approval form for local fire
chiefs has been developed and a supply is provided.
21. A regional training program has been im-
plemented to provide free trainingopportunities _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 bh
health_ in the day care setting, Which iS noW to be ah
annual event.
22 A working file separate frOM the facility recOrd
has been created and_a checklist attached tO it tb make
sure that required documentatiOrt iS in the BUreaci
prior to conducting a licensing visit.
2 3 A procedure has been established for lk- Ise visits
to facilities with 50 Or more children requiring that two
licensing specialists conduct the visit together. This is
clone because in the larger facilities there i$ MOre
paperwork to review and_ more children to observe.
It also provides an opportunity for licensing Staff tO
learn from each other and helps assure consistency in
the reviews.
24. 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 licensing specialists.
2 5; With the cooperation of the New Hampshire
Day Care Advisory Committee, subcommittees have
been established to advise and assist _the _Bureau in
developing standards and policy regarding health and
injury prevention; survey procedures, and a Family
Day Care Handbook:
2 6. 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 productivity 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



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 involved in the licensing process and the
development of standards.

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), request8 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
iicensing specialists. This allows the licensing
specialists to devote maximum time to conducting
complaint investigations and licensing and monitor=
ing visits.

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
assuring 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
The transfer of the licensing function has resulted

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 corrected. Some of
the many situations that have been encountered 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
physicall y abusing or neglecting children have been
prevented from being employed in or operating a
child care facility.

Outside play areaS which previously had access to

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.

STATISTICS
These statisticS reflect the period October I, 1983

December 31, 1985:
Number of licensed child care facilities
in NH 999
Number of licensed day care Slots 22,396
Number of complaint investigations 536
Child care staff removed from employment
cl- - to child abuse recordS 6
1acility licenses revoked/denied due to
sexual abuse of children 8
Incidences of closure of unlicenSed child
care facilities (80% of those went on to
become licensed) 167
Number of overdue licenses 0
Number of Licensing/Monitoring visits
conducted

82,230505Number of corrected licensing violations
Since October 1, 1983, the Bureau has achieved

the following:

Consolidated and clarified the standardS
Conducted police and abuse/neglect records checks
on all persons having contact with children in day
care facilities

Improved the number of monitoring visitS in each
two year licensing period from 12% of all facilitieS
receiving 2 monitoring visits in 1983/1984 to 58%
receiving 2 monitoring visits in 1984/1985. In
1984/1985 only 5% of the facilities lacked mon-
itoring visits as compared to 48% during the
1983/1984 period.

Provided for consistent application of the licensing
regulations
Investigated child care facilities which were
oi 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

Develbped 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



Provided up-dated lists of child care facilities to the
public and Information and Referral offices

Developed positive public 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. Resulatory requirements are less
likely to be overlooked when licensing is separate from
the user agency. Most public health agencies have
regulatory and prosrammatic experience in the licens-
ing of adult 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 child care facility 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 expired in the first six months
of calendar year 1985 with the first six months of
cal' ndar 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 licensing process was con-
ducted to evaluate how licensing visits were being
perceived. The results were tallied (see appendix), giv-
ing valuable feedback on ways to improve the licens-
ing visits, and confirming that the licensing specialists
are regarded positively by the facilitieS.

By use of a computer system, a listing of all the
violations 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
assisted the Bureau in determining inconsistencies in
interpretations of licensing standards by licensing
specialists and has helped identify areas of need for
training of facilities.

In conclusion, we hope to continue to improve

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 consider-
ation by Public Health Agencies who are licenS:
ihg child care facilities or who will be assuming
this responsibility:

Consolidate the adtninistrative respOnSibility for
licensing within one unit.
Develop a system of checks an d balances for review
of the process to_ _insure conSiStency, timelineSS,
accuracy; and quality.
Seek facility feedback.
Establish a computer system for licensing records.
Train staff in new procedures.
Remove licensing specialists from application
activities.
Share productivity reports with licensing specialists
on a monthly 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 licensis. Send a notice to facilities iden-
tifying missing information and ask for a response
by a certain time in order to reconstruct records
Evaluate the program oftem
Review the number and type of forms required
including the forms to obtain 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 a license.
Require the facilities to keep documentation such as
children's and staff physicals, 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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4BSTRACT

he Baltimore City Health Department Divi-
sion of Child Day Care is the unit responsi-
ble for the licensing, overall regulatory

supervision and the provLion 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 _auxiliary health services to the day
care centers is of primary concern.

When funding cuts eliminated the vision-hearing
screening services performed by Health Department
personnel, day care center st2ff were trained to use the
audiometer and titmus machine 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 one of the principal port cities in the United States
and the largest metropolitan 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 I0th in population among
United States cities according to the 1980 census:

Located on the Patapsco River which connects it
with the Chesapeake Bay, an inlet of the Atlantic; Bal-

Submitted by: Brenda B. Coakley, M. Ed.. Chief
DiViSion Of Child Day Care
Baltimore, Maryland 21202 (301) 396=4436

timore has one of the world's largest natural harbors,
which facilitates the City's major economic resources:
shipping, manufacturing industries and tourism.

Radar and electrical equipment, steel, fabricated
metal products, chemicals, machinery and food pro=
ducts comprise the more than 2,000 industries in the
metropolitan area, placing Baltimore as one of the
largest industrial employers on the East Coast.

Extensive, innovative urban renewal projects
sponsored by both the public and private sectors 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 andlor creation of service Driented facilities.

Accordingly, census tract d Ira compiled by
various State agencies definitely establishes the ex=
istence of a correlation between Baltimore's urban and
economic development, which encompasses in-
dustrial growth, and the demand for increased ou t=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 eighteen was:

$26,841 White, husband-wife
$24,937 Black, husband-wife
$11,099 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
witl-Lchildren under 3 years were working. During



1985 approxima..:ly 64,603 children were in regulated
child care settings.

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 ckw care homes. 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. There are approximate-
ly 8,000 children attending the 184 licenSedgroup day
care centers and nursery school8 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
at least 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 cleated and ekisting under the
Constitution and LawS of the State of Maryland, and
is authorized to perform certain functions pursuant to
the Charter of Baltimore City. Specifically Article IL
Section 11 authorizes the City to:

"Provide for the preservation of the health
of all persons within the City:..."
The Department of Health iS an agency of the City

of Baltimore established by city charter for tne pur-
pose of preserving the health of city inhabitants. The
Baltimore City Health Department Was established in
1797 and is the oldest institution in the county that has
provided continuous health service8 to itS community.
The governance of the Department is Set forth in Ar-
ticle VII; Section 47 of the Charter of Baltimore City
as amended through June 30, 1973 and in Article 11
of the Baltimore City Code of 1983 Replacement
Volume. The governing officer is the Comthissioner
of Health who is appointed by the Mayor, Subject 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 Medital Serv:
ices. These include: Environmental Section, Aging and
Community Health Services, Children and Youth Serv-
ices, Clinical Services; and Maternal and Infant Serv-

ices. Mental Health, Mental Retardation and Addiction
Services, as well as Administrative Servicesare 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 to students in the Baltimore City Public School
System. School health ServiceS for students are aimed
at detecting health problems which may affect learn-
ing. With early intervention, the impact of health
problems on the learning proceSS may be prevented
or diminished. Activities of the program include health
services, health education and the maintenance of a
healthy school environment. More Specifically, vision
and hearing screeningS, immunizations, social and
school services and service8 to handicapped children;
and EPSDT_comprehensive health clinics in seven
secondary schools. School health Servicesprovide the
opportunity for many children Who do not have
primary care providers to receive health assessment
and health care. The program avoid8 duplication and
fragmentation of health care to the school:aged child
by acting as coordinating unit for the child's total
health program.

Funds for this program are obtained from general
revenue of the City and from the State Department of
Health and Mental Hygiene.

Preschool Health Services are funded from gen-
eral revenue of the City and by variouS Stategrants and
include comprehensive health service8 (preventive
health care; immunizations, treatment of illneSses, den-
tal care and referral as necessary), 1. J.S.D.A. Child Care
Food Program administration for familyday care pro-
viders, W.I.C. supplemental foodprc4:ram, Childhood
Lead Poisoning Prevention, Child Day Care Center
i.:censing and High Risk Infant Follow=up Program.

irk Maryland the statutory authority for licensing
lb child day care centers has been delegated to

: 1;(-r.?-.rtmenr of Health. The first rules and regula-
tk:..:. governing the operation and conduct of day
nui the c ate were adopted by the Baltimore
City nria;ssiorh. of Health on October 25, 1934, in
acce ;.vith e provisions of Ordinance 270.
appfe-: 25, i32;

ARTICLE 12
1 , Day Nursery iS defined to be any in-

sti'.ution; esablishinent, or place in Which are received
at one time (;) or mr;re children nbt Of common
parentag.7; for tr..nporary guardianShip and nursery
care; apac!: i-rom :heir parents or guardianS, whether
tur compensation, reward or otherwise, during that
portion of the day or night in which their parents or
guardians are engaged in other pin78uit8 and occupa-
tions than attending to and caring for Stich children.

Section 2. No person or persons Or cOrporation
shall conduct; maintain or operate, in BaltiMore City,
either as owner _lessee or agent, ariy thy nursery
without having first obtained a licenSe therefbre from
the Commissioner of Health, authorizing him, themd



or it to do so: All such licenses shall be for the period
of one year, and the charge of such license issued to
any such institutioa shall be One Dollar ($1.00) and for
the renewal of said license from tirhe 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 en-
force rules and regulations for the operation and con7
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 resulting from com-
municable diseases prevalent in children under six
years of age, the rules and regulations 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 43AO1
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 Commi3-
sion of Health to the Director of the Baltimore City
Department of Public Welfare, now the Baltimore City
Department oi Social Services. Before the issuance of
an initial family day care license and annually
thereafter, 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 is comprised of
eight full time staff includingfour child development
specialists: Division Chief, Division A.::sistant
and two Child Day Care Center Inspectors. Th.:
remaining positions are a Senior Conim: tt-zty Health
Nurse, Day Care Nurse Crsi-Jidini. -it; a Health Aide and
a support staff person. Three Sari: :flans (.p.:11 the Divi-
sion of Institutional Facilities o he En, ironmental
Health Section perform the env; onmentiii inspec-
tions. A registered nutritionist withir he Matei:rol 2.nd
Child Health Services provides pre-li.:cnsini: k. ! 1 1

tion to prospective operators, co Isuliat:on
licensees, workshops to day care ci!r!..tr
and/or parents, and investigates cc rr :nts to
the nutrition regulations.

An effective licensing progran.. n3t ;.= .. -
regulations by supervising the facihi
ing conformance with standards, b :

consultation and technical assistarp:.e
operators and licensees. This may be gCr.:011!::

'Baltimore City Ordinance .70 (1932, ) Art. !Z.
gec 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
NutritionFood Planning and Buying for

the Preschool Day Care Program
Snack Ideas
Basic Principles of Nutrition

The Child Care Center's Role in Prevention
and Detection of Child Abuse
New Director's Wbrkshop
Money Saving IdeasFuel, Nutrition,
Equipment/Donations
VisionHearing Screen Training

As a_part of the Maternal and Child Health Serv-
ices, the Division of Child Day Care is the Unit of the
Health Department responsible for licenSihk and
overall_regulatory supervision ofail day tare CenterS
in the City of Baltimore. As such, it is concerned with
and has responsibility for providing auxiliary health
services to the day care center population. We support
Dorothy Roguslawski's statement:

T.1 well-being of the child can be assured
only if his total_ State of _health is known,
evaluated and improved. Parents are; bf
course, the ones who have the Jong range;
continuing responsibility_ of their_ child'S
medical care. However When the day care
center enters hito partnership with a parent
for care of he child, the center _shares
responsibility not only for maintaining the
Chilt"c health b.A also promoting it.2
The Division of Child Day Care; as the licensing

provides the care centers with resources
:Inc. training to accoc,.plish this; Vision and hearing
seret.nings are now performed by day rare center staff

:H1.! Health DepartmelA ;.quipment as a result of an
on-grin i? training progrztr: ;,:istituted by the Division:
Prior , 1981; day :are and r'ay nursery children re-
cc7i d vision aria hearini; :creenings through the

-q-cithy beers Boguslawski. Guide for Establ(shing and
)p....:q.ang Day Care Centers for Young Children

Cbild Welfare League of America. Inc., 1966),

OE..



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 to all children
in the City of Baltimore remains o'ir 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 Hearins Screening Program and the Chief
of the Division collabOrated to determine how IDest to
utilize our limited resources and manpowet The 165
licensed day care centers and day nurseries (full 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 to have staff released to be trained to
provide the service. We hypotheSiied that testing by
center staff with whom the children were familiar
would possibly result in increased accuracy of results
and numbers of children tested. The response was
overwhelmingly supportive. An example follows.

ATTACHMENT I
Dear Director:

I am sure you are aware of the limitations ptaced
On funds and personnel which had served as
resources to your day care centerinwrsery in tlx,past.

As a result of these shortages; we are initiating
a self-help screening effort, instruction in vision
and bearing screening techniques is being planned
by the Divis.'on of Child Day Care's Day Care
Nurse coordinator and the Hearing and Vision Serv-
ices Program.

All interested personnel are asked to please con-
tact the Child Day Care Divisibn office at 396-4465
by in order that we may
make_definite arrangements.

We, took forward to your participation.
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 numberof
respondents, it was necessary to limit workshop
enrollment and schedule Several other workshops to
insure a positive learning experience and opportunity
for individual practicum. Following our team
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apptbachi 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 '0.fell-baby clinics and public school
children. She is also the primary Baltimore City Health
Department resource to the Maryland School for the
Blind and Gateway Preschool (hearing and speech
agency) early childhood programs; and she teaches the
brisic first aid course(s) to day care center personnel:
The Audiologist had maintained an ongoing profes-
sional interest in the thy nursery/preschool population
and possessed the knowledge, skills and technical
expertise to perform the screenings.

In the first year of the training, 65 staff members
of 36 day care centers were trained tri use the titmus
machine, 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 cOMmOnity organizations;
city agencies, church affiliateS, the local community
college and university, the HouSing Authority of
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Baltimore City, Inc., Head Start and a major medical
institution. Thr Is participation by a high percentage of
non-profit programs 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 instruction 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 1- 'ar=
ing problems. All persons requesting the equipment
were observed by the Division Nurse or Audiologist
in a testing situation to insure accuracy of screening
technique and test results.

In an effort to obtain data to support the program,
determine its effectiveness and provide referral, the
participating centers were requested to furnish the
Division with a summary of screening results, a copy
of which follows.

_ATTACHMENT II
"WE 'RE IN YOUR NEIGHBORHOOD"
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Dear Director

We are pleased that you have participated in our
self-help screening effort, and have screened the
children enrolled in your center for hearing 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 ,imit you com-
plete the form below and return it when you return
the equipment.

We will be contacting you in several months to
obtain information on the followup of children who
did not p2ss a screening.

If you have any questions, please feel free to call
Judith_Young at 396-4465.

Thank you.
Sincerely,

Brenda B. Cbakley
Chief, Division of Child Day Care
Debra Sterling
Audiologist, Bureau of School Health

Name of Center. Contact Person
Address Persons(s) Screening
Telephone.
Date(s) of Screening:
No. of children screened: Hearing Vision
No. 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
vision screenings. Parents of these children wtml
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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 a 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 session.

During the third year, seven of the 15 dly
care centers with trained staff who were at the
spring workshop requested the hearing and vision
equipment. Four centerS returned the Statistical
data indicating:

105 children receiving vision screening
26 not passing

165 children receiving hearing screening
19 not passing
The equipment, on permanent loan to tne 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-help" project
was positive and continues to be utilized. However,
lack of cooperation in obtaining data from the centers
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 availability of equip7
ment. Adequate quantities of equipment, which could
reduce waiting 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 pro7
per repair and functioning. However, callibration and
cleaning and repair, if necessary, were performed
under outside contract at another city location/agen-
cy. This delay can result in waining interest, thereby
excluding some children from a valuable preventive
service.

Despite these problems, the value to tile children
and clay care centers is immeasurable, and the cost ef-
fectiveness of th project is obvious. Had the vision-
hearing testers performed screenings 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 technique and use of equipment, and
ini4.çosts to project preparation are eliminated.



TABLE I
COst of Training Day Care Personnel
to Perform Vision-Hearing Screening

Nurse Audiologist
Hours 07.35 08.45"

Instructor Preparation 3 22.05
Pre-iMplethentation

(4 Workshops
3.5 hours per 3 22.05

Training Instruction
(4 Workshops
03.5 hours per 14 102.90 118.30

Travel tO
WOrkshops (4) 2 14.70 16.90
Transportation 4.80 4.80
Cost @1.20

Monitoring/Follow-up" 27 198.45 228.15
On-site (per center) 3.5 25.72
Scheduling of Equipment

& Maintenance 4 29.40

TOW

22:05

22:05

221.20

31.60
9.60

426.60
25.72

29.40
420.08 368.15 788.22

On-site (36 Centers)
Nurse-18 centers x 1.5 hourS (at each center) - 27. hours.
AudiologiSt-18 centers x 1.5 hours (at each center) = 27. hours.

Cost figures involve actual salary, not including fringe benefits,
which would tot,: 18.5%.
Note: This figure does not include equipment or replace-
ment costs.

°Monitoring

As a result of this project there is a 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.

In an era of apparent dwindling resources, we as
public heaith professionals are challenged, perhaps as
never be )re, to creatively use our existingresources,
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 detection of
vision and/or hearing impairments is not only
beneficial to the child but t6 Society and the commun-
ity as well. A healthy, Well developed childgrows 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.





_ABSTRACT

hen the Day Care Enrichment Pro-
gram of the City of Dallas established
a partnership with the Dallas Inde-

pendent School District, the Dallas County Mental
Health and Mental Retardation Center; and 35 other
smaller agencies providing services to developmen-
tally delayed children in Dallas County, the program
was able to increase its existing 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' Southwestem 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 resource be-
tween the two agencies and hdped to initiate an on-
site Rifampin chernoprophylaxis treatment program
in day care centers.
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BUILDING PARTNERSHIPS IN THE
PROFESSIONAL COMMUNITY

Located in northeastern Texas; the large
metropolitan city of Dallas has a population that has
grown from 904;078 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 $18,853
($8,465 per capita) with 7.4% of all flt:nilies 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
MaternaliChild_Health Section and an Adult Health
Section. The Day Care Enrichment Program is a
spejalized program within the MaternalfChild Health
section. Table 1 illustrates the organizational structure.

TM Day Care Emichment Program is staffed by
four nurse practitioners, two licensed vocational
nurses (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 I

CITY OF DALLAS
Health and Human Services

Department Structure

IDirectorf

A.D.
AdminiStration

A.D.
Environmental

Admin.
SUpport

Vital
Stats.

Day Care
Enrichment

Program

Animal
Control Food

Env. Assessment
Air and_ Water ,

Quality

4
A.D.

Public Health

Child Adult
Health Health

A.D.
Human Services

Human
Service

Program

MLK
Center

4
Maternity
Services WIC

I Educational
lurid Spe::ial

. Project

nurse practitioners and LVNs have diStinct )n-
sibilities in service delivery The nurse prattitio:- 7 1ff
is responsible for handicapping conditionS igs,
behavior management classes for caregiverS, and
parent classes. The LVN staff provideS
manages the communicable disease component Of the
preigram, trains caregivers in CPR and firSt aid .

provides nealt services for day care center staff,
and presents health education/in-service programS
fOr children.

The City of Dallas has 347 licensed day care
facilities with a combined capacity of 58,196 clialren.
There are 780 registered Family day home providerS
with an undetermined capacity and an unknown
number of non-registered providers. Day care facili:
ties are regulated by the Texas Department of
Human Services.

The Da Care Enrichment Program has a c011egial
relationship with the regulatory agency serving as a
resource on health issues, especially communicable
diseases; training licensing representatives; and par=
ticipating on task forces that explore day care issueS,
i.e. safe transportation of children or dealing with
hazardous environmental situations (explosives,
chemical spills, etc) in the day care centers.

In order to foster the mission of the Day Care
Enrichment Program, several "partnerships" have
developed over the past several ye S Thispaper will
describe the process of building these partnerships
with other health care providers and professionals
located in Dallas County There will be two areas of
focus: 1) the partnership established with the Day Care
Enrichment Program and the Dallas Independent
School District (DISD), the Dallas County Mental
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Physician
Services

Well Child

1-5)

I

Central
Suppiy

Health and_Mental Reurdation Cente (DCMHMR), and
35 other_ smalle '. a.genciei,, and 2) the_ partnership
established between Ili,- ;_iiriverSity bf_Tex2s Health
Science Center at a;ihis' SourhweStern Medical School
and the Day Car,: Enrichment Program.

STEPS OF IMPLEMENTATION
In 1982; the head of ihe Early ChildboOd Program

for The Dallas Independent School DiStrict desired
Early Childhood Intervention funds frorrirhe State Of
Texas. However, state law restricted The DallaS Inde-
pendent School District to providing serviceS only to
developmentally delayed children age 3 Or abOve,
while the Early Childhood Intervention fundS tarSeted
service delivery for developmentally delayedchildren
ages 0-3. The School Districz wished to provideServ-
ices to the 0-3 age group but, at the same time Wanted
to minimize duplication of services and competition
of fundins among the other 0-3 prov ders in pallas
County. The Dallas Independent School District ideri=
tilled the three largest providers of health care deliVery
to developmentally delayed children as the City of
Dallas Department of Health and Human Services, the
Dallas County Mental Health and Mental Retardation
Center, and the Dallas Independent School District
itself. A network of 35 other smaller agencies pro-
viding similar services were also identified.

The DallaS Independent School 'District called an
initial meeting Of thisSroup of prov:.4 The network
of agencieS forgi_ed became officially known as tile
Early Childhood Interagency Council of Metropolitan
Dallas. After nuinerOUS Meetings, the Council reached
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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, (he _group would decide which agencies would
apply for the 0-3 funding.

Since the Day Care Enrichment Program was
already 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. 1 hus,
it was decided that the Dallas Independent School
District and the Dallas County Mental Health and Men-
tal Retardation Center, as well as some other smaller
agencies, would apply for the funding arid that the
DCMHMR would contract with tne 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 contractual agreement al-
lowed the Day Care Enrichment Program to add three
nurse practitioner positions to the program and paid
for base salaries, fringe Denefits, vehicle reimburse-
ment, and postage/paper supplies. The remaining
funding for the program was provided through general
fund dollarS.

The Day Care Enrichment Program also initiated
weekly staffings attended by representatives of the
Dallas Independent School District, the Dallas County
Mental Health and Mental Retardation Center, Child
Guidance and the 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
a monitoring system to assure that the best referral
Source among a variety of agencieS could be located
for each Child.

The other established partnership focused on
communicable disease service delivery. In 1982, a
physician in the Department of Pediatric Infectious
Diseases at Southwestern Medical School contacted
the Day Care Enrichment Program to request
assistance with a two year study involving
Haemophilus influenzae type b infections of children
enrolled in day care centers. The physician needed
a way to access the day care centers and knew that
the Day Care Enrichment Program was well known in
the day care community and was actively involved
in inonito,-ing communicable diseases in the day
care setting.

The Day Care Enrichment Program staff assisted
the physician in obtaining the cooperation of day care
centers to participate in the study, delivered informa-
tion concerning the study, and collected attendance
records: The study had a two year enrollment period
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 partnership has
been the implementation of an on-site Rifampin pro-
phylaxis treatment program for day care center con-
tacts of Haemophilus influenme type b frifections. This

on-site treatment program was started in 1984 and is
another example of how partnerships can expand
existing 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 possible 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-lo-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 com=
Municr among all the member agenck 2
lists thc 1/4. urrent agency members.
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The strengths of the partnerShip with
Southwestern Medical Sc; .001inclUde 1) the establish-
ment of a collegial relationship betWeen theDay 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 theexpoSure 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 City and the CoUnty health depart-
ments lacked a Chi I of Epidemiology.

TABLE 2
MEMBERS OF THE EARLY CHILDHOOD

INTERAGENCY COUNCIL OF
METROPOLITAN DALLAS

DallaF: Cc, .:nty Mental Health Mental Retardation
r'e.r (Pr

D:111as dependent School District
'I Dallas Department of Health and Human

Seryicec

Adult Child Training Center

Education Service CentrrRegion 10
Special Care and Car-or Center
Garland Independent ',chx./. imstrict
Helping Hands Developrni?:
Child Care Dallas
Children and Youth Project
United Cerebral Palsy of Dallas County
Awl., Treatment Eenter
University Affiliated Center
Easter Seals

Richardson Development Center
Dallas Services fox Visually Impaired Children
ARC of Dallas

Down Syndrome Guild
Dallas East Center for Developmental Delay
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PROBLEMS OF IMPLEMENTATION
One problem that occurred while building the

partnership with the Dallas Independent School
District, the Dallas County Mental Health and Mental
Retardation Center, and the 35 Smaller agencies was
the aspect of "turfism." Initially agencieS Were not
communicating with one another because ofa fear of
too few children for all the agencieS 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 needingService 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 problem, referrals
are being shared between agencies.

The most difficult dilemma of the partnership
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 care
center director, the parents and the primary health care
oroviderS of the children. Some primary health care
providers do not always understand the implications
of communicable disease in the day care setting, i.e.
the movement of day care staff 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 classroom contacts as well as intimate
contact with other children on the playground, during
eating tinies, and in the early morningand iate evening
hours of center 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
the Day Care Enrichment Program staff are in centers
providing other services. Additionally, each July all
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 forms include a



description of screening tests used, prenatal and birth
history of the child, and consent to release information
between the Day Care Enrichment Program and day
care center/provider. Children identified as needing
refLrral after being screened by the Day Care
Enrichment Program are staffed 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%) referred for potentially
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 clays (American Academy of Pediatrics
guidelines).

EVALUATION
The evaluation of _the screening program is

n!,,rhtored by the Day Care_Ennc'oment Program's
nurs, ng supervisor. Each staff nurse icrords monthly
statist:1-1i II-dor-Illation on the number of children
screenec fur & h condition, the numl'er referred, and
the number receiving adulir1! 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,
development, behavior) will be referred.
Screening results are also monitored by the DallaS

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
potentially handicapping conditions and the number
of clay care centers that mus eceive 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
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in making important contributions to research, and
also increased service delivery in the area of
communicable diseases. The Southwestern Medical
School also provides consultation and guidance in
regard to other aspect8 of health care within the day
care setting.

RECOMMENDATIONS
Public health agencies must take an active role in

the provision of health care services for preschool
children. The early identification and treatment of
potentially handicapping conditions and
communicable diseases improves the life-long
productivity of the child. Building partnerships in the
professional community facilitates information
sharing, encourages interagency support, decreases
duplication of services, and can provide a mechanism
to increase existing service levels at an affordable cost
while improving the health and well-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
a lead agency in the group to coordinate the meetings
and keep the momentum going.
2. Advertise program services using mail-outs, che
licensing agency, and day care advocacy groups.
3 . Divide the components of the program into
distinct job duties for registered nurses and LVIIs with
overlap as needed for priority issues, i.e. certain
communicable diseases.
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W Kay Kent, R.N., M.S.
Administrator/Health Officer

ABSTRACT

he Kansas Department of Health and Environ-
ment is the official child care licensing 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.

In addition to fulfilling the terms of the contract,
the Lawrence-Douglas County Health Department has
strengthened child care licensing in Douglas County
by tab 1-1g an integrative approach to the provision of
regulatory and education services both within the
Department and in the community. Child care licens-
ing staff provided the impetus to reduce barriers to
licensing. An infecdous disease epidemic was manag-
ed effectively and health and safety promotion has
been Strengthened by using the expertise of public
health professionals.

DEMOGRAPHICS
Located in the a heastern section of the state,

Douglas County has an unusual mixture of small farm-
ing communities; educational institutions and
numerous light manufacturing industries which pro-
vide economic diversity

The 1980 Census provided the following
informadon:
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Charge Nurse
Child Care Ltcenswg Program

Total Douglas County population-67,640'
Pop :ation of incorporated cities:

Lawrence-54,307'
Eudora-2,968,
Baldwin-2,829'
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 cot.mty seat, is the home of the

Univershy of Kansas and Haskell Indian Junior College.
Baker University, a private Methodist college, is located
in Baldwin. The low median age of 24.411 is attributed
to the large number of college students residing in
the county.

INTRODUCTION
Child care has been regulated in the state of

Knsas since 1919. In that year, legishtion was enacted
which placed the licensing responsibility for all out-
of-home care with the state public health department.
Subsequent licensing standards have established pat-

'1980 Census of Population, Volume 1 Characteristics of
Population; Chapter B. General Population
Characteristics Part 18 KSpc 80-1818 Issued 6/1982.

2Estimated :Tensus, Dougtas County Issued July 1, 1982.
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terns of child care wf-ich safeguard the phySical, men-
tal and social well-being of children in care away from
their parents.

The licensing statutes authori2ed the state agency
to delegate the responsibility for inSpecting child care
facilities; and as county health departments were
established they became the logical designated licens-
ing agents of the state. For the paSt nine years the
Knsas Department of Health and Environment has
formalized this relationship by contracting with local
health departments to conduct the child care
regulatory program at the local level. FundS ap:
propriated by the legislature are allocated to the coun-
ties in proportion to the number of child care facilities
in the county County departments entering into the
contract agree to perform the following tasks:
A . provide orientation and application packets to
new applicants;
11 date-stamp all copieS of incoming documents
related to child care licenSing functions, and im-
mediately transmit applications for license to the
Kansas Department of Health and Environment
pursuant to Kansas AdminiStrative Procedures Act;
C. review for completeness the licensing forms sub-
mitted by applicants and licensees;
D. make initial licensing inspections within four
weeks of receipt of application, and follow-np inspec-
tions as needed;
E . make relicensing inspections at least eight weeks
prior to license expiration date, and follow-up inspec-
tions as needed;
F. make complaint investigations Within three work-
ing days of receipt of complaint;
G . prepare information for enforcement proceed-
ings and appearing as 1:nesses at administrative
hearings.3

The Lawrence-Douglas County Health Depart-
ment IS one of 97 county health departments contract-

3Excerpt from wntmct, Kansds Departnient Of-Heald, and
Environment/Lawrence-Douglas County Heald; Depart-
ment, July I, 1985JUne 30; 1986.
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ing with the state to conduct the child care licensing
program at the local level. Chart 1 depicts the organiza-
tional structure of that health department and shows
the relationship between the State licenSing agency
and the lor'al child care licensing Staff.

The Lawrence-Douglas County Health Depart-
ment has not only performed the t:1 Sic--; Set forth in the
contract; but has expanded its role to meet the par-
tic' ir needs of the Douglas county day care com-
munity The expanded role has evolved due to the
concern of the Lawrence-Douglas County Health
Board for safeguarding and protecting children. It has
been made possible by the financial Support of city
and county government. The cost of the integrated
child care licensing program was $33,600 in 1985, of
which the Health Department received $3,358 frOm
the State of Knsas for carrying out the terms of the
contract. The balance came from the city and county

There are five categories of child day care
regulated by the state, as follows: registered family day
care for six or fewer children; licensed day care homes
for ten or fewer children; group day care bomeS for
nine to twelve children; and preschools and child care
centers for thirteen or more children. Undcr State
Statutes registered family day care homes are exempi
from routine home inspections by licensing staff,
although complaint investigations are authorized.
Registered providers submit an annual self-evalua:
tion checklist prior to receiving a certificate of reg-
iStration. All other day care facilities are inspected
yearly to determine compliance with state statutes
and regulations.

In the spring of 1986, Douglas County had 43
licenSed day care homes, 9 preschools, 11 child care
centerS, and 130 registered day care homes which pro-
vided care for apprOxiniately 2,600 children.

Registered nurses serve as the licensing suff of
Douglas County To evaluate child care facilities, a basic
knowledge of health information including child
development, hygiene, environmental sanitation,
communicable disease, nutrition, safety and children's
health issues iS eSSential. Since this body of infor-
mation is included in nurses' training, a registered
nurse has excellent preparation for the role of child



care evaluator.
Orienting a nurse to the Lawrence-DouglaS

County Health Department child care licensing posi-
tion takes several months. The health department's
orientation schedule includes: (1) review of Kansas
Child Care T. .censing Laws; (2) review of each regula-
tion booklet (registered day care homes, licensed day
care homes and group day care homes, and preschools
and child care centers)4; 3) emphasis on the rationale
for each regulation ond_how to evaluate coinpliance;
4) instruction on the_use of the licensing evaluation
forms and how to determine the recommendation
regarding initial or yearly renewal of license or legal
action; (5) complaint taking and investigation;
(6) orientation to the role of other agencies in the child
care licensing process and introduction to contact
people in agencies/associations, i.e. city and county
zor :lig offices, local and state fire departments,
Social and Rehabilitation 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 items/situations being
evaluated. Emphasis on consistent interpretation and
application of regulations is of the utmost importance
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 licerAi-ig 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
licensing standards and when the expanded role is
being performed.

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 licensingprocess for providers car-
ing for seven to twelve children: City Planning Com-
mission, Building Inspection Department, Fire Depart-
ment, City Commission, and Health Department.
Child care providers found it difficult to un.
and comply with the various regulations, codes and
policies of each of these agencies. Of particular con-
cern was the variation in the child/staff ratios of homes
caring for seven to twelve children. 'lb resolr c the in-

4Kansas Department of Healthand Environment Regula-
(ions for lacenstng Day Care !Tom& and GreMp Day Care
Homes for Childrem Kansas Regulations for Licensing
Preschools and Child Care Centers; and Procedures for
Registering 4 Famity Day Care Home.

conSistencies exiSting between local ordinances and
codes, and state child care facility regulations, a
meeting to Which key administrative decision-makers
involved in the iSsue were invited, was convened by
the health department adr-inistmtor. Attending were
the city manager and city department heads of plan-
ning/zoning, building inspection and fire. At this
meeting the health department's licensing staff
presented the following information: 1) that zoning ap-
proval aS a step in the licensing process caused delays
that unnecessarily limited the provision of da; care;
2) that the coSts involved in meeting the zooing
requirement8 were a further deterrent; and 3) that
licensing requirementS should be accepted as ensur-
ing the health, Safety and welfare of children attending
day care facilitieS. The adminiStrators present were
advised that unleSS local codes were compatible with
state licenSing requirements, Lawrence child care pro-
viderS would be required to 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 permitted by state regulation. The anticipated in:
crease in workload and the frustrations resulting from
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 staff took the issue step
by step through the reSolution proceSs With the
Unirbrm Building Code Board of Appeals, the City
Planning CommiSsion and the City CommiSsiona
procesS which took approximately three monthS. The
local day care home association was kept informed
and provided Support at each step. Through the
cooperation of all 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 complicated.

LICENSING STAFF AS EDUCATORS
Three specific areas of education are provided by

the Lawrence-Douglas -C:tirity licensing staff in supT
port of the health of children in day care: 1) assistance
with regulation compliance; 2) health and safety pro-
motion; and 3) parent education.
1. Assistance with regulation compliance

Helping prospective child care providers to
understand licensing procedures and regulation is one
of the primary education roles of the licensing stiff:
For child care providers to maintain regulatory com-
pliance; they must understand and internalize the
rationale for the regulations. As an initial step in achiev-
ihg thiS gbal, preapplication meetings are held to offer
infOrrriatton to individuals interested in becoming

_itgit-eted or licensed child care providers. 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 obtain required safety equipment such as child-
prodf latches, trigger kicks, and guards for stoves 1

stairs. Other topitS included at the preappl:c.
meeting are: 1) accepted discipline practices; 2)appro-
priate program_ activities and equipment; 3) the
respOnSibility Of child care providers in assuring that
children in tare haVe health assessments and current
immunizationS; 4) emergency care forms and proce-
dures required b,- the local hospital; 5) s:lety regula-
tions relative td tranSportation and swimming pools.
By the end of the preapplication meeting the prospec-
tive applicants should haVe Sufficient information to
determine whether or not they wish to become child
care providers.

In addition to the prOpp,.._ on 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.

Since licensing regtilations require compliance
with local procedures, the staff haS aSSiSted day care
providers by contacting businesses/agencies to collect
resource information. For example, Staff consulted
with_ the local hospital administrator to discuss
"Emergency Care" procedures 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 used to accompliSh thiS pur-
pose include: 1) providing pamphletS and other
liter. 'Lire on child health and hild care issues; 2) keep-
ing provider informed about well child aSSeSSmentS
and immunimti Dns offered by the health department;
3) assisting in the development of guidelineS for pro-
yiders to use in determining if 2 child is ill and, when
the child should see a physician; 4` teaching proYiderS
how to determine and report child abuse, hOw tO
evaluate injuries and how to approach parents who oo
not seek medical care for their children; 5) helping
providers to be alert to safety hazards in the play area
and the facility, Le: 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 on
infectious disease including the disease transmission
process, how to prevent the spread of infectious
diSeaSes, and proper handwashing techniques. As an
eXample of the health depanment'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
Was undertaken with input from providers, parents

1:c(-nSing st ie health department's Corn-
ge Nurse compiled the infor-

cilwioi :1 deVelti-.:: Giardiasis Manual including
.fd keeping

3! . Parent ed-1cat:ty)
The .tx-f have ed-,--:thorial materials

availab!.. :a: egarding the different types of
cacc Anf how to choose child care pro:

v;Lier. With thiS -.ation parents are able to make
informed deci;,ionS regarding child care for their
children. In addition, 2 iist of registered/licensed pro-
viders is available to t public. The staff main:qins of-
fice hours to be ayaiiab!.: Tor phone consultation and
to return calls when inessages 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 publichealth
iS an integral part of the licensing program. All profes-
Monal 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 Lawrence-Douglas County Health _Depart-

ment is a strong advocate for publit health invblye-
ment in the child care licensing process. The health
department recommends that licensing agencies work
in cooperation with other governmental agencies who
affect cnild care facilities so that regulations, or:
dinances and codes are consistent and compatible.

Vawrence-Dongias Countv 1..)pa)-t Went,
LaaninceKansas_Giardiasis Manual Detection and Con-
uol in Child care Faeilities, 1984.

98 7 g



d care and public
in Mann County

80



Submitted by: Peter Michael Millei; MD.; Al PH.
Assistant Health Officer/Child Health Services
Department of Health and Human Services
San Rafael, California 94903
(415) 499-6879

ABSTRACT

arin County, north of San Francisco across
the Golden Gate Bridge, is developing a

- network of collaborating agencies to
,y e the health of children who receive child care

services. This effort facilitates the working together
of multidisciplinary persons and agencies toward com-
rnoi. 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 functioning since 1982 to improve
collaboration and coordination among those persons
and agencies concerned with maternal and child
health in Marin County. The Board is advisory to the
Health Council of Marin (HCM), the Department of
Health and Human Services (DH&HS) and the Coun-
ty Board of Supervisors (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 disabled commu-
nity, blacks, hispaaics, 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-
sentatives from Social Services (including Family Day
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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 conimunicable diseases, safi=.ty 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 section: The western area; hilly and rural;
borders on the Pacific Ocean:

Mann 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; t-ie median income was $21;311 while married
couple:; earned an average of $39;904: 38% of the
population had attended four or more years of college:

Of the total population; 28% is 21.years of age or
under: Almost 5% is under the age of five: 24% of all
families are headed by a single parent and 57% a 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
K2



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 from $338 to $388.

Licensure and monitoring responsibilities for
centers are under State Social Services direct. in. Fam-
ily Day Care Homes are licensed and monitored by
local county staff in Social Services as part of the
Department of Health and Human Services. Public
health and medical consultation are provided infor-
mally by PHN's and the Assistant Health Officer for
Child Health Services' (A110/CHS).

A coordinating Resource and Referral agency
(Project Care) works cooperatively with the individual
child care progams and the Family Day Care Associa-
tion. A bimonthly newsletter is published; orientation
and training programs are regularly provided.

PUBLIC HEALTH/PRINATE PEDIATRIC CARE
An As8istAnt Health Officer for Child Health Serv-

ices (AHO/CHS) Supervises the children's health pro-
grams and workS cloSely with the Public Health
Nurses (PHN). The above persons also consult with
Social Services programs such as Child 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
v. I lom accept Medi-Cal (California MediCaid), Child
Health and DiSability Prevention (CHDP) (California
EPSDT) and California (Crippled) Children Services
(CCS) payment. There are eight other pediatricians
associated with the KaiSer 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 and others have been iden-
tified regarding child care settings throughout the
world: Medical support for children in such settings
in Marin County has been liinited to input from per-
sonal physicians arid the traditibnal public health
involvement, e.g. infectious disease outbreaks. Child
care program operators noted tbe dearth of regular and
generalized support from health profesSionals. When:
in fact; several_physicians becanie inVolved in localized
situations; medical advice was not timely and was
often conflicting.

As the demand for childcare increased, the health
issues multiplied and became more Critical, e.g.
hepatitis; H. influenzae, child abuSe. child passenger
Safety. Project Care, day care op, lrents, PHNs
arid Physicians identified the ire formal
prevention and health prom and for
better ways to address illness .inSing from _
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normal and delayed development; and injury and
child abuse. It became increasingly important 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 19705 contributed to the coordination of Mater-
nal, Child and Adolescffit Health programs
among themselveS and their ntegratiori within
the community.

LOCAL PROGRAM COORDINATION
Almost all of the Maternal and Child

Health/Crippled Childrens program staff are located
in adjacent office space within the County Civic
Center building. This has facilitated frequent contact
among personnel from related programs. Since 1984,
program supervisors have met monthly to update each
other regarding activities and to diScusS how to im-
prove working relationshipS for the benerit ofclients
and office efficiency. The programS repreSented in-
clude Maternal and Child Health, 'Vital StatiStics, Family
Planning, Women, Infants and Children Supplemen-
tal Food Program (WIC), Publik. Health Nutrition,
Child Health and Disability Prevention, California
(Crippled) Children ServiceS, Health Education;
Child Health Clinics, Immunization Program, Public
Health Nursing, Social Services and Community
Mental Health.

LOCAL PLANS
hi L981 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 HEALTELNURSING
Public Health Nursing has for years been very

aciive within the community In the early 1980s, PHNs
began to receive more frequent requests for assistance
in childcare related matters. Initially, individual needs
were handled as part of an already e*panding case-
load. However, as these requests increased, the widen-
ing spectrum of public health issueS beeame more and
more evident. It also became clear that there were

_ general issues, e.g. safety, hygiene, etc., raised by child



ca semngs irt.t: should be addr..!ssed by qualified
health pi ofcs:,7' pals. Budget requests fo i PHN
specifically coiLlected to child Care progi-ams were

lowevt.); a PHN was assigned to provide daily
consultation a Social Services piarement
for young :.:." More recently, a similar request
has b for PHN involvement in x facility
ri r 2dosc.Lnts.

Dui olg this time (1983-5) the Child Health Clinic
;i:)1.-,alation was decreasing. This enabled the

tlme reassignment (in 1985) of the Pediatric Nurse
titioner (PNP) to a child care public health coor-

dination/consultation 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 PHNs as con-
sultants and supporters:

LOCAT \DVISORY_ROARD
During the late 1970s, California formulated the

Child Health Initiative to improve public access and
services to MCH programs. One result was the forma-
tion of state and local Maternal; Child and Adolescent
Health 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 resulted led to the combining of 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 formed in 1982, specific
effort was made to obtain representation from the
health, education and child care communities. 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 concerns for ch:dren
in the community. At the time of this decision, several
local child care issues had Increased in prominence,
especially outbreaks of gastrointestinal diseases, H. in-
fluenzae invasive disease and child abuse reports
associated with day care settings.

The CAPHB established a Day Care Committee
to identify goals, objectives, activities and participants.
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 are identified. The goals and objectives are
as follows:

GOAL I: Health service consultati -I should be
available regarding all children in day cr 2 centers and
family day care homes.

OBJECTIVE 1: All known day care providers
will have information regarding available
physician/PHN services for children under
their care.

OBJECTIVE 2: Obtain PHN position in
Department of Health and Human Services
for consultation to day care providers.
OBJECTIVE 3: Health care issues related to
day care will be identified and discussed at
community meetings. Each of the following
to hold one such meeting:

(a) In-service trainings for PHNs;
physicians:

(b) Presentations by health profes-
sionals to appropriate groups: e:g: CAPHB;
parents; day care providers:

(c) At least two meetings to address day
care for mildly ill children:
OBJECTIVE 4: 'lb offer to day care provi,,: _iss
information regarding child development
issues and milestones based on provider
identified needs and concerns.
OBJECTIVE Develop a committee report
on current needs and existing day care serv-
ices for children with disabilities.
GOAL II: Health related information should be

available to day care providers; parents and physicians
:iriclother health care providers to enable appropriate
preventive and treatment services to these children.

OBJECTIVE 1: All known day care providers,
parents and primary care physicians will
receive information regarding health care of
Children in centers and homes. Focus will be
on day care providers with children under
two years of age or in diapers.
OBJECTIVE 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 nutrition:
general health; medicines; hygiene; mental
health, dental.
OBJECTIVE 2b: Day care personnel will
ht. piovided With information regarding
ethnic child rearing practices and health
care practices.
OBJECTIVE 3a: Information about infec-
tious diseases in day care settings will be
available to day care providers.
OBJECTIVE 3b: Information will be
made available to providers regarding
storage, administr:.tion; side-effects: etc:
of medications.
OBJECTIVE 4: Information about physical
and sexual abuse of children will ht: available
to day care providers.
OBJECTIVE 5: Educate day care providers so
they can recognize types of emergencies and
perform appropriate procedures.

STRENGTHS OF PROJEC:
Several aspects of this collabortive approach have

contributed to its success:
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A. The CAPHB is established by state laW, giv-
ing credence as to its viability to the Board of Super-
visors (BOS).

B. The CAPHB members ale leadeJ s in the com-
munity in their respective fields cif representation.
C. The CAPHB members represent the ...!ntire Vioad
field of MCAH persons in the count so both county
government personnel and the public feel that the
interests of parents and children arc well represented.
D. The CAPHB iS part of the Heaith Council of Mann
(HCM), formerly the Mann 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 social 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 all the issues are broadly and
completely considered and the subsequent
recommendations have the support of all appropriate
parties. Furthermore, the interaction among the
participaritc has led to better cooperative efforts in
other arc:: besides child care.
F. The use of the Public Health Nurses to address the
multiple needs of child care programs and families has
many benefits. Assistance iS provided in areas such as
communicable diseases, gene,- ,nd specific health
problems, child abuse, child d opment, etc. Refer-
rals are made for medical, dental and social problems,
and the PHNs serve as vital liaiSons among the child
care program operators, parentS and phyt,icians.

PROBLEMS OF IMPLEMENTATION AND
HOW ADDRESSED

Potential problems have been resolved by
successful communication and cooperation among
the participants and the conSequent establishment
of trust.

There were concerns and uncertainties among
the agencies regarding their respective roles in the
committee's efforts. MCAH Staff talked with the
members and facilitated the committee meetings. The
initial focus qn mutually acceptable goals helped to
promote cooperative effortS, a SenSe of trust and a will-
ingness to share information and ideas.

The role of a general medical conSultant to child
care programs was problematical be-cause of liability
and funding issues. This matter Was discussed during
consideration of using private pediatricians in such
roles. The use of the P1-°N the AHO/CHS as
the advisors and liaison: ,,-ith the community
physicians and child care program Operators has been
very successful.

The private pediatricianS and the pediatricians
associated with the PMG (KaiSer) haVe had little inter-
action and are competitive for a limited pediatric
population. Both groups have Cei-operated fully regard- of H. influenzae type B disease. A written protocol for

. I84A

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 r dieal eValuation system for
child s-xual abuse victiMS.

Hcensed day -care programs are not being
directly addressed except by "Word-of-mouth" among
providers and informal conSultatibn by Project Care
and Public Health Nurses.

RESULTS
;', Day Care Committee of the CAPHB finalized

ie (oals, objectives and activities in December, 1985.
Sex cral 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 Mann
Social Services to all day care providers.
B. Public Health Nurses and the nutritionist have
written articles for the Project Care neWsletter.
C. Public health staff partkipated in a conference
presented to parents and child care providers regard-
ing infectious diseases. Other preSenters included
private and PMG pediatricians and the President of the
Day Care Association. Topics included a description
of types of illnesses 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-
dinated by the AHO/CHS and the Communicable
Disease PHN liaison. A County Office of Education
procedure has been written, distributed am., dis-
cuSSed with district superintendents. A policy iS
being developed.
E. The Cbunty Nutritionist provides consultation to
the state supported day care centers and has provid:
ed in-service euucation on food allergies kon pro-
vider request).
F. A nutriti- ion survey is underway to dentify topics
for later in-Service presentations to operators
G. A pediatric "Grand Rounds" presentation in i'be
county foCUSed On day care health issues.
H. A_ district PHN consultation system wi.h appro=
pnate back-up has been formalized and has improved
communicatiOn among the key parties. PHNs and the
PNP attend regional Project Cure meetings. In-services
are planned tO inclOde CPR and SIDS. There is interac-
tion among parents, physicians; day care operators,
school nurses, pUblic health nurses, the_ Corp-
mun'cable DiSeaSe PHN and the AHO/CHS. This col=
labmation haS enabled, for emmple, the smooth im-
plementatiOn -of Rifainpin prophylactic administration
to all children and Staff involved in a small outbreak



community management of future cases has been
developed and approved by County and primary
care physiciam
I. Four or five workshops forparents and day care
operators are planned yearly to cover all geographical
areas of the county and a :triety of child 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 recorn
mendations of the Task Foice will be considered by
the CAPHB Day Care Committee as ix. rt of the Con-
tagious Disease Manual being developed for providers.
K. The CAPHB presented to the Health Council
Marin and County Board of Supervisors;
L. The AHO and Contagious Disease MIN Coor-
diriatbr prOVided a presentation to the physician staff
at the_hospital in the northern region of the county
regarding health iSsues for children in day care;
M. The AHO and Contagious Disease PHN Coor-
dinator par icipated in a local television presentation
regarding child (-are heaith issues.
N. County Health Edtication staff have obtained an
Office Of Traffic Safety gkant ainied at injurY preven-
tion for all age groups; including young children.
0. The CHDP Deputy Dire-et-Or Or-di/ides staff sup-
Octrt tb the CAPHB and iS alS6 a Member of the Head
Statt Health AdViStity CbMminee.
P. The_County Health Ethicatibri Staff haS developed
Early Childhood DeVeldptherital GtiidelifieS (ages 0-5
years) for_ use in public healthk-orninunity clinics,
private physician's officeS arid CHDP prOgraMs._
Discussions are underway regarding the tiSefulness of
these materials by day care operators and staff.
Q. _A task force Of re- -,:..sentatives from County
Health SerViceS, 5:jcial ces (Chtld ProteetivC Ser.!
vices), community pee ans; (private practice and
Fermanente Medical G DiStrict Attorney
and pediatric i-;ervice E :ave_developed i pro-_
cedure for referrals for eXpert medic .valuation of
child sexual abuse. ThiS iS a Cbdhty:t SyStem that
facilitates medical referral, evaluation and follow-up
as well as child and family counseling, evidence c-ol:
lection and prosecution. Many children who utilize
this service are in the preschool population and attend
day care programs.

These activities and others have improved the day
care operator s awareness and utilization of communi-
ty resources such as the child passenger safety laws
and the_car seat loaner program, the Dental Cate Foun:
dation for children of low income families, etc.

EVALUATION
In addition to smoother 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
to providers and families will be checked for both _
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occurrence and COMMentS by attendees. Distribution
of MaterialS, fOr eXaMple eMergency care booklets;
will be verified. Any problems eVident during evalua-
tion Of infectious disease outbreakS Will be exammed
closely for areas of communication and cooperation
that need improvement. The contindity of the coin-
mittee's meetings will be a sign_ Of continued en-
thusiasm t. n the part of the meMbers.

RFCOMMENDATIONS
The Marin County Public Health collaborative

effort haS filled gaps in health services to children in
!,iy Care settings; avoided duplication and conflicts in

-,,ervice provision and identified ways concerned
perS-onS and agencies may better work together to
addreSS the Many health and related issues that affect
theSe children.

There are certain functions; foi :%Kample; general
legislatior, ; that must be carried out at the state level:
The current political clima:. is in favor of greater
aSSumption of fiscal anu An,Mistrative responsibili-
ty i)y lOcal government. ':(:,)urces have become more
lit-rifted anti are expectL.1 tt :( come even more scarce;
It iS Jcial that state/local governmental cooperation
and cbOrt4.ination take place in order to reach the most
apprOptiate_and effective balance in implementing all
ptiblic health f :Ci0;r!'; including child care. Similarly,
it iS Of eVerigreatei ortance that local government
work cooperatively with other local agencies and per-
SOns. For a variety _of reasons, MCAH programs are
especially susceptible to loss of budgetary support and
general effectiveness. Chili.: care services May be
exceptionally vulnerable because of the newness Of
public-private-social7nit dical-public health interaction
that is ne-cessary and the dynamic nature of all aspects
of the field.

Each local area will need to identify the principal
parties involved in child_ care in the region and
establish appropriate mechanisms to deal with the
m, riad ofproblems that arise. Public Health_, and par-
ii Maternal and Child Health perSonnel have im-
poi Lint roles in this endeavor.
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ABSTRACT

he Minneapolis Health_Department provides
a broad range of health services to a variety
of child care settings :n Minneapolis,

Minnesota. Services include: nursing, dental, nutri7
tion, laboratory, health education, environmental
health, medical, developmental, cs_cupational theca,' ,;
and social services. Sorvicos are providen by a rm.. t-
disciplinary team cornposd of health professioi. !s
from the divisions of Personal Health, Nursing and
Enviri ,nmental Health within the Health Department.
Public '4, .:,.1th Nurses are assigned full time_to day care
activities and function as coordinat:ors of the day care
team for each child care setting served. The program
continues to undergo modification in response to the
changing needs of child care.

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 b 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 importance in fostering this optimum develop-
ment. For many children, this support is provided in
their own homes; but, the increasing number of single

Subm1tted Edwarc,' P Eblinger i. D.JS. P11.
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parent families and the increasing need for women to
work outside of the home has necessitated the
development of alternative sources of care for infants;
toddlers; and preschoolers. Day care programs arc one
alternative in meeLng this need; and ensuring that
these settings are healthy; safe and developmc-ntally
stimulating is of ma;or interest and concern for irealth
professionals whose focus is child development and
family health.

The expansion of all fOrms of day carelday care
centers, fiimilv day care, preschools, and nursery
schools) has placed a large Lumber of children in clOse
proximity to one another for a major portion_ of the
da3.,'. This ir:,:reases their risk for developing respiratory,
gastro-iniesth)al and other illnesses._ln addition, hay
ing children spend extended periods of time_ in non
parental supervised situations requires that t17

caregiver have knowledge of a child's existing healt .

problems and the_ ability to deal with new and existing
problems in an effective flishion. A 1981 audit:of the
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 cr.re center's health record
were unknown to center This does not even_con:
sider the number of health problems that exist but
have not been identified.

Similarly a study done by the Greater Minneapolis
Day Care Association (GMDCA) revealed that 34.8%
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 specialied interventions seldom, 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 coPnseling, social Work Services, dental health
educati.. o or family cOUnSeling.

Given this backgroUnd, it is obvious that the
health service needs of day re are great and that they
haven't been adequately addreSSed. Despite the
documented health problemS aSSociated with day
care; little informatiOn is available on how to address
these problems in an efficient and effective 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 consultant 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 care.

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 -ofpriblic health
nurses; nurse practitioners, physicians, deritiStS, dental
hygienists; social woilcers, occupati-onal therapists,
sanitarians; nutritionists and health edUtatorS. This
team provides a broad range of consultative :Ind direct
health services in an icient and effective manner.

SE' fING OF THE DAY CARE PROGRAM
Demographics

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 .tased from 22;433 in
1980 to an estimated 25,003 in 1985. The 1980 cen-
sus identified 82,9zi 6 farriily households in
Minneapolis, with 61,311 (73.9%) being married
couple families and 17,615 (21.2%) having only a
female head of household. Of married couple families;
40.4% have c'oildren under the age of 18. Of female
only headed families, 61.4% have children under 18
years of age.

The 1979 per capita income in_Mirineapolis was
$7;940 and the mean family income for all faMilies was
$22;504. The mean income for familieS With children
under age 18 was $21,711. Married -Couple families
had a mean income of $25,313, obi-Oa-red to $13,102
for female only headed households. Fbr families
with children under age 18, the mean income was
$26;824 for married couple families, cOrripared to
$9;950 for female headed 1-7,milles. Female Only
headed househek,! .-21)14,.1ri, under age 6 had a
median income of $5,631 .:.,.7.mpared tO $21,024 for

Married couple households:
_In 1980 there were 164;731 females over the age

Of 15 living in Minneapolis and 95,486 (58.0%) Nere
in the labor force. Of women with children under 6
yeat8 of age 9,802 (53.0%) were in the
labOr force.

CHILD CARE SE ICES
In 1985 there were 66; eensed child care

facilitieS in Minneapo. s with : censed capacity of
9,666. Arriong these facilities r: -e were 540_family
day care homes, 73 full day chilu .re centers, 39 half-
day child care centers, 2 Head Sti_ :_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 care programs exist to care for
ill children.

ORGANIZATION OF THE MINNEAPOLIS
HEALTH DEPARTMENT

The MinneapOlis Health Department is the official
puhlic health at_tency for the City of Minneapolis: The
Department iS directed by a Commissioner of Health
who reports t: 13 member_City Council which func-
tions as the L. .ftd 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 and Personal Health Services:
Each is headed by a division direetOr who reports to
the Commissioner of Health. AcriVities related to day
car,t, occur in each division. The Division of Ad-

! arion is respbriSible for financial managernent
aance with program planning and dedop-

riis division also facilitates comMirnication bet-
ween Health Department Staff arid Le City a .

Tne majorit; of Health DepartMent day care ac-
tivity occurs in the Public Ilealth NtirSing Di-Vision. In
this division there is_an_Official_day Care team super-
vised by a Public Health Nur!;e. She rep-OrtS tb a Clinical
Supervisor who is supervised b the DiViSibri Director.

In the Environmental Health DiViSibri a Sanitarian
is assigned half-time to day care activitie:;. In the Divi-
sion of Personal Health ServiceS a variety Of health pro-
fessionals engage in a variable artiOtint Of day _care
activity. Each of these individualS repart:: tb a func-
tional area head who in_ turn repOrtS tO the diVision
director. The activities of the entire day Care prOgram
are described in this report.

STEPS IN IMPLEMENTATION
For many years the_day care cOnStiltatiOn activities

of the Minneapolis Health Department Were informal-
ly provided by public health nurSeS aS part Of their
home visiting and health promotion actiVities. There
was no 0-xinize_1 day care prcgrarn and nO Specialind
staff were available to address the uniqUe needS bf day
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care programs.
During the 1970's, as the number of children in

day 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 specifically
devoted to day care consultation: In Augu f 1982
the activities of these public health nurses were con-
solidated into an organized day care team and were
given the responsibility of developing and coor-
dinating the day care activities of the Minneapolis
Health Department.

While these day care activities were developing,
the Maternal and Child Health (MCH) Program of the
Minneapolis Health Department was providing corn-
prehensive child health services through a Children
and Youth (C&Y) Project supported by Title V of the
Social Security Act: These services were provided at
clinics throughout the City of Minneapolis by a multi-
disciplinary team: Services were targeted at low
income/high rk children and focused on disease
prevention and health promotion services.

Paralleling the experience of the Public He:lth
Nursing Program, the MCH Program recognized 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. Inevitably this consultation extended beyond
C&Y registra; :is and encompassed a broader
population:

The Environmental Health _Program of the
Department 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
assessments and recommendations_ to day care
programs regarding a broad range of environmen-
tal issues.

the' is . y Df collaboration between
the var: .)grarns v. ithin the Health Department,
coordin:-. of the multiple day care services _has
been a logical development. Initially this occurred on
an intermiuent and informal bvsis, but with the
establishment of the clay care team in 1982 the activi-
ties of the various providers has been much more
organized and systematic. The_ public health nurses
now play a lead_ role in determining overall program
direction and function as coordinators of multi-
disciplinary health services provided by the health
department.

Since the 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 prcigrams. As day care gradually
moves up in the overall_ priorities of the MHC, more
emphasis is being placed on organizing the overall day
care service activitiesin a way that fosters collabora-
tion and communication among health professionals
on the team; and thus enhances the efficiency and
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effectiveness of the services provided.
The health of children in day care is an issue that

is continually changing and rapidly growing in impor7
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 erfo...ts dictated by changing expertise; needs;
and resc urces:

STRENGTHS OF THE PROGRAM
With health professionals from a variety of

disciplines involved in day care, a broader perspective
on the issues surrounding day care can be obtained.
Not only can members of the team use their special-
ized expertis,... in dealing directly with complex
problems but they can also use this expertise to
educate ether team members and day care center staff.
Some of the services and activities rovided by
rneribers of the multi-disciplinary team include:

Public Health NursingThe public health nurses
function as team coordinators for each day 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 consultation with the nhysician and sanitarian,
the PHN reviews the policies and procedures of day
care centers and makes recommendations regarding
safety emergency plans; and the physical environ
ment: They establish linkaE.es with other agencies
that provid health and social services; so that needs
can be addressed in an appropriate fashion: They also
provide frequent in service training and continuing
education classes for day care workers and others in-
terested in dily care issues and problems:

DentalUnder the supervisior: of a dentist, a
dental hygknist provides dental succn: ,:ervices and
dental education to children in day care settings: The
hygienist also provides education t, parents and day
care center staff.

NutritionA nutritionist provides nutrition
asses:-ments; 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
nutrition:II value of lunch and snack programs are also
providt.NI. The nutritionist makes referrals to com-
munity nutrition and food programs such as WIC
(Supplemental Food Program for Women; Infants; and
Children); food shelves and the Expanded Food and
Nutrition Education Program (EFNEP); if needed. A
growth monitoring program has also been initiated at
two day care centers.

Social ServicesA social worker provides
assistance to day care center staff and families in work-

with special needs children:and their families. The
al worker also facilitates the appropriate use of

nmunity social services.
Developm.ntal Se:vicesAppropriate screenin;_.:
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procedures 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 td aSSeSS children identified through
screenings. Treatinerit and referral services are pro-
vided as appropriate.

Lab-OratoryThe laboratory provides screening
testS deerned necessary by the ph3,sician and PHN. To
date these tests have included blood lead, zinc
erythrocyte protorporphyren (ZEP), herriatOcritS,
thrOat -cultures and stool exams for ova and parasites.

Health EducationA health educati)r deVelops
and delivers prevention oriented health edUcation
programs for day care center staff and fatnilieS of
children enrolled in day care. Audici-viSual aid and
-general informational material are 2180 deVelbncd by
the health educator.

Environmental Health ServicesAn enviromm
tal health sanitarian is aSSigned ,:he responsibility of
inspecting and MOMtbring day can centers: Physical
hazards, fire safety And SanitatiOn are major areas of
concern. The sarillarian alSb Works with the nutri-
tionist in educating day care center staff regarding food
preparation and handling.

MedIct A physician provides overall medical
consultation to members of the day care team. Ih
C. i-operation With the Public Health Nurse. the physi-
cian reviews the policies and procedures of day care
centers and makes recommendations regarding the
adequacy of thc health and safety components. In
addition, a pediatriC nurse practitioner is available to
respond to medical issues raised by members of the

.tm.
,rect 3.ervices provided by the multi-

t day care team h Ave been of great v,Itie to
e Centers and the children they serve, but the

,Cacy and linkages that ha\ been developed by
the day Care team have been equally important. HaV:

indiViduals from various backgrounds invoived in
the day care program has fostered linkages with a wide
variety Of health and social services agencies. As thes-.:
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 cottutunizy 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.

PROM 7.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 commitment 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 havinga perfect day care program.



However, improvemencs continue to be made and the
program is getting closer to the model that staff see
as being best able to meet the needs of children in
day care.

The first probm to overcome in becoming a
model program was the lack commirmenr u) day
care. Initially, in respor sc. -luest,-. from C:iy care
centers, several public hr thc
responsibility of pro- on co i

centers. Each nursc provi::?c icr ()I :.:07(-ri1
day rare centers in addition te . cut
Although this was the beginnin!.7 , iSioi r.-)f
services to the centers, delivery 7 -is st) r idic and in:
consistent. Coordination of servi: i. rinimal and
often educational programs and matr:1' Is would be
developed by one nurse without t'e .:lization that
another nurse had developed something similar only
a short time before.

Service delivery to day care was generally not
seen as a priority by nurses if the workload was heavy
Day care tasks were generally the first ones dropped
when time pressurff became acute. Frustration among
the nursing staff was also high because each nurse
found it difficult to become adequately informed
about the needs cf day care when they were serving
only a few centers. Similarly some centers became
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
care as a Epecia I unit. Although fewer nurses were in-
volved in day re, each nurse could now focus all
efforts on day care and provide consultation more
effectively and efficiently to a large number of centers;
Ide.ntification of a lead nurse for the day care program
also facilitated the coordination of day care activities.
This commitment to day care was a 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 Departme' t: 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
Heari Services and Environmental Health: For many
yea..s the day care activities of these 2 divisions inter-
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 meetings were established for all staff involved
with day care in order to siiare activities, ideas, and

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 priorities; providing services to day care
makes coordination difficult and markedly reduces the

flexibility of the program in adequately responding to
needs. Because personnel in Personal Health Services
and Environmental Health provide services in areas
other than day care it is impossible at this time to
put all day care activities in one division; Therefore;
there are continued efforts to find ways to better coor-
dinate the multiple and diverse day care efforts of
the Department.

A major impediment to developing the day care
program is the lack of financial resources. Staff from
the dly care team and L;tiff from the centers have iden-

i v:iriety of intervei itions to deal with the pro!):
lems in day care but often they can't be implemented
because of inadequate resources. Funds for staffing
came from a variety of sources inc: iding: city taxeS.
Minnesota Community health Ser. -4ces 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 dilemma 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 Depart-

ment day care program can be evaluated in a variety
of ways: From a numerical perspective the impal:. has
been impressive: Each year over 100 day cart programs
of various kinds receive multi-disciplinary services
from the MI-IC day care team and approximately 00
group educational sessions are held: These services
directly impact over 10,000 children and .=.('JO parents;
day care workers; and health profes,-.: In addi-
tion, the Health Department sends i .o; on
health :ssues in day care to numerous ine and
groups throughout the country.

More importanrii.. however, are the non-quanti-
fiable aspects of_C ie program. By serving on vaus
boards, committees and task forces, team members
have been influential in enhancing not only tlie
development of day care programs, bur other pro-
grams affecting the health of all chiklren. They have
also helped to make child care a high priority issue
in Minneapolis.

Some of the major issues_ that have been direct-
ly infiuenced by members of the day care team in-
clude: ill child day care, subsidized day care; licensing
of day care centers; and tilerapeutic intervention for
special needs children, child abuse and neglect; and
a host of others. In (1;,ling with_ these issues the
members of the day care team have demonstrated their
level of expertise to the community and are increas-
ingly being asked to participate in planning, develop7
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
feneration of children.



RECOMMENDATIONS
From the experieriee of the Minneapolis Health

Department in dealing With the issue of the health of
children in day care; SeVeral observations and recem-
menjations can be Made; relative to agencies and
oipni:12tiOrI5 servicing day care centers. 11iese recom-
mendations are made eibt So much to avoid potential
problem:. :sut to assist pregrams in more effecdvelv
servhg children in day care. Some ef these recommen-
datiui is can be taken _independently but most are in-
terrelarcd and part of a ecienpreherisive approach to
child care.

iake Day Care a Priority: Although the health of
Children ih 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 ether 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 a separate day care program or highlight-
ing, in some fashfor, the day care activities of the
agency The more vi Ability the day care activities
teeeive; 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 id Stimulate further interest
throughout the community in the needs of children:

Consider Day Care a Specialty Area: The health
needs of children in_day care are Lihititle and often
complex. lb address these needs requites Specialized
training and experience that can be optimally Obtained
by having time devoted only to this area. If pOSsible;
staff should be assigned specifically te day ca:e activ-
ities. This practice not only allows for the deVelop
mei h of expertise in the area .ut also facilitttes better
program planning. This v',6:d also oighlight the
priority of day care services and lessen_ the ceMpeti-
tion with the ether needs of the agency Iti is inipossi-
ble a) have specific individual: asigned soielV tO day
care; at least a specified port'on of i:rhe
dedicated to day carc activities. Children hi day ( are
need advocates and the best advocates are there wrie
are knowledgeable and interested in thlt neecs. Mak:
ing day care a specialty area is the first step in develv-
ing an advocacy for the health of children in day care.

Develop a Specific Day Care Phin: Although
health agencies serving day care -centers need flexib:li-
ty order to respork! to changing needs. some overall

including goals and measurable Objectives: eds
to he in i-'1ce to direct a propitti'S efforts. As was
pointed out previously, the needs of day care Often get
Iost in the _activities of a_large agency. The existence
ef a program plan_wotlel help prevent thiS from occur-
rh ;._!t would also encourage Cellabbtatieri aMong all

provers whc are working wrth ti,:y Care.
Finally, a plan weaid help in evaluating the effec
tiveiless and_impac: of the program. The latter is
ef cr.ecal importance f the program is_gbing to e,,n-
vic,ce others of the im:-.ortanee healdi Sei-Vites iii

day care settings._
Broadly Define the Health Needs In Day Care:

The health problems in day care inelude rrier2 then
just communicable disease They include Arch Wide
ranging issues as nutrition, mental 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 healii needs in day
tare: it is unlikely chat major problems will be missed:
ThiS _approach will also encourage a broad range of

calth 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 dav care are
diverse; a multi-disciplinary approach is needed to ade-
quately address them. Ideally each agency or organiza,
don should take this multi-disciplinary approach, but
this is impractical. However, if the overall approan in
a community is a multi-disciplinary one and one_that
is well coordinated; much progress will he made in im-
proving the quality Of :lay care.

Encourage Collabo,ation: Adequately addressing
the health needs of children in day care is beyond 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 appreaCh is necessary to secure all the
resources and expertiSe that is available for this effort:
A ',7msortium Of_ providers is also a good mechanism
for advocating iMpreVed Child care and making it
a priority isSue_ for the ebrnmOnity. The health of
children in Child care iS a community-wide issue
and needs tb be addreSSed by a comr initv-
wid approach.
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INTRODUCTION

he population of the Seattle-King County
metropolitan area is 1,269,749, lepresenting
one-third of Washington state's population.

Of the population 78,525 are ages five years or
younger. Geographically, King County is one of the
large5t cDunties in the nation. It contains urban, subur-
ban and rural areas and sustains a large industrial blse.
Acc:)rding to 1980 census data, the King County
median family income is $25,333 and the median
household income is $20,717. The total numuci of
families headed by females with no husband present
and with children less than 18 years numbered 27,298
and comprised 8.4% of the families in King County
Census data from 1'7'80 also indicated that 56.6% of
women 16 years of age and older are working.

Each day nearly half of the children in this
country under the age of 6 years, an estimated
11 million, 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 6 years are
cared for in licensed child day care centers, ..ni-
centers and homes. There are approximately 1900
licensed child day care sites in King County,
'ashington. Licensure is required for any person
providing care for children other than titeir own
children for more than four hours per day. Table I con-
tains data on the number of day care sites by their
licensure status.
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TABLF 1.

Number of Child Day Care Sites by Licensure
Seattle-King County, 1986

Number of Child
Licensure Type Day Care Sitcs
Day_Qate Cerity.:1-s (LiCenSed
for 13 or more children) 285
Mini-centers (Lic.nsed for
7-12 Children) 1 19

Hdrne8 (Licened 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 unfortunate _as local govern-
ment and business are interested_in this kind of infor-
mation as they _begin respond to the increasing de-
mand for child care services.

The Seattle-King County day care community has
recently experienced a considerable amount of activ-
ity ' change which has been positive but which has
lacked coordination. A community task force has
been convened rec,...1:ly to determine what services
presently exist, what additkmal services might be
needed and how all of this could be organized
more effectively.

For 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 foi 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 cornrhUnity colleges; voca-
tional training schools and the City of Seattle Depart-
ment of Human Resources. TheSe agencies provide
trail ing and assistance in health and safety, early
chf.dhor cl education and adminiStratidn respectively
TN; City of Seattle Department of Human Resources
reeently obtained public and priVate funds to start a
resource center for families and Child tare providers.
So far, the major activities of the re;,;-otirce center have
been to organize training and to develop a I,..-vsletter
which is publi-hed every two MOnthS.

Child care subsidieS are available to low income
families via_two main routeS. The Washington State
Departmentof Social and Health Services allocates a
certain portion of their "welfare" Monies for child care
and the City pf Seattle Departthent of Human
Resources uses Community Development Block
Grant funds and work incentive Monies to subsidize
child care.

The major service available to day care p: -;nts is
the Day Care Referral Line. This is a compo (.tized
information system which provides parents win, infor-
mation and assistance in lbeatingchild care: le Day
Care Referra Line is alSO a goOd source of inf 'nation
about the number, typeS andloeations of lir ed day
care facilities.

There are two maior support groups . ,.hin the
day carc community: the Family Day C. e Home
Association and the Day Care Center Directors'
Association. During the past year these org-tnimtions
have performed a large quantity of advo. 'acy around
issues_such as the CUrrent crisis in liability insurance
for day care providers. Seattle and King County have
b. n fortunate to hatte a Maydr and city and county
ee 1.1cils who are supportive and interested in child
<-1:::! issues. In 1982, the Mayor began a car: ipaign to
make Seattle a more littable place for children in
recognition that many fan-lilies with children were
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
'are programs came to be a priority. The health depart-
nent became invc in the work of (idsPlace

and began to explore hoW their day care services could
support the development of good quality child
care programs.

The Seattle-King County Department of Public
Health does not have regulatory or licensing jurisdic=
tion over child tare. This activity is performed by the
Washington State DepartMent of Social and Health
Services. The Sea,tie-King County Department of
Public Health does have some broad State Board of
Health powers which can be invoked when there are
outbreaks of serious communicable diseases in day
care facilities.

The Seattle King County Department of Public
Health employs public health nurses, health assiStantS,
and a nutritionist to provide consOation regarding
child growth and deveopment, safety, nutrition,

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.

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 disease prevention; and
the regionat division provides specific communicable
disease services w'lich include monitoring; education,
and intervention when there are outbreaks of com-
municable disease in day care Settings. Collaboration
and coordination of serviceS occurs at the staff
Current staffing in the city division consists of 1.75
FTE public health nurSeS, 1.0 FTE community health
serv s representative and .25 FTE nutritionist. Staff-,ing -ounty division iS 1.0 FTE public health
nurse and 1.0 t E community Service representative.
There is 1.0 FTE public health nurse in the regional
division. 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 concernS, the chief one being com-
municable disease transmission. Althoughdata are not
conclusive to be able to a-sSeSS the relative risk of infec-
tion among children in day care_settings compared to
those who are riot, outbreakS -ofimportant infectious
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 illness in
child day care settings and art incieasing 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 regarding com-
municable disease, but -cOnfuSion over appropriate
preventive health measUreS, lack bf support from
parents and health care providers, and a ! ;c2k of
resources for gaining assistance .,ith these problems:
A survey conducted in the Sumnier of 1985 confirm-
ed the results of the April, 1984 meeting and esta-
blished that child day care siteS Shbuld deal with illness
management on a daily basis, that there is 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-King'County Department of
Public Health set out to meet the following needs con-
cerning illness prevention and management:
/. Lack of knowledge amohg Child day care pro-



viders, parents and hea1th care providers regarding il-
lness prevention and illness reporting.
2. Lack of formalized health policies in most child
day care facilities.
3. Lack -)f alternatives providing for the care of
ill childre .

4 . Lack iatabase regarding disease frequency
and the deLtrrninants of disease.

The approaches required to meet these needs
required that the health department consider its staff-
ing constraints, the large number of child day care
sites, and the frequency of staff turnover at these sites.

IMPI EMENTATION
To accomplish 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 eq:i ts were sup-
ported by statistics collcrted by Seozie-King County
Department of Pubic 70. Staff; ;ill ort from day
care providers, parents, e local press; r.) id copies
of communicable disease a: tides that had been sub-
mitted to scientific journaL by health department
staff. These requests were met and were critical to
our success.

A HEALTH HANDBOOK FOR
DAY CARE PROVIDERS

In MarCh of 1935 a nurse epidemiologst was
hired to respond to the steadily increasing concerns
and requests for information concerning com-
municable disease prevention and control at child day
care centers and to handle 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 :liness and its prevention
in raid day care settings. The nurse epidemiologist
is available 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 ,tducational programs
sponsored by the nurse epidemiologist and the child
day care nurSeS.

It took two years to develop the Child Day.
Health Handbook, a general health guide written
health department staff and reviewed by numer( 1.
ch i I d day ca re iders and h. care providers. A
professional writer a. ,d illustrator organized the
material to rrr-:. L.. it as user friendly as possible. The city
and county governinents 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 illness manage-
ment. Although the guide contains information about
a variety of health related topics, approximately one
half of the handbook contains material on illness
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prevention and management. Six community-wide
programs were held to introduce the handbook to the
day care community. Child day care nurses often use
the handbook as an entree for working with child day
care sites. (See Figure 1)

Figure 1.
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Discussions regarding illness manement among
health denartment staff revealed many differenc i; of
opinion; . To eliminate confusion and_to StandardiZe
the iltalth department's approach, the nurse
epidemiologist in collaboration with other health pro-
fessionals developed a day care illness protocol that
described the ir ecs; its significance inchild day care,
pertinent control r.wasures, and models of letterS that
could be adapted to inform parents of an illness expo-
sure. This produck has facilitated illness management;
and has decreased response tithe. It iS antiCipated that
most of the letters to pare, its included in the protocol
will be packaged together andgiven to the Child ctly
care sites Jnd that the protocOl will be used as a tool
to educate area health care professionalS regarding ill:
r,.ss in chfld day care SiteS. TWo inSerViceS have been



offered to health department staff regarding illness
prevention in child day tare Sites.

With an improved and Stable staffing level,
more opportunities have presented themselves
for problem identification and planning. One result
of this extra planning time is the development of cur-
riculum guides that would alio* 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 establiShed 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 staff have provided
student practicums for the University of WIThington
Schools of Nursing; Medicine, and Public Health.

CRITICAL ISSUES
One of the curriculum plans being developed in

collaboration with Washington State's day care licens-
ing program is on health policy development. It is used
in a variety of educational programs. The need 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 illness
presents a crisiS for most families. The health depart-
ment will support appropriate proposals for illness
care and will act as conSultant to programs wishing to
establish altermativeS for managing care for ill children.

During the Summer of 1985, a pilot study was
conducted to teSt a diseaSe rep 3rting system. Based
upon comments received and discussions with admin-
istration, a formal diSease Toning system was
established in February, 1986. This system provides a
baseline on il!rieSS occurrence in day care, grants op-
portunities for earl y recognition of illness; and pro-
vides the opportunity 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 feedback on their illness reports,
the health department publishes day care com-
municable disease Summaries in a day care newsletter
that is circu' ted to all licensed child day care sites and
to other interested partieS.

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 contributcd to the existence of
this staff by providing the funding for extra positions,
providing time for meetings and funding for educa-
tional materials.

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 staff are actively sought to give
presentations to day care sites and toanswer questions.

_PROBLEMS OF IMPLEMENTATION_
Given the large number of child day care sites in

King County and the health department's current staff-
ing level, every child care site cannoi receive the per-
Sonal touch. Since child day care centerS care for the
largest number of children in one spot, one- 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
effort-S. Also frequent day care staff turnover requires
periodic repetition of educational programs. Since day
care licenSing's staffing is even more restrictive than
the health depat zment's and since our focus differS,
difficulties have been experienced in gaining day care
licenSing'S Supi.,ort and input.

Disagreements within the health department
regarding the implementation and the scope of the day
care illneSS reporting system 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
larg.: Scale illneSs reporting system. Discussions involv:
ing the mode and frequency ofreporting 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 1985, _4pproximately
400 calls were handled by tt: day care nurse
epidemiologist, and 101 illness outbreaks were
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detected. This compares with 79 outbreaks detected
in 1984 and 41 outbreaks in 1983. The general clay 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 illness reporting system is initiated both
the volume of calls and the number of illness out-
breaks detected will again double.

Efforts made have resulted in more requests from
day care sites lrld other child care providers for train-
ing and consultation. For example, the health depart-
ment staff have been acting as consultants for a child
day care wishing to establish a sick child care program
and have been providing assistance to a program that
trains nannies.

The handbook has received national recognition.
At least three hundred copies 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 cause 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 demonstrated 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.

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.2

STEPS OF IMPLEMENTATION
Accident prevention and first aid training program

activities have occuried 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
audits of day care facilities by environmental health
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
Red Cross first aid training which they had attended
in order to meet State c f Washington licensing require-
ments. A significant demand for Health Department
first aid classes developed because the Health Depart-
ment classes contained more content about 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 Washington
State Day Care Licensing approval of the curriculum
so that attendance of the Health Department spon-
sored classes would allow day care staff to meet licens-
ing requirements for first aid training.

The Seattle-King County Department of Public
Health 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 Deaths of
Children in the United States: Currently Available Preven-
tion Strategies," Pediatrics 75:3, Marcb, 1985.

2Susan A. Aronson, MD, "Injuries in Child Care' Young
Children 38:19, 1983.
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aid training with emphasis on injuries and emergen-
cies encountered in young children and arc taught by
a public health nurse. The second four hours 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 arc cer-
tified as Red Cross First Aid Trainers: In 1985, 230 day
care providers received first aid training. There is
presently_ no charge for the first aid training classes.

Seattle=King County Department of Public Health
nur5ing staff who work in the Day Care Health Serv-
iceS Program have developed and presented_an_acci:
dent prevention and safety curriculum to day care staff
and operators. They have entitled it "Safety_Considera-
dons 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
developmental capabilitieS -of children and the_kinds
of accidents that are cot-mon 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. Day Care Health Serv-
ices Program staff have alSo_developed a curricukim
for three, four and five year oldS entitled "Feeling Safe".
The objective of this curriculum is topromote safety
awareness in preschoolerS.

In 1984, the Seattle-King County Department of
Public Health reorganized a Small portion of environ-
mental health services to create a pilOt program called
the Home Hazards Program. The intent of the program
was to provide a non-regulatory service to home
owners and renters which would provide them with
anon-site home safety_audit perforthedby 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_OEIHE 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
ap?roach is the first Step toward beginning to evaluate
effective intervention strategies.
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The Bathe HaZards Program staff has also found
that -once day care operators learn that the program is
rion=tegtilatoo; they Seem to open up and feel more
free to aSk queA-ortii about how they can make their
facility MOre Safe. Hbitie Hazards Program staff have
alsO been SenSitive abbut coming up with suggestions
that cOSt litt:e or nothing to the home owner or day
care OperatOr.

PROBLEMS OF IMPLEMENTATION AND
HOW THEY WERE ADDRESSED_

The Seattle-King COOnty DepartMent of Public
Health initially ericOUritered SOme difficulty in gain-
ing approval from WaShingtou State Day Care Licens-
ing for the first aid curtfailtiM Which had been
developed. Final apprOval Of the curriculum was ob-
tained after State licenSing Staff reviewed the cur-
riculum and with the stipulatiOn that Health Depart-
ment staff who teach the cUrrieulum be certified by
the Red Cross as first aid trainerS._

There were no major ObStacles encountered in
using the accident prevention and safety curricUlums
to train day care staff and pareritS, The Safety -cur-
riculum designed for use with preSchool cl-ildren has
not yet been used at the time of thiS pUblication.

The Home Hazards Program has encountered
two main problems which remain Unsolved. Requests
from day care operators 'mid staff fOr Safety atiditS 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 very good.

The classes which are held in various locationS_ in the
City of Seattle attract day care operators and Staff froM
throughout King County. In 1985,230 day care_pro-
viders received first aid training. Classes are offered
about once a month with attendance from twenty_tb
thirty individuals per class. Classes are usually
suspended for two months during the summer. In
1985, the Home Hazards Program performed safety
audits in ten day care centerS, two day care homes and
six foster care homes. The inOSt coniMon _haZards
identified in order of frequency were electrical
hazards, fire and burn haZards, fall hazards and a
malfunctioning smoke alarm or no Smoke alarm.

EVALUATION
The first aid curriculum needs to be updated in

1986. Plans are underway to review and consider 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 a5 well as firSt aid for Serious injuries
qQ



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 a curriculum whi.,ch specifically
addresses the needs 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 have 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 dam are
available from these tests:

The future of the Home Hazards Progra7-:i is
uncertain because of potential funding reductions: If
the program is eliminated; hopefully the audit ro-
cedures could be integrated into the existing Day Care
Health Services Program:

RECOMMENDATIONS
It is appropriate for local health departments to

be involved in providing services to child day care
sites. The health department 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.
/ . Surveillance systems to track day care illnesses

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 consultation on illness management,
accident prevention and first aid should be developed
and presented in an organized, planned format.
3. Illness and accident prevention curricula need to
be developed and evaluated for effectiveness.
4 . LOcal health departments should recognize 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. First aid training for child care providers 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-
munity, health 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 care
children and presented in this report speak

for themselves. Collectively we believe 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 project was to report a sampling of things that
were occurring: We believe this reporting will con-
stitute a dynamic for further 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 comment on the need for

the public 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, when interventions are like-
ly to be effective.

Mere is no question that day care is here to stay
Increasingly higher percentages of mothers of
preschool children are entering the work force and
there is no evidence that this trend is likely to decrease;
all projections 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 health practitioners come from a varie-
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 government entities responsible for licensing,
environmental safety infectious disease control; etc.;
public health practitioners have access to children in
day care: In these various roles they can be instrumen-
tal in the most important aspect of public health:
prevention of illness and injury to children in day care.

"Prevention may be in the form of insuring a safe
physical environment by use of recommendations and
requirements regarding fire hazards, playground
equipment; food handling, sewage disposal, transpor-
tation safety, immunizations, etc. The ed acation of day
care providers 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 thy care providers lessens the risk of
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spreading infection.
"Recognition of pre-existing corylitions. or those

acquired during the time the chilci is in day care, with
appropriate referral may result in earlier treatment than
otherwise would have occurred.

"Screening for vision, hearing, growth and
development, can be incorporated into day care
routines with appropriate referrals resulting in earlier
appropriate treatment.

"Treatment in the form of first 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 care environment with the support of public
health specialists.

"Day care centers in particular 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 amelioratins these conditions has not
received appropriate attention.

"Particularly in the management of outbreaks of
specific diseases, e.g. Hepatitis A and HaemophiluS
influenzae type b infections, public health epidem-
iologists, nurses and physicians are the only ones in
a position to see that appropriate measures are carried
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
qualified to work with day care providers in minimiz-
ing the dangers to and maximizing the opportunities
for positive intervention for the health and safety of
children in day care."

7
M D.A

In a selection from Dr. Bartlett's commentary,
recommendations are made with special reference to
"regulation of day care facilities by individual states."

"On the b2cis of these papers and the discussions
related to theni, the following are general recommen-
dations relating to the regulation of day care facilities
by individual swtes.

There should be a more consistent and uniform
definition among the states of the major subtypes
of day care facilitiesfamily day care homes, group
day care centers, and preschool programsto
facilitate the development ei appropriate guidelines
for regulation and operation of such facilities and for
the comparison of results of epidemiologic and
other studies relating to day care facilities.
There should be a set of universally 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 regulations.
There should be 2 clear location of responsibility for
the regulation of day care services within each state's
administrative structure. If responsibility is shared

ong separate agencies or separate divisions within



one agency, 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 promotibri 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 all
regulatory and mandated activities i: the area of
child day care.

"In addition the following recanimendations for
the agency involved in the regulatibri of day care
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 enabling general legislation
allowing for the development of Specific guidelines
through regulations. For example, the enabling
legislation 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 Statewide
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.
There should be established procedureS for periodic
review of existing day care regulations and

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 programsshould be cen-
tralized in one 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 ofper-
formance of regulatory functions are essential to this
joint activity.

There should be computeriiation of licensing
records at a single central State level to facilitate
record keeping and tO 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 mechaniSny to implement
child abuse, neglect, and sexual abuse identification
and referral procedures, consistent with applicable
state laws and regulations.
The regulatory agency should aSSume responsibility
for updating day care adminiStrator5 and center per-
sonnel on advances in health, Safety, and child
development, directly or through other organiza-
tions. They should also con5ider requiring aS part
of its regulatory function ihe demonStration that
center personnel are keeping abreaSt of advances in
fields relevant to their day care activitieS.

"These recommendations are by no means ex-
haustive. Other readers may very appropriate]y reach
other conclusions and are encouraged 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 ARONSONJAVLD-.__
During the conference, Dr. Aronson identified

"improving the quality of child care" as the common
goal. She recommended that agencies working with
child care programs use an integrated data manage-
ment information system to link monitoring; licens-
ing2training, policy, and reSburce development;



'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 providers
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 progratr5. Enforcement 1so 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, a good
test of the enforceability of regulations is to attempt
to draft a set of objective measures from them.

"In addition to the benefits of an instrument
based system for working with individual day care
sites, aggregations of data for multiple 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 arid 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 instrument based data.

"To collect useful data, an instrument must be
developed which defines the criteria 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 possible, relying on documentation
and responses of particiPants about performance only
where direct observation iS impoSSible. Items should
be weighted by a consensus process so that dangerous
non-compliance is flagged. Inter-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 comprehensive
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
depth 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 itSelP.

"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

Research and Information Systems, Office of Children,
Youth and Families, 1514 North Second Street, Har-
risburg, Pennsylvania 17102.

"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 a clear
definition of the status of the day care programs and
the chiidren they Serve. To target limited resources, ob-
jective measures of need, not just "wish lists or wants"
muSt be obtained. Without objective, systematically
collected data, neither day 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
effectiveness of interventions and find new needs.
However, resources will always be limited so providers
and consultants, those setting mid enforcing standards
need to focuS on strategies to improve the quality of
child day care for the greatest numbers of children."

D. M.P.H
Dr. Chang elected to comment on community

organization aspects of public health involvement in
the health of day care children.

"In the past five years there has been a gratifying
increase of interest in the health and safety aspects of
child care programs. The selected profiles of model
projects depicted in this monograph, both at the state
and local level, attest to the strong dedication and
creative imagination of responsible health profes-
sionals in these public health agencies.

"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 a community and of formulating
service delivery systems to meet them. They have to-
day a unique opportunity to become involved in the
health promotion oi thousands of young children
enrolled in child day tare ptogrAns.

Recommend:ations; identified Needs and
Suggested Activities
/. There is a need for a broader-based societal con-
cern for the health and safety aspects of child care pro-
grams. Public health agencies should play a leadership
role in formulating this concern.

'Etene, Richard and Nixon, Mark, The Instrument Based Suggested activity: Establish a "Health in Child
Monitoring Information System and the Indicator Care" Committee (state or local level) to serve as
Checklist for Child Care. Child Care Quarterly, 14(3), Pall, a forum for discussion, exchange of views, and
1985, p. 203. 4 problem solving;
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2 There is a need for recognition of the health and
Safety aspects of child care as important public health
tOpics. Public health agencies should become invOlved
in thes ... aspects as legitimate and priority areas
Of coneern.

_Suggested activity: Establish a "Child Care i !ealth
Section or Project" within the administrative unit deal-
ing with maternal and child health services. Participa-
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 health
and Safety aSpects of child care: Public health agentieS
ShoUld play a leadership role in the planning, deVelop=
ment, andimplementation of health and safety related
activitieS that can benefit children and families Served
by child care programs.

SUggeSted activity: The proposed "Child Care
He ilth Section or Project" should address these iSStieS
and lead in the planning and implementation of health
and safety related activities involving children in child
care programs.
4 There _i8_a need for greater interest and involve:
rnent 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 shbuld Serve in a catalyst and liaison role with
the private sector.

Suggested activity: The proposed `Child Care
Health SectiOn or Project" invites the input and par-
ticipatir'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 illness, injury
prevention, etc.
5; There is a need _for research data; 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 which will generate 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 system data, e.g. Studies on the incidence of
illness and injurieS, compliance with recommended
health screening teStS, nutritional surveillance, etc.
6; There is a need for the development and imple-
mentation of national health and safety performance
standards in child day care programs. Such standards
can serve as models for state regulations and licens-
ing requirements. Public health agencies should play
a leadership role in the developinent of these perfor-
mance standards and asSiSt in the implementation of
a number of demonstration programs.

Suggested activity: Public health agencies should
collaborate with profeSSiOnal assoeiations, e.g..
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American Acaderny Of Pediatrics; American Public
Health AssociatiOnS, etc. and governmental agencies,
e.g Federal Division of Maternal and Child Health; Of-
fice of Child Development, etc. in the development
and field testing of theSC perfortnance standard's:

A_CONCLUDING NOTE
We deeply appreciate _the willingness of the con=

sultaritS to go beyond the "call ofduty" and make theSe
comments. The comments in a senseare 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 step8 and
enUmerate Significant challenges like the refinement
of data c011ection 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 tare children?).

Also stressed was the operational challenge Of
achieving optimally good day care regulatory ad=
miniStrationespecially when it is assigned as a respon-
sibility to the state public health 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 gcbloesser
Marge Petty
Norris Class
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everal public health departments, state and
local, were asked to provide supplementary
material to their profiles. The response 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-
Lary 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 DEPAR-IMENT OF
_HEALTILSERVICES

A collection of seven documents provided by the
Arizona Dep2rtment of Health ServiceS in their day
care and child development service operations.
(Inquiries: Arizona Department of Health ServiceS,
1740 West AdarnS Street, Phoenix, Arizona 85007,
(602) 241-9500.)

The seven documentS are titled: 1) Guidelines for
ChooSing a Day Care Center; 2) Clean Hands Book;
3) "Steps in Growing," Arizona State University School
of Nursing; 4) Parent/Family Involvement Outline; 5)
Keeping Baby Healthy: For USe the First 12 Months,
a questionnaire; 6) Parents: Infant Feeding Guidelines;
7) KIDBITS, 2 issueS.

CITY OF BALTIMORE HEALTH
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.)

The formS include: 1) Parental Permission 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
clay 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
as child day care regulatorS, thiS Set of documents is

comprehensive, well-formatted and shotild be edUca:
tionally useful. The collection containS: 1) The State
day care law as it permins to centers and gibuo day Care
homes; 2) state licensing regulations; 3) StepS in Seek=_
mg licensure; 4) a joint statement with DepartMent Of
Human Services reporting on "reflectiVe toleS 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 respeet to
actions of reported child abuse and neglett, and
children at risk; 6)_a departmental public staternent On
Resources for Technical Assistance, Health and Mini=
tion, as it relates 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
HEALTHANaHumAN SERVICES

The Day Care Enrichment Program: A Program
of Services to Day Care Centers (Publication No.
84k.5 76). (Inquiries: City of Dallas, Department of
Health and Human Services, Day Care Enrichment
Program, 4500 Spring Avenue, Dail* Texas 75210,
(214) 428-1358.)

This attractive, well-printed 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 HealthA Gift for
Your Child."

B. "Child Wards of the State," Bulletins Nos: 8 and
9, AugustSeptember, 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. A collection of documents relating to the depart-
ment's administrative responsibilities for child
care regulation. (Inquiries: see above.)
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This collection of documents includes:_
1) Information sheet relative _to categOrieS of
regulated child care facilities; 2)licensing rigiStra-
don stautes and regulations; 3) procedutes foe ap=
plying; 4) applications and inspection fOrms; 5)
provider self-evaluation forms; 6) health forms.

This collection of documents Should he
useful for comparative study of state health
departments as day care licensors.

D. State of Insas; ex. rel., William Pringle, County
Attorney; Barton County, Kansas, Kansas
Supreme Court Case No. 84-56578-AS. (Inquiries:
see above.)

The issue of the state's authority to regOlate
church-sponsored day care facilities is ofriational
significance. The cited case is one _in which the
Kansas 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
_AKANSAS) HEALTH DEPARTMENT

A . 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) health policies; 7) safety; and 8) control of
infectious diseases.

State statutes, regulations and forms may be
obtained from the Lawrence-Douglas County
Health Department as well as from the State
Department of Health and Environment.

B. 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.)

This document is the contractual agreement
betWeen the state department and the county
health department. It details the responsibilitieS
of each in conducting the child care licensing pro-
gram in Kansas.

C. Giardiasis Manual: Detection and Control inChild
Care Facilities. (Inquiries: see above.)

This document is an excellent achievement
in community education by a local department
of health. This procedure manual relating to giar-
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. Copiesmay
be purchased from the department at a price of
$15 each.

MARIN COUNTY (CALIFORNIA)
DEPARTMENT OF HEALTH AND

HUMAN SERVICES
A. Marin CountyProject Care for Children; Child

Emergency and Medical Guidelines, l980.
(Inquiries: Marin County=-PrOject Care for
Children, 828_ Mission Aventie, San Rafael; Califor-
nia 94901; (419) 494-7997.)

This practical child emergency and medical
guideline; both for parentS and Child care pro-
viders; is well:formatted and indeXed for im-
mediate practical use. Nineteen gLiideline
statements are presented: 1) AbdOMinal Pain;
2) BitesAnimal and Insects; 3) Bleeding;
4) Burns; 5) Broken Bones and SuSpeeted Sprain
Injuries; 6) Convulsions; 7) Fainting; ShOck; and
Lack of Breath: g; 8) Ears; 9)ES:eti; 19)Ciitsi Abra-
sions and Lacerations; 11) Chokirig an-a Foreign
Bodies; 12) Headaches aod Head Injuries;
13) Nose Bleeds; 14) Toro- i-e!; and BrbkeO
Teeth; 15) Communicable DiSeaSeS; 16) Poisons;

17) Drowning and CPR (catdib:Ptilmonarv
Resuscitation); 18) Dental EillergOcies; and
19) Infectious Diseases and Conttol.

B. Health EdUcatiOn Protocols for Proz,iders qf
Parent EdUcation: Children from Birth to 6 }ears
Of Age. (Iricikiiii6: Marin County Department of
Health aod Hinitan Services; Health Education,
Room 280, CiVie Center, San Rafael; California
94903, (115) 499:6869.)

ThiS dOcument is an extensive collection of
client-oriented health education objectives (or
"memory joggetS") designed for staff who wish
to give COMprehenSive care and education;
including healthy Child development and related
parenting iSsueS; tb parentS. The education pro-
tocols represent a tWO-year project by a Maternal
and Child Health Steering Committee; with
leadership froM lbeal health department/health
education and inptit froM a community group of
health prOfeSSibrialS, parents and educators
Another dOetiMent titled "Parent Health Educa:
tion ChecklistS" haS been designed to accompany
the health educatiOd_protocols in order to plan;
track and document health education activities.

C'. A collection of eleven health education bookletS
on child health developed by the Health Educa-
tion Unit; the Division of Health Services. (In-
quiries: see above.)

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) Your
Child, 3 to 4 Months; 4) Your Child, 5 to 6
Mbnths; 5) Your Child; 7 to 9 Months; _6) Your
Child; 10 to 12 Months; 7) Your _Child 13 to 17
Widths; 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 designed
to, accompany Health Education Protocols
(Birth-6 Years);



MRYLAND DEPARTMENT OF HEALTH
AND MENTAL HYGIENE

N.:dal relating to Maryland's reliability study in
inspecion 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
Two survey documents relating to Massachusetts

initiative for health in day care: 1) Family Day Care
Health Improvement project and 2) Preschool Health
Initiative Day Care Center Survey. (Inquiries:
Preschool Health Program, Division of Family Serv-
ices. Massachusetts Department of Public Health,
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 DEPARTMENT
A. A collection of three leaflets (flyers) announcing

the availability of slide presentations relating to
child care. (Inquiries: Minneapolis Health Depart-
ment, 250 South Fourth Street, Minneapolis, Min-
nesota 55415 (612) 348-2700.)

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. Child 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_BOARD__OF HEALTH
A collection of documents relating to regulations

and nutrition guidelines. (Inquiries: Mississippi State
Board of Health, P.O. Box 1700, Jackson, Mississippi
39205; (601) 982-6505.)
A. Regulations governing Licensure of Child

Care Facilities, Miss. Department of Health, te-
vised 1986.
Minimum Standards for Nutrition Care in Child

Care Facilities, Miss. Department of Health, re-
vised 1986.

C. Guidelines for Nutrition Evaluation Visits Based
on Child Care Regulations.

D. Guidelines for Conducting Nutrition Evaluation
Visits in Child Care Centers.

E. Nutritionist Evaluation Form for Child Care
Facilities, Form No. 72-A.

NEW HAMPSHIRE DIVISION OF
PUBLIC _HEALTH

A . 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
Health has responsibility for defined child care
regulations. Besides the licensing statute, this col7
lection contains: 1) Child Day Care Licensing and
Operating Standards and 2) Child Care Residen-
tial Licensing and Operating Standards.

B. 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 computer printout of
the types of licensed facilities.

C. A collection of procedure forms developed by the
Division of Public Health relating to safety, health
and well-being of children in day care. (Inquiries:
see above.)

This collection of procedure forms includes:
1) Emerwncy Procedure; 2) Field Trip Permission;
3) Child Day Care Accident Report; 4) Playground
Safety Checklist; 5) Fire DA 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) When a Child Bites.

D. A collection of material developed by the New
Hampshire Division of Public Health in relation
to employer supported day care. (Inquiries:
see above.)

This collection of material represents the
Division's attempt to interpret and provide 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 concerned with
this issue should benefit from New Hampshire's
interpretive operations in the area.



SEATTLE-KING COUNTY DEPARTMENT
OF PUBLIC HEALTH

A. Child Day Care Health Handbook, 1985,
(Inquiries: Seattle-King County Department Of
Public Health; Day Care Health Program, Room
1406Public 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 Illness in Day Care Settings;
2) Illness; 3) Children's Health Histories, Physical
Etams and Immunizations; 4) Prevention, Acci-
dents; 5) Child Growth and Development;
6) Nutrition; 7) Dental Health; 8) Encouraging
Einotional Health and Good Behavior;
9) Child Abuse; and 10) Community Resources.
It iS well formatted and indexed: The listed price
is $8 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) Formaldehyde.

C. Day Care Infection Control Protocols: (Inquiries:
see aboveRoom 1200.)
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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 illness
management 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 letterS 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 liked price
is $6 per copy.

D. A collection of documents relating to accident
prevention, first aid, communicable disease risk
asSeSSment. (Inquiries: Seattle-King Cou,)ry
Department of Public Health, County Day Care
Program, 2424-156 NE, Bellevue, Washington
98007, (206) 344-6882.) This collection contains
a course outline on the prevention and treatment
of illness 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 questionnaire entitled "Disease
Prevention and Control Self-Assess-
ment Guide".
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II n December, 1985 a questionnaire entitled,
: Inquiry: Health of Children in Day Care was for-

mulated and sent to state Maternal and Child Health
and Crippled Children's units (see below). The pur-
pose of this questionnaire was to quickly obtain some
beginning "intelligence" of current public health ac-
tivities for the profile conference and publication.
Thirty states responded to the inquiry, some fully and
some in parta 60% return! Excluded from this sum-
mary report are the seven states which presented
a profile chapter: Massachusetts, Connecticut,
New Hampshire, Maryland, Mississippi, Kansas
and Arizona.

Following are summary statements for the
23 non-profile states.

SUMMARY STATEMENT NOA
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 health have the formal licensure responsibility.

kl EMENT NO. 2:
(Relating to inquiry question: "DO 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 local 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 cla7 care
included: immunization, communicable disease and
food/nutrition service. Interestingly, in several
instances, although the state health department 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.

SUMMARY_STATFMENT NO. 3:
(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
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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 much full time

staff are involved in your day care effort?") ThiS ques:
tion tended to be non-productive with only eight
states responding with a 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: "consulta-
ion" (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 response is similar to responses
by the six profile states with the regulatory authority
for day tare.

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.
I . The health department provides a direct serv-
ice(s) to day care children or day care facilities.
2 . Consultation, training or technical assistance is
provided by health department to day care
facilities/consumers.
3. A regulatory activity such as formulating or help-
ing with the formulation of standards; inspection,
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 coordinating;
with special reference to safeguarding or upgrading
day care.

Overall, the questionnaire revealed that public
health at both state and local levels is much involved
in safeguarding and upgrading_day care The participa-
tion varies from locale to locale, is often fragmentary,
and is in need of conceptual thinking by the field of
public health as a whole.

The complete or excerpted commentS from
18 selected states are presented as "mini-profiles" to 3
reflect the diversity of activities.
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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 PUBLIC_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 Jffice 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.

Georgia's Division of Public Health's involvement
in child day care lies in the investigation of infectious
diseases. Consultation, training, and monitoring are
used to assist day care programs.

HAWAIISTATEDEPARTMENT 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
statewide system of infant development prograrnys-
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available for children 0-3 years with developmental
disabilities. These programs are operated by Cie
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 programs designed 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 the nutrition branch. Neither of these
branches are organizationally with the Family Health
Services Division which includes Maternal and Child
Health and Crippled Children's Services. However,
these branches provide much of the direct and con-
sultative services, which are the core of our MCH/CC
programs. Sanitation inspections are regularly re-
queSted and provided for the day care program.

IDAHO DEPARTMENT OF HEALTH
AND WELFARE

Idaho is probably the last state to have mandatory
day care licensing statewide. County regulations are
enforced. This year, however, support has been
generated throughout the state to encourage statewide
regulation of child care.

The Idaho Division of Health and one of our
seven district health departments have recently
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.

IOWA DEPARTMENT OF HEALTH
MCH in Iowa has no legislative mandate in child

care. 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 the Disease Prevention Divi-
Sion, provides day care licensing with consultation and
guidance for the control of communicable 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
iS the Cabinet for Human Resources, Office of the



Inspector General. Local public health agencies have
the responsibility for sanitation inspections.

LOUISIANA DEPARTMENT OF HEALTH
_AND_HUMANIZESOUREES_
Although neither the Louisiana CC Program

(Handicapped Children's Services) or the MCH
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-
municable disease section responds to requests for
services and surveys for immunization status. The
communicable disease section is also planning
statewide inservice_programs 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.

NEW JERSEY DEPARTMENT OF
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 Licensing. Local 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

The section responsible for day care licensing is
part of the Health Facilities and Occupational 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 centers. family
day care homes, boarding homes, adult residential
shelter care homes, diagnostic and training centers,
special hospitals, 24 hour child care centers, 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 recordscheck and licensing fee regulations.

Local public health agencies have inspection or
regulatory responsibility for public health conditions.
Their role in day care primarily involves the setting of
standards; consultation training, monitoring and in-
spection. The ciay care activities on which these
methods focus are accident prevention, environmen-
tal health and safety, infectious diseases, special needs
children, child abuse and health promotion;

NEW YORK DEPARTMENT OF HEALTH
The New York State Department of Health pro-

vides consultation to the New York State DepartmentS
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 assessments, 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 proper 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 authority
through the appointment of a representative on the
Day Care Advisory 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,
health 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 School/Facility Immunization Law covers all
certified day care centers. All new clients must have
at least one dose Diphtheria/Tetanus containing vac-
cine, 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. Thc
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.e.
private well and septic tank).

RHODE ISLAND DEPARTMENT
OF HEALTH

In accordance with Rhode Island General Law
40-13-5, 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 Program of the Division of
Disease Control in 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 a preschool im-
munization assessment book. As a follow-up, approx-
imately seven percent of these schools/centers are
visited to validate the reports submitted and to provide
consultative 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 a year.

SOUTH DAKOTA STATE DEPARTMENT
OF HEALTH

The Maternal and Child Health Program has pro=
vided funding for day rare home provider training and
for air time for public service announcements to
encourage parents to be good consumers 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 disease, sick child care, parent educa-
tion and nutrition.

_UTAHDEPARTMENT 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 health
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 HEALal
The Vermont Department 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 certain 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 prrschoolers' parents will be the focus of thiS neW
program. PrF:school children are at substantill 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 year8 old.
The Health Department'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 Training Program
employs part-time trainers throughout the sute to
work with child care providers. This new program will
allow trainers (and other community-based groupS to
deliver prevention education to the parents or
preschool children at their day care and local com=
munity centers. The prevention education classes will
begin in April and continue through February 1987.

VIRGINIA DEPARTMENTADE HEALTH_
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 provide consultation, training 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, first aid,
and parenting education varies with the local resource.

In addition, comprehensive day care and nursery
school health 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
members. These services will include: development
of a communicable diSeaSe course which will be
piloted among day care personnel; education of the
staff and children regarding con, '::tble disease
prevention and control; creation ol isease report-
ing/surveillance sySteni; policy reco: .ndations for
day care centerS regarding the manag, .nt of com-
mon health problem8; the deVelopment ( quarterly
newsletters with childhood injury/prevention informa-
don; and the St2tiStiCAl AtiAly818 of Screening data.
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T' he nature of this project which spans most
areas of public health, is not conducive to
the development of a standard bibliography.

However, we have elected to provide the reader with
beginning references under these four headings:
/. List of national private organizations con-
cerned in various ways with the health of day
care children
2. Selected references of health risks in day care
facilities

3. Papers relating to the public health agency as the
day care regulator
4. Works related to the theory of innovation and
diffusion

Collectively, we believe they will provide a sense
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
A. American Public Health Association (APHA),
1015 15th Street, N.W., WaShington, D.C. 20005,
(202) 789:5600.
B. American Academy of Pediatrics (AAP), 141
Northwest Point Boulevard, PO. Box 927, Elk Grove
Village, Illinois 60009-0927, (312) 228-5005.
C. National Association for the Education of Young
Children (Preschool) (NAEYC), 1834 Connecticut
Avenue N W , Washington, D.C. 20009, (202) 232-8777.

D. National Head Start Association (Preschool)
(NHSA), do Sarah M. Greene, 1707 15th Street, E.
Bradenton, Florida 33508, (813) 748-0137.
E. Child Welfare League of America (CWLA),
67 Irving_ Place, New York, New York, 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. _American Public Health Association, 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,
Centers for Disease Control: Model Standards: A Guide
for communqy 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 Health and Safety in
Child Care," C'hild C'are Information Exchange, 1986;
50: 14-18;

5; Chang, A; S. Zukerman and H.M. Wallace,
"Health Services Needs of Children in Day Care
Centers," American Journal of Public Health, 1978;
68: 373-377.
6; Goodman; R.A., "Infectious Diseases and Child
Day Care," Pediatrics; 1984; 74: 134-139.

7; Osterholm; Michael T.; Jerome O. Klein; Susan S.
Aronson and Larry K. Pickering, "Infectious Diseases
in Child Day Care: Management and Prevention,"
Revieu of Infectious Diseases, Vol. 8, No. 4, July-
August 1986.
8; Haskins; Ron, Ph.D. and Jonothan Kotch, M.D.,
"Day Care and Illness. Evidence. Cost and Public
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

. Cohen, Arthur, E., "Government Regulations and
Public Health," Washington, D.C. 20005. American
Public Health Association, June 1980.
2. Class, Norris E., "Licensing for Child Care: A
Preventive Welfare Service," Children, Volume 15,
No. 5, September-October 1968.
3.. Youna, Kathryn and Edward Zigler, "Infant and
Toddler Day Care: Regulations and Policy Implica-
tions," AmencanJ. Orthopsychiatric, January 1986;
56: (I) 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
conference of the National Association of Education
of Young Children in Detroit, 1981.

5. Fiene, Richard and Mark Nixon, "The Instrument
Based Program Monitoring Information System and
Indicator Checklist for Child Care," Child C'are
Quarterly, Fall 1985; 14(3), 203.

INNOVATIONANaDIFFUSION THEORY
1; Kaller, Horace. 1931. "Innovation," Encyclopedia
of Social Science;
2; Gardner; John. 1981. Sel[Renewal: The
Individual and the Innovative sOciety. WW Norton
and Co., New York:
3; Miles, Matthew B., Editor. _1964. Ihnooation in
Education: Columbia University TeacherS C011ege,
New York.

4. Rogers, Everett M. 1983. Diffusion of Innova-
tions. New York. The Free Press.
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